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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. 







 


GDC-4500 12/05  Amendment-1 
 
 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 1: 
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. 


 







 


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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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 
 
 
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 1 = All full-time Saltchuk Resources, Inc. managers. 
 
 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. 
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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 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 
• 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: 
• 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:  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. 


 
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. 


 







 


GDC-4500 12/05 28 EE-4L-12  


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. 


 
• 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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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 
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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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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 
 
 
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. 
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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. 


 
 







 


GDC-4500 12/05 8 EE-2-2  


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. 
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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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SALTCHUK RESOURCES, INC. 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 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. 
 


However, with respect to the Health Savings Account, you may modify or revoke your elections without having to have a 
change in status. 
 


There are detailed rules on when a change in election is deemed to be consistent with a change in status. In addition, 
there are laws that give you rights to change health coverage for you, your spouse, or your dependents. If you change 
coverage due to rights you have under the law, then you can make a corresponding change in your elections under the Plan. If 
any of these conditions apply to you, you should contact the 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 or if you decide to participate in the Health Savings Account. 
 


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 or self-funded 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 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. 
 


However, if you participate in a HSA, you can only be reimbursed by the Employer for out-of-pocket dental, vision or 
preventive care expenses incurred by you and your dependents. 
 


If you are a HSA participant, drug costs, including insulin, may be reimbursed if they are considered for dental, vision or 
preventive care expenses. 
 


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 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 
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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. 
 


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 self-funded medical plan. 
 


-- Dental insurance premiums. 
 


-- Vision insurance premiums. 
 


Under our Plan, we will establish sub-accounts for you for each different type of coverage that is available. Also, certain 
limits on the amount of coverage may apply. 
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The Administrator may terminate or modify Plan benefits at any time, subject to the provisions of any contracts providing 


benefits described above. Also, your coverage will end when you leave employment, are no longer eligible under the terms of 
any coverage, or when coverage terminates. 
 


Any benefits to be provided by insurance will be provided only after (1) you have provided the Administrator the necessary 
information to apply for insurance, and (2) the insurance is in effect for you. 
 


If you cover your children up to age 26 under your insurance, you can pay for that coverage through the Plan. 
 
5. May I direct Plan contributions to my Health Savings Account?  
 


Yes. Any monies that you do not apply toward available benefits can be contributed to your Health Savings Account, 
which enables you to pay for expenses which are not covered by our medical plan and save taxes at the same time. Please 
see your Plan Administrator for further details. 
 


V 
BENEFIT PAYMENTS 


 
1. When will I receive payments from my accounts?  
 


During the course of the Plan Year, you may submit requests for reimbursement of expenses you have incurred. 
Expenses are considered "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. The provisions of the insurance contracts will control what benefits will be paid and when. 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?  
 


If you have not spent all the amounts in your Health Care Flexible Spending Arrangement or Day Care Flexible Spending 
Arrangement by the end of the Plan Year, you may continue to incur claims for expenses during the "Grace Period." The 
"Grace Period" extends 2 1/2 months after the end of the Plan Year, during which time you can continue to incur claims and 
use up all amounts remaining in your Health Care Flexible Spending Arrangement or Day Care Flexible Spending 
Arrangement. 
 


Any monies left at the end of the Plan Year and the Grace Period will be forfeited, except for amounts contributed to your 
Health Savings Account. Obviously, qualifying expenses that you incur late in the Plan Year or during the Grace Period for 
which you seek reimbursement after the end of such Plan Year and Grace Period 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. 
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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 
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) Your Health Savings Account amounts will remain yours even after your termination of employment. 


 
(d) 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. 
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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  
 


Saltchuk Resources, Inc. Flexible Benefits Plan is the name of the Plan. 
 


Your Employer has assigned Plan Number 505 to your Plan. 
 


The provisions of your amended Plan become effective on January 1, 2015. Your Plan was originally effective on Janury 
1, 2013. 
 


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. 
 
2. Employer Information  
 


Your Employer's name, address, and identification number are: 
 


Saltchuk Resources, Inc. 
1111 Fairview Ave N 
Seattle, Washington 98109 
91-1186367 


 
3. Plan Administrator Information  
 


The name, address and business telephone number of your Plan's Administrator are: 
 


Saltchuk Resources, Inc. 
1111 Fairview Ave N 
Seattle, Washington 98109 
(206) 652-1120 


 
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: 
 


Saltchuk Resources, Inc. 
1111 Fairview Ave N 
Seattle, Washington 98109 


 
5. Type of Administration  
 


The type of Administration is Employer Administration. 
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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. 
 


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. 
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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. 
 


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. 
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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. 


 
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). 
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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. 
 


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. 
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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 
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 
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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: 
 


Saltchuk Resources, Inc. 
1111 Fairview Ave N 


Seattle, Washington 98109 
 


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. 
 


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. 
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(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. 
 
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 
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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. 
 


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. 
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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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Policyholder:  Saltchuk Resources, Inc. 
Policy Number:  GTP 0009133349-A 
 


GROUP ACCIDENT INSURANCE CERTIFICATE 
 
ABOUT THIS CERTIFICATE.  This certificate describes accident insurance the Company provides to Insured 
Persons under the Group Policy (herein referred to the Policy) issued to the Policyholder.    This insurance is 
provided to Insured Persons of the Policyholder while those persons are participating in Covered Hazards. 
 
 
 
The President and Secretary of National Union Fire Insurance Company of Pittsburgh, Pa. witness this 
certificate: 


      
President Secretary 


 
 
 
 
 
 


PLEASE READ THIS CERTIFICATE CAREFULLY. 
 


Non-Participating 
 


BENEFITS PROVIDED UNDER THE POLICY DO NOT PROVIDE COMPREHENSIVE MEDICAL 
COVERAGE.  THE POLICY DOES NOT COVER THE COST OF MOST HOSPITAL AND OTHER SUCH 


MEDICAL SERVICES.  IT IS NOT INTENDED TO COVER ALL MEDICAL EXPENSES. 
 


THE POLICY IS A LIMITED POLICY AND IS AN ACCIDENT ONLY POLICY. 
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DECLARATIONS OF COVERAGE 
 
ELIGIBILITY FOR COVERAGE – The persons eligible for coverage are: 
 


Class I All full-time employees, non-union of the Policyholder. 


 
 
AMOUNT OF COVERAGE FOR EACH CLASS OF INSURED PERSON 
 


Class Principal Sum  


I Three (3) times Annual Base Salary with a minimum of $36,000 to a maximum of $350,000. 


 
 
Benefits shown in any row of the Table shown below apply only to an eligible person in a Class shown 
in that row, only with respect to an accident that occurs under the circumstances described in a 
Hazard shown in that row as to such person.  Any other Rider shown in any row of the Table shown 
below applies only with respect to the Classes, Hazards, Benefits, and Riders shown in that row. 
 


TABLE OF HAZARDS, BENEFITS, AND RIDERS 
 


Class Hazards Benefits Riders  


I H-12 
B-1, B-2, B-4, B-6, B-7, B-13, B-16, B-25, 
B-26, B-28 
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DEFINITIONS 
 
Airworthiness Certificate means the “Standard” Airworthiness Certificate issued by the Federal Aviation 
Agency of the United States of America or its equivalent issued by the governmental authority having 
jurisdiction over civil aviation in the country of registry. 
 
Civilian Aircraft means a civil or public aircraft having a current and valid Airworthiness Certificate and piloted 
by a person who has a current and valid medical certificate and pilot certificate with appropriate ratings for the 
aircraft.  A Civilian Aircraft does not include a Policyholder Aircraft. 
 
Immediate Family Member means a person who is related to the Insured 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 (includes stepparent), brother or sister (includes stepbrother or stepsister), or child (includes legally 
adopted child or stepchild). 
 
Injury means bodily injury: (1) which is sustained as a direct result of an unintended, unanticipated accident 
that that is external to the body and occurs while the injured person's coverage under the Policy is in force; (2) 
which occurs under the circumstances described in a Hazard applicable to that person; and (3) which directly 
(independent of sickness, disease, mental incapacity, bodily infirmity or any other cause) causes a covered 
loss under a Benefit applicable to such Hazard. 
 
Insured means a person:  (1) who is a member of an Eligible Class of persons as described in the Eligibility for 
Coverage section; (2) for whom premium has been paid; and (3) while covered under the Policy. 
 
Insured Person means an Insured. 
 
Military Air Transport Aircraft means an aircraft having a current and valid Airworthiness Certificate; piloted 
by a person who has a current and valid medical certificate and pilot certificate with appropriate ratings for the 
aircraft; and operated by the United States of America, or by the similar air transport service of any duly 
constituted governmental authority of any other recognized country. 
 
Passenger means a person not performing as a pilot, operator, or crew member of a conveyance. 
 
Physician means a licensed practitioner of the healing arts acting within the scope of his or her license who is 
not:  (1) the Insured Person; (2) an Immediate Family Member; or (3) retained by the Policyholder. 
 
Policyholder Aircraft means any aircraft with a current and valid Airworthiness Certificate and owned, leased 
or operated by the Policyholder. 
 
Sojourn and Personal Deviation, Sojourn or Personal Deviation means non-business travel or activities 
undertaken While on the Business of the Policyholder but unrelated to furthering the business of the 
Policyholder. 
 
Specialized Aviation Activity means an aircraft while it is being used for one or more of the following 
activities: 


 acrobatic or stunt flying 


 racing 


 any endurance tests  


 any flight on a rocket-propelled or rocket-launched aircraft 


 crop dusting 


 crop seeding 


 crop spraying 


 fire fighting 


 exploration 


 pipe line inspection 
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 power line inspection 


 any form of hunting 


 bird or fowl herding 


 aerial photography 


 banner towing 


 any test or experimental purpose 


 any flight which requires a special permit or waiver from the authority having jurisdiction over civil aviation, 
even though granted. 


 
Trip means a trip taken by an Insured which begins when the Insured leaves his or her residence or place of 
regular employment for the purpose of going on the trip (whichever occurs last), and is deemed to end when 
the Insured returns from the trip to his or her residence or place of regular employment (whichever occurs first).  
However, the trip is deemed to exclude any period of time during which the Insured is on an authorized leave 
of absence or vacation or travel to and from the Insured’s place of regular employment.  “Trip” does not include 
the Insured’s trip to a location that extends for more than 60 days.  Such a trip will be deemed to change the 
Insured’s residence or place of regular employment to the new location. 
 
We, Us, or Our refers to National Union Fire Insurance Company of Pittsburgh, Pa. 
 
While on the Business of the Policyholder means while on assignment by or at the direction of the 
Policyholder for the purpose of furthering the business of the Policyholder, but does not include any period of 
time:  (1) while the Insured Person is working at his or her regular place of employment; (2) during the course 
of everyday travel to and from work; or (3) during an authorized leave of absence or vacation.  If an Insured’s 
assignment to a location exceeds 60 days, such assignment will be deemed to change the Insured’s residence 
and regular place of employment to the new location. 
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COVERAGE EFFECTIVE DATE 
 
Insurance will become effective as to each eligible person in consideration of the required premium payment 
on the later(est) of:  (a) the Policy Effective Date; or (b) Date of Hire.  
 
 


INSURED’S EFFECTIVE AND TERMINATION DATES 
 
An Insured’s coverage begins on the latest of:  (1) the Policy Effective Date; (2) the date the person becomes a 
member of an Eligible Class of Persons; or (3) the Coverage Effective Date. 
 
An Insured’s coverage ends on the earliest of:  (1) the date the Policy is terminated; (2) the premium due date 
if premiums are not paid when due; or (3) the date the Insured ceases to be a member of an Eligible Class. 
 
Termination of coverage will not affect a claim for a covered loss that occurred while the Insured’s coverage 
was in force under the Policy. 
 
 


PREMIUM 
 
Premiums.  The Company provides insurance in return for premium payments.  The premium shown in the 
Schedule is payable to the Company in the manner described in the Schedule.  The Company may change the 
required premiums due on any Policy anniversary date after the third Policy anniversary date, as measured 
annually from the Policy Effective Date, by giving the Policyholder at least 31 days advance written notice.  The 
Company may also change the required premiums at any time when any coverage change affecting premiums 
is made in the Policy. 
 
Grace Period.  A Grace Period of 31 days will be provided for the payment of any premium due after the first.  
An Insured Person’s coverage will not be terminated for nonpayment of premium during the Grace Period if all 
premiums due are paid by the last day of the Grace Period.  An Insured Person’s coverage will terminate on 
the last day of the period for which all premiums have been paid if all premiums due are not paid by the last 
day of the Grace Period. 
 
If the Company expressly agrees to accept late payment of a premium without terminating coverage under the 
Policy, the Company does so in accordance with the Noncompliance with Policy Requirements provision of the 
General Provisions section. 
 
No Grace Period will be provided if the Company receives notice to terminate the Insured Person’s coverage 
under the Policy prior to a premium due date. 
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DESCRIPTION OF COVERED HAZARDS 
 
The following Hazards apply only to Insured Persons in Classes as indicated in the Table of Hazards, 
Benefits, and Riders. 
 
H-12 24-Hour Accident Protection While On a Trip (Business Only) 
 
This Hazard applies only with respect to an Injury sustained by an Insured Person: 
 
1. While on the Business of the Policyholder; and 
2. during the course of any Trip, including a Sojourn or Personal Deviation taken during the course of the Trip, 


made by such person. 
 
With respect to a Sojourn or Personal Deviation, this Hazard applies only where the Sojourns or Personal 
Deviations: 
 
1. if they involve travel, do not depart more than 100 miles from the direct route or destination(s) with respect to 


the circumstances described herein; and 
2. if they involve one or more stops en route and/or an extension of time spent at the destination(s) with 


respect to the circumstances described herein, do not last longer than a total of: 
 


(a) 7 day(s); or 
(b) 50% of the time that would otherwise have been spent under the circumstances described herein; 
 
whichever is less. 


 
With respect to any period of time such Insured Person is traveling on a conveyance during the course of any such 
trip, this Hazard applies only with respect to Injury sustained by the person: 
 
1. while operating or riding in or on (including getting in or out of, or on or off of), or by being struck or run down 


by any conveyance being used as a means of land or water transportation, except: 
 


a. any such conveyance the Insured Person has been hired to operate or for which the Insured Person 
has been hired as a crew member and while the Insured Person is performing as an operator or 
crew member on any such conveyance; or 


b. any such conveyance the Insured Person is operating, or for which the Insured Person is performing 
as a crew member, (including getting in or out of, or on or off of) for the transportation of passengers 
or property for hire, profit or gain; or 


 
2. while riding as a Passenger in or on (including getting in or out of, or on or off of): 
 


a. any Civilian Aircraft; or 
b. any Military Air Transport Aircraft; or 


 
3. by being struck or run down by any aircraft. 
 
Exclusions.  Exclusion 2 in the General Exclusions section is waived with respect to an Insured Person to whom 
this Hazard applies, but only with respect to Injury sustained by such person under the circumstances described in 
this Hazard.  It is not waived with respect to such person traveling or flying in or on (including getting in or out of, or 
on or off of) any aircraft other than as expressly described in this Hazard, unless otherwise provided by the Policy. 
 
In addition to all other exclusions in the General Exclusions, the circumstances described in this Hazard are deemed 
to exclude travel or flight in or on (including getting in or out of, or on or off of) any Policyholder Aircraft, unless 
otherwise provided by the Policy, and any aircraft while it is being used for Specialized Aviation Activity(ies). 
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DESCRIPTION OF BENEFITS 
 
Principal Sum.  As applicable to each Hazard and Benefit for each Insured Person, Principal Sum means the 
amount of insurance in force under the Policy on that person for that Hazard and Benefit as described for the 
Insured Person’s Eligible Class in the Principal Sums section and in the Table of Hazards, Benefits and Riders. 
 
Reduction Schedule.  The amount payable for a loss will be reduced if an Insured Person is age 70 or older on the 
date of the accident causing the loss with respect to any Benefit provided under the Policy where the amount 
payable for the loss is determined as a percentage of his or her Principal Sum.  The amount payable for the Insured 
Person’s loss under that Benefit is a percentage of the amount that would otherwise be payable, according to the 
following schedule: 
 
 AGE ON DATE OF ACCIDENT PERCENTAGE OF AMOUNT OTHERWISE PAYABLE 
 70-74 65% 
 75-79 45% 
 80-84 30% 
 85 and older 15% 
 
Premium for an Insured Person age 70 or older is based on 100% of the coverage that would be in effect if the 
Insured Person were under age 70. 
 
“Age” as used above, refers to the age of the Insured Person on the Insured Person’s most recent birthday, 
regardless of the actual time of birth. 
 
B-1 Accidental Death Benefit 
If Injury to an Insured Person results in death within 365 days of the date of accident that caused the Injury, We will 
pay 100% of the Principal Sum indicated for that Insured Person’s Eligible Class. 
 
B-2  Accidental Dismemberment and Paralysis Benefit 
If Injury results within 365 days of the date of the accident that caused the Injury, in any one of the Losses specified 
below, We will pay the percentage of the Principal Sum shown below for that Loss: 
 


For Loss of Percentage of Principal Sum 
Both Hands or Both Feet ........................................................................... 100% 
Sight of Both Eyes ..................................................................................... 100% 
One Hand and One Foot ........................................................................... 100% 
One Hand and the Sight of One Eye ......................................................... 100% 
One Foot and the Sight of One Eye .......................................................... 100% 
Speech and Hearing in Both Ears  ............................................................ 100% 
One Hand or One Foot ................................................................................ 50% 
Sight of One Eye ......................................................................................... 50% 
Speech or Hearing in Both Ears  ................................................................. 50% 


  Paralysis  
Quadriplegia .............................................................................................. 100% 
Paraplegia .................................................................................................... 75% 
Hemiplegia ................................................................................................... 50% 


 
“Loss” of a hand or foot means complete severance through or above the wrist or ankle joint.  “Loss” of sight of an 
eye means total and irrecoverable loss of the entire sight in that eye.  “Loss” of hearing in an ear means total and 
irrecoverable loss of the entire ability to hear in that ear.  “Loss” of speech means total and irrecoverable loss of the 
entire ability to speak.  “Loss” of thumb and index finger means complete severance through or above the 
metacarpophalangeal joint of both digits. 
 
“Quadriplegia” means the complete and irreversible paralysis of both upper and lower limbs.  “Paraplegia” means 
the complete and irreversible paralysis of both lower limbs.  “Hemiplegia” means the complete and irreversible 
paralysis of the upper and lower limbs on the same side of the body.  “Limb” means entire arm or entire leg. 
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If more than one Loss is sustained by an Insured Person as a result of the same accident, only one amount, the 
largest, will be paid. 
 
Exposure and Disappearance.  If by reason of an accident occurring while coverage is in force, the Insured 
Person is unavoidably exposed to the elements and as a result of such exposure suffers a loss for which a benefit is 
otherwise payable, the loss will be covered under the terms of the Policy. 
 
If the Insured Person’s body has not been found within one year of the disappearance, forced landing, stranding, 
sinking or wrecking of a conveyance in which the Insured Person was an occupant while covered under the Policy, 
then it will be deemed, subject to all other terms and provisions of the Policy, that the Insured Person has suffered 
accidental death within the meaning of the Policy. 
 
 
B-4 Bereavement and Trauma Counseling Benefit 
If an Insured Person suffers an accidental death or an accidental dismemberment or paralysis for which an 
Accidental Death or Accidental Dismemberment and Paralysis Benefit is payable, or if he or she goes into a coma 
for which a Coma benefit is payable, We will pay Covered Bereavement and Trauma Counseling Expenses that are 
due to his or her death or dismemberment or paralysis or coma.  The Covered Bereavement and Trauma 
Counseling Expenses must be incurred within one year after the date of the accident causing such loss(es), up to a 
maximum of $50 per session for up to 10 sessions for the Insured Person and all of his or her Immediate Family 
Members combined with respect to all such losses caused by the same accident. 
 
“Covered Bereavement and Trauma Counseling Expenses” means an expense that:  (1) is charged for a Medically 
Necessary Bereavement and Trauma Counseling Session for the Insured Person and/or one or more of his or her 
Immediate Family Member(s) provided under the care, supervision or order of a Physician; (2) does not exceed the 
usual level of charges for similar counseling sessions in the locality where the expense is incurred; and (3) does not 
include charges that would not have been made if no insurance existed. 
 
“Medically Necessary Bereavement or Trauma Counseling Session” means any individual, joint or family mental 
health counseling session that: (1) is essential to assist the Insured Person and/or one or more Immediate Family 
Members in coping with the loss for which it is provided; (2) meets generally accepted standards of medical practice; 
and (3) is ordered by a Physician. 
 
Exclusions.  In addition to the General Exclusions, Covered Bereavement and Trauma Counseling Expenses do 
not include any expenses for or resulting from any condition for which the Insured Person is entitled to benefits 
under any Workers’ Compensation Act or similar law. 
 
 
B-6 Carjacking Benefit – Percent of Principal Sum 
We will pay a benefit when the Insured Person suffers one or more losses for which benefits are payable under the 
Accidental Death Benefit, Accidental Dismemberment and Paralysis Benefit, Coma Benefit as a result of a 
Carjacking of an Automobile while the Insured Person is operating, or riding as a passenger in, (including getting in 
or out of) such Automobile. 
 
The amount payable is the lesser of: (1) $5,000; or (2) 10% of the largest benefit payable under any one of the 
Benefits specified above due to the Carjacking.  Only one benefit is payable for all losses as a result of the same 
Carjacking. 


 
Verification of the Carjacking must be a part of an official report of the Carjacking or be certified, in writing, by the 
investigating officer(s). 
 
“Automobile” means a self-propelled private passenger motor vehicle with four or more wheels which is of a type 
both designed and required to be licensed for use on the highways of any state or country.  Automobile includes, but 
is not limited to, a sedan, station wagon, or jeep-type vehicle and a motor vehicle of the pickup, panel, van, camper 
or motor home type.  Automobile does not include a mobile home or any motor vehicle which is used in mass or 
public transit. 
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“Carjacking” means taking unlawful possession of an Automobile by means of force or threats against the person(s) 
then rightfully occupying such Automobile 
 
 
B-7 Coma Benefit 
If Injury renders an Insured Person Comatose within 365 days of the date of the accident that caused the Injury, and 
if the Coma continues for a period of 30 consecutive days, We will pay a monthly benefit of 1% of the Principal Sum.  
No benefit is provided for the first 30 days of Coma.  The benefit is payable monthly as long as the Insured Person 
remains Comatose due to that Injury, but ceases on the earliest of:  (1) the date the Insured Person ceases to be 
Comatose due to that Injury; (2) the date the Insured Person dies; or (3) the date the total amount of monthly Coma 
benefits paid for all Injuries caused by the same accident equals 100% of the Principal Sum.  We will pay benefits 
calculated at a rate of 1/30th of the monthly benefit for each day for which We are liable when the Insured Person is 
Comatose for less than a full month.  Only one benefit is provided for any one month of Coma, regardless of the 
number of Injuries causing the Coma. 
 
We reserve the right, at the end of the first 30 consecutive days of Coma and as often as We may reasonably 
require thereafter, to determine, on the basis of all the facts and circumstances, that the Insured Person is 
Comatose, including, but not limited to, requiring an independent medical examination provided at Our expense. 
 
“Coma/Comatose” means a profound state of unconsciousness from which the Insured Person cannot be aroused 
to consciousness, even by powerful stimulation, as determined by a Physician. 
 
 
B-13 Emergency Evacuation With Family Travel


 
Benefit 


 
We will pay for Covered Emergency Evacuation Expenses reasonably incurred if the Insured Person suffers an 
Injury or Emergency Sickness that warrants his or her Emergency Evacuation while he or she is outside a 100 mile 
radius from his or her current place of primary residence, up to a maximum of $1,000,000 for all Emergency 
Evacuations due to all Injuries from the same accident or all Emergency Sicknesses from the same or related 
causes.  
 
The Physician ordering the Emergency Evacuation must certify that the severity of the Insured Person’s Injury or 
Emergency Sickness warrants his or her Emergency Evacuation.  All Transportation arrangements made for the 
Emergency Evacuation must be by the most direct and economical conveyance and route possible. 
 
Family Travel Benefit 
Following an Emergency Evacuation for which an Emergency Evacuation benefit is payable under the Policy, We 
will pay for expenses reasonably incurred: 
 
1. to return to their current place of primary residence, with an attendant if necessary, any of the Insured 


Person’s Children who were accompanying the Insured Person when the Injury or Emergency Sickness 
occurred; but not to exceed the cost of a single one-way economy airfare ticket less the value of applied 
credit from any unused return travel tickets per person; and 


 
2. to bring one person chosen by the Insured Person to and from the Hospital or other medical facility where 


the Insured Person is confined if the Insured Person is alone and if the place of confinement is outside a 100 
mile radius from the Insured Person’s place of primary residence; but not to exceed the cost of one round-
trip economy airfare ticket. 


 
Travel Guard Group, Inc. must make all arrangements and must authorize all expenses in advance for any benefits 
under this Benefit to be payable.  We reserve the right to determine the benefit payable, including reductions, if it is 
not reasonably possible to contact Travel Guard Group, Inc. in advance. 
 
The General Exclusions and the Exclusions section of each Hazard to which this Benefit applies do not apply with 
respect to this Benefit. 
 
“Children” means unmarried children, including (1) natural and adopted children from the moment of birth; and (2) 
step, foster or adopted children from the moment of placement in the Insured Person’s home, under age 25 and 
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primarily dependent on the Insured Person for support and maintenance.  However, the age limit does not apply to a 
child who:  (1) otherwise meets the definition of Children; and (2) is incapable of self-sustaining employment by 
reason of developmental disability or physical handicap.  The term “adopted children” includes a child for whom the 
Insured has assumed a legal obligation for total or partial support of a child in anticipation of adopting such child. 
 
“Covered Emergency Evacuation Expense(s)” means an expense that:  (1) is charged for a Medically Necessary 
Emergency Evacuation Service; (2) does not exceed the usual level of charges for similar Transportation, treatment, 
services or supplies in the locality where the expense is incurred; and (3) does not include charges that would not 
have been made if no insurance existed. 
 
“Emergency Evacuation” means, if warranted by the severity of the Insured Person’s Injury or Emergency Sickness:  
(1) the Insured Person's immediate Transportation from the place where he or she suffers an Injury or Emergency 
Sickness to the nearest hospital or other medical facility where appropriate medical treatment can be obtained; (2) 
the Insured Person's Transportation to his or her current place of primary residence to obtain further medical 
treatment in a hospital or other medical facility or to recover after suffering an Injury or Emergency Sickness and 
being treated at a local hospital or other medical facility; or (3) both (1) and (2) above.  An Emergency Evacuation 
also includes medical treatment, medical services and medical supplies necessarily received in connection with 
such Transportation. 
 
“Emergency Sickness” means an illness or disease, diagnosed by a Physician, which meets all of the following 
criteria:  (1) there is present a severe or acute symptom that would lead a prudent layperson to require immediate 
care and the failure to obtain such care could reasonably result in serious deterioration of the Insured Person’s 
condition or place his or her life in jeopardy; (2) the severe or acute symptom occurs suddenly and unexpectedly; 
and (3) the severe or acute symptom occurs while the Policy is in force as to the person suffering the symptom and 
under the circumstances described in a Hazard (a) applicable to that person and (b) to which this Benefit applies.  
For purposes of this Benefit, any references to “Injury” in such a Hazard are deemed to be references to “Injury or 
Emergency Sickness.” 
 
“Medically Necessary Emergency Evacuation Service” means any Transportation, medical treatment, medical 
service or medical supply that:  (1) is an essential part of an Emergency Evacuation due to the Injury or Emergency 
Sickness for which it is prescribed or performed; (2) meets generally accepted standards of medical practice; and 
(3) either is ordered by a Physician and performed under his or her care or supervision or order, or is required by the 
standard regulations of the conveyance transporting the Insured Person. 
 
“Transportation” means moving the Insured Person during an Emergency Evacuation by a land, water or air 
conveyance.  Conveyances include, but are not limited to, air ambulances, land ambulances and private motor 
vehicles. 
 
 
B-16 Home Alteration and Vehicle Modification Benefit 
If an Insured Person: 
 
1. suffers an accidental dismemberment or paralysis for which an Accidental Dismemberment and Paralysis 


benefit is payable; 
2. did not, prior to the date of the accident causing such loss(es), require the use of a wheelchair to be 


ambulatory; and 
3. as a direct result of such loss(es) are now required to use a wheelchair to be ambulatory, 
 
We will pay Covered Home Alteration and Vehicle Modification Expenses that are incurred within one year after the 
date of the accident causing such loss(es), up to a maximum of $10,000 for all such losses caused by the same 
accident. 
 
“Covered Home Alteration and Vehicle Modification Expenses” means one-time expenses that: 
1. are charged for: 
 


(a) alterations to the Insured Person’s residence that are necessary to make the residence accessible 
and habitable for a wheelchair-confined person; or 
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(b) modifications to a motor vehicle owned or leased by the Insured Person or modifications to a motor 
vehicle newly purchased for the Insured Person that are necessary to make the vehicle accessible to 
and/or driveable by the Insured Person; and 


2. do not include charges that would not have been made if no insurance existed; and 
3. do not exceed the usual level of charges for similar alterations and modifications in the locality where the 


expense is incurred; 
but only if the alterations to the Insured Person’s residence and the modifications to his or her motor vehicle are: 
 
1. made on the Insured Person’s behalf; 
2. recommended by a nationally-recognized organization providing support and assistance to wheelchair 


users; 
3. carried out by individuals experienced in such alterations and modifications; and 
4. in compliance with any applicable laws or requirements for approval by the appropriate government 


authorities. 
 
Exclusions.  In addition to the General Exclusions, Covered Home Alteration and Vehicle Modification Expenses do 
not include any expenses for or resulting from any condition for which the Insured Person is entitled to benefits 
under any Workers’ Compensation Act or similar law. 
 
B-25 Rehabilitation Benefit 
If an Insured Person suffers an accidental dismemberment or paralysis for which an Accidental Dismemberment and 
Paralysis Benefit is payable, We will reimburse the Insured Person for Covered Rehabilitative Expenses that are 
due to the Injury causing the dismemberment or paralysis.  The Covered Rehabilitative Expenses must be incurred 
within two years after the date of the accident causing that Injury, up to a maximum of $10,000 for all Injuries caused 
by the same accident. 
 
“Hospital” means a facility that:  (1) is operated according to law for the care and treatment of injured people; (2) has 
organized facilities for diagnosis and surgery on its premises or in facilities available to it on a prearranged basis; (3) 
has 24 hour nursing service by registered nurses (R.N.); and (4) is supervised by one or more Physicians.  A 
Hospital does not include:  (1) a nursing, convalescent or geriatric unit of a Hospital when a patient is confined 
mainly to receive nursing care; (2) a facility that is, other than incidentally, a rest home, nursing home, convalescent 
home or home for the aged; nor does it include any ward, room, wing, or other section of the Hospital that is used 
for such purposes; or (3) any military or veterans Hospital or soldiers home or any Hospital contracted for or 
operated by any national government or government agency for the treatment of members or ex-members of the 
armed forces. 
 
“Medically Necessary Rehabilitative Training Service” means any medical service, medical supply, medical 
treatment or Hospital confinement (or part of a Hospital confinement) that:  (1) is essential for physical rehabilitative 
training due to the Injury for which it is prescribed or performed; (2) meets generally accepted standards of medical 
practice; and (3) is ordered by a Physician. 
 
“Covered Rehabilitative Expense(s)” means an expense that:  (1) is charged for a Medically Necessary 
Rehabilitative Training Service of the Insured Person performed under the care, supervision or order of a Physician; 
(2) does not exceed the usual level of charges for similar treatment, supplies or services in the locality where the 
expense is incurred (for a Hospital room and board charge, does not exceed the most common charge for Hospital 
semi-private room and board in the Hospital where the expense is incurred); and (3) does not include charges that 
would not have been made if no insurance existed. 
 
Exclusions.  In addition to the Exclusions in the General Exclusions, Covered Rehabilitative Expenses do not 
include any expenses for or resulting from any condition for which the Insured Person is entitled to benefits under 
any Workers’ Compensation Act or similar law.  
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B-26 Repatriation of Remains Benefit 
If an Insured Person suffers loss of life due to Injury or Emergency Sickness while outside a 100 mile radius from his 
or her current place of primary residence, We will pay for covered expenses reasonably incurred to return his or her 
body to his or her current place of primary residence, up to a maximum of $1,000,000. 
 
Covered expenses include, but are not limited to, expenses for:  (1) embalming or cremation; (2) the most 
economical coffins or receptacles adequate for Transportation of the remains; and (3) Transportation of the remains 
by the most direct and economical conveyance and route possible. 
 
Travel Guard Group, Inc. must make all arrangements and must authorize all expenses in advance for this benefit to 
be payable.  We reserve the right to determine the benefit payable, including any reductions, if it was not reasonably 
possible to contact Travel Guard Group, Inc. in advance. 
 
“Emergency Sickness” means an illness or disease, diagnosed by a Physician, which meets all of the following 
criteria:  (1) there is present a severe or acute symptom that would lead a prudent layperson to require immediate 
care and the failure to obtain such care could reasonably result in serious deterioration of the Insured Person’s 
condition or place his or her life in jeopardy; (2) the severe or acute symptom occurs suddenly and unexpectedly; 
and (3) the severe or acute symptom occurs while the Policy is in force as to the person suffering the symptom and 
under the circumstances described in a Hazard (a) applicable to that person and (b) to which this Benefit applies.  
For purposes of this Benefit, any references to “Injury” in such a Hazard are deemed to be references to “Injury or 
Emergency Sickness”. 
 
 
B-28 Seat Belt and Air Bag (Percentage of Principal Sum Amount) 
 
Seat Belt Benefit.  We will pay a benefit when the Insured Person suffers accidental death such that an Accidental 
Death benefit is payable under the Policy and the accident causing death occurs while the Insured Person is 
operating, or riding as a passenger in, an Automobile and wearing a properly fastened, original, factory-installed 
seat belt.  The amount payable under this Benefit is the lesser of: (1) $25,000; or (2) 10% of the Insured Person’s 
Principal Sum. 
 
Air Bag Benefit.  We will pay an additional benefit under this Benefit if a Seat Belt Benefit is payable under this 
Benefit and if the Insured Person is positioned in a seat protected by a properly functioning, original, factory-installed 
Supplemental Restraint System that inflates on impact.  The additional amount payable under this Benefit is the 
lesser of: (1) $10,000; or (2) 5% of the Insured Person’s Principal Sum. 
 
Verification of the actual use of the seat belt, at the time of the accident, and that the Supplemental Restraint 
System inflated properly upon impact must be a part of an official report of the accident or be certified, in writing, by 
the investigating officer(s). 
 
“Automobile” means a self-propelled private passenger motor vehicle with four or more wheels which is of a type 
both designed and required to be licensed for use on the highways of any state or country.  Automobile includes, but 
is not limited to, a sedan, station wagon, or jeep-type vehicle and a motor vehicle of the pickup, panel, van, camper 
or motor home type.  Automobile does not include a mobile home or any motor vehicle which is used in mass or 
public transit. 
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LIMITATIONS 
 
Limitation on Multiple Benefits.  If an Insured Person suffers one or more losses from the same accident for 
which amounts are payable under more than one of the following Benefits, the maximum amount payable 
under all Benefits combined will not exceed the amount payable for one of those losses, the largest:  
Accidental Death Benefit, Accidental Dismemberment and Paralysis Benefit, Coma Benefit. 
 
 


GENERAL EXCLUSIONS 
 
No coverage shall be provided under the Policy and no payment shall be made for any loss resulting in whole 
or in part from, or contributed to by, or as a natural and probable consequence of any of the following excluded 
risks even if the proximate or precipitating cause of the loss is an accidental bodily Injury: 
 
1. suicide or any attempt at suicide or intentionally self-inflicted Injury or any attempt at intentionally self-


inflicted Injury. 
 


2. travel or flight in or on (including getting in or out of, or on or off of) any vehicle used for aerial 
navigation, whether as a Passenger, pilot, operator or crew member, unless specifically provided by the 
Policy. 


 
3. declared or undeclared war, or any act of declared or undeclared war. 
 
4. sickness, disease, mental incapacity or bodily infirmity whether the loss results directly or indirectly from 


any of these. 
 
5. infections of any kind regardless of how contracted, except bacterial infections that are directly caused 


by botulism, ptomaine poisoning or an accidental cut or wound independent and in the absence of any 
underlying sickness, disease or condition including but not limited to diabetes. 


 
6. full-time active duty in the armed forces, National Guard or organized reserve corps of any country or 


international authority.  (Unearned premium for any period for which the Insured is not covered due to 
his or her active duty status will be refunded.)  (Loss caused while on short-term National Guard or 
reserve duty for regularly scheduled training purposes is not excluded.) 
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CLAIMS PROVISIONS 
 
Notice of Claim.  Written notice of claim must be given to Us within 20 days after an Insured Person's loss, or 
as soon thereafter as reasonably possible.  Notice given by or on behalf of the claimant to Us at A&H Claims 
Department, PO Box 25987, Shawnee Mission, KS 66225, with information sufficient to identify the Insured 
Person, is deemed notice to Us. 
 
Claim Forms.  We will send claim forms to the claimant upon receipt of a written notice of claim.  If such forms 
are not sent within 15 days after the giving of notice, the claimant will be deemed to have met the proof of loss 
requirements upon submitting, within the time fixed in the Policy for filing proof of loss, written proof covering 
the occurrence, the character and the extent of the loss for which claim is made.  The notice should include the 
Insured's name, the Policyholder's name and the Policy number. 
 
Proof of Loss.  Written proof of loss must be furnished to Us within 90 days after the date of the loss.  If the 
loss is one for which the Policy requires continuing eligibility for periodic benefit payments, subsequent written 
proofs of eligibility must be furnished at such intervals as We may reasonably require.  Failure to furnish proof 
within the time required neither invalidates nor reduces any claim if it was not reasonably possible to give proof 
within such time, provided such proof is furnished as soon as reasonably possible and in no event, except in 
the absence of legal capacity of the claimant, later than one year from the time proof is otherwise required. 
 
Payment of Claims.  Upon receipt of due written proof of death, payment for loss of life of an Insured Person 
will be made to the Insured Person’s beneficiary as described in the Beneficiary Designation and Change 
provision of the General Provisions section. 
 
Upon receipt of due written proof of loss, payments for all losses, except loss of life, will be made to (or on 
behalf of, if applicable) the Insured Person suffering the loss.  If an Insured Person dies before all payments 
due have been made, the amount still payable will be paid to his or her beneficiary as described in the 
Beneficiary Designation and Change provision of the General Provisions section. 
 
If any payee is a minor or is not competent to give a valid release for the payment, the payment will be made to 
the legal guardian of the payee’s property.  If the payee has no legal guardian for his or her property, a 
payment not exceeding $1,000 may be made, at Our option, to any relative by blood or connection by marriage 
of the payee, who, in Our opinion, has assumed the custody and support of the minor or responsibility for the 
incompetent person’s affairs. 
 
Any payment We make in good faith fully discharges Our liability to the extent of the payment made. 
 
Time of Payment of Claims.  Benefits payable for any loss other than loss for which the Policy provides any 
periodic payment will be paid immediately upon Our receipt of due written proof of the loss.  Subject to Our 
receipt of due written proof of loss, all accrued benefits for loss for which the Policy provides periodic payment 
will be paid at the expiration of each month during the continuance of the period for which We are liable and 
any balance remaining unpaid upon termination of liability will be paid immediately upon receipt of such proof. 
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GENERAL PROVISIONS 
 
Entire Contract; Changes.  The Policy, the Master Application, and any attached papers make up the entire 
contract between the Policyholder and the Company.  In the absence of fraud, all statements made by the 
Policyholder or any Insured Person will be considered representations and not warranties.  No written 
statement made by an Insured Person will be used in any contest unless a copy of the statement is furnished 
to the Insured Person or his or her beneficiary or personal representative. 
 
No change in the Policy will be valid until approved by an officer of the Company.  The approval must be noted 
on or attached to the Policy.  No agent may change the Policy or waive any of its provisions. 
 
Incontestability.  After an Insured Person has been insured under the Policy for two years during his or her 
lifetime, no statement by the Insured Person, except a fraudulent one, will be used to contest a claim under the 
Policy.  We may only contest coverage if the misstatement is made in a written instrument signed by the 
Insured Person and a copy is given to the Policyholder, the Insured Person or the Insured Person’s 
beneficiary. 
 
Legal Actions.  No action at law or in equity may be brought to recover on the Policy prior to the expiration of 
60 days after written proof of loss has been furnished in accordance with the requirements of the Policy.  No 
such action may be brought after the expiration of three years after the time written proof of loss is required to 
be furnished. 
 
Beneficiary Designation and Change.  The Insured’s designated beneficiary(ies) is (are) the person(s) so 
named by the Insured for the Policyholder’s group life insurance policy as shown on the Policyholder’s records 
kept on that policy, unless the Insured has named a beneficiary specifically this Policy as shown on the 
Policyholder’s records kept on the Policy. 
 
An Insured over the age of majority and legally competent may change his or her beneficiary designation 
at any time, unless an irrevocable designation has been made, without the consent of the designated 
beneficiary(ies), by providing the Policyholder with a written request for change.  When the request is received 
by the Policyholder, whether the Insured is then living or not, the change of beneficiary will relate back to and 
take effect as of the date of execution of the written request, but without prejudice to Us on account of any 
payment made by it prior to receipt of the request. 
 
If there is no designated beneficiary for an Insured’s coverage or no designated beneficiary for the Insured’s 
coverage is living after the Insured’s death, the benefits will be paid, in equal shares, to the survivors in the first 
surviving class of those that follow:  the Insured’s (1) spouse; (2) Domestic Partner; (3) children; (4) parents; or 
(5) brothers and sisters.  If no class has a survivor, the beneficiary is the Insured’s estate. 
 
Physical Examination and Autopsy.  We, at Our own expense, have the right and opportunity to examine the 
person of any individual whose loss is the basis of claim under the Policy when and as often as We may 
reasonably require during the pendency of the claim and to make an autopsy in case of death where it is not 
forbidden by law. 
 
Noncompliance with Policy Requirements.  Any express waiver by the Company of any requirements of the 
Policy will not constitute a continuing waiver of such requirements.  Any failure by the Company to insist upon 
compliance with any Policy provision will not operate as a waiver or amendment of that provision. 
 
Conformity With State Statutes.  Any provision of the Policy which, on its effective date, is in conflict with the 
statutes of the state in which the Policy is delivered is hereby amended to conform to the minimum 
requirements of those statutes. 
 
Workers' Compensation.  The Policy is not in lieu of and does not affect any requirements for coverage by 
any Workers' Compensation Act or similar law. 
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Clerical Error.  Clerical error, whether by the Policyholder or the Company, will not void the insurance of any 
Insured Person if that insurance would otherwise have been in effect nor extend the insurance of any Insured 
Person if that insurance would otherwise have ended or been reduced as provided in the Policy. 
 
Assignment.  An Insured may assign all of his or her rights, privileges and benefits under the Policy without 
the consent of his or her designated beneficiary.  We are not bound by an assignment until We receive and file 
a signed copy.  We are not responsible for the validity of assignments.  The assignee only takes such rights as 
the assignor possessed and such rights are subject to state and federal laws and the terms of the Policy. 
 
Misstatement of Age.  If premiums for the Insured Person are based on age and the Insured Person has 
misstated his or her age, there will be a fair adjustment of premiums based on his or her true age.  If the 
benefits for which the Insured Person is insured are based on age and the Insured Person has misstated his or 
her age, there will be an adjustment of said benefit based on his or her true age.  The Company may require 
satisfactory proof of age before paying any claim. 
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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 
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 







 2 GA-WA (Rev. 06/13) 
   


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: 


 
 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  
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PROTECTION FOR YOU AND YOUR INSURANCE POLICY 
THE WASHINGTON LIFE AND DISABILITY INSURANCE GUARANTY ASSOCIATION 


 
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 plan  sponsor) ................................................... $5,000,000 
 
Government Retirement Plans 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. 
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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. 


 
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 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. 
 
This brochure 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 brochure. It is the responsibility of the company, or any 
representative of a company, reproducing this brochure, to ensure that the use thereof does not 
violate applicable laws or regulations. 
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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 







 


GC0614-CI 2  


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 







 


GC0614-CI 4  


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. 







 


GC0614-CI 19  


� 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. 







 


GC0614-CI 20  


  
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  
 







 


GC0614-CI 28  


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 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). 
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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. 


 


 







GC0614-CI


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 







 


GC0614-CI 2  


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).  







 


GC0614-CI 11  


 


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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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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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 
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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 - 24 - 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. 
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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 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  
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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 
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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 







GC0614-ACC 


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 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. 
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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 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. 


  
 







 


GC0614-ACC - 22 - 771022-B  


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. 
 







 


GC0614-ACC - 24 - 771022-B  


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 
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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. 
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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. 
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SHORT-TERM COUNSELING 
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WORK-LIFE RESOURCES 
 


 


 


 


 


EMPLOYER SERVICES 
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TECHNOLOGY 


 


 


ONSITE SERVICES 
 


EAP INTEGRATION 








 


SupportLinc provides confidential, professional 
referrals and face-to-face counseling for a wide 


array of personal and work-related concerns,  
such as:  
 


Stress and Anxiety • Depression • Marriage and Relationship Problems • 
Grief and Loss • Substance Abuse • Legal Services • Anger Management • 
Work-Related Pressures • Education Guidance • Child Care Referrals • 
Financial Planning • Elder and Adult Care Referrals • Family Issues •  
Identity Theft Recovery 


1-888-881-LINC (5462) 
24 Hours a Day, 365 Days a Year 


www.supportlinc.com 


Referrals, Consultation and Other Resources  
 


Whether you are a new parent, a caregiver, selling your home or  
looking for legal advice, you’re likely to need guidance and referrals to 
expert resources. SupportLinc’s work-life specialists are here to help.  
The program includes the following work-life services: 


 Legal Assist: Free Telephonic or 
Face-to-Face Legal Consultation 


 Financial Assist: Expert 
Financial Planning and 
Consultation 


 


SupportLinc is the new Employee Assistance Program for The Saltchuk Family 


of Companies. This benefit is available as of January 1, 2016.  


 Family Assist: Consultation and 
Referral Services for Daily Living 
Issues, Such as Dependent Care, 
Auto Repair, Pet Care and Home 
Improvement 


Employee Assistance Program (EAP) 


SupportLinc 


Confidentiality 
 


SupportLinc upholds strict confidentiality 
standards. Nobody will know you have accessed 
the program unless you specifically grant 
permission or express a concern that presents us 
with a legal obligation to release information.  


Technology 
 


eConnect® 
 Scheduled Video, Telephonic and Web Chat 


Counseling Sessions on the SupportLinc Website 


 Mobile App for On-The-Go Program Access 
 


Additional Web-Based Services 
 Thousands of Helpful Articles and Tip Sheets for 


Personal and Work-Related Topics 


 Search Engines and Directories for Child Care, 


 Elder Care, Education, Legal, Financial and 


 Convenience Services 


 Discounted Fitness Center Memberships 


 Skill Builders: 20-Minute eLearning Modules 


 Bilingual Content (English and Spanish) 


Support for everyday issues. Every day. 


At some point in our lives, each of us faces a problem or situation that is difficult to resolve.  


When these instances arise, SupportLinc will be there to help. The SupportLinc Employee Assistance 


Program (EAP) is a company-sponsored resource that helps you deal with life’s challenges and the 


demands that come with balancing home and work. SupportLinc provides confidential, professional 


counseling for a wide array of personal and work-related concerns.  








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 Resources, Inc.) 
 
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 Resources, Inc.  
 
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 Hawaii Locations and the following affiliated Employers: 
o Aeko Kula, LLC dba Aloha Air Cargo 
o Saltchuk Aviation Shared Services, 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 


• 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 
o TOTE Maritime Puerto Rico, LLC 
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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 
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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.” 







 


8 


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 


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 







 


13 


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 


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;  







 


14 


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 


(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
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(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; 







    


23 


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 


(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; 







    


25 


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 


(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 PPO Base 
Attachment 1 


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) 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 Self-funded 


Plan Administered By Premera Blue Cross; 7001 220th Street South West; MS315; Mountlake 
Terrace, WA 98043; 425-918-3618 


Claim Fiduciary Premera Blue Cross; 7001 220th Street South West; MS315; Mountlake 
Terrace, WA 98043 


Trustee None 


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 PPO Buy Up 
Attachment 2 


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) 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 Self-funded 


Plan Administered By Premera Blue Cross; 7001 220th Street South West; MS315; Mountlake 
Terrace, WA 98043; 425-918-3618 


Claim Fiduciary Premera Blue Cross; 7001 220th Street South West; MS315; Mountlake 
Terrace, WA 98043 


Trustee None 


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 HDHP with HSA 
Attachment 3 


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) 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 Self-funded 


Plan Administered By Premera Blue Cross; 7001 220th Street South West; MS315; Mountlake 
Terrace, WA 98043; 425-918-3618 


Claim Fiduciary Premera Blue Cross; 7001 220th Street South West; MS315; Mountlake 
Terrace, WA 98043 


Trustee None 


Grandfathered Health Plan No 


Look-Back Provisions Yes; See Appendix B 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 







  APPENDIX A 


39 


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 


Dental Base 
Attachment 4 


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) 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 Self-funded 


Plan Administered By Delta Dental of Washington; 400 Fairview Avenue North; Suite 800; Seattle, 
WA 98109; 800-554-1907 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Dental Buy-Up 
Attachment 5 


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) 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 Self-funded 


Plan Administered By Delta Dental of Washington; 400 Fairview Avenue North; Suite 800; Seattle, 
WA 98109; 800-554-1907 


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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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 None 


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 Self-funded 


Plan Administered By VSP; 3333 Quality Drive; Rancho Cordova, CA 95670; 800-216-6248 


Claim Fiduciary Plan Administrator/Employer 


Trustee None 


Grandfathered Health Plan No 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Basic Life with AD&D 
Attachment 7 


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) 


None 


Contribution Source(s) Employer Only 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777-108 Avenue North East; 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 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. 


 


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. 
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Long Term Disability 
Attachment 10 


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) 


None 


Contribution Source(s) Employer Only 


Funding Arrangements Insured Benefit Program 


Insurance Carrier Symetra Life Insurance Company; 777 108th Avenue North East; 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 11 


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 


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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Business Travel Accident 
Attachment 12 


Eligible Employees * All Full-Time Employees Who Work a Minimum of 30.0 Hours per Week 


Participation Begins * On 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 Union Members; All Hawaii Employees 


Eligible Non-Employees 
(e.g. Spouses, Dependents) 


None 


Contribution Source(s) Employer Only 


Funding Arrangements Insured Benefit Program 


Insurance Carrier National Union Fire of Pittsburgh, PA (Part of the AIG Family); 2704 
Commerce Drive; Suite B; Harrisburg, PA 17110; 212-770-7000 


* Additional rules may apply per insurance documents and/or benefit program descriptions. 


 


Critical Illness | Cancer 
Attachment 13 


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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Voluntary Injury | Accident 
Attachment 14 


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. 


 


Pre-Paid Legal 
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 * 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. 
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Employee Assistance Program 
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) 


All Family Members 


Contribution Source(s) Employer Only 


Funding Arrangements Self-funded 


Plan Administered By CuraLinc; 4930 Oakton Street; Suite 4023; Skokie, IL 60077; 800-490-1585 


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 17 


Eligible Employees * All Employees Enrolled in the Premera 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 and Employee 


Contributions Pre-Taxed? Yes, Subject to Employer's Section 125 Cafeteria/POP Plan Document 


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 
December 31, 2023, and runs from January 1 through December 31 of each succeeding year 
thereafter. 
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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 
 








 
  


  


 


Saltchuk Resources, Inc. 


 


Your ChoiceTM * 
AK Heritage Select Base Plan B 


1006087 
 


 







 


INTRODUCTION 
*This booklet is for members of the Saltchuk Resources, Inc. medical plan.  This plan is self-funded by Saltchuk 
Resources, Inc., which means that Saltchuk Resources, Inc. is financially responsible for the payment of plan 
benefits.  Saltchuk Resources, Inc. (“the Group”) has the final discretionary authority to determine eligibility for 
benefits and construe the terms of the plan. 


Saltchuk Resources, Inc. has contracted with Premera Blue Cross, an Independent Licensee of the Blue Cross 
Blue Shield Association, to perform administrative duties under the plan, including the processing of claims.  
Saltchuk Resources, Inc. has delegated to Premera Blue Cross the discretionary authority to determine eligibility 
for benefits and to construe the terms used in this plan to the extent stated in our administrative services contract 
with the Group.  Premera Blue Cross does not insure the benefits of this plan. 


In this booklet Premera Blue Cross is called the “Claims Administrator.”  This booklet replaces any other benefit 
booklet you may have. 


 


This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see 
Definitions).  If Congress, federal or state regulators, or the courts make further changes or clarifications 
regarding the Affordable Care Act and its implementing regulations, including changes which become 
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated 
in this booklet or if they conflict with statements made in this booklet. 


 


Group Name: Saltchuk Resources, Inc. 


Effective Date: January 1, 2019 


Group Number: 1006087 


Plan: Your Choice (Non-Grandfathered) – Saltchuk Headquarters Group 


Certificate Form Number: 10060870119AKA 


 


 


 







 
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 Ave 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: 1-800-842-5357). 
 
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: 1-800-842-5357) ይደውሉ። 


 
 :(Arabic) العربیة


 معلومات الإشعار ھذا قد یحوي .ھامة معلومات الإشعار ھذا یحوي
 التغطیة التي ترید الحصولأو  طلبك بخصوص مھمة


 مھمة قد تكون ھناك تواریخ Premera Blue Cross  .خلال  من علیھا 
 للحفاظ معینة تواریخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في


یحق لك  التكالیف. دفع في للمساعدة أو الصحیة تغطیتك على
 .تكلفة أیة دون تكبد بلغتك والمساعدة ھذه المعلومات على الحصول
 اتصل بـ


800-722-1471 (TTY: 1-800-842-5357) 
 


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: 1-800-842-5357)。 
 
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: 1-800-842-5357) 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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 


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: 1-
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 
Cross 를 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: 1-800-842-5357) 로 전화하십시오. 
 
 
 
 
 
 
 
 
 
ລາວ (Lao): 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. 
ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະໝັກ 
ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue 
Cross. ອາດຈະມີວັນທີສໍາຄັນໃນແຈ້ງການນ້ີ. 
ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດເວລາສ
ະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ 
ຄວາມຊ່ວຍເຫືຼອເລ່ືອງຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. 
ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ 
ຄວາມຊ່ວຍເຫືຼອເປັນພາສາຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. 
ໃຫ້ໂທຫາ 800-722-1471 (TTY: 1-800-842-5357). 
 
��ែខ�រ (Khmer): 
េសចក�ជូីនដំណងឹេនះ�នព័ត៌�ន�៉ងស�ំន់។ 
េសចក� ីជូនដំណឹងេនះ្របែហល��នព័ត៌�ន�៉ង
សំ�ន់អំពីទ្រមង់ែបបបទ 
ឬ�រ�� ប់រងរបស់អ�ក�មរយៈ Premera Blue Cross ។ 
្របែហល��ន 
�លបរ �េច�ទសំ�ន់េ�ក� �ងេសចក� ីជូនដំណឹងេនះ។ 
អ�ក្របែហល�្រត�វ�របេ�� ញសមត��ព 
ដល់កំណត់ៃថ��ក់ច�ស់�� 
េដើម្បីនឹងរក�ទុក�រ���� ប់រងសុខ�ពរបស់អ�ក 
ឬ្រ�ក់ជំនួយេចញៃថ�។ 







 
អ�ក�នសិទ�ិទទួលព័ត៌�នេនះ 
និងជំនួយេ�ក� �ង��របស់អ�កេ�យមិនអសលុ
យេឡើយ។ សូមទូរស័ព� 800-722-1471  
(TTY: 1-800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨ� ਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨ� ਿਟਸ ਿਵਚ 
Premera Blue Cross ਵਲ�  ਤੁਹਾਡੀ  
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ ਸਕਦੀ 
ਹੈ . ਇਸ ਨ� ਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ ਹੋ ਸਕਦੀਆ ਂਹਨ. ਜੇਕਰ 
ਤੁਸੀ ਜਸਹਤ ਕਵਰੇਜ ਿਰੱਖਣੀ ਹੋਵੇ ਜਾ ਓਸ ਦੀ ਲਾਗਤ ਜਿਵੱਚ 
ਮਦਦ ਦ ੇਇਛੁੱ ਕ ਹੋ ਤ� ਤੁਹਾਨੰੂ ਅੰਤਮ ਤਾਰੀਖ਼ ਤ� ਪਿਹਲ� ਕੱੁਝ 
ਖਾਸ ਕਦਮ ਚੁੱ ਕਣ ਦੀ ਲੋੜ ਹੋ ਸਕਦੀ ਹੈ, ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ 
ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਦਾ 
ਅਿਧਕਾਰ ਹੈ, ਕਾਲ 800-722-1471 (TTY: 1-800-842-5357). 
 


یفارس  (Farsi): 
 یممکن است حاو ەاعلامي این .میباشد مھم اطلاعات یوحا ەاعلامي این


 قیشما از طر یا ەبیم پوشش یا و تقاضا فرم درباره مھم اطلاعات
Premera Blue Cross .ەتوج ەاعلامي این در مھم یھا تاریخ ەب باشد 


ا کمک در پرداخت یمھ تان یب پوشش حقظ یبرا است ممکن شما .نمایید
 یانجام کارھا یبرا یمشخص یھا تاریخ ەب تان، یدرمان ینھ ھایھز


 و اطلاعات این ەک دارید را این حق شما .اج داشتھ باشیدیاحت یخاص
کسب  ینمایید. برا رایگان دریافت طور ەب خود زبان ەب را کمک


  800-722-1471اطلاعات با شماره 
 د.ییتماس برقرار نما )800-842-5357تماس باشماره  TTY(کاربران 


 
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: 1-800-842-5357). 
 
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: 1-800-
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 


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: 1-800-842-
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
ไทย (Thai): 
ประกาศน้ีมขี้อมลูสําคญั 
ประกาศน้ีอาจมขี้อมลูทีสํ่าคญัเกีย่วกบัการการสมคัรหรอืขอบเขตประกนัสุขภาพของ
คุณผา่น Premera Blue Cross 
และอาจมกีาํหนดการในประกาศน้ี 
คุณอาจจะต้องดาํเนนิการภายในกาํหนดระยะเวลาทีแ่น่นอนเพือ่จะรกัษาการประกนั
สุขภาพของคุณหรอืการช่วยเหลอืทีม่คีา่ใ
ช้จา่ย 
คุณมสิีทธทิีจ่ะไดร้บัขอ้มูลและความช่วยเห
ลอืน้ีในภาษาของคุณโดยไมม่คีา่ใช้จา่ย 
โทร 800-722-1471  
(TTY: 1-800-842-5357) 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 







 


HOW TO USE THIS BOOKLET 
This booklet will help you get the most out of your benefits.  Every section contains important information, but the 
ones below may be particularly useful: 
• Summary Of Your Costs — A quick overview of what the plan covers and your costs 
• How Providers Affect Your Costs — how using in-network providers will cut your costs 
• Important Plan Information — Explains the allowed amount and gives you details on the deductible, copays, 


coinsurance, and the out-of-pocket maximum. 
• Covered Services — details about what’s covered 
• Pre-Approval – Describes the plan's pre-approval and emergency admission notification requirements. 
• Exclusions — services that are either limited or not covered under this plan 
• Who Is Eligible For Coverage? – eligibility requirements for this plan 
• How Do I File A Claim? — step-by-step instructions for claims submissions 
• Complaints And Appeals — processes to follow if you want to file a complaint or an appeal 
• Definitions — terms that have specific meanings under this plan.  Example:  “You” and “your” refer to 


members under this plan.  “We,” “us” and “our” refer to Premera Blue Cross. 


FOR MORE INFORMATION 
You'll find our contact information on the back cover of this booklet.  Please call or write Customer Service for 
help with: 
• Questions about benefits or claims 
• Questions or complaints about care you receive 
• Changes of address or other personal information 


You can also get benefit, eligibility and claim information through our Interactive Voice Response system when 
you call. 


Online information about your plan is at your fingertips whenever you need it 
You can use our Web site to: 
• Locate a health care provider near you 
• Get details about the types of expenses you're responsible for and this plan's benefit maximums 
• Check the status of your claims 
• Visit our health information resource to learn about diseases, medications, and more 


 







 


TABLE OF CONTENTS 
CONTACT THE CLAIMS ADMINISTRATOR ............ (SEE BACK COVER OF THIS BOOKLET) 
SUMMARY OF YOUR COSTS ..................................................................................................................... 1 


HOW DOES SELECTING A PROVIDER AFFECT MY BENEFITS? ......................................................... 10 


HOW SELECTING A PROVIDER AFFECTS YOUR OUT-OF-POCKET EXPENSES .............................. 11 


In-Network Benefits For Out-Of-Network Providers .............................................................................. 11 


IMPORTANT PLAN INFORMATION .......................................................................................................... 12 


Copayments (Copays) .......................................................................................................................... 12 


Calendar Year Deductible ..................................................................................................................... 12 


Coinsurance .......................................................................................................................................... 13 


Out-Of-Pocket Maximum ....................................................................................................................... 13 


Allowed Amount .................................................................................................................................... 13 


COVERED SERVICES ................................................................................................................................ 15 


Acupuncture .................................................................................................................................... 15 


Ambulance ...................................................................................................................................... 15 


Blood Products and Services ......................................................................................................... 16 


Chemotherapy And Radiation Therapy .......................................................................................... 16 


Clinical Trials .................................................................................................................................. 16 


Dental Care ..................................................................................................................................... 16 


Diagnostic Lab, X-Ray And Imaging .............................................................................................. 17 


Dialysis ........................................................................................................................................... 17 


Emergency Room ........................................................................................................................... 18 


Foot Care ........................................................................................................................................ 18 


Hearing Care .................................................................................................................................. 18 


Hearing Hardware........................................................................................................................... 18 


Home Health Care .......................................................................................................................... 19 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies ........................................ 19 


Hospice Care .................................................................................................................................. 21 


Hospital ........................................................................................................................................... 21 


Infusion Therapy ............................................................................................................................. 22 


Mastectomy and Breast Reconstruction ......................................................................................... 22 


Maternity Care ................................................................................................................................ 22 


Medical Foods ................................................................................................................................ 23 


Medical Transportation Benefits ..................................................................................................... 23 


Mental Health Care ......................................................................................................................... 25 


Neurodevelopmental Therapy (Habilitation) ................................................................................... 26 


Newborn Care ................................................................................................................................. 27 


Prescription Drug ............................................................................................................................ 27 







 
Pre-Approval For Prescription Drugs.............................................................................................. 29 


Preventive Care .............................................................................................................................. 32 


Professional Visits And Services .................................................................................................... 34 


Psychological and Neuropsychological Testing ............................................................................. 35 


Rehabilitation Therapy .................................................................................................................... 35 


Skilled Nursing Facility Services ..................................................................................................... 36 


Sleep Studies .................................................................................................................................. 36 


Spinal and Other Manipulations ..................................................................................................... 37 


Substance Use Disorder ................................................................................................................. 37 


Surgery ........................................................................................................................................... 37 


Surgical Center Care – Outpatient ................................................................................................. 38 


Telehealth Virtual Care ................................................................................................................... 38 


Temporomandibular Joint Disorders (TMJ) Care ........................................................................... 38 


Transgender Services .................................................................................................................... 39 


Transplants ..................................................................................................................................... 39 


Urgent Care .................................................................................................................................... 41 


WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? ........................................................... 42 


Out-Of-Area Care .................................................................................................................................. 42 


CARE MANAGEMENT ............................................................................................................................... 43 


Pre-Approval (Prior Authorization) ........................................................................................................ 43 


How To Get Pre-Approval .............................................................................................................. 43 


Exceptions ...................................................................................................................................... 44 


Pre-Approval For Out-Of-Network Providers .................................................................................. 44 


Clinical Review ...................................................................................................................................... 44 


Personal Health Support Programs ...................................................................................................... 45 


EXCLUSIONS ............................................................................................................................................. 45 


WHAT IF I HAVE OTHER COVERAGE? ................................................................................................... 49 


Coordinating Benefits With Other Health Care Plans ........................................................................... 49 


Definitions Applicable To Coordination Of Benefits........................................................................ 49 


Effect On Benefits ........................................................................................................................... 50 


Primary And Secondary Rules ....................................................................................................... 50 


Third Party Recovery ............................................................................................................................ 51 


General ........................................................................................................................................... 51 


Exclusions ....................................................................................................................................... 52 


Reimbursement and Subrogation Rights ....................................................................................... 53 


Your Responsibilities ...................................................................................................................... 53 


Reimbursement and Subrogation Procedures ............................................................................... 54 


WHO IS ELIGIBLE FOR COVERAGE? ..................................................................................................... 54 







 
Subscriber Eligibility .............................................................................................................................. 54 


Dependent Eligibility .............................................................................................................................. 54 


WHEN DOES COVERAGE BEGIN? .......................................................................................................... 55 


Enrollment ............................................................................................................................................. 55 


Dependents Acquired Through Marriage After The Subscriber’s Effective Date ........................... 55 


Natural Newborn Children Born On Or After The Subscriber’s Effective Date .............................. 55 


Adoptive Children Acquired On Or After The Subscriber’s Effective Date ..................................... 55 


Foster Children ............................................................................................................................... 55 


Children Acquired Through Legal Guardianship ............................................................................ 56 


Children Covered Under Medical Child Support Orders ................................................................ 56 


Special Enrollment ................................................................................................................................ 56 


Involuntary Loss of Other Coverage ............................................................................................... 56 


Subscriber And Dependent Special Enrollment ............................................................................. 56 


State Medical Assistance and Children's Health Insurance Program ............................................ 56 


Open Enrollment ................................................................................................................................... 57 


Changes In Coverage ........................................................................................................................... 57 


Plan Transfers ....................................................................................................................................... 57 


WHEN WILL MY COVERAGE END? ......................................................................................................... 57 


Events That End Coverage ................................................................................................................... 57 


Plan Termination ................................................................................................................................... 58 


HOW DO I CONTINUE COVERAGE? ........................................................................................................ 58 


Continued Eligibility For A Disabled Child ............................................................................................. 58 


Leave Of Absence ................................................................................................................................. 58 


Labor Dispute ........................................................................................................................................ 58 


COBRA .................................................................................................................................................. 58 


Qualifying Events And Length Of Coverage ................................................................................... 58 


Conditions Of COBRA Coverage ................................................................................................... 59 


Adding Family Members ................................................................................................................. 60 


If You Have Questions .................................................................................................................... 61 


Extended Benefits ................................................................................................................................. 61 


Continuation Under USERRA ............................................................................................................... 61 


Medicare Supplement Coverage .......................................................................................................... 61 


HOW DO I FILE A CLAIM? ........................................................................................................................ 61 


Timely Filing .................................................................................................................................... 63 


COMPLAINTS AND APPEALS .................................................................................................................. 63 


Internal Appeal ...................................................................................................................................... 64 


Who Can Appeal ................................................................................................................................... 64 


How To Appeal ...................................................................................................................................... 64 







 
What Happens When You Have Ongoing Care ................................................................................... 64 


What Happens When It's Urgent ........................................................................................................... 64 


What Happens Next .............................................................................................................................. 64 


External Appeal ..................................................................................................................................... 65 


What Happens Next .............................................................................................................................. 65 


Once A Decision Is Made ...................................................................................................................... 65 


OTHER INFORMATION ABOUT THIS PLAN ............................................................................................ 65 


Conformity With The Law ...................................................................................................................... 65 


Evidence Of Medical Necessity ............................................................................................................ 65 


Health Care Providers — Independent Contractors ............................................................................. 65 


Intentionally False Or Misleading Statements....................................................................................... 66 


Member Cooperation ............................................................................................................................ 66 


Notice Of Information Use And Disclosure ........................................................................................... 66 


Notice Of Other Coverage ..................................................................................................................... 66 


Notices .................................................................................................................................................. 67 


Right Of Recovery ................................................................................................................................. 67 


Right To And Payment Of Benefits ....................................................................................................... 67 


Venue .................................................................................................................................................... 67 


Women's Health and Cancer Rights Act of 1998 .................................................................................. 67 


ERISA PLAN DESCRIPTION ..................................................................................................................... 67 


DEFINITIONS .............................................................................................................................................. 70 


 







 


  Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 
 


1 


SUMMARY OF YOUR COSTS 
This section shows a summary table of the care covered by your plan.  It also explains the amounts you pay.  
This section does not go into all the details of your coverage.  Please see Covered Services to learn more. 


First, here is a quick look at how this plan works.  Your costs are subject to all of the following. 
• The networks.  To help control the cost of your care, this plan uses Premera's Heritage network in 


Washington.  You may be able to save money if you use an in-network provider.  For more network details, see 
How Providers Affect Your Costs. 


• The allowed amount. This is the most this plan allows for a covered service.  It is often lower than the 
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over 
the allowed amount. See Important Plan Information for details.  For some covered services, you have to pay 
part of the allowed amount.  This is called your cost-share.  This plan's cost-shares are explained below.  You 
will find the amounts in the summary table. 


• The copays.  These are set dollar amounts you pay at the time you get some services.  If the amount billed is 
less than the copay, you pay only the amount billed.  Copays apply to the out-of-pocket maximum unless stated 
otherwise in the summary.  The deductible does not apply to most services that require a copay.  Any 
exceptions are shown in the table. 


• The deductible.  The total allowed amount you pay in each year for out-of-network providers' care before this 
plan starts to make payments for your covered healthcare costs.  You pay down the deductible with each claim. 


 In-Network Providers Out-of-Network Providers 


Individual deductible $750 Shared with in-network 


 In-Network Providers Out-of-Network Providers 


Family deductible (not shown in the 
summary table) 


$2,250 Shared with in-network 


• Coinsurance.  For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.  
This booklet calls your percentage “coinsurance.”  You pay less coinsurance for many benefits when you use 
an in-network provider.  Your coinsurance is shown in the summary table. 


• The out-of-pocket maximum (not shown in the summary table).  This is the most you pay each calendar year 
for any deductibles, copays and coinsurance.  Not all the amounts you have to pay count toward the out-of-
pocket maximum.  See Important Plan Information for details. 


 In-Network Providers Out-of-Network Providers 


Individual out-of-pocket maximum $4,000 None 


Family out-of-pocket maximum $12,000 None 
• Pre-Approval. Some services must be approved in advance before you get them, in order to be covered.  See 


Pre-Approval for details about the types of services and time limits.  Some services have special rules. 


This plan complies with state and federal regulations about diabetes medical treatment coverage.  Please see the 
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies, 
and Foot Care benefits. 


SUMMARY TABLE 
The summary table below shows plan limits and what you pay (your cost-shares) for covered services.  
Facility in the table below means hospitals or other medical institutions.  Professional means doctors, nurses, 
and other people who give you your care.  No charge means that you do not pay any deductible, copay or 
coinsurance for covered services.  No cost-shares means that although you do not pay any deductible, copay or 
coinsurance for covered services, the provider can bill you for amounts over the allowed amount.  


Please note:  Alaska hospitals are covered at the in-network benefit level only if they are in one of this plan's 
provider networks.  Doctors and other types of providers are always covered at the in-network benefit level. 
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Acupuncture   
• Office and Clinic Visits 


calendar year visit limit: 12 visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Visits outside an office setting $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Allergy Testing And Treatment $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Ambulance $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Blood Products and Services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Chemotherapy and Radiation 
Therapy 


  


• Professional $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Clinical Trials 
Covers routine patient care during 
the trial 


Covered as any other service Covered as any other service 


Dental Care   
• Dental Anesthesia (up to age 19 


when medically necessary)   


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient surgery center 
• Anesthesiologist 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Dental Injury   


• Exams to determine treatment 
needed $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Treatment $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Diagnostic Lab, X-Ray And 
Imaging for medical conditions or 
symptoms 
Tests, lab, imaging and scans 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Diagnostic Mammography No charge No cost-shares 
Dialysis 
For permanent kidney failure.  See 
the Dialysis benefit for details. 


  


• During Medicare's waiting period $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• After Medicare's waiting period No charge No cost-shares 
Emergency Room 


Facility charges 
$150 copay per visit, then $750 
deductible, then 20% coinsurance 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 
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You may have additional costs 
for other services.  Examples are 
X-rays or lab tests.  See those 
covered services for details. 
The copay is waived if you are 
admitted as an inpatient through 
the emergency room. 


  


• Professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Foot Care 
such as trimming nails or corns, 
when medically necessary due to a 
medical condition 


  


• In an office or clinic $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• All other settings $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Hearing Care 
• Hearing Exams 


Limit each calendar year: 1 
exam/test 


No charge No cost-shares 


• Hearing Hardware 


Limit per 2-calendar year period: 
$1,000 


No charge No cost-shares 


Home Health Care 
calendar year visit limit: 130 visits 


  


• Home visits 
• Prescription drugs billed by the 


home health agency 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Home Medical Equipment (HME), 
Orthotics, Prosthetics And 
Supplies 
• Sales tax for covered items 
• Foot orthotics and therapeutic 


shoes; calendar year limit:  None 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Medical vision hardware    
Hospice Care 


Lifetime limit for terminal illness: 6 
months 
Lifetime limit for non-terminal 
illness: none 
Inpatient stay limit: 10 days 
Home visits: Unlimited 
Respite care: 240 hours 


  


• Inpatient facility care  
$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 
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• Home and respite care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Prescription drugs billed by the 
hospice 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Hospital   
• Inpatient Care   


• Professional $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Facility $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient Care   


• Professional* $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Facility $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


*Also see Surgery for details   


Infusion Therapy 
$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Mastectomy and Breast 
Reconstruction 


  


• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 
• Surgery and other professional 


services 
$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Maternity Care 
Care during pregnancy, childbirth 
and after the baby is born.  See the 
Preventive Care benefit for routine 
exams and tests during pregnancy.  


  


Abortion is also covered.   


• Professional care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient hospital, birthing 
centers and short-stay hospitals 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Medical Access Transportation 
• Benefits are limited to 3 round 


trip coach air or surface 
transports per calendar year only 
for the ill or injured member.  
When transportation is for a child 
under the age of 19, this benefit 
will also cover a parent or 
guardian to accompany the child. 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 
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• Travel from Alaska to an in-
network provider for cancer 
procedures.  Benefits are 
provided for travel and lodging up 
to $10,000 per episode of care.  
Coverage for lodging is also 
limited to $300 per day.  See 
benefit for details. 


$750 deductible, then 20% 
coinsurance $750 deductible, then 20% 


Medical Foods 
includes phenylketonuria (PKU) 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Mental Health Care   


• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient and residential facility 
care 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Neurodevelopmental Therapy 
(Habilitation) 
See the Mental Health Care benefit 
for therapies for mental conditions 
such as autism. 


  


• Outpatient care 
calendar year visit limit: 45 visits   


• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Other outpatient services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient care 
calendar year day limit: 30 days 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Newborn Care   


• Inpatient care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Other outpatient services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Prescription Drug 
In no case will you pay more than 
the cost of the drug or supply. 


  


Covered Drugs In-Network Retail Pharmacy Out-Of-Network Retail Pharmacy 


• Preferred Generic drugs $10 copay $10 copay 
plus 40% coinsurance 


• Preferred brand name drugs $30 copay $30 copay 
plus 40% coinsurance 


• Non-preferred generic and brand 
name drugs 30% coinsurance 30% coinsurance 


plus 40% coinsurance 
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 In-Network Mail-Order Pharmacy Out-Of-Network Mail-Order 
Pharmacy 


• Preferred Generic drugs $20 copay Not covered 
• Preferred brand name drugs $60 copay Not covered 
• Non-preferred generic and brand 


name drugs 
30% coinsurance Not covered 


Specialty Drugs (per prescription 
or refill). You must use a specialty 
pharmacy for these drugs to be 
covered. 


In-Network Specialty Pharmacy Out-Of-Network Specialty Pharmacy 


• Preferred specialty drugs $50 copay Not covered 
• Non-preferred specialty drugs 30% coinsurance Not covered 
PV2 Preventive Drugs   


Generic and brand-name drugs No charge No cost-shares 


Exceptions 
In-Network Retail or In-Network 


Mail Order Pharmacy Out-Of-Network Retail Pharmacy 


• Needles and syringes purchased 
with diabetic drugs No charge No cost-shares 


• Certain prescription drugs and 
generic over-the-counter drugs to 
break a nicotine habit 


No charge Same as out-of-network retail 


• Drugs on the Affordable Care 
Act's preventive drug list No charge Same as out-of-network retail 


• Female birth control drugs, 
devices and supplies 
(prescription and over-the-
counter).  Includes emergency 
birth control. 


No charge Same as out-of-network retail 


Preventive Care In-Network Providers Out-of-Network Providers 
• Preventive exams, including 


vision and oral health screening 
for members under 19, diabetes 
and depression screening 


No charge No cost-shares 


• Department of Transportation 
physicals No charge No cost-shares 


• Immunizations in the doctor's 
office No charge No cost-shares 


• Flu shots and other seasonal 
immunizations at a pharmacy or 
mass immunizer location 


No charge No cost-shares 


• Travel immunizations at a travel 
clinic or county health 
department 


No charge No cost-shares 


• Health education and training 
(outpatient) No charge No cost-shares 


• Nicotine habit-breaking programs No charge No cost-shares 
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• Fall prevention for members 65 
and older No charge No cost-shares 


• Nutritional counseling and 
therapy No charge No cost-shares 


• Screening tests (includes 
mammograms, colon cancer 
screening, prostate and cervical 
cancer screening) 


No charge No cost-shares 


• Colon Cancer screening No charge No cost-shares 


• Vitamin D testing No charge No cost-shares 


• Pregnant women's care (includes 
breast-feeding support and post-
partum depression screening) 


No charge No cost-shares 


• Female birth control and 
sterilization No charge No cost-shares 


• Male sterilization No charge No cost-shares 


Professional Visits and Services 
You may have extra costs for other 
services like lab tests and facility 
charges.  Also see Allergy Testing 
And Treatment and Therapeutic 
Injections. 


  


• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Electronic visits (e-visits) $25 copay per visit, deductible waived Not covered 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Psychological and 
Neuropsychological Testing 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Rehabilitation Therapy   


• Outpatient Care 
calendar year visit limit: 45 visits   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 20% 
coinsurance 


• Other outpatient services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient Care 
calendar year day limit: 30 days 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Skilled Nursing Facility Care 
calendar year day limit: 180 days 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 
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Sleep Studies   


• In the member's home 
(members 19 or older) No charge No cost-shares 


• In an outpatient facility $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Spinal and Other Manipulations 
calendar year visit limit: 12 visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


Substance Use Disorder   
Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Inpatient and residential facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Outpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Surgery 
(includes anesthesia and blood 
transfusions) See the Hospital and 
Surgical Center Care – Outpatient 
benefits for facility charges. 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


For certain spinal surgeries, cardiac 
procedures and knee and hip 
replacements: 


  


Select Centers of Care $750 deductible, then 0% 
coinsurance Not applicable 


Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$750 deductible, then 0% 
coinsurance Not applicable 


Other providers (travel not 
covered) 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


For bariatric surgery:   
Limit: $60,000 lifetime limit   


Select Centers of Care $750 deductible, then 20% 
coinsurance Not applicable 


Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$750 deductible, then 20% 
coinsurance Not applicable 


Other providers (travel not 
covered Not covered Not covered 
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Surgical Center Care – Outpatient $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Telehealth Virtual Care No charge No cost-shares 


Temporomandibular Joint 
Disorders (TMJ) Care   


• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Therapeutic Injections $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Transgender Services   
• Office and clinic visits $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Transplants 
(includes donor search and 
donation costs) 


  


• Inpatient facility care  $750 deductible, then 20% 
coinsurance Not covered* 


• Office and clinic visits $25 copay per visit, deductible waived Not covered* 
• Surgery and other professional 


services 
$750 deductible, then 20% 
coinsurance Not covered* 


• Travel and lodging: $7,500 limit 
per transplant 
 


*All approved transplant centers 
covered at the in-network level 


$750 deductible, 0% coinsurance $750 deductible, 0% coinsurance 


Urgent Care 
Services at an urgent care center. 


(See Diagnostic Lab, X-Ray And 
Imaging for tests received while at 
the center. Your deductible and 
coinsurance apply to facility 
charges.) 


  


• Freestanding urgent care centers $25 copay per visit, deductible waived $25 copay per visit, deductible waived 


• Urgent care centers attached to 
or part of a hospital 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 
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HOW DOES SELECTING A PROVIDER AFFECT MY BENEFITS? 
To help you manage the cost of health care, we’ve contracted with a network of health care facilities and 
professionals.  We also have arrangements with Blue Cross and/or Blue Shield Licensees throughout the country 
to furnish covered services to you through their provider networks.  These networks consist of hospitals and other 
health care facilities, physicians and professionals.  Throughout this section of your booklet you will find important 
information on how to manage your health care costs and out-of-pocket expenses through your choice of 
providers. 


This plan does not require use or selection of a primary care provider, or require referrals for specialty care.  
Members may self-refer to providers, including obstetricians, gynecologists and pediatricians, to receive care, and 
may do so without pre-approval. 


This plan’s benefits are designed to provide lower out-of-pocket expenses when you receive care from network 
providers.  (There are some exceptions explained in In-Network Benefits For Non-Network Hospitals later in 
this section.)  The provider networks are different depending upon the state in which you receive care.  


Throughout this booklet, the term "network" refers to the following provider networks: 


State Provider Type 


Alaska Hospitals that are in our Alaska Heritage network. 


Alaska providers other than hospitals are also treated as network providers in that they would 
be covered at this plan's in-network level of benefits.  This is true even if th4e provider does not 
belong to the Alaska Heritage network.  The term "network providers" in this booklet also refers 
to all the providers described in this paragraph.   


The only "non-network providers" or "providers not in the network" in Alaska are hospitals that 
are not in our Alaska Heritage network. 


Washington Hospitals in Washington that are in our Heritage network. 


Washington providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the Heritage network.  The term "network providers" in this booklet also 
refers to all the providers described in this paragraph.  In Clark County, Washington, you also 
have access to hospitals through the BlueCard Program.  See "All Other States" later in this 
list. 


The only "non-network providers" or "providers not in the network" in Washington are hospitals 
that are not in our Heritage network. 


Wyoming Hospitals in the local Blue Cross and/or Blue Shield Licensee’s Traditional (Participating) 
network.  Providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the Wyoming Blue Cross and/or Blue Shield Licensee’s Traditional network.  
The term "network providers" in this booklet also refers to all the providers described in this 
paragraph. 


The only "non-network providers" or "providers not in the network" in Wyoming are hospitals 
that are not in the Wyoming Blue Cross and/or Blue Shield Licensee’s Traditional network. 


All other states Hospitals in the local Blue Cross and/or Blue Shield Licensee’s PPO (preferred) provider 
network.  Providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the local Blue Cross and/or Blue Shield Licensee’s PPO network.  The term 
"network providers" in this booklet also refers to all the providers described in this paragraph. 
The only "non-network providers" or "providers not in the network" are hospitals that are not in 
the local Blue Cross and/or Blue Shield Licensee’s PPO network. 


Network pharmacies are also available nationwide. 
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This booklet refers to the benefits payable to network providers as "in-network" benefits and the benefits payable 
to non-network providers as "non-network" benefits.   


This plan makes available to you sufficient numbers and types of providers to give you access to all covered 
services in compliance with applicable state regulations governing access to providers. 


You access network providers outside the service area (see "Definitions") through the BlueCard Program.  See 
"Out-Of-Area Care" later in this booklet for more information about how BlueCard works. 


You are entitled to receive a provider directory automatically, without charge. 


Our provider directory is available on our Web site.  You can also get current provider information by contacting 
our Customer Service Department.  To locate a network hospital in Clark County, Washington or other states, 
please call the BlueCard provider line or see the BlueCard Web site at http://provider.bcbs.com/.  You’ll find 
these phone numbers and our Web address listed on the back cover of this booklet. 


HOW SELECTING A PROVIDER AFFECTS YOUR OUT-OF-POCKET EXPENSES 
As explained above, this plan is designed to cover provider types other than hospitals and pharmacies at the in-
network benefit level.  This booklet refers to all of them as network providers for this reason.  However, not all 
these non-hospital providers have actually signed a network contract like the network hospitals have.  This can 
make a difference in how much you have to pay for their care. 


Network hospitals, network pharmacies and other types of providers that have network contracts promise to 
provide medical care to members at negotiated fees.  These fees are the allowable charges for these "contracted" 
providers.  Contracted providers will not charge you more than the allowable charge they have agreed to for 
covered services.  This is true of contracted providers both inside and outside our service area.  All you have to 
pay is any copay, deductible, or coinsurance this plan requires.  As a result, your share of the charges might be 
lower. 


Providers that do not have a provider contract with us or the local Blue Cross and/or Blue Shield Licensee have 
the right to charge you more than the allowable charge for a covered service.  These providers are called "non-
contracted" providers in this booklet.  They can bill you these amounts plus any copay, deductible or coinsurance 
this plan requires you to pay.   


Another difference between contracted and non-contracted providers is about submitting claims.  Contracted 
providers submit claims to Premera Blue Cross for you.  However, non-contracted providers may not do this so 
you will have to submit the claims yourself.  Please see How Do I File A Claim? for details. 


In-Network Benefits For Out-Of-Network Providers 
The following covered services and supplies provided by out-of-network providers will always be covered at the 
in-network level of benefits: 
• Emergency care for a medical emergency.  (Please see the Definitions section for definitions of these terms.)  


This plan provides worldwide coverage for emergency care. 


The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and 
without regard as to whether the health care provider furnishing the services is an in-network provider.  
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level.  As 
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the 
allowed amount. 


• Services from certain categories of providers to which provider contracts are not offered.  These types of 
providers are not listed in the provider directory. 


• Services associated with admission by an in-network provider to an in-network hospital that are provided by 
hospital-based providers. 


• Facility and hospital-based provider services received in Washington from a hospital that has a provider 
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t 
have admitting privileges at a Heritage hospital. 


• Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico 
and the U.S. Virgin Islands. 
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If a covered service is not available from an in-network provider, you can receive benefits for services provided by 
an out-of-network provider at the in-network benefit level.  However, you must request this before you get the 
care.  See Pre-Approval to find out how to do this. 


IMPORTANT PLAN INFORMATION 
This section of your booklet explains the types of expenses you must pay for covered services before the benefits 
of this plan are provided.  (These are called “cost-shares” in this booklet.)  To prevent unexpected out-of-pocket 
expenses, it’s important for you to understand what you’re responsible for.   


The allowed amount is also explained. 


You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs. 


COPAYMENTS (COPAYS) 
Copayments (“copays”) are fixed up-front dollar amounts that you’re required to pay for certain covered services.  
Your provider of care may ask that you pay the copay at the time of service.  If the amount billed is less than the 
copay, you only pay the amount billed. 


Professional Visit Copay Certain services in the doctor's office don’t require a copay.  However, the 
Professional Visit Copay may apply if you have a consultation with the provider or receive other services.  
Separate copays will apply if you see more than one provider on the same day.  But only one copay per provider 
per day will apply.  If the copay amounts differ, the highest will apply. 


CALENDAR YEAR DEDUCTIBLE 
A calendar year deductible is the amount of expense you must incur in each calendar year for covered services 
and supplies before this plan provides certain benefits.  The amount credited toward the calendar year deductible 
for any covered service or supply won’t exceed the allowed amount (please see the Allowed Amount subsection 
below in this booklet). 


While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum 
number of visits or days of care that can be covered.  We don't count allowed amounts that apply to your 
individual in-network or out-of-network calendar year deductibles toward dollar benefit maximums.  But if you 
receive services or supplies covered by a benefit that has any other kind of maximum, we do count the services 
or supplies that apply to either of your individual calendar year deductibles toward that maximum. 


Individual Deductible 


An “Individual Deductible” is the amount each member must incur and satisfy before certain benefits of this plan 
are provided. 


Family Deductible 


We also keep track of the expenses applied to the individual deductible that are incurred by all enrolled family 
members combined.  When the total equals a set maximum, called the “Family Deductible,” we will consider the 
individual deductible of every enrolled family member to be met for the year.  Only the amounts used to satisfy 
each enrolled family member's individual deductible will count toward the family deductible. 


Fourth Quarter Carryover 


Expenses you incur for covered services and supplies in the last 3 months of a calendar year which are used to 
satisfy all or part of the calendar year deductible will also be used to satisfy all or part of the next year's 
deductible.  If your plan also includes an out-of-pocket maximum, however, the expenses carried over to satisfy 
the next year's deductible will not be applied to the next year's out-of-pocket maximum. 


What Doesn’t Apply To The Calendar Year Deductible? 


Amounts that don’t accrue toward this plan’s calendar year deductible are: 
• Amounts that exceed the allowed amount 
• Charges for excluded services 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 
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• Copays 
• The coinsurance for in-network pharmacies stated in the Summary Of Your Costs 


COINSURANCE  
“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive.  It's the 
percentage you’re responsible for, not including copays and the calendar year deductible, when the plan provides 
benefits at less than 100% of the allowed amount.  You will find your coinsurance in the Summary Of Your 
Costs. 


OUT-OF-POCKET MAXIMUM 
The “individual out-of-pocket maximum” is the maximum amount, made up of the cost-shares below, that each 
individual could pay each calendar year for certain covered services and supplies.  Please refer to the Summary 
Of Your Costs for the amount of out-of-pocket maximums you're responsible for. 


Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of 
allowed amounts for the remainder of that calendar year for covered services that are subject to the 
maximum. 


Cost-shares that apply to the out-of-pocket maximum are: 
• Your coinsurance 
• The calendar year deductible 


Once the family deductible is met, your individual deductible will be satisfied.  However, you must still pay any 
other cost-shares shown in the Summary Of Your Costs until your individual out-of-pocket maximum is 
reached. 


• Copays 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 


There are some exceptions.  Expenses that do not apply to the out-of-pocket maximum are: 
• Charges above the allowed amount 
• Charges not covered by the plan 
• Your cost-shares for services of out-of-network providers.  However, benefits that always apply in-network cost-


shares, like the Emergency Room benefit, will apply toward the out-of-pocket maximum. 
• Your cost-shares for covered drugs purchased from out-of-network pharmacies. 
• Copays for exams covered under the Hearing Exams benefit 


We keep track of the total cost-shares applied to the individual out-of-pocket maximum that are incurred by all 
enrolled family members combined.  When this total equals a set maximum, called the “Family Out-of-Pocket 
Maximum,” we will consider the individual out-of-pocket maximum of every enrolled family member to be met for 
that calendar year.  Only the amounts used to satisfy each enrolled family member’s individual out-of-pocket 
maximum will count toward the family out-of-pocket maximum. 


ALLOWED AMOUNT 
This plan provides benefits based on the allowed amount for covered services.  We reserve the right to determine 
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative 
services agreement with us.  The allowed amount is described below.  There are different rules for emergency 
services.  These rules are shown below the general rules. 


General Rules 
• Providers In Washington and Alaska Who Have Agreements With Us 


For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant 
to the applicable agreement between us and the provider.  These providers agree to seek payment from us 
when they furnish covered services to you.  You’ll be responsible only for any applicable calendar year 
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services 
and supplies not covered under this plan. 
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Your liability for any applicable calendar year deductibles, coinsurance, copays and amounts applied toward 
benefit maximums will be calculated on the basis of the allowed amount. 


• Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield 
Licensees 
For covered services and supplies received outside the service area, allowed amounts are determined as 
stated in the What Do I Do If I’m Outside Washington And Alaska? section (Out-Of-Area Care) in this 
booklet. 


• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 
The allowed amount for providers in the service area that don't have a contract with us is the least of the three 
amounts shown below.  The allowed amount for providers outside the service area that don't have a contract 
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below. 
• An amount that is no less than the lowest amount we pay for the same or similar service from a comparable 


provider that has a contracting agreement with us 
• 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if 


available 
• The provider’s billed charges.  Note: Ambulances are always paid based on billed charges. 
If applicable law requires a different allowed amount than the least of the three amounts above, this plan will 
comply with that law. 


Dialysis Due To End Stage Renal Disease 
• Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees 


The allowable charge is the amount explained above in this definition. 
• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 


The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the 
Medicare-approved amount and no more than 90% of billed charges.   
The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved 
amount, even when a member who is eligible for Medicare does not enroll in Medicare.  
See the Dialysis benefit for more details. 


Emergency Care 
Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the 
following amounts: 
• The median amount that Heritage network providers have agreed to accept for the same services 
• The amount Medicare would allow for the same services 
• The amount calculated by the same method the plan uses to determine payment to out-of-network providers 
In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount. 
When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or 
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of 
the allowed amount (see the Summary Of Your Costs for further detail). 
Note:  Non-contracted ambulances are always paid based on billed charges. 


The allowed amount will be the amount allowed for out-of-network providers even when the provider's services 
are covered at the in-network benefit level. 


If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID 
card. 
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COVERED SERVICES 
This section of your booklet describes the services and supplies that the plan covers.  Benefits are available for a 
service or supply described in this section when it meets all of these requirements: 
• It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness, 


disease or injury. 
• It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a 


medically necessary setting. 
• It must not be excluded from coverage under this plan. 
• The expense for it must be incurred while you’re covered under this plan. 
• It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing 


services within the scope of his or her license or certification. 
• It must meet the standards set in our medical and payment policies.  The plan uses policies to administer the 


terms of the plan.  Medical policies are generally used to further define medical necessity or investigational 
status for specific procedures, drugs, biologic agents, devices, level of care or services.  Payment policies 
define our provider billing and payment rules.  Our policies are based on accepted clinical practice guidelines 
and industry standards accepted by organizations like the American Medical Association (AMA), other 
professional societies and the Center for Medicare and Medicaid Services (CMS).  Our policies are available to 
you and your provider at www.premera.com or by calling Customer Service. 


Benefits for some types of services and supplies may be limited or excluded under this plan.  Please refer to the 
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered 
services and supplies, limitations and exclusions.  You will find limits on days or visits and dollar limits in the 
Summary Of Your Costs. 


The Summary Of Your Costs also explains your cost-shares under each benefit. 


Acupuncture 
This benefit covers acupuncture to: 
• Relieve pain 
• Provide anesthesia for surgery 
• Treat a covered illness, injury, or condition 


Allergy Testing and Treatment 
This benefit covers: 
• Testing 
• Allergy shots 
• Serums 


Ambulance 
This benefit covers:  
• Transport to the nearest facility that can treat your condition 
• Medical care you get during the trip 
• Transport from one medical facility to another as needed for your condition 
• Transport to your home when medically necessary 


These services are only covered when:   
• Any other type of transport would put your health or safety at risk 
• The service is from a licensed ambulance 
• It is for the member who needs transport 


Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detail. 
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Blood Products and Services 
Benefits are provided for blood and blood derivatives. 


Chemotherapy And Radiation Therapy 
This benefit covers: 
• Outpatient chemotherapy and radiation therapy 
• Supplies, solutions and drugs 
• Extractions to prepare the jaw for radiation treatment 


For drugs you get from a pharmacy, see Prescription Drug.  Some services need to be pre-approved before you 
get them.  See Pre-Approval for details. 


Clinical Trials 
A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and 
other life-threatening conditions. 


This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.  
The clinical trial must be suitable for your health condition.  You also have to be enrolled in the trial at the time of 
treatment. 


Benefits are based on the type of service you get.  For example, if you have an office visit, it's covered under 
Professional Visits And Services and if you have a lab test, it's covered under Diagnostic Lab, X-Ray And 
Imaging. 


This benefit doesn't cover: 
• Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect 


information for the trial) 
• The drug, device or services being tested 
• Travel costs to and from the clinical trial 
• Housing, meals, or other nonclinical expenses 
• A service that isn't consistent with established standards of care for a certain condition 
• Services, supplies or drugs that would not be charged to you if there were no coverage. 
• Services provided to you in a clinical trial that are fully paid for by another source 
• Services that are not routine costs normally covered under this plan 


Dental Care 
This benefit will only be provided for the dental services listed below. 


Dental Anesthesia 


Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care 


This benefit covers: 
• Hospital or other facility care 
• General anesthesia provided by an anesthesia professional other than the dentist or the physician performing 


the dental care 


This benefit is covered for any one of the following reasons: 
• The member is under age 19 and failed patient management in the dental office 
• The member has a disability, medical or mental health condition making it unsafe to have care in a dental office 
• The severity and extent of the dental care prevents care in a dental office 


Dental Injury 


Treatment of dental injuries to teeth, gum and jaw. 
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This benefit covers: 
• Exams 
• Consultations 
• Dental treatment 
• Oral surgery 


This benefit is covered on sound and natural teeth that: 
• Do not have decay 
• Do not have a large number of restorations such as crowns or bridge work 
• Do not have gum disease or any condition that would make them weak 


Care is covered within 12 months of the injury.  If more time is needed, please ask your doctor to contact 
Customer Service. 


This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.  


Diagnostic Lab, X-Ray And Imaging 
Covered services include: 
• Bone density screening for osteoporosis 
• Cardiac testing 
• Pulmonary function testing 
• Diagnostic imaging and scans such as x-rays 
• Lab services 
• Mammograms (including 3-D mammograms) for a medical condition 
• Neurological and neuromuscular tests 
• Pathology tests 
• Echocardiograms 
• Ultrasounds 
• Computed Tomography (CT) scan 
• Nuclear cardiology 
• Magnetic Resonance Imaging (MRI) 
• Magnetic Resonance Angiography (MRA) 
• Positron Emission Tomography (PET) scan 


For additional details see the following benefits: 
• Preventive Care 
• Hospital 
• Emergency Room  


Some tests need to be approved before you receive them.  See Pre-Approval for details. 


Dialysis 
When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare.  If eligible, it is 
important to enroll in Medicare as soon as possible.  When you enroll in Medicare, this plan and Medicare will 
coordinate benefits.  In most cases, this means that you will have little or no out-of-pocket expenses.  


Medicare has a waiting period, generally the first 90 days after dialysis starts.  Benefits are different for dialysis 
during Medicare's waiting period than after the waiting period ends.  Please see the Summary Of Your Costs. 


In-Network providers are paid according to their provider contracts.  The amount the plan pays out-of-network 
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do 
not enroll in Medicare. 







 


 18 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will 
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered 
services.  See Allowed Amount in Important Plan Information for more information. 


Emergency Room 
This benefit covers:  
• Emergency room and doctor services 
• Equipment, supplies and drugs used in the emergency room 
• Services and exams used for stabilizing an emergency medical condition 
• Diagnostic tests performed with other emergency services 
• Medically necessary detoxification 


You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See 
Pre-Approval for details. 


You may need to pay charges over the allowed amount if you get care from a provider not in your network. See 
How Providers Affect Your Costs for details. 


Foot Care 
This benefit covers: 
• Medically necessary foot care 
• Treatment of corns and calluses 
• Treatment of certain toenail conditions 


Hearing Care 
Hearing Exams 


Hearing exam services include: 
• Examination of the inner and exterior of the ear 
• Observation and evaluation of hearing, such as whispered voice and tuning fork 
• Case history and recommendations 
• Hearing testing services, including the use of calibrated equipment. 


The Hearing Exams benefit doesn’t cover hearing hardware or fitting examinations for hearing hardware. 


Hearing Hardware 


To receive your hearing hardware benefit: 
• You must be examined by a licensed physician (M.D. or D.O.) or audiologist (CCC-A or CCC-MSPA) before 


obtaining hearing aids 
• You must purchase a hearing aid device 


Benefits are provided for the following: 
• Hearing aids (monaural or binaural) prescribed as a result of an exam 
• Ear molds 
• The hearing aid instruments 
• Hearing aid rental while the primary unit is being repaired 
• The initial batteries, cords and other necessary ancillary equipment 
• A warranty, when provided by the manufacturer 
• A follow-up consultation within 30 days following delivery of the hearing aids with either the prescribing 


physician or audiologist 
• Repairs, servicing, and alteration of hearing aid equipment purchased under this benefit 
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This benefit doesn’t cover: 
• Hearing aids purchased before your effective date of coverage under this plan 
• Batteries or other ancillary equipment other than that obtained upon purchase of the hearing aids 
• Hearing aids that exceed the specifications prescribed for correction of hearing loss 
• Expenses incurred after your coverage under this plan ends unless hearing aids were ordered before that date 


and were delivered within 90 days after the date your coverage ended 
• Charges in excess of this benefit.  These expenses are also not eligible for coverage under other benefits of 


this plan. 


Home Health Care 
Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by 
staff who works for a home health agency that is state-licensed or Medicare-certified. 


Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor. 
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in 
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the 
plan. 


This benefit covers:  
• Home visits and short-term nursing care 
• Home medical equipment, supplies and devices 
• Prescription drugs given by the home health care agency 
• Therapy, such as physical, occupational or speech therapy to help regain function 


Only the following employees of a home health agency are covered:  
• A registered nurse 
• A licensed practical nurse 
• A licensed physical or occupational therapist 
• A certified speech therapist 
• A home health aide directly supervised by one of the above listed providers 
• A person with a master’s degree in social work 


This benefit does not cover:  
• Over-the-counter drugs, solutions and nutritional supplements 
• Non-medical services, such as housekeeping 
• Services that bring you food, such as Meals on Wheels, or advice about food 
• Private duty or 24-hour nursing care.  Private duty nursing is the independent hiring of a nurse by a family or 


member to provide care without oversight by a home health agency.  The care may be skilled, supportive or 
respite in nature. 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies 
This benefit covers: 


Home Medical Equipment (HME), fitting expenses and sales tax.  This plan also covers rental of HME, not to 
exceed the purchase price.  


Covered items include: 
• Wheelchairs 
• Hospital beds 
• Traction equipment 
• Ventilators 
• Diabetic equipment, such as an insulin pump 
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Medical Supplies such as: 
• Dressings  
• Braces 
• Splints 
• Rib belts 
• Crutches  
• Blood glucose monitor and supplies 
• Supplies for an insulin pump 


Medical Vision Hardware to correct vision due to medical eye conditions such as: 
• Corneal ulcer 
• Bullous keratopathy 
• Recurrent erosion of cornea 
• Tear film insufficiency 
• Aphakia 
• Sjogren’s disease 
• Congenital cataract 
• Corneal abrasion 
• Keratoconus 
• Progressive high (degenerative) myopia 
• Irregular astigmatism 
• Aniridia 


External Prosthetics and Orthotic Devices used to: 
• Replace absent body limb and/or 
• Replace broken or failing body organ 


Orthopedic Shoes and Shoe Inserts 


Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot 
problems. 


You must have a written order for the items. Your doctor must state your condition and estimate the period of its 
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval). 


This benefit does not cover: 
• Hypodermic needles, lancets, test strips, testing agents and alcohol swabs.  These services are covered under 


Prescription Drug. 
• Supplies or equipment not primarily intended for medical use 
• Special or extra-cost convenience features 
• Items such as exercise equipment and weights 
• Over bed tables, elevators, vision aids, and telephone alert systems 
• Over-the-counter orthotic braces and/or cranial banding 
• Non-wearable external defibrillators, trusses and ultrasonic nebulizers 
• Blood pressure cuffs/monitors (even if prescribed by a physician) 
• Enuresis alarm 
• Compression stockings which do not require a prescription 
• Physical changes to your house or personal vehicle 
• Orthopedic shoes used for sport, recreation or similar activity 
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• Penile prostheses 
• Routine eye care 
• Prosthetics, intraocular lenses, equipment or devices which require surgery.  These items are covered under 


the Surgery benefit. 


Hospice Care 
To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and 
approved by a physician (M.D. or D.O.).  In the plan of care, the physician must certify that confinement in a 
hospital or skilled nursing facility would be required without hospice services. 


The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is 
licensed or certified by the state it operates in.  See the Summary Of Your Costs for limits. 


Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist 
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech, 
Language, and Hearing Association; a home health aide directly supervised by one of the above providers 
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a 
master’s degree in social work. 


The Hospice Care benefit covers: 
• Hospice care for a terminally ill member, for up to 6 months.  Benefits may be provided for up to an additional 6 


months of care when needed.  The initial 6-month period starts on the first day of covered hospice care.   
• Palliative care for a member who has a serious or life-threatening condition that is not terminal.  Coverage of 


palliative care can be extended based on the member's specific condition.  Coverage includes expanded 
access to home-based care and care coordination. 


Covered services are: 
• In-home intermittent hospice visits by one or more of the hospice employees above.   
• Respite care to relieve anyone who lives with and cares for the terminally ill member. 
• Inpatient hospice care This benefit provides for inpatient services and supplies used while you’re a hospice 


inpatient, such as solutions, medications or dressings, when ordered by the attending physician. 
• Insulin and Other Hospice Provider Prescribed Drugs Benefits are provided for prescription drugs and 


insulin furnished and billed by a hospice. 


This benefit doesn’t cover: 
• Over-the-counter drugs, solutions and nutritional supplements 
• Services provided to someone other than the ill or injured member 
• Services of family members or volunteers 
• Services, supplies or providers not in the written plan of care or not named as covered in this benefit 
• Non-medical services, such as spiritual, bereavement, legal or financial counseling 
• Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for 


those of a home health aide as prescribed by the plan of care; and transportation services 


Hospital 
This benefit covers: 
• Inpatient room and board 
• Doctor and nurse services 
• Intensive care or special care units 
• Operating rooms, procedure rooms and recovery rooms 
• Surgical supplies and anesthesia 
• Drugs, blood, medical equipment and oxygen for use in the hospital 
• X-ray, lab and testing billed by the hospital 
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Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not 
have a network contract at all.  In that case, you will have to pay any amounts over the allowed amount. 


You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers 
Affect Your Costs for details. 


We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details. 


This benefit does not cover: 
• Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or 


your condition makes inpatient care medically necessary 
• Any days of inpatient care beyond what is medically necessary to treat the condition 


Infusion Therapy 
Fluids infused into the vein through a needle or catheter as part of your course of treatment. 


Infusion examples include: 
• Drug therapy 
• Pain management 
• Total or partial parenteral nutrition (TPN or PPN) 


This benefit covers:  
• Outpatient facility and professional services 
• Professional services provided in an office or home 
• Prescription drugs, supplies and solutions used during infusion therapy 


This benefit does not cover over-the-counter:  
• Drugs and solutions 
• Nutritional supplements 


Mastectomy and Breast Reconstruction 
Mastectomy and breast reconstruction services are covered on the same basis as any other condition. 


Benefits are provided for mastectomy necessary due to disease, illness or injury. 


This benefit covers: 
• Reconstruction of the breast on which mastectomy was performed 
• Surgery and reconstruction of the other breast to produce a similar appearance 
• Physical complications of all stages of mastectomy, including lymphedema treatment and supplies 
• Inpatient care 


Planned hospital admissions require pre-approval, see Pre-Approval for details. 


Maternity Care 
Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female 
members. 


The Maternity Care benefit includes coverage for abortion. 


Facility Care 


This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including 
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on 
accepted medical practice. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
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length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Plan benefits are also provided for medically necessary supplies related to home births. 


Professional Care 
• Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of 


congenital disorders of the fetus.  
• Delivery, including cesarean section, in a medical facility, or delivery in the home 
• Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Postpartum care includes services of the attending provider, a home health 
agency and/or registered nurse. 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.).  If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services 
received on multiple dates of service, this plan will cover those services as it would any other surgery.  Please see 
the Surgery benefit for details on surgery coverage. 


Please see the Preventive Care benefit for women's preventive care during and after pregnancy. 


Medical Foods 
Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding 
tube under strict supervision of a doctor.  They provide most of a person’s nutrition. They are designed to treat a 
specific problem that can be detected using medical tests. 


This benefit covers: 
• Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU)) 
• Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach 


and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder) 
• Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption) 


disorder 
• Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a 


tube 


Medical foods must be prescribed and supervised by doctors or other health care providers. 


This benefit does not cover: 
• Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions 
• Specialized infant formulas 
• Lactose-free foods 


Medical Transportation Benefits  
Medical Access Transportation 


Round trip coach air or ground transportation to the closest in-network provider for a serious medical condition 
that can’t be treated locally.  Transportation outside of Alaska will be limited to Seattle WA, when the closest in-
network provider is located in Seattle WA.  Pre-approval not required. 


This benefit covers transportation via commercial carrier when you have a serious medical condition that cannot 
be treated locally.  Round-trip coach air or surface transportation by a licensed commercial carrier is provided only 
for the ill or injured member. The trip must begin in Alaska where you became ill or injured and end at the closest 
in-network provider equipped to provide treatment not available in a local facility.  Transportation outside Alaska 
will be limited to Seattle, Washington. 


Benefits are limited to 3 round trip transports per calendar year. 
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When transportation is for a child under the age of 19, this benefit will also cover a parent or guardian to 
accompany the child. 


To submit a claim for these services: 
• Complete a Travel Claim Form.  A separate Travel Claim Form is needed for each patient and each 


commercial carrier or transportation service used.  You can get a Travel Claim Form on our website at 
premera.com. You can also call us for a copy of the form. 


• A statement or letter from your physician attesting to the medical necessity of the services you received that 
required the air or service travel.  


Attach one of the following forms of documentation: 
• A copy of the ticket from the airline or other transportation carrier.  The tickets must indicate the names of the 


passenger(s), dates and total cost of travel, and the origination and final destination points.  
• A copy of the detailed itinerary as issued by the airline, transportation carrier, travel agency or on-line travel 


website.  The itinerary must identify the name of the passenger(s), the dates of travel and total cost of travel, 
and the origination and final destination points.  


Please note:  Credit card statements or other payment receipts are not acceptable forms of documentation.  


The Medical Access Travel benefit does not cover: 
• Meals and lodging 
• First class airline fees 
• Transport by taxi, bus, private car or rental car 
• Transportation for routine dental, vision and hearing services 


Travel for Cancer Treatments 


The plan will cover travel and lodging from Alaska to the nearest in-network provider in Washington that can treat 
you.  Please see the Summary Of Your Costs for benefit limits.  You must pay your travel and lodging expenses 
and then submit your receipts to Premera Blue Cross.   


Travel is covered only between your home and the in-network provider.  


Benefits are provided for the following:  
• Travel:  Round trip costs for air, train or bus travel (coach class only) are covered.  If you travel by car, the plan 


covers mileage, parking and toll costs.   
• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel within Alaska or outside Washington State 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
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• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


Mental Health Care 
Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as 
stated below. 


Services must be consistent with published practices that are based on evidence when available or follow clinical 
guidelines or a consensus of expert opinion published by national mental health professional organizations or 
other reputable sources.  If no such published practices apply, services must be consistent with community 
standards of practice. 


Covered mental health services are: 
• Inpatient care  
• Outpatient therapeutic visits.  “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session 


with a mental health provider of a duration consistent with relevant professional standards as defined in the 
Current Procedural Terminology manual, published by the American Medical Association. 


• Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition) 
• Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism 


spectrum disorders. 
• Applied behavioral analysis (ABA) therapy for members with one of the following: 


• Autistic disorder 
• Autism spectrum disorder 
• Asperger's disorder 
• Childhood disintegrative disorder 
• Pervasive developmental disorder 
• Rett's disorder 
Covered ABA therapy includes treatment or direct therapy for identified members and/or family members.  Also 
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy 
assistants, and communication and coordination with other providers or school staff as needed. Delivery of all 
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called 
a Program Manager.  Covered ABA services are limited to activities that are considered to be behavior 
assessments or interventions using applied behavioral analysis techniques.  ABA therapy must be provided by: 
• A licensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist 
• A licensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered 


nurse practitioner (ARNP) 
• A licensed occupational or speech therapist 
• A licensed psychologist (Ph.D.) 
• A licensed community mental health agency or behavioral health agency that is also state-certified to provide 


ABA therapy. 
• A Board-Certified Behavior Analyst (BCBA).  This means a provider who is state-licensed if the State 


licenses behavior analysts (Washington does).  If the state does not require a license, the provider must be 
certified by the Behavior Analyst Certification Board.  BCBAs are only covered for ABA therapy that is within 
the scope of their license or board certification. 


• A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by 
a licensed provider or a BCBA. 


Mental health services other than ABA therapy must be furnished by one of the following types of providers to be 
covered: 
• Hospital 
• Washington state-licensed community mental health agency 
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• Licensed physician (M.D. or D.O.) 
• Licensed psychologist (Ph.D.) 
• A state hospital operated and maintained by the state of Washington for the care of the mentally ill 
• Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet) 


who is licensed or certified by the state in which the care is provided, and who is providing care within the 
scope of his or her license. 


When medically appropriate, services may be provided in your home. 


For psychological and neuropsychological testing and evaluation benefit information, please see the 
Psychological and Neuropsychological Testing benefit. 


For chemical dependency treatment information, please see the Substance Use Disorder benefit. 


For prescription drug benefit information, please see the Prescription Drug benefit. 


The Mental Health Care benefit doesn’t cover: 
• Psychological treatment of sexual dysfunctions, including impotence and frigidity 
• Outward bound, wilderness, camping or tall ship programs or activities 
• Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered 


mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic 
evaluations, vocational, educational or academic placement evaluations. 


Neurodevelopmental Therapy (Habilitation) 
Benefits are provided for the treatment of neurodevelopmental disabilities.  The following inpatient and outpatient 
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to 
maintain function where significant physical deterioration would occur without the therapy.  This benefit includes 
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered 
neurodevelopmental therapy. 


Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism 
spectrum disorders, are covered under the Mental Health Care benefit. 


Inpatient Care Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility 
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting. 


Outpatient Care Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all of 
the following provisions: 
• The member must not be confined in a hospital or other medical facility 
• Services must be furnished and billed by a hospital, rehabilitation facility that meets our clinical standards, 


physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath 


A “visit” is a session of treatment for each type of therapy.  Each type of therapy combined accrues toward the 
above visit maximum.  Multiple therapy sessions on the same day will be counted as one visit, unless provided by 
different health care providers. 


The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition.  Once a 
calendar year maximum has been exhausted under one of these benefits, no further coverage is available. 


This benefit doesn't cover: 
• Recreational, vocational, or educational therapy; exercise or maintenance-level programs 
• Social or cultural therapy 
• Treatment that isn't actively engaged in by the ill, injured or impaired member 
• Gym or swim therapy 
• Custodial care 
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Newborn Care 
Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To continue benefits beyond the 3-week period, please see the 
dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does 
Coverage Begin? sections. 


If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically 
covered for the first 3 weeks.  For newborn enrollment information, please see the Who Is Eligible For 
Coverage? and When Does Coverage Begin? sections. 


Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and 
other provisions as specified in this plan.  Services must be consistent with accepted medical practice and 
ordered by the attending provider in consultation with the mother. 


Hospital Care 


The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in 
consultation with the mother, based on accepted medical practice.  Also covered are any required readmissions 
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn't apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Professional Care 


Benefits for services received in a provider’s office are subject to the terms of the Professional Visits And 
Services benefit.  Well-baby exams in the provider's office are covered under the Preventive Care benefit.  This 
benefit covers: 
• Inpatient newborn care, including newborn exams 
• Follow-up care consistent with accepted medical practice that's ordered by the attending provider, in 


consultation with the mother.  Follow-up care includes services of the attending provider, a home health agency 
and/or a registered nurse. 


• Circumcision 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.). 


This benefit doesn’t cover immunizations and outpatient well-baby exams.  See the Preventive Care 
benefit for coverage of immunizations and outpatient well-baby exams. 


Prescription Drug 
What’s Covered 


This benefit only covers drugs that are approved by the US Food and Drug Administration (FDA) that you get from 
a licensed pharmacy for take-home use.  Covered drugs include the drugs and items listed below.  All drugs and 
other items must be medically necessary. 


Diabetic Drugs 


Shots You Give Yourself  
• Prescribed drugs for shots that you give yourself, such as insulin 
• Needles, syringes, alcohol swabs, test strips, testing agents and lancets. 


Nicotine Habit-Breaking Drugs Prescription brand and generic drugs to help you break a nicotine habit.  
Generic over-the-counter drugs are also covered.  
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Oral Chemotherapy This benefit covers drugs you can take by mouth that can be used to kill cancer cells or slow 
their growth.  This benefit only covers the drugs that you get from a pharmacy. 


Glucagon and Allergy Emergency Kits 


Prescription Vitamins 


Specialty drugs These drugs treat complex or rare health problems.  An example is rheumatoid arthritis.  
Specialty drugs also need special handling, storage, administration or patient monitoring.  They are high cost and 
can be shots you give yourself. 


Human growth hormone Human growth hormone is covered only for medical conditions that affect growth.  It is 
not covered when the cause of short stature is unknown.  Human growth hormone is a specialty drug.  It is not 
covered under other benefits of this plan. 


Birth Control 
• Female prescription oral birth control drugs and devices for women, such as diaphragms and cervical caps.  


See Prescription Drug in the Summary Of Your Costs.  For sterilization, shots or devices from your doctor, 
see Preventive Care. 


• Over the counter female birth control devices and supplies that your doctor prescribes.  You must buy over-the-
counter supplies and devices at the pharmacy counter. 


PV2 Preventive Drugs  The plan also covers drugs on our PV2 list.  PV2 drugs are effective in controlling health 
problems such as heart disease.  Our Pharmacy Committee reviews the list throughout the year.  They update the 
PV2 list when needed.  The review process is the same as the process described in Questions And Answers 
About Your Pharmacy Benefits" later in this benefit. 


Please call customer service or log in to the member portal on our Web site to find out if a drug is on 
the PV2 list.  The phone number and our Web address are on the back of this booklet. 
Preventive Drugs Required By The Affordable Care Act that your doctor prescribes 


Off-Label Uses The US Food and Drug Administration (FDA) approves prescription drugs for specific health 
conditions or symptoms.  Some drugs are prescribed for uses other than those the FDA has approved.  The plan 
covers such drugs if the use is recognized as effective in standard drug reference guides put out by the American 
Hospital Formulary Service, the American Medical Association, the US Pharmacopoeia, or other reference guides 
also recognized by the Federal Secretary of the US Health and Human Services department or the Insurance 
Commissioner.   


Drug uses that are not recognized by one of the above standard drug reference guides can be covered if they are 
recognized by the Secretary of the US Health and Human Services department or by the majority of relevant, 
peer-reviewed medical literature.  For more details, see the definition of “prescription drug” in the Definitions 
section of this booklet. 


Compound Medications To be covered, these must contain at least one covered prescription drug 


GETTING PRESCRIPTIONS FILLED 
It is always a good idea to show your Premera Blue Cross ID card when you go to the pharmacy. 


See question 6 of Questions And Answers About Your Pharmacy Benefits for exceptions to the 
supply limits shown in this table. 


Pharmacy Supply Limit Instructions 


In-Network Retail or 
In-Network Specialty 
Pharmacies 


30 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Out-Of-Network 
Retail Pharmacies 


30 days • Pay the full cost of the drug at the pharmacy.   
• Send Premera a claim. See How Do I File A Claim? in 


this booklet for instructions. 
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In-Network Mail-
Order Pharmacy 
(Out-of-network 
mail-order 
pharmacies are not 
covered) 


90 days • Allow 2 weeks for your prescription to be filled. 
• Ask your doctor to prescribe up to a 90-day supply of the 


drug you need. 
• Send your prescriptions and a pharmacy mail-order form to 


the mail-order pharmacy. You can download the form from 
our website or call us for a copy. Our website and phone 
numbers are on the back cover of this booklet. 


Exclusions 


This benefit does not cover: 
• Over-the-counter drugs and supplies, even if you have a prescription, that are not listed as covered above.  For 


example, the plan does not cover vitamins, food and dietary supplements (such as baby formula or protein 
powder), or herbal or naturopathic medicines. 


• Drugs used to improve your looks, such as drugs to increase hair growth 
• Drugs for experimental or investigational use.  (See Definitions.) 
• Blood or blood derivatives.  See the Blood Products And Services benefit for coverage. 
• More refills than the number prescribed, or any refill dispensed more than one year after the prescriber's 


original order 
• Drugs for use while you are in a health care facility or provider’s office, or take-home drugs dispensed and 


billed by a health care facility.  The exceptions are for specialty drugs. 
• Replacement of lost or stolen items 
• Solutions and drugs that you get through a shot or through an intravenous needle, a catheter or a feeding tube.  


(The exception is a shot you give yourself.)  Please see the Infusion Therapy benefit. 
• Drugs to treat sexual dysfunction 
• Drugs to manage your weight 
• Medical equipment and supplies that are not listed as covered above.  See the Home Medical Equipment 


(HME), Orthotics, Prosthetics And Supplies benefit for coverage. 
• Immunization agents and vaccines.  See the Preventive Care benefit. 
• Drugs for fertility treatment or assisted reproduction procedures. 
• The plan does not cover some of the drugs in certain drug classes.  An example is proton pump inhibitors. 


However, except for the exclusions above, this benefit covers at least 1 drug in every drug class in the 
Essentials drug lists.  (A drug class is a group of drugs that may work in the same way, have a similar chemical 
structure, or may be used to treat the same conditions or group of conditions.)  Please call Customer Service or 
visit our website for more information or to find out if a certain drug is covered.  If your drug is not covered, 
please work with your provider to find an alternative drug in that drug class that the plan does cover. 


Pre-Approval For Prescription Drugs 
Certain prescription drugs you receive through a pharmacy must have pre-approval before you get them at a 
pharmacy, in order for the plan to provide benefits.  Your provider can ask for pre-approval by faxing a pre-
approval form to us.  This form is in the pharmacy section of our Web site at www.premera.com.  You will also 
find the specific list of prescription drugs requiring pre-approval on our Web site.  If your prescription drug is on 
this list, and you do not get pre-approval, when you go to the pharmacy to fill your prescription, your pharmacy will 
tell you that it needs to be pre-approved.  You or your pharmacy should call your provider to let them know.  Your 
provider can fax us a pre-approval form for review.  


You can buy the prescription drug before it is pre-approved, but you must pay the full cost.  If the drug is 
authorized after you bought it, you can send us a claim for reimbursement.  Reimbursement will be based on the 
allowed amount.  See How Do I File A Claim? for details. 


Sometimes, benefits for some prescription drugs may be limited to one or more of the following: 
• A set number of days’ supply 
• A specific drug or drug dose that is appropriate for a normal course of treatment 
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• A specific diagnosis 
• You may need to get a prescription drug from an appropriate medical specialist 
• You may have to try a generic drug or a specified brand name drug first 


These limits are based on medical standards, the drug maker’s advice, and your specific case.  They are also 
based on FDA guidelines and medical articles and papers.  


Questions and Answers About Your Pharmacy Benefits 


1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage 
substitution for some drugs? 
Essentials Drug List 
This plan makes use of our Essentials drug list, sometimes called a “formulary.” 
Our Pharmacy and Therapeutics Committee makes the decisions about the drug list.  This committee 
includes doctors and pharmacists from the community.  The committee reviews medical studies, scientific 
articles and papers and other information on drugs and their uses to choose safe and effective drugs for the 
list. 
The Essentials drug list includes preferred generic drugs, preferred brand name drugs, preferred specialty 
drugs, and certain non-preferred generic, brand name and specialty drugs.  (Preferred brand name drugs are 
brand name drugs that are only made by one drug company.)  Except for drugs excluded in Exclusions 
above in this benefit, the Essentials drug list covers at least 1 drug in every drug class but does not cover all 
the drugs in some drug classes.  Use the RX Search tool on our website or call Customer Service for a full 
list of drugs on the Essentials drug list. 
The plan also doesn’t cover certain categories of drugs.  These are listed under Exclusions earlier in this 
benefit. 
Certain drugs need pre-approval.  Please see Pre-Approval above in this benefit for more detail.  
Generic Drug Substitution 
This plan requires the use of appropriate generic drugs (as defined below).  When available, a generic drug 
will be dispensed in place of a brand name drug.  If there is no generic equivalent, you pay only the 
applicable brand name cost-share.  See the Summary Of Your Costs for the amount you pay.  You or the 
prescriber may request a brand name drug instead of a generic, but if a generic equivalent is available, you 
will have to pay the difference in price between the brand name drug and the generic equivalent along with 
the applicable brand name drug cost-share.  Please ask your pharmacist about the higher costs you will pay 
if you select a brand name drug. 
A “generic drug” is a prescription drug manufactured and distributed after the brand name drug patent of the 
innovator company has expired.  Generic drugs have an AB rating from the U.S. Food and Drug 
Administration (FDA).  The FDA considers them to be therapeutically equivalent to the brand name product.  
For the purposes of this plan, classification of a particular drug as a generic is based on generic product 
availability and cost as compared to the reference brand name drug. 
This benefit also covers “biological products.”  Examples are serums and antitoxins.  Generic substitution 
does not apply to biological products. 
Exceptions You or your provider may ask that the plan cover a drug or a drug dosage that is not on the 
Essentials drug list.  For the plan to cover a drug that is not in the Essentials drug list, your provider must 
show that 1 of 3 things is true: 
• You cannot tolerate the drugs that are on the Essentials drug list. 
• All covered drugs in any tier of the Essentials drug list will be (or have been) either ineffective or not as 


effective as the drug that is not on the list. 
• The dosage you need is not available in the drugs on the Essentials drug list. 
If your request to cover a drug not on the Essentials drug list is approved, the plan will cover the drug.  If your 
request is not approved, the plan will not cover the drug. 
Exception Process The request can be made in writing, electronically or by phone.  Your provider must give 
us a written or oral statement that confirms the need for the requested drug to treat your condition and states 
that the criteria above are met.  We have the right to ask for medical records that relate to the request. 
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Within 15 calendar days after we get the information we need from your provider, we will let you or your 
provider know in writing if your request is approved  
If Your Request Is Urgent We will respond to your request within 72 hours after we get the information we 
need from your provider if 1 of the following is true: 
• Your health problem may put your life or health in serious danger. 
• You have already started taking the drug. 
The provider must confirm that 1 of the 2 situations above is true.  The provider must also explain the harm 
that would come to you if we did not respond to the request within 72 hours. 


2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use 
a drug I had been using? 
Our Pharmacy and Therapeutics Committee reviews the pharmacy drug list frequently throughout the year.  
It can decide to make a drug preferred or non-preferred at any point in the year.  The committee may also 
add or remove a drug from the Essentials drug list during the year.  These changes can happen if new drugs 
appear on the market or new medical studies or other clinical information warrant the change. 
If you’re taking a drug that’s changed from preferred to non-preferred status, we'll notify you before the 
change.  We will also tell you if a drug you are taking is going to be removed from the Essentials drug list.  
The amount you pay is based on whether the drug is on the Essentials drug list as a preferred or non-
preferred drug on the date it is dispensed.  Whether the pharmacy is in the network or not on the date the 
drug is dispensed is also a factor. 


3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for 
drugs specified in this plan? 
The limitations and exclusions applicable to your prescription drug benefit, including categories of drugs for 
which no benefits are provided, are part of this plan’s overall benefit design, and can only be changed at the 
sole discretion of the Group.  The plan's rules about substitution of generic drugs are described above in 
question 1.  Please see Pre-Approval above in this benefit for more information about pre-approval. 
You can appeal any decision you disagree with.  Please see the Complaints And Appeals section in this 
booklet, or call our Customer Service department at the telephone numbers listed on the back cover of this 
booklet for information on how to submit an appeal. 


4. How much do I have to pay to get a prescription filled? 
You will find the amounts you pay for covered drugs in the Summary Of Your Costs. 


5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan? 
Yes.  You receive the highest level of benefits when you have your prescriptions filled by in-network 
pharmacies.  The majority of retail pharmacies in Washington are part of our pharmacy network.  Your 
benefit covers prescription drugs dispensed from an out-of-network pharmacy, but at a higher out-of-pocket 
cost to you as explained above. 
Our mail order program offers lower cost-shares and lets you buy larger supplies of your medications, but 
you must use our in-network mail order pharmacy. 
You can find an in-network pharmacy near you by consulting your provider directory, or calling the Pharmacy 
Locator Line at the toll-free telephone number found on the back of your ID card. 
Specialty drugs are covered only when you get them from specialty pharmacies.  Specialty pharmacies are 
pharmacies that focus on the delivery and clinical management of specialty drugs.  See the Summary Of 
Your Costs for more information. 


6. How many days’ supply of most medications can I get without paying another copay or other 
repeating charge? 
The dispensing limits (or days’ supply) for drugs dispensed at retail pharmacies and through the mail-order 
pharmacy benefit are described in the Getting Prescriptions Filled table above. 
Benefits for refills will be provided only when you have used 75% of a supply of a single medication.  The 
75% is calculated based on both of the following:  
• The number of units and days' supply dispensed on the last refill 


 







 


 32 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


• The total units or days' supply dispensed for the same medication in the 180 days immediately before the 
last refill 


Exceptions to the supply limit are allowed:   
• A pharmacist can approve an early refill of a prescription for eye drops or eye ointment in some cases.  If 


you must pay a copay for the drug, the full copay is required for the early refill. 
• A different supply can be allowed so that a new drug can be refilled at the same time as drugs that you are 


already taking.  We will pro-rate the cost-shares to the exact number of days early that the refill is 
dispensed. 


The plan can also cover more than the 30-day or 90-day supply limit if the drug maker’s packaging does not 
let the exact amount be dispensed.  If you must pay a copay for the drug, you pay one copay for each 30-day 
supply from a retail pharmacy or one copay for each 90 day supply from the in-network mail-order pharmacy. 


7. What other pharmacy services does my health plan cover? 
This benefit is limited to covered prescription drugs and specified supplies and devices dispensed by a 
licensed pharmacy.  Other services, such as consultations with a pharmacist, diabetic education or medical 
equipment, are covered by the medical benefits of this plan, and are described elsewhere in this booklet. 


Drug Discount Programs 


Pharmacy Benefit Drug Program For pharmacy benefit claims, Premera Blue Cross will pay the Group a 
prescription drug rebate payment equal to a specific amount per paid brand-name prescription drug claim.  
Prescription drug rebates Premera Blue Cross receives from its pharmacy benefit manager in connection with 
Premera Blue Cross's overall pharmacy benefit utilization may be more or less than the Group's rebate payment.  
The Group's rebate payment shall be made to the Group on a calendar year quarterly basis unless agreed upon 
otherwise. 


The allowed amount for prescription drugs may be higher than the price paid to the pharmacy benefit manager for 
those prescription drugs. 


Premera Blue Cross and the Group agree that the difference between the allowed amount for prescription drugs 
and the price paid to the pharmacy benefit manager, and the prescription drug payments received by Premera 
Blue Cross from its pharmacy benefit manager, constitutes Premera Blue Cross property, and not part of the 
compensation payable under Premera Blue Cross's contract with the Group, and that Premera Blue Cross is 
entitled to retain and shall retain such amounts and may apply them to the cost of its operations and the 
pharmacy benefit. 


Medical Benefit Drug Program The medical benefit drug program is separate from the pharmacy program.  It 
includes claims for drugs delivered as part of medical services.  For medical benefit drug claims, Premera Blue 
Cross may contract with subcontractors that have rebate contracts with various manufacturers.  Rebate 
subcontractors retain a portion of rebates collected as rebate administration fees.  Premera Blue Cross retains a 
portion of the rebate and describes the medical benefit drug rebate in the Group's annual accounting report.  The 
Group's medical benefit drug rebate payment shall be made to the Group on an annual basis when the rebate is 
$500 or more.  If less than $500, Premera will retain the medical benefit drug rebates. 


Preventive Care 
This plan pays for preventive care as shown in the Summary Of Your Costs.  Below is a summary of preventive 
care services. 


Preventive Exams 
• Routine adult and well-child exams.  Includes exams for school, sports and jobs 
• Department of Transportation (DOT) physicals 
• Review of oral health for members under 19 
• Vision screening for members under 19 
• Depression screening 


Immunizations 
• Shots in a provider’s office 
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• Flu shots, flu mist, whooping cough and other seasonal shots at a pharmacy or other community center 
• Shots needed for foreign travel at the county health department or a travel clinic 


Screening Tests 


Routine lab tests and imaging, such as: 
• Mammograms (includes 3D mammograms) 
• X-rays and EKG tests 
• Pap smears 
• Prostate-specific antigen tests 
• BRCA genetic tests for women at risk for certain breast cancers. 
• CBC, electrolyte panel, general health panel, hematocrit, hemoglobin, metabolic panel, thyroid stimulating 


hormone, thyroxin and urinalysis 


Pregnant Women’s Care 
• Breastfeeding support and counseling 
• Purchase of standard electric breast pumps 
• Rental of hospital-grade breast pumps if medically necessary 
• Screening for postpartum depression 


Colon Cancer Screening 


As often as recommended by your doctor.  Includes: 
• Barium enema 
• Colonoscopy, sigmoidoscopy and fecal occult blood tests. The plan also covers a consultation before the 


colonoscopy and anesthesia your doctor thinks is medically necessary. 
• If polyps are found during a screening procedure, removing them and lab tests on them are also covered as 


preventive. 


Diabetes Screening 


Health Education and Training 


Outpatient programs and classes to help you manage pain or cope with covered conditions like heart disease, 
diabetes, or asthma. The program or class must have our approval. 


Nicotine Habit-Breaking Programs 


Programs to stop smoking, chewing tobacco or taking snuff. 


Nutritional Counseling and Therapy 


Office visits to discuss a healthy diet and eating habits and help you manage weight.  The plan covers screening 
and counseling for: 


• Members at risk for health conditions that are affected by diet and nutrition 
• Weight loss for children age 6 and older who are considered obese and for adults with a body mass index of 


30 kg/meter squared or higher.  This includes intensive behavioral interventions with more than one type of 
activity to help you set and achieve weight loss goals. 


Fall Prevention 


Risk assessments and advice on how to prevent falls for members who are age 65 or older and have a history of 
falling or have mobility issues 


Birth Control 
• Birth control devices, shots and implants. 


See Prescription Drug for coverage of prescription and over-the-counter drugs and devices. 
• Emergency contraceptives (“plan B”) 







 


 34 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


• Tubal ligation.  When tubal ligation is done as a secondary procedure, only the charge for the procedure 
itself is covered under this benefit.  The related services, such as anesthesia, are covered as part of the 
primary procedure.  See Hospital and Surgery. 


• Vasectomy done in a doctor's office with a local anesthetic 


About Preventive Care 


Preventive care is a set of evidence-based services.  These services are based on guidelines required under 
state or federal law.  The guidelines come from: 
• Services that the United States Preventive Services Task Force has given an A or B rating 
• Immunizations that the Centers for Disease Control and Prevention recommends 
• Screening and other care for women, babies, children and teens that the Health Resources and Services 


Administration recommends. 
• Services that meet the standards in Washington state law. 


Please go to this government website for more information: 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 


The agencies above may also change their guidelines from time to time.  If this happens, the plan will comply with 
the changes.   


Some of the covered services your doctor does during a routine exam may not be preventive at all.  The plan 
would cover them under other benefits.  They would not be covered in full.  


For example: 


During your preventive exam, your doctor may find a problem that needs further tests or screening for a proper 
diagnosis to be made.  Or, if you have a chronic disease, your doctor may check your condition with tests.  These 
types of tests help to diagnose or monitor your illness and would not be covered under the Preventive Care 
benefit.  You would have to pay the cost share under the plan benefit that covers the service or test. 


The Preventive Care benefit does not cover: 
• Take-home drugs or over-the-counter items.  Please see Prescription Drug. 
• Routine newborn exams while the child is in the hospital after birth.  Please see Newborn Care. 
• Routine or other dental care 
• Routine vision and hearing exams 
• Gym fees or exercise classes or programs 
• Services or tests for a specific illness, injury or set of symptoms.  Please see the plan's other benefits. 
• Physical exams for basic life or disability insurance 
• Work-related disability or medical disability exams 
• Purchase of hospital-grade breast pumps. 


Professional Visits And Services 
Benefits are provided for the examination, diagnosis and treatment of an illness or injury when such services are 
performed on an inpatient or outpatient basis, including your home.  Benefits are also provided for the following 
professional services when provided by a qualified provider: 
• Second opinions for any covered medical diagnosis or treatment plan 
• Biofeedback for migraines and other conditions for which biofeedback is not deemed experimental or 


investigational (see Definitions) 
• Repair of a dependent child’s congenital anomaly 
• Consultations with a pharmacist 
• Cardiac rehabilitation programs 
• Pulmonary rehabilitation programs 
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For surgical procedures performed in a provider’s office, surgical suite or other facility benefit information, please 
see the Surgery benefit. 


For professional diagnostic services benefit information, please see the Diagnostic Lab, X-Ray And Imaging 
benefit. 


For home health or hospice care benefit information, please see the Home Health Care and Hospice Care 
benefits. 


For preventive or routine services, please see the Preventive Care benefit. 


For diagnosis and treatment of psychiatric conditions benefit information, please see the Mental Health Care 
benefit. 


For diagnosis and treatment of temporomandibular joint (TMJ) disorders benefit information, please see the 
Temporomandibular Joint Disorders (TMJ) Care benefit. 


Electronic Visits 


This benefit will cover electronic visits (e-visits) from in-network providers when all the requirements below are 
met.  This benefit is only provided when three things are true: 
• Premera Blue Cross has approved the physician for e-visits.  Not all physicians have agreed to or have the 


software capabilities to provide e-visits. 
• The member has previously been treated in the approved physician's office and has established a patient-


physician relationship with that physician. 
• The e-visit is medically necessary for a covered illness or injury. 


An e-visit is a structured, secure online consultation between the approved physician and the member.  Each 
approved physician will determine which conditions and circumstances are appropriate for e-visits in their 
practice. 


Please call Customer Service at the number shown on the back cover of this booklet for help in finding a 
physician approved to provide e-visits. 


The Professional Visits and Services benefit doesn't cover: 
• Hair analysis or non-prescription drugs or medicines, such as herbal, naturopathic or homeopathic medicines or 


devices 
• EEG biofeedback or neurofeedback services 
• Rehabilitation that is not part of a cardiac or pulmonary rehabilitation program. 


Psychological and Neuropsychological Testing 
Covered services are psychological and neuropsychological testing, including interpretation and report 
preparation, necessary to prescribe an appropriate treatment plan.  This includes later re-testing to make sure the 
treatment is achieving the desired medical results.  Physical, speech or occupational therapy assessments and 
evaluations for rehabilitation are provided under the Rehabilitation Therapy benefit.   


See the Neurodevelopmental Therapy benefit for physical, speech or occupational therapy assessments and 
evaluations related to neurodevelopmental disabilities. 


Rehabilitation Therapy 
This plan covers rehabilitation therapy.  Benefits must be provided by a licensed physical therapist, occupational 
therapist, speech language pathologist or a licensed qualified provider. 


Rehabilitation therapy is therapy that helps get a part of the body back to normal health or function.  It includes 
therapy to 1) restore or improve a function that was lost because of an accidental injury, illness or surgery; or 2) to 
treat disorders caused by a physical congenital anomaly. 


Services provided for treatment of a mental health condition are provided under the Mental Health Care benefit. 


Services for pulmonary rehabilitation and cardiac rehabilitation are provided under the Professional Visits And 
Services benefit. 
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Limits listed in the Summary Of Your Costs do not apply to rehabilitation related to treatment of cancer, such as 
for breast cancer rehabilitation therapy. 


Inpatient Care 


Inpatient rehabilitation care is covered when medically necessary and provided in a specialized inpatient 
rehabilitation center, which may be part of a hospital.  If you are already an inpatient, this benefit will start when 
your care becomes mainly rehabilitative and you are transferred to an inpatient rehabilitation center.  This benefit 
only covers care you receive within 24 months from the onset of the injury or illness or from the date of the 
surgery that made rehabilitation necessary. 


You must get pre-approval from us before you get treatment in an inpatient rehabilitation center.  See Pre-
Approval for details. 


Outpatient Care 


This benefit covers the following types of outpatient therapy: 
• Physical, speech, hearing and occupational therapies.  Physical, speech, and occupational assessments and 


evaluations related to rehabilitation are also covered.  
• Cochlear implants 
• Home medical equipment, medical supplies and devices 


This benefit does not cover: 
• Pulmonary rehabilitation and cardiac rehabilitation.  See Professional Visits And Services for coverage.  
• Treatment that the ill, injured or impaired member does not actively take part in. 
• Inpatient rehabilitation received more than 24 months from the date of onset of the member’s injury or illness or 


from the date of the member’s surgery that made the rehabilitation necessary 
• Therapy for flat feet except to help you recover from surgery to correct flat feet. 


Skilled Nursing Facility Services 
This benefit includes: 
• Room and board 
• Skilled nursing services 
• Supplies and drugs 
• Skilled nursing care during some stages of recovery 
• Skilled rehabilitation provided by physical, occupational or speech therapists while in a skilled nursing facility 
• Short or long term stay immediately following a hospitalization 
• Active supervision by your doctor while in the skilled nursing facility 


We must approve all planned skilled nursing facility stays before you enter a skilled nursing facility.  See Pre-
Approval for details. 


This benefit does not cover: 
• Acute nursing care 
• Skilled nursing facility stay not immediately following hospitalization or inpatient stay 
• Skilled nursing care outside of a hospital or skilled nursing facility 
• Care or stay provided at a facility that is not qualified per our standards 


Sleep Studies 
This benefit covers medically necessary sleep studies to test for sleep apneas and for some sleep disorders that 
are not related to breathing problems. 


This plan does not cover home sleep studies for members under 19. 
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Spinal and Other Manipulations 
This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


Substance Use Disorder 
This benefit covers inpatient and outpatient chemical dependency treatment and supporting services. 


Covered services include services provided by a state-approved treatment program or other licensed or certified 
provider. 


The current edition of the Patient Placement Criteria for the Treatment of Substance Related Disorders as 
published by the American Society of Addiction Medicine is used to determine if chemical dependency treatment 
is medically necessary. 


Please Note:  Medically necessary detoxification is covered in any medically necessary setting.  Detoxification in 
the hospital is covered under the Emergency Room and Hospital benefits. 


The Substance Use Disorder benefit doesn’t cover: 
• Treatment of alcohol or drug use or abuse that does not meet the definition of “Chemical Dependency” as 


stated in the Definitions section of this booklet 
• Halfway houses, quarterway houses, recovery houses, and other sober living residences 


Surgery 
This benefit covers surgical services (including injections) that are not named as covered under other benefits, 
when performed on an inpatient or outpatient basis, in such locations as a hospital, ambulatory surgical facility, 
surgical suite or provider’s office.  Also covered under this benefit are: 
• Anesthesia or sedation and postoperative care as medically necessary. 
• Cornea transplantation, skin grafts, repair of a dependent child’s congenital anomaly, and the transfusion of 


blood or blood derivatives. 
• Colonoscopy and other scope insertion procedures are also covered under this benefit unless they qualify as 


preventive services as described in the Preventive Care benefit. 
• Surgery that is medically necessary to correct the cause of infertility. This does not include assisted 


reproduction techniques or sterilization reversal. 
• Repair of a defect that is the direct result of an injury, providing such repair is started within 12 months of the 


date of the injury. 
• Correction of functional disorders upon our review and approval. 


Select Centers Of Care 


Your health plan gives you access to Premera providers (including facilities) in Washington that have shown 
expertise and positive outcomes for certain health conditions shown in the Surgery section of the Summary Of 
Your Costs.  You also have access to Blue Distinction Centers Plus providers outside Washington and Alaska for 
the same conditions.  Premera Blue Cross calls all these providers Select Centers Of Care.  Select Centers of 
Care can give you high quality care for complex medical situations.  


Services other than the specific spinal surgeries, cardiac procedures and the knee and hip replacements that are 
covered under this Select Centers Of Care benefit will be subject to your regular cost-shares, even if provided by 
a Select Center of Care.  If you do not get these services from a Select Center of Care, you also pay your regular 
cost-shares.   


Bariatric surgery is covered only when performed by a Select Center of Care. 


Travel and Lodging 


If you live more than 50 miles from a Select Center of Care, this plan will cover travel and lodging necessary to 
get treatment from the nearest Select Center of Care that can treat you. 
• Travel:  Travel is covered only between your home and the Select Center of Care.  Round trip costs for air, 
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train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and toll 
costs.   


• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel to a provider that is not a Select Center of Care 
• Travel that is not approved by Premera Blue Cross, even if the doctor refers you. 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Surgery benefit does not cover: 
• Organ, bone marrow or stem cell transplants.  Please see the Transplants benefit for coverage. 
• Services to change gender.  Please see the Transgender Services benefit. 
• Removal of excess skin or fat related to either weight loss surgery or the use of drugs for weight loss. 


Surgical Center Care – Outpatient 
Benefits are provided for services and supplies furnished by an outpatient surgical center. 


Telehealth Virtual Care 
Your plan covers real-time access to care via online and telephonic methods when medically appropriate. 


Services must be medically necessary to treat a covered illness, injury or condition. 


Your provider may provide these services or you may use our preferred telehealth provider.  See the back cover 
for contact information for the preferred telehealth provider. 


Temporomandibular Joint Disorders (TMJ) Care 
TMJ disorders are covered on the same basis as any other condition. 


TMJ disorders include those conditions that have some of the following symptoms: 
• Muscle pain linked with TMJ 
• Headaches linked with the TMJ 
• Arthritic problems linked with the TMJ 
• Clicking or locking in the jawbone joint 
• An abnormal range of motion or limited motion of the jawbone joint 


 



http://www.irs.gov/
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This benefit covers: 
• Exams 
• Consultations 
• Treatment  


Some services may be covered under other benefits sections of this plan with different or additional cost share, 
such as: 
• X-rays (see Diagnostic Lab, X-ray and Imaging) 
• Surgery (See Surgery) 
• Hospital (See Hospital) 


Some surgeries need to be pre-approved before you get them.  See Pre-Approval for details. 


Therapeutic Injections 
This benefit covers: 
• Shots given in the doctor’s office 
• Supplies used during the visit, such as serums, needles and syringes 
• Three teaching doses for self-injectable specialty drugs 


This benefit does not cover: 
• Immunizations (see Preventive Care) 
• Self-injectable drugs (see Prescription Drug)  
• Infusion therapy (see Infusion Therapy) 
• Allergy shots (see Allergy Testing and Treatment) 


Transgender Services 
This benefit covers medically necessary services to change the gender you were born with.  To find the amounts 
you are responsible for, please see the Summary Of Your Costs.   


This benefit covers services which meet the standards in our medical policy.  Call Customer Service or visit our 
website at www.premera.com for the policy. 


See the Surgery benefit for gynecological, urologic and genital surgery for covered conditions other than gender 
identity disorder or gender dysphoria.  


See the Prescription Drug benefit for coverage of prescription drugs associated with transgender procedures. 


See the Mental Health Care benefit for coverage of mental health services. 


This benefit does not cover: 
• Transgender surgery for members under 18 
• Cosmetic procedures that are not medically necessary to make the gender change.  Examples are hair removal 


and procedures to change the voice. 
• Surgery to change the appearance of prior gender change procedures except when medically necessary to 


correct medical complications. 


Transplants 
The Transplants benefit is not subject to a separate benefit maximum other than the maximum for travel and 
lodging described below.  This benefit covers medical services only if provided by in-network providers or 
“Approved Transplant Centers.”  Please see the transplant benefit requirements later in this benefit for more 
information about approved transplant centers. 


Covered Transplants 


Organ transplants and bone marrow/stem cell reinfusion procedures must not be considered experimental or 
investigational for the treatment of your condition.  (Please see the Definitions section in this booklet for the 
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definition of “experimental/investigational services.”)  The plan reserves the right to base coverage on all of the 
following: 
• Organ transplants and bone marrow/stem cell reinfusion procedures must meet the plan's criteria for coverage.  


The medical indications for the transplant, documented effectiveness of the procedure to treat the condition, 
and failure of medical alternatives are all reviewed. 
The types of organ transplants and bone marrow/stem cell reinfusion procedures that currently meet the plan's 
criteria for coverage are: 
• Heart 
• Heart/double lung 
• Single lung 
• Double lung 
• Liver 
• Kidney 
• Pancreas 
• Pancreas with kidney 
• Bone marrow (autologous and allogeneic) 
• Stem cell (autologous and allogeneic) 
Please Note:  For the purposes of this plan, the term “transplant” doesn't include cornea transplantation, skin 
grafts or the transplant of blood or blood derivatives (except for bone marrow or stem cells).  These procedures 
are covered on the same basis as any other covered surgical procedure (please see the Surgery benefit). 


• Your medical condition must meet the plan's written standards. 
• The transplant or reinfusion must be furnished in an approved transplant center.  (An “approved transplant 


center” is a hospital or other provider that’s developed expertise in performing organ transplants, or bone 
marrow or stem cell reinfusion, and meets the other approval standards we use.)  We have agreements with 
approved transplant centers in Washington and Alaska, and we have access to a special network of approved 
transplant centers around the country.  Whenever medically possible, we’ll direct you to an approved transplant 
center that we’ve contracted with for transplant services. 
Of course, if none of our centers or the approved transplant centers can provide the type of transplant you 
need, this benefit will cover a transplant center that meets the written approval standards we follow. 


Recipient Costs 


This benefit covers transplant and reinfusion-related expenses, including the preparation regiment for a bone 
marrow or stem cell reinfusion.  Also covered are anti-rejection drugs administered by the transplant center during 
the inpatient or outpatient stay in which the transplant was performed. 


Donor Costs 


Covered donor services include selection, removal (harvesting) and evaluation of the donor organ, bone marrow 
or stem cell; transportation of donor organ, bone marrow and stem cells, including the surgical and harvesting 
teams; donor acquisition costs such as testing and typing expenses; and storage costs for bone marrow and stem 
cells for a period of up to 12 months. 


Travel And Lodging 


If you are getting a transplant, this benefit covers costs for your travel and lodging.  You must live more than 50 
miles from the approved transplant center, unless medically necessary treatment protocols require you to stay 
closer to the transplant center.  The plan covers travel and lodging up to the limits set by the IRS for the date you 
had the expense. 
• Travel:  Travel is covered only between your home and the approved transplant center.  Round trip costs for 


air, train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and 
toll costs.   


• Lodging:  Hotel or motel or other lodging for stays away from home. 
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• Companions: Travel and lodging for 1 companion is covered if the companion has to come with the member 
due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs up to the IRS limits in place on the date you had the expense.  
The per day limits and requirements can change if IRS regulations change.  Please go to the IRS website, 
www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Transplants benefit doesn’t cover: 
• Organ, bone marrow and stem cell transplants, including any direct or indirect complications and aftereffects 


thereof, except as specifically stated under this benefit. 
• Services and supplies that are payable by any government, foundation or charitable grant.  This includes 


services performed on potential or actual living donors and recipients, and on cadavers. 
• Donor costs for an organ transplant or bone marrow or stem cell reinfusion that isn’t covered under this benefit, 


or for a recipient who isn’t a member 
• Donor costs for which benefits are available under other group or individual coverage 
• Non-human or mechanical organs, unless we determine they aren’t “experimental/investigational services” 


(please see the Definitions section in this booklet) 
• Personal care items 
• Planned storage of blood for more than 12 months against the possibility it might be used at some point in the 


future 


Urgent Care 
This benefit covers: 


Exams and treatment of: 
• Minor sprains 
• Cuts 
• Ear, nose and throat infections 
• Fever  


Some services done during the urgent care visit may be covered under other benefits of this plan with different or 
additional cost shares, such as: 
• X-rays and lab work 
• Shots or therapeutic injections  
• Office surgeries 


Urgent care centers can be part of a hospital or not. Please see the Summary of Your Costs for information 
about each type of center you may visit.  
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WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? 
OUT-OF-AREA CARE 
As a member of the Blue Cross Blue Shield Association (“BCBSA”), Premera Blue Cross has arrangements with 
other Blue Cross and Blue Shield Licensees (“Host Blues”) for care outside our service area.  These 
arrangements are called “Inter-Plan Arrangements.”  Our Inter-Plan Arrangements help you get covered services 
from providers within the geographic area of a Host Blue. 


The BlueCard® Program is the Inter-Plan Arrangement that applies to most claims from Host Blues' in-network 
providers.  The Host Blue is responsible for its in-network providers and handles all interactions with them.  Other 
Inter-Plan Arrangements apply to providers that are not in the Host Blues' networks (non-contracted providers).  
This Out-Of-Area Care section explains how the plan pays both types of providers. 


Your getting services through these Inter-Plan Arrangements does not change what the plan covers, benefit 
levels, or any stated eligibility requirements.  Please call us if your care needs pre-approval. 


We process claims for the Prescription Drug benefit directly, not through an Inter-Plan Arrangement. 


BlueCard Program 
Except for copays, we will base the amount you must pay for claims from Host Blues’ in-network providers on the 
lower of:  
• The provider’s billed charges for your covered services; or 
• The allowed amount that the Host Blue made available to us. 


Often, the allowed amount is a discount that reflects an actual price that the Host Blue pays to the provider.  
Sometimes it is an estimated price that takes into account a special arrangement with a single provider or a group 
of providers.  In other cases, it may be an average price, based on a discount that results in expected average 
savings for services from similar types of providers.  


Host Blues may use a number of factors to set estimated or average prices.  These may include settlements, 
incentive payments, and other credits or charges.  Host Blues may also need to adjust their prices to correct their 
estimates of past prices.  However, we will not apply any further adjustments to the price of a claim that has 
already been paid.  


Clark County Providers Services in Clark County, Washington are processed through the BlueCard Program.  
Some providers in Clark County do have contracts with us. These providers will submit claims directly to us, and 
benefits will be based on our allowed amount for the covered service or supply. 


Value-Based Programs You might have a provider that participates in a Host Blue's value-based program (VBP).  
Value-based programs focus on meeting standards for treatment outcomes, cost and quality, and for coordinating 
care when you are seeing more than one provider.  The Host Blue may pay VBP providers for meeting the above 
standards.  If the Host Blue includes charges for these payments in the allowed amount for a claim, you would 
pay a part of these charges if a deductible or coinsurance applies to the claim.  If the VBP pays the provider for 
coordinating your care with other providers, you will not be billed for it. 


Taxes, Surcharges and Fees 


A law or regulation may require a surcharge, tax or other fee be added to the price of a covered service.  If that 
happens, we will add that surcharge, tax or fee to the allowed amount for the claim.   


Non-Contracted Providers 


It could happen that you receive covered services from providers outside our service area that do not have a 
contract with the Host Blue.  In most cases, we will base the amount you pay for such services on either our 
allowed amount for these providers or the pricing requirements under applicable law.  Please see Allowed 
Amount in Important Plan Information in this booklet for details on allowed amounts. 


In these situations, you may owe the difference between the amount that the non-contracted provider bills and the 
payment the plan makes for the covered services as set forth above.  
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Blue Cross Blue Shield Global® Core 


If you are outside the United States, Puerto Rico, and the U.S. Virgin Islands (the “BlueCard service area”), you 
may be able to take advantage of Blue Cross Blue Shield Global Core.  Blue Cross Blue Shield Global Core is 
unlike the BlueCard Program in the BlueCard service area in some ways.  For instance, although Blue Cross Blue 
Shield Global Core helps you access a provider network, you will most likely have to pay the provider and send us 
the claim yourself in order for the plan to reimburse you.  See How Do I File A Claim? for more information.  
However, if you need hospital inpatient care, the service center can often direct you to hospitals that will not 
require you to pay in full at the time of service.  In such cases, these hospitals also send in the claim for you. 


If you need to find a doctor or hospital outside the BlueCard service area, need help submitting claims or have 
other questions, please call the service center at 1-800-810-BLUE (2583).  The center is open 24 hours a day, 
seven days a week.  You can also call collect at 1-804-673-1177. 


More Questions 


If you have questions or need to find out more about the BlueCard Program, please call our Customer Service 
Department.  To find a provider, go to www.premera.com or call 1-800-810-BLUE (2583).  You can also get Blue 
Cross Blue Shield Global Core information by calling the toll-free phone number. 


CARE MANAGEMENT 
Care Management services work to help ensure that you receive appropriate and cost-effective medical care.  
Your role in the Care Management process is simple, but important, as explained below. 


You must be eligible on the dates of service and services must be medically necessary.  We encourage you to 
call Customer Service to verify that you meet the required criteria for claims payment. 


PRE-APPROVAL (PRIOR AUTHORIZATION) 
Some services need to be pre-approved for medical necessity under this plan.  The following services need pre-
approval: 
• Planned admissions to certain facilities 
• Some home medical equipment 
• Certain medical services 
• Certain drugs.  Pre-approval for drugs is explained in the Prescription Drug benefit 
• When you want to receive in-network benefits for services from an out-of-network provider.  See Pre-Approval 


For Out-Of-Network Providers below. 


How To Get Pre-Approval 
There is a list of medical services that need to be pre-approved.  The list is on our Web site at 
www.premera.com.  Before you receive services, we suggest that you review this list.  We need to review the 
items on the list to make sure that they are medically necessary and meet the plan's other standards for 
coverage.  It is to your advantage to know ahead of time if the plan will not cover them. 


You are the one who must ask for pre-approval for the items on the list when a non-contracted provider is 
providing them. 
• You can call Customer Service to ask for pre-approval.  In-network providers will call for you. 
• You will need some details from your provider for the call, such as the procedure code for a medical service. 
• You may need to send medical records 


Even if your doctor is asking for the pre-approval, it is a good idea to call us to make sure the request was 
approved. 


We will respond to a request for a pre-approval within 5 calendar days.  However, if we need more information, 
we will let you know within that time.  We will allow 5 calendar days to get us the needed information.  We will 
then tell you our decision within 4 calendar days after we receive it. 


You may ask for an urgent review of clinically urgent services.  Once we get all the information, we will let you or 
your provider know within 48 hours.  The decision will be sent in writing. 
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The pre-approval will be good for 30 days.  This is subject to your continued coverage under this plan.  If you do 
not get the services within that time, you will have to get pre-approval again. 


Exceptions 
The following services do not need pre-approval, but they do have requirements: 
• Emergency hospital admissions, including drug or alcohol detox.  If this happens, you must let us know as soon 


as reasonably possible. 
• Childbirth or a newborn needing medical care at birth that requires admission to a hospital.  If this happens, you 


must let us know as soon as reasonably possible. 
• You may have a second plan that also asks you to get pre-approval for the same service.  In that case, this 


plan will not require pre-approval for that service when two things are true: 
• Your other plan is primary to this plan.  See Coordinating Benefits With Other Health Care Plans to find 


out how to tell which plan is primary. 
• You complied with the other plan’s pre-approval process. 


Generally this plan covers services from out-of-network providers at a lower benefit level.  If there is not an in-
network provider that can provide the service needed, you can ask for pre-approval to see an out-of-network 
provider and receive the in-network benefit level.  See Pre-Approval For Out-Of-Network Providers for more 
information. 


Pre-Approval For Out-Of-Network Providers 
This plan provides benefits for non-emergency services from out-of-network providers at a lower benefit level.  
You may receive benefits for these services at the in-network cost-share if the services are medically necessary 
and only available from an out-of-network provider.  You or your provider may request a pre-approval for the in-
network benefit before you see the out-of-network provider. 


The pre-approval request must include the following: 
• A statement that the out-of-network provider has unique skills or provides unique services that are medically 


necessary for your care, and that are not reasonably available from an in-network provider 
• Any necessary medical records supporting the request. 


If the request is approved, you pay the in-network cost-share for covered services.  However, the allowed amount 
is still the amount allowed for out-of-network providers.  See Important Plan Information. 


If the request is denied but the plan does cover the services, you will have to pay the out-of-network cost-share.  


Whether or not your request is approved, you will also have to pay any amounts over the plan's allowed 
amount for covered services. 


CLINICAL REVIEW 
Premera Blue Cross has developed or adopted guidelines and medical policies that outline clinical criteria used to 
make medical necessity determinations. The criteria are reviewed annually and are updated as needed to ensure 
our determinations are consistent with current medical practice standards and follow national and regional norms. 
Practicing community doctors are involved in the review and development of our internal criteria. Our medical 
policies are on our Web site.  You or your provider may review them at www.premera.com. You or your provider 
may also request a copy of the criteria used to make a medical necessity decision for a particular condition or 
procedure. To obtain the information, please send your request to Care Management at the address or fax 
number shown on the back cover.  


Premera Blue Cross reserves the right to deny payment for services that are not medically necessary or that are 
considered experimental/investigational. A decision by Premera Blue Cross following this review may be 
appealed in the manner described in Complaints And Appeals. 


In general, when there is more than one treatment option, the plan will cover the least costly option that will meet 
your medical needs.  Premera Blue Cross works cooperatively with you and your physician to consider effective 
alternatives to hospital stays and other high-cost care to make better use of this plan's benefits. 
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PERSONAL HEALTH SUPPORT PROGRAMS 
The plan offers participation in Premera Blue Cross's personal health support services to help members with such 
things as managing complex medical conditions, a recent surgery, or admission to a hospital.  Services include: 
• Helping to overcome barriers to health improvement or following providers’ treatment plan 
• Coordinating care services including access 
• Helping to understand the health plan’s coverage 
• Finding community resources  


Participation is voluntary.  To learn more about the personal health support programs, contact Customer Service 
at the phone number listed on the back of your ID card.   


EXCLUSIONS 
This section of your booklet lists the services that are either limited or not covered by this plan.  In addition to 
services listed as not covered under Covered Services, the following are excluded from coverage under this 
plan. 


Amounts Over The Allowed Amount 


This plan does not cover amounts over the allowed amount as defined by this plan. If you get services from a 
non-contracted provider, you will have to pay any amounts for your services that are over the allowed amount. 


Assisted Reproduction 


This plan does not cover any assisted reproduction technologies, including but not limited to: 
• Drugs to treat infertility or that are required as part of assisted reproduction procedures. 
• Artificial insemination or assisted reproduction methods, such as in-vitro fertilization.  It does not matter why 


you need the procedure. 
• Services to make you more fertile or for multiple births 
• Reversing sterilization surgery 


Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis 
as any other condition. 


Benefits From Other Sources 


This plan does not cover services that are covered by liability insurance, motor vehicle insurance, excess 
coverage, no fault coverage, or workers compensation or similar coverage for work-related conditions.  For 
details, see Third Party Recovery under What If I Have Other Coverage. 


Benefits That Have Been Exhausted 


Services in excess of benefit limitations or maximums of this plan. 


Broken Or Missed Appointments 


Charges For Records Or Reports 


Separate charges from providers for supplying records or reports, except those we request for utilization review. 


Comfort or Convenience 


This plan does not cover: 
• Items that are mainly for your convenience or that of your family. For instance, this plan does not cover 


personal services or items such as meals for guests while hospitalized, long-distance phone, radio or TV, 
personal grooming, and babysitting. 


• Normal living needs, such as food, clothes, housekeeping and transport. This does not apply to chores done by 
a home health aide as prescribed in your treatment plan. 


• Dietary assistance, including “Meals on Wheels” 
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Complications 


This plan does not cover complications of a non-covered service, including follow-up services or effects of those 
services, except services defined as emergency care. See Definitions. 


Cosmetic Services 


The plan does not cover drugs, services or supplies for cosmetic services.  This includes services performed to 
reshape normal structures of the body in order to improve or alter your appearance and not primarily to restore an 
impaired function of the body.   


Counseling, Education And Training 


This plan does not cover counseling and, education or training in the absence of illness.  This includes but is not 
limited to: 
• Job help and outreach, social or fitness counseling 
• Acting as a tutor, helping a member with schoolwork, acting as an educational or other aide for a member while 


the member is at school, or providing services that are part of a school's individual education program or should 
otherwise be provided by school staff 


• Private school or boarding school tuition 


Court-Ordered Services 


This plan does not cover services that you must get to avoid being tried, sentenced or losing the right to drive 
when they are not medically necessary. 


Custodial Care 


This plan does not cover custodial care, except when it is part of covered hospice care. 


Dental Care 


This plan does not cover dental care except as covered under Dental Care and Chemotherapy And Radiation 
Therapy 


This exclusion also doesn't apply to dental services covered under the Temporomandibular Joint Disorders 
(TMJ) Care benefit. 


Donor Breast Milk 


Environmental Therapy 


This plan does not cover therapy designed to provide a changed or controlled environment. 


Experimental Or Investigative Services 


This plan does not cover any service or supply that is experimental or investigative, see Definitions. 


Family Members Or Volunteers 


This plan does not cover services or supplies that you give furnish to yourself.  It also does not cover a provider 
who is: 
• Your spouse, mother, father, child, brother or sister 
• Your mother, father, child, brother or sister by marriage 
• Your stepmother, stepfather, stepchild, stepbrother or stepsister 
• Your grandmother, grandfather, grandchild or the spouse of one of these people 
• A volunteer, except as described in Home Health Care and Hospice Care 


Governmental Facilities 


This plan does not cover services provided by a state or federal hospital which is not an in-network facility that are 
not emergency care or required by law or regulation. 


Hair Analysis 


 







 


 47 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


Hair Loss 


This plan does not cover: 
• Drugs, supplies, equipment, or procedures to replace hair, slow hair loss, or stimulate hair growth 
• Hair prostheses, such as wigs or hair weaves, transplants, and implants 


Hospital Admission Limitations 


This plan does not cover hospital stays solely for the diagnostic studies, physical examinations, checkups, 
medical evaluations or observations, unless: 
• The service cannot be provided without the use of a hospital 
• You have a medical condition that makes hospital care medically necessary 


Illegal Acts and Terrorism 


This plan does not cover illness or injury you get while committing a felony, an act of terrorism, or an act of riot or 
revolt. 


Laser Therapy 


Benefits are not provided for low-level laser therapy. 


Military Service And War 


This plan does not cover illness or injury that is caused by or arises from: 
• Acts of war, such as armed invasion, no matter if war has been declared or not 
• Services in the armed forces of any country. This includes the air force, army, coast guard, marines, national 


guard or navy. It also includes any related civilian forces or units. 


Non-Covered Services 


This plan does not cover services or supplies: 
• Ordered when this plan is not in effect or when the person is not covered under this plan 
• Provided to someone other than the ill or injured member, other than outpatient health education services 


covered under the Preventive Care benefit. This includes health care provider training or educational services. 
• Directly related to any condition, or related to any other service or supply, that is not covered 
• You are not required to pay or would not have been charged for if this plan were not in force  
• That are not listed as covered under this plan 


Non-Treatment Charges 
• Charges for provider travel time 
• Transporting a member in place of a parent or other family member, or accompanying the member to 


appointments or other activities outside the home, such as medical appointments or shopping. Doing 
housework or chores for the member or helping the member do housework or chores. 


Non-Treatment Facilities, Institutions Or Programs  


Benefits are not provided for institutional care, housing, incarceration or programs from facilities that are not 
licensed to provide medical or behavioral health treatment for covered conditions.  Examples are prisons, nursing 
homes, and juvenile detention facilities.  Benefits are provided for medically necessary treatment received in 
these locations.  See Covered Services for specific benefit information. 


Not Medically Necessary 


Services or supplies that are not medically necessary even if they’re court-ordered.  This also includes places of 
service, such as inpatient hospital care. 


Orthodontia 


Orthodontia, regardless of condition, including casts, models, x-rays, photographs, examinations, appliances, 
braces, and retainers. 
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Orthognathic Surgery 


Procedures to lengthen or shorten the jaw (orthognathic surgery), regardless of the origin of the condition that 
makes the procedure necessary.  The only exception to this exclusion is for repair of a dependent child’s 
congenital anomaly.  See Surgery for benefit information. 


Provider’s Licensing Or Certification 


This plan does not cover services that the provider’s license or certification does not allow him or her to perform.  
It also does not cover a provider that does not have the license or certification that the state requires.  The only 
exception is for applied behavior analysis providers covered under Mental Health Care and Substance Use 
Disorder.  See Definitions for provider details. 


Recreational, Camp And Activity Programs 


This plan does not cover recreational, camp and activity-based programs.  These programs are not medically 
necessary and include: 
• Gym, swim and other sports programs, camps and training 
• Creative art, play and sensory movement and dance therapy 
• Recreational programs and camps 
• Boot camp programs 
• Equine programs and other animal-assisted programs and camps 
• Exercise and maintenance-level programs 


Serious Adverse Events And Never Events 


Members and this plan are not responsible for payment of services provided by in-network providers for serious 
adverse events, never events and resulting follow-up care.  Serious adverse events and never events are medical 
errors that are specific to a nationally-published list.  They are identified by specific diagnoses codes, procedure 
codes and specific present-on-admission indicator codes.  In-Network providers may not bill members for these 
services and members are held harmless. 


Serious Adverse Event means a hospital injury caused by medical management (rather than an underlying 
disease) that prolonged the hospitalization, and/or produces a disability at the time of discharge. 


Never Events means events that should never occur, such as a surgery on the wrong patient, a surgery on the 
wrong body part or wrong surgery. 


Not all medical errors are defined as serious adverse events or never events.  You can obtain a list of serious 
adverse events and never events by contacting us at the number listed on the back of this booklet or on the 
Centers for Medicare and Medicaid Services (CMS) Web page at Error! Hyperlink reference not valid.. 


Services or Supplies For Which You Do Not Legally Have To Pay 


Services and supplies for which no charge is made, for which none would have been made if this plan were not in 
effect, or for which you are not legally required to pay. 


Sexual Dysfunction 


Diagnosis and treatment of sexual dysfunctions, regardless of origin or cause; surgical, medical or psychological 
treatment of impotence or frigidity, including drugs, medications, or penile or other implants. 


Vision Exams 


This plan does not cover routine vision exams to test visual acuity and/or to prescribe any type of vision hardware. 


Vision Hardware 
This plan does not cover vision hardware (and their fittings) used to improve visual sharpness, including 
eyeglasses and contact lenses, and related supplies, except as covered under the Home Medical Equipment 
(HME), Orthotics, Prosthetics And Supplies benefit.  This plan never covers non-prescription eyeglasses or 
contact lenses, or other special purpose vision aids (such as magnifying attachments), sunglasses or light-
sensitive lenses, even if prescribed. 
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Vision Therapy 


Vision therapy, eye exercise, or any sort of training to correct muscular imbalance of the eye (orthoptics), and 
pleoptics.  Also not covered are treatment or surgeries to improve the refractive character of the cornea, including 
the treatment of any results of such treatment. 


Voluntary Support Groups 


Patient support, consumer or affinity groups such as diabetic support groups or Alcoholics Anonymous 


Weight Loss Drugs 


This plan does not cover drugs or supplements for weight loss or weight control. This is true even if you have an 
illness or injury that might be helped by weight loss drugs. 


Work-Related Illness Or Injury 


This plan does not cover any illness, condition or injury for which you get benefits by law or from separate 
coverage for illness or injury on the job. For details, see Third Party Recovery under What If I Have Other 
Coverage. 


WHAT IF I HAVE OTHER COVERAGE? 
COORDINATING BENEFITS WITH OTHER HEALTH CARE PLANS 
You also may be covered under one or more other group or individual plans, such as one sponsored by your 
spouse's employer.  This plan includes a “coordination of benefits” feature to handle such situations. 


All of the benefits of this plan are subject to coordination of benefits.  However, please note that benefits provided 
under this plan for allowable dental expenses will be coordinated separately from allowable medical expenses. 


If you have other coverage besides this plan, we recommend that you send your claims to the primary plan first.  
In that way, the proper coordinated benefits may be most quickly determined and paid. 


Definitions Applicable To Coordination Of Benefits 


To understand coordination of benefits, it's important to know the meanings of the following terms: 
• Allowable Medical Expense means the usual, customary and reasonable charge for any medically necessary 


health care service or supply provided by a licensed medical professional when the service or supply is covered 
at least in part under this plan.  When a plan provides benefits in the form of services or supplies rather than 
cash payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense. 


• Allowable Dental Expense means the usual, customary and reasonable charge for any dentally necessary 
service or supply provided by a licensed dental professional when the service or supply is covered at least in 
part under this plan.  When a plan provides benefits in the form of services or supplies rather than cash 
payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense.  For the purposes of this plan, only those dental services to treat an injury to natural teeth 
will be considered an allowable dental expense. 


• Claim Determination Period means a calendar year. 
• Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than half of the calendar year, excluding any temporary visitation. 
• Medical Plan means all of the following health care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 
• Group coverage required or provided by any law, including Medicare.  This doesn't include workers' 


compensation 
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• Group student coverage that's sponsored by a school or other educational institution and includes medical 
benefits for illness or disease 


• Dental Plan means all of the following dental care coverages, even if they don't have their own coordination 
provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 


Each contract or other arrangement for coverage described above is a separate plan.  It's also important to note 
that for the purpose of this plan, we'll coordinate benefits for allowable medical expenses separately from 
allowable dental expenses, as separate plans. 


Effect On Benefits 


An important part of coordinating benefits is determining the order in which the plans provide benefits.  One plan 
is responsible for providing benefits first.  This is called the “primary” plan.  The primary plan provides its full 
benefits as if there were no other plans involved.  The other plans then become “secondary.”  When this plan is 
secondary, it will reduce its benefits for each claim so that the benefits from all medical plans aren't more than the 
allowable medical expense for that claim and the benefits from all dental plans aren't more than the allowable 
dental expense for that claim. 


We will coordinate benefits when you have other health care coverage that is primary over this plan.  Coordination 
of benefits applies whether or not a claim is filed with the primary coverage. 


Primary And Secondary Rules 


Certain governmental plans, such as Medicaid, are always secondary by law.  Except as required by law, 
Medicare supplement plans and other plans that don't coordinate benefits at all must pay as if they were primary. 


A plan that doesn't have a COB provision that complies with this plan's rules is primary to this plan unless the 
rules of both plans make this plan primary.  The exception is group coverage that supplements a package of 
benefits provided by the same group.  Such coverage can be excess to the rest of that group's plan.  An example 
is coverage paired with a closed panel plan to provide out-of-network benefits. 


The first of the rules below to apply decides which plan is primary.  If you have more than one secondary plan, the 
rules below also decide the order of the secondary plans to each other. 


Non-Dependent Or Dependent The plan that doesn't cover you as a dependent is primary to a plan that does.  
However, if you have Medicare, and federal law makes Medicare secondary to your dependent coverage and 
primary to the plan that doesn't cover you as a dependent, then the order is reversed. 


Dependent Children Unless a court decree states otherwise, the rules below apply: 
• Birthday rule When the parents are married or living together, whether or not they were ever married, the plan 


of the parent whose birthday falls earlier in the year is primary.  If both parents have the same birthday, the plan 
that has covered the parent the longest is primary. 


• When the parents are divorced, separated or not living together, whether or not they were ever married: 
• If a court decree makes one parent responsible for the child’s health care expenses or coverage, that plan is 


primary.  If the parent who is responsible has no health coverage for the dependent, but that parent's spouse 
does, that spouse's plan is primary.  This rule and the court decree rules below apply to calendar years 
starting after the plan is given notice of the court decree. 


• If a court decree assigns one parent primary financial responsibility for the child but doesn't mention 
responsibility for health care expenses, the plan of the parent with financial responsibility is primary. 


• If a court decree makes both parents responsible for the child’s health care expenses or coverage, the 
birthday rule determines which plan is primary. 


• If a court decree requires joint custody without making one parent responsible for the child's health care 
expenses or coverage, the birthday rule determines which plan is primary. 







 


 51 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


• If there is no court decree allocating responsibility for the child’s expenses or coverage, the rules below 
apply: 
• The plan covering the custodial parent, first 
• The plan covering the spouse of the custodial parent, second 
• The plan covering the non-custodial parent, third 
• The plan covering the spouse of the non-custodial parent, last 
• If a child is covered by individuals other than parents or stepparents, the above rules apply as if those 


individuals were the parents. 


Retired Or Laid-Off Employee The plan that covers you as an active employee (an employee who is neither laid 
off nor retired) is primary to a plan covering you as a retired or laid-off employee.  The same is true if you are 
covered as both a dependent of an active employee and a dependent of a retired or laid-off employee. 


Continuation Coverage If you have coverage under COBRA or other continuation law, that coverage is 
secondary to coverage that isn't through COBRA or other continuation law. 


Please Note:  The retiree/layoff and continuation rules don't apply when both plans don't have the rule or when 
the “non-dependent or dependent” rule can decide which of the plans is primary. 


Length Of Coverage The plan that covered you longer is primary to the plan that didn't cover you as long.  If we 
do not have your start date under the other plan, we will use the employee's hire date with the other group 
instead.  We will compare that hire date to the date your coverage started under this plan to find out which plan 
covered you for the longest time. 


If none of the rules above apply, the plans must share the allowable expenses equally. 


This plan requires you or your provider to ask for pre-approval from Premera Blue Cross before you get certain 
services or drugs.  Your other plan may also require you to get pre-approval for the same service or drug.  In that 
case, when this plan is secondary to your other plan, you will not have to ask Premera for pre-approval of any 
service or drug for which you asked for pre-approval from your other plan.  This does not mean that this plan will 
cover the service or drug.  The service or drug will be reviewed once we receive your claim. 


Right Of Recovery/Facility Of Payment 


The plan has the right to recover any payments that are greater than those required by the coordination of 
benefits provisions from one or more of the following:  the persons the plan paid or for whom the plan has paid, 
providers of service, insurance companies, service plans or other organizations.  If a payment that should have 
been made under this plan was made by another plan, the plan also has the right to pay directly to another plan 
any amount that the plan should have paid.  Such payment will be considered a benefit under this plan and will 
meet the plan's obligations to the extent of that payment.  This plan has the right to appoint a third party to act on 
its behalf in recovery efforts. 


THIRD PARTY RECOVERY 
General 
If you become ill or are injured by the actions of a third party, your medical care should be paid by that third party. 
For example, if you are hurt in a car crash, the other driver or his or her insurance company may be required 
under law to pay for your medical care.  


This plan does not pay for claims for which a third party is responsible. However, the plan may agree to advance 
benefits for your injury with the understanding that it will be repaid from any recovery received from the third party. 
By accepting plan benefits for the injury, you agree to comply with the terms and conditions of this section. 


In addition, the plan maintains a right of subrogation, meaning the right of the plan to be substituted in place of the 
member who received benefits with respect to any lawful claim, demand, or right of action against any third party 
that may be liable for the injury, illness or medical condition that resulted in payment of plan benefits.  The third 
party may not be the actual person who caused the injury and may include an insurer to which premiums have 
been paid. 


The plan administrator has discretion to interpret and to apply the terms of this section.  It has delegated such 
discretion to Premera Blue Cross and its affiliate to the extent we need in order to administer this section. 
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Definitions 
The following definitions shall apply to this section: 


Injury An injury or illness that a third party is or may be liable for. 


Recovery All payments from another source that are related in any way to your injury for which plan benefits 
have also been paid. This includes any judgment, award, or settlement. It does not matter how the recovery is 
termed, allocated, or apportioned or whether any amount is specifically included or excluded as a medical 
expense. Recoveries may also include recovery for pain and suffering, non-economic damages, or general 
damages. This also includes any amounts put into a trust or constructive trust set up by or for you or your family, 
beneficiaries or estate as a result of your injury. 


Reimbursement Amount The amount of benefits paid by the plan for your injury and that you must pay back to 
the plan out of any recovery per the terms of this section. 


Responsible Third Party A third party that is or may be responsible under the law (“liable”) to pay you back for 
your injury. 


Third Party   A person; corporation; association; government; insurance coverage, including 
uninsured/underinsured motorist (UM/UIM), personal umbrella coverage, personal injury protection (PIP) 
insurance, medical payments coverage from any source, or workers’ compensation coverage.  The third party 
may not be the actual party who caused the injury, and may include an insurer.   


Note: For this section, a third party does not include other health care plans that cover you. 


You   In this section, “you” includes any lawyer, guardian, or other representative that is acting on your behalf or 
on the behalf of your estate in pursuing a repayment from responsible third parties. 


Exclusions 
• Benefits From Other Sources Benefits are not available under this plan when coverage is available through: 


• Motor vehicle medical or motor vehicle no-fault 
• Any type of no-fault coverage, such as Personal injury protection (PIP), Medical Payment coverage, or 


Medical Premises coverage 
• Boat coverage 
• School or athletic coverage 
• Any type of liability insurance, such as home owners' coverage or commercial liability coverage 
• Any type of excess coverage 


• Work-Related Illness Or Injury 
This plan does not cover any illness, condition or injury, for which you get benefits under: 
• Separate coverage for illness or injury on the job 
• Workers’ compensation laws 
• Any other law that would pay you for an illness or injury you get on the job. 
However, this exclusion doesn’t apply to owners, partners or executive officers who are full-time employees of 
the Group if they’re exempt from the above laws and if the Group doesn’t furnish them with workers’ 
compensation coverage.  They’ll be covered under this plan for conditions arising solely from their occupations 
with the Group.  Coverage is subject to the other terms and limitations of this plan. 


These exclusions apply when the available or existing contract or insurance is either issued to a member or 
makes benefits available to a member, whether or not the member makes a claim under such coverage. Further, 
the member is responsible for any cost-sharing required by motor vehicle coverage, unless applicable state law 
requires otherwise. If other insurance is available for medical bills, the member must choose to put the benefit to 
use towards those medical bills before coverage under this plan is available. Once benefits under such contract or 
insurance have been used and exhausted or considered to no longer be injury-related under the no-fault 
provisions of the contract, this plan's benefits will be provided. 
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Reimbursement and Subrogation Rights 
If the plan advances payment of benefits to you for an injury, the plan has the right to be repaid in full for those 
benefits.   
• The plan has the right to be repaid first and in full, without regard to lawyers' fees or legal expenses, make-


whole doctrine, the common fund doctrine, your negligence or fault, or any other common law doctrine or state 
statute that the plan is not required to comply with that would restrict the plan’s right to reimbursement in full. 
The reimbursement to the plan shall be made directly from the responsible third party or from you, your lawyer 
or your estate. 
• The plan shall also be entitled to reimbursement by asking for refunds from providers for the claims that it 


had already paid. 
• The plan’s right to reimbursement first and in full shall apply even if: 


• The recovery is not enough to make you whole for your injury. 
• The funds have been commingled with other assets. The plan may recover from any available funds without 


the need to trace the source of the funds. 
• The member has died as a result of the injury and a representative is asserting a wrongful death or survivor 


claim against the third party.   
• The member is a minor, disabled person, or is not able to understand or make decisions. 
• The member did not make a claim for medical expenses as part of any claim or demand 


• Any party who distributes your recovery funds without regard to the plan’s rights will be personally liable to the 
plan for those funds. 


• In any case where the plan has the right to be repaid, the plan also has the right of subrogation.  This means 
that the Plan Administrator can choose to take over your right to receive payments from any responsible third 
party.  For example, the plan can file its own lawsuit against a responsible third party.  If this happens, you must 
co-operate with the plan as it pursues its claim. 
The plan shall also have the right to join or intervene in your suit or claim against a responsible third party. 


• You cannot assign any rights or causes of action that you might have against a third party tortfeasor, person, or 
entity, which would grant you the right to any recovery without the express, prior written consent of the plan.   


Your Responsibilities 
• If any of the requirements below are not met, the plan shall: 


• Deny or delay claims related to your injury 
• Recoup directly from you all benefits the plan has provided for your injury 
• Deduct the benefits owed from any future claims 


• You must notify Premera Blue Cross of the existence of the injury immediately and no later than 30 days of any 
claim for the injury. 


• You must notify the third parties of the plan's rights under this provision. 
• You must cooperate fully with the plan in the recovery of the benefits advanced by the plan and the plan’s 


exercise of its reimbursement and subrogation rights.  You must take no action that would prejudice the plan's 
rights.  You must also keep the plan advised of any changes in the status of your claim or lawsuit. 


• If you hire a lawyer, you must tell Premera Blue Cross right away and provide the contact information.   
Neither the plan nor Premera Blue Cross shall be liable for any costs or lawyer's fees you must pay in pursuing 
your suit or claim. You shall defend, indemnify and hold the plan and Premera Blue Cross harmless from any 
claims from your lawyer for lawyer's fees or costs. 


• You must complete and return to the plan an Incident Questionnaire and any other documents required by the 
plan. 
Claims for your injury shall not be paid until Premera Blue Cross receives a completed copy of the Incident 
Questionnaire when one was sent. 


• You must tell Premera Blue Cross if you have received a recovery.  If you have, the plan will not pay any more 
claims for the injury unless you and the plan agree otherwise. 
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• You must notify the plan at least 14 days prior to any settlement or any trial or other material hearing 
concerning the suit or claim. 


Reimbursement and Subrogation Procedures 
If you receive a recovery, you or your lawyer shall hold the Recovery funds separately from other assets until the 
plan’s reimbursement rights have been satisfied. The plan shall hold a claim, equitable lien, and constructive trust 
over any and all recovery funds.  Once the plan’s reimbursement rights have been determined, you shall make 
immediate payment to the plan out of the recovery proceeds.  


If you or your lawyer do not promptly set the recovery funds apart and reimburse the plan in full from those funds, 
the plan has the right to take action to recover the reimbursement amount. Such action shall include, but shall not 
be limited to one or both of the following: 
• Initiating an action against you and/or your lawyer to compel compliance with this section. 
• Withholding plan benefits payable to you or your family until you and your lawyer complies or until the 


reimbursement amount has been fully paid to the plan. 


WHO IS ELIGIBLE FOR COVERAGE? 
This section of your booklet describes who is eligible for coverage. 


Please note that you do not have to be a citizen of or live in the United States if you are otherwise eligible for 
coverage. 


SUBSCRIBER ELIGIBILITY 
To be covered as a subscriber under this plan, an employee must meet all of the following requirements: 
• Be a regular and active employee, owner, partner, or corporate officer of Saltchuk Headquarters Group, a 


subsidiary of Saltchuk Resources, Inc., who is paid on a regular basis through the Group's payroll system, and 
reported by the Group for Social Security purposes. 
• The employee must regularly work a minimum of 30 hours per week 


Employees Performing Employment Services In Hawaii 
For employers other than political subdivisions, such as state and local governments, and public schools and 
universities, the State of Hawaii requires that benefits for employees living and working in Hawaii (regardless of 
where the Group is located) be administered according to Hawaii law.  If the Group is not a governmental 
employer as described in this paragraph, employees who reside and perform any employment services for the 
Group in Hawaii are not eligible for coverage.  When an employee moves to Hawaii and begins performing 
employment services for the Group there, he or she will no longer be eligible for coverage. 


DEPENDENT ELIGIBILITY 
To be a dependent under this plan, the family member must be: 
• The lawful spouse of the subscriber, unless legally separated.  (“Lawful spouse” means a legal union of two 


persons that was validly formed in any jurisdiction.) 
• An eligible dependent child who is under 26 years of age 


An eligible child is one of the following: 
• A natural offspring of either or both the subscriber or spouse 
• A legally adopted child of either or both the subscriber or spouse 
• A child placed with the subscriber for the purpose of legal adoption in accordance with state law.  “Placed” 


for adoption means assumption and retention by the subscriber of a legal obligation for total or partial 
support of a child in anticipation of adoption of such child 


• A legally placed ward or foster child of the subscriber or spouse.  There must be a court or other order 
signed by a judge or state agency, which grants guardianship of the child to the subscriber or spouse as of a 
specific date.  When the court order terminates or expires, the child is no longer an eligible child. 
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WHEN DOES COVERAGE BEGIN? 
ENROLLMENT 
Enrollment is timely when we receive the completed enrollment application and required subscription charges 
within 60 days of the date the employee becomes an “eligible employee” as defined in the Who Is Eligible For 
Coverage? section.  When enrollment is timely, coverage for the employee and enrolled dependents will become 
effective on the latest of the applicable dates below. 


The Group may require coverage for some classes of employees to start on the actual applicable date 
below, as stated on its Group Master Application.  Please contact the Group for information. 
• The employee's date of hire 
• The date the employee enters a class of employees to which the Group offers coverage under this plan 
• The next day following the date the probationary period ends, if one is required by the Group 


If we don't receive the enrollment application within 60 days of the date you became eligible, none of the dates 
above apply.  Please see Open Enrollment and Special Enrollment later in this section. 


Dependents Acquired Through Marriage After The Subscriber's Effective Date 


When we receive the completed enrollment application and any required subscription charges within 60 days after 
the marriage, coverage will become effective on the first of the month following the date of marriage.  If we don't 
receive the enrollment application within 60 days of marriage, please see the Open Enrollment provision later in 
this section. 


Natural Newborn Children Born On Or After The Subscriber’s Effective Date 


Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To extend the child's coverage beyond the 3-week period, the subscriber 
should follow the steps below.  If the mother isn't eligible for obstetrical care benefits, but the child qualifies as an 
eligible dependent, the subscriber should follow the steps below to enroll the child from birth. 
• An enrollment application isn't required for natural newborn children when subscription charges being paid 


already include coverage for dependent children, but we may request additional information if necessary to 
establish eligibility of the dependent child.  Coverage becomes effective for natural newborn children on the 
date of birth. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
birth.  Coverage becomes effective from the date of birth.  If we don't receive the enrollment application within 
60 days of birth, please see the Open Enrollment provision later in this section. 


Adoptive Children Acquired On Or After The Subscriber's Effective Date 
• An enrollment application isn't required for adoptive children placed with the subscriber when subscription 


charges being paid already include coverage for dependent children, but we may request additional information 
if necessary to establish eligibility of the dependent child.  Coverage becomes effective for adoptive children on 
the date of placement with the subscriber. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
the date of placement with the subscriber.  Coverage becomes effective from the date of placement.  If we don't 
receive the enrollment application within 60 days of the date of placement with the subscriber, please see the 
Open Enrollment provision later in this section. 


Foster Children 


To enroll a new foster child, we must get any payment needed, a filled out enrollment form, and a copy of the 
child's foster papers.  We must get these items no more than 60 days after the date the subscriber became the 
child's foster parent.  When we get these items on time, the plan will cover the child as of the date the subscriber 
became the child's foster parent.  If we do not get the items on time, the child must wait for the Group's next open 
enrollment period to be enrolled. 
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Children Acquired Through Legal Guardianship 


When we receive the completed enrollment application, any required subscription charges, and a copy of the 
guardianship papers within 60 days of the date legal guardianship began with the subscriber, coverage for an 
otherwise eligible child will begin on the date legal guardianship began.  If we don't receive the enrollment 
application within 60 days of the date legal guardianship began, please see the Open Enrollment provision later 
in this section. 


Children Covered Under Medical Child Support Orders 


When we receive the completed enrollment application within 60 days of the date of the medical child support 
order, coverage for an otherwise eligible child that is required under the order will become effective on the date of 
the order.  Otherwise, coverage will become effective on the first of the month following the date we receive the 
application for coverage.  The enrollment application may be submitted by the subscriber, the child's custodial 
parent, a state agency administering Medicaid or the state child support enforcement agency.  Please contact 
your Group for detailed procedures. 


SPECIAL ENROLLMENT 
The plan allows employees and dependents to enroll outside the plan's annual open enrollment period, if any, 
only in the cases listed below.  In order to be enrolled, the applicant may be required to give us proof of special 
enrollment rights.  If a completed enrollment application is not received within the time limits stated below, further 
chances to enroll, if any, depend on the normal rules of the plan that govern late enrollment. 


Involuntary Loss of Other Coverage 


If an employee and/or dependent doesn't enroll in this plan or another plan sponsored by the Group when first 
eligible because they aren't required to do so, that employee and/or dependent may later enroll in this plan 
outside of the annual open enrollment period if each of the following requirements is met: 
• The employee and/or dependent was covered under group health coverage or a health insurance plan at the 


time coverage under the Group's plan is offered 
• The employee and/or dependent's coverage under the other group health coverage or health insurance plan 


ended as a result of one of the following: 
• Loss of eligibility for coverage for reasons including, but not limited to legal separation, divorce, death, 


termination of employment or the reduction in the number of hours of employment 
• Termination of employer contributions toward such coverage 
• The employee and/or dependent was covered under COBRA at the time coverage under this plan was 


previously offered and COBRA coverage has been exhausted 


An eligible employee who qualifies as stated above may also enroll all eligible dependents.  When only an eligible 
dependent qualifies for special enrollment, but the eligible employee isn't enrolled in any of the Group's plans or is 
enrolled in a different plan sponsored by the Group, the employee is also allowed to enroll in this plan in order for 
the dependent to enroll.   


We must receive the completed enrollment application and any required subscription charges from the Group 
within 60 days of the date such other coverage ended.  When the 60-day time limit is met, coverage will start on 
the first of the month that next follows the last day of the other coverage. 


Subscriber And Dependent Special Enrollment 


An eligible employee and otherwise eligible dependents who previously elected not to enroll in any of the 
employer's group health plans when such coverage was previously offered, may enroll in this plan at the same 
time a newly acquired dependent is enrolled under Enrollment in the case of marriage, birth or adoption.  The 
eligible employee may also choose to enroll alone, enroll with some or all eligible dependents, or change plans, if 
applicable. 


State Medical Assistance and Children's Health Insurance Program 


Employees and dependents who are eligible as described in Who Is Eligible For Coverage? have special 
enrollment rights under this plan if one of the statements below is true: 
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• The person is eligible for state medical assistance, and the Washington State Department of Social and Health 
Services (DSHS) determines that it is cost-effective to enroll the person in this plan. 


• The person qualifies for premium assistance under the state's medical assistance program or Children's Health 
Insurance Program (CHIP). 


• The person no longer qualifies for health coverage under the state's medical assistance program or CHIP. 


To be covered, the eligible employee or dependent must apply and any required subscription charges 
must be paid no more than 60 days from the date the applicable statement above is true.  An eligible 
employee who elected not to enroll in this plan when such coverage was previously offered, must enroll in this 
plan in order for any otherwise eligible dependents to be enrolled in accordance with this provision.  Coverage for 
the employee will start on the date the dependent's coverage starts. 


OPEN ENROLLMENT 
If you're not enrolled when you first become eligible, or as allowed under Special Enrollment above, you can't be 
enrolled until the Group's next open enrollment period.  An open enrollment period occurs once a year unless 
determined otherwise by the Group.  During this period, eligible employees and their dependents can enroll for 
coverage under this plan. 


If the Group offers multiple health care plans and you're enrolled under one of the Group's other health care 
plans, enrollment for coverage under this plan can only be made during the Group's open enrollment period. 


CHANGES IN COVERAGE 
No rights are vested under this plan.  The Group may change its terms, benefits and limitations at any time.  
Changes to this plan will apply as of the date the change becomes effective to all members and to eligible 
employees and dependents who become covered under this plan after the date the change becomes effective. 


The exception is inpatient confinements described in Extended Benefits; please see the How Do I Continue 
Coverage? section.  Changes to this plan won’t apply to inpatient stays that are covered under that provision. 


PLAN TRANSFERS 
Subscribers (with their enrolled dependents) may be allowed to transfer to this plan from another plan offered by 
the Group.  Transfers also occur if the Group replaces another plan with this plan.  All transfers to this plan must 
occur during open enrollment or on another date set by the Group. 


When you transfer from the Group's other plan, and there's no lapse in your coverage, the following provisions 
that apply to this plan will be reduced to the extent they were satisfied under the prior plan: 
• Benefit maximums 
• Out-of-pocket maximum 
• Calendar year deductible 


WHEN WILL MY COVERAGE END? 
EVENTS THAT END COVERAGE 
Coverage will end without notice, except as specified under Extended Benefits, on the last day of the month in 
which one of these events occurs: 
• For the subscriber and dependents when: 


• The next required monthly charge for coverage isn't paid when due or within the grace period 
• The subscriber dies or is otherwise no longer eligible as a subscriber 


• For a spouse when his or her marriage to the subscriber is annulled, or when he or she becomes legally 
separated or divorced from the subscriber 


• For a child when he or she cannot meet the requirements for dependent coverage shown under the Who Is 
Eligible For Coverage? section.  As required by federal law, however, the plan will extend coverage to the end 
of the month in which a covered child turns 26. 


The subscriber must promptly notify the Group when an enrolled family member is no longer eligible to be 
enrolled as a dependent under this plan. 
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PLAN TERMINATION 
No rights are vested under this plan.  The Group is not required to keep the plan in force for any length of time.  
The Group reserves the right to change or terminate this plan, in whole or in part, at any time with no liability.  
Plan changes are made as described in Changes In Coverage in this booklet.  If the plan were to be terminated, 
you would only have a right to benefits for covered care you receive before the plan's end date. 


HOW DO I CONTINUE COVERAGE? 
CONTINUED ELIGIBILITY FOR A DISABLED CHILD 
Coverage may continue beyond the limiting age (shown under Dependent Eligibility) for a dependent child who 
can't support himself or herself because of a developmental or physical disability.  The child will continue to be 
eligible if all the following are met: 
• The child became disabled before reaching the limiting age 
• The child is incapable of self-sustaining employment by reason of developmental disability or physical handicap 


and is chiefly dependent upon the subscriber for support and maintenance 
• The subscriber is covered under this plan 
• The child's subscription charges, if any, continue to be paid 
• Within 31 days of the child reaching the limiting age, the subscriber furnishes the Group with a Request for 


Certification of Handicapped Dependent form.  The Group must approve the request for certification for 
coverage to continue. 


• The subscriber provides us with proof of the child's disability and dependent status when requested.  Proof 
won't be requested more often than once a year after the 2-year period following the child's attainment of the 
limiting age. 


LEAVE OF ABSENCE 
Please refer to your employer’s Leave of Absence provision for this information. 


LABOR DISPUTE 
A subscriber may pay subscription charges through the Group to keep coverage in effect for up to 6 months in the 
event of suspension of compensation due to a lockout, strike, or other labor dispute. 


The 6-month labor dispute period counts toward the maximum COBRA continuation period. 


COBRA 
When group coverage is lost because of a “qualifying event” shown below, federal laws and regulations known as 
“COBRA” require the Group to offer qualified members an election to continue their group coverage for a limited 
time.  Under COBRA, a qualified member must apply for COBRA coverage within a certain time period and may 
also have to pay a monthly charge for it. 


The plan will provide qualified members with COBRA coverage when COBRA's enrollment and payment 
requirements are met.  But, coverage is provided only to the extent that COBRA requires and is subject to the 
other terms and limitations of this plan.  The Group, not us, is responsible for all notifications and other duties 
assigned by COBRA to the “plan administrator” within COBRA's time limits. 


The following summary of COBRA coverage is taken from COBRA.  Members' rights to this coverage and 
obligations under COBRA automatically change with further amendments of COBRA by Congress or 
interpretations of COBRA by the courts and federal regulatory agencies. 


Qualifying Events And Length Of Coverage 
Please contact the Group immediately when one of the qualifying events highlighted below occurs.  The 
continuation periods listed extend from the date of the qualifying event. 
• The Group must offer the subscriber and covered dependents an election to continue coverage for up to 18 


consecutive months if their coverage is lost because of 1 of 2 qualifying events: 
• The subscriber's work hours are reduced. 
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• The subscriber's employment terminates, except for discharge due to actions defined by the Group 
as gross misconduct. 


However, if one of the events listed above follows the covered employee's entitlement to Medicare by less than 
18 months, the Group must offer the covered spouse and children an election to continue coverage for up to 36 
months starting from the date of the Medicare entitlement. 


• COBRA coverage can be extended if a member who lost coverage due to a reduction in hours or termination of 
employment is determined to be disabled under Title II (OASDI) or Title XVI (SSI) of the Social Security Act at 
any time during the first 60 days of COBRA coverage.  In such cases, all family members who elected COBRA 
may continue coverage for up to a total of 29 consecutive months from the date of the reduction in hours or 
termination. 


• The Group must offer the covered spouse or children an election to continue coverage for up to 36 consecutive 
months if their coverage is lost because of 1 of 4 qualifying events: 
• The subscriber dies. 
• The subscriber and spouse legally separate or divorce. 
• The subscriber becomes entitled to Medicare. 
• A child loses eligibility for dependent coverage. 
In addition, the occurrence of one of these events during the 18-month period described above can extend that 
period for a continuing dependent.  This happens only if the event would have caused a similar dependent who 
was not on COBRA coverage to lose coverage under this plan.  The extended period will end no later than 36 
months from the date of the first qualifying event. 


Conditions Of COBRA Coverage 
For COBRA coverage to become effective, all of the requirements below must be met: 


You Must Give Notice Of Some Qualifying Events 


The plan will offer COBRA coverage only after the Group receives timely notice that a qualifying event has 
occurred. 


The subscriber or affected dependent must notify the Group in the event of a divorce, legal separation, child's loss 
of eligibility as a dependent, or any second qualifying event which occurs within the 18-month period as described 
in Qualifying Events and Lengths Of Coverage.  The subscriber or affected dependent must also notify the 
Group if the Social Security Administration determines that the subscriber or dependent was disabled on any of 
the first 60 days of COBRA coverage.  You also have the right to appoint someone to give the Group this notice 
for you. 


If the required notice is not given or is late, the qualified member loses the right to COBRA coverage.  
Except as described below for disability notices, the subscriber or affected dependent has 60 days in which to 
give notice to the Group.  The notice period starts on the date shown below. 
• For determinations of disability, the notice period starts on the later of: 1) the date of the subscriber's 


termination or reduction in hours; 2) the date the qualified member would lose coverage as the result of one of 
these events; or 3) date of the disability determination.  Please note:  Determinations that a qualified 
member is disabled must be given to the Group before the 18-month continuation period ends.  This 
means that the subscriber or qualified member might not have the full 60 days in which to give the 
notice.  Please include a copy of the determination with your notice to the Group. 
Note:  The subscriber or affected dependent must also notify the Group if a qualified member is deemed by the 
Social Security Administration to no longer be disabled.  See When COBRA Coverage Ends. 


• For the other events above, the 60-day notice period starts on the later of: 1) the date of the qualifying event, or 
2) the date the qualified member would lose coverage as a result of the event. 


Important Note:  The Group must tell you where to direct your notice and any other procedures that you 
must follow.  If the Group informs you of its notice procedures after the notice period start date above for 
your qualifying event, the notice period will not start until the date you're informed by the Group. 


The Group must notify qualified members of their rights under COBRA.  If the Group has named a third party as 
its plan administrator, the plan administrator is responsible to notify members on behalf of the group.  In such 
cases, the Group has 30 days in which to notify its plan administrator of a subscriber's termination of employment, 
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reduction in hours, death or Medicare entitlement.  The plan administrator then has 14 days after it receives 
notice of a qualifying event from the Group (or from a qualified member as stated above) in which to notify 
qualified members of their COBRA rights. 


If the Group itself is the plan administrator, it has more than 14 days in which to give notice for certain qualifying 
events.  The Group must furnish the notice required because of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement no later than 44 days after the later of 1) the date of the 
qualifying event, or 2) the date coverage would end in the absence of COBRA.  For all other qualifying events, the 
14-day notice time limit applies. 


You Must Enroll And Pay On Time 
• You must elect COBRA coverage no more than 60 days after the later of 1) the date coverage was to end 


because of the qualifying event, or 2) the date you were notified of your right to elect COBRA coverage.  You 
may be eligible for a second COBRA election period if you qualify under section 201 of the Federal Trade Act of 
2002.  Please contact the Group or your bargaining representative for more information if you believe this may 
apply to you. 
Each qualified member will have an independent right to elect COBRA coverage.  Subscribers may elect 
COBRA coverage on behalf of their spouses, and parents may elect COBRA coverage on behalf of their 
children. 


• You must send your first payment to the Group no more than 45 days after the date you elected COBRA 
coverage. 


• Subsequent monthly payments must also be paid to the Group. 


Adding Family Members 
Eligible family members may be added after the continuation period begins, but only as allowed under Special 
Enrollment or Open Enrollment in the When Does Coverage Begin? section.  With one exception, family 
members added after COBRA begins aren't eligible for further coverage if they later have a qualifying event or if 
they are determined to be disabled as described under Qualifying Events and Lengths Of Coverage earlier in 
this COBRA section.  The exception is that a child born to or placed for adoption with a covered employee while 
the covered employee is on COBRA has the same COBRA rights as family members on coverage at the time of 
the original qualifying event.  The child will be covered for the duration of the covered employee's initial 18-month 
COBRA period, unless a second qualifying event occurs which extends the child's coverage.  COBRA coverage is 
subject to all other terms and limitations of this plan. 


Keep The Group Informed Of Address Changes 
In order to protect your rights under COBRA, you should keep the Group informed of any address changes.  It is a 
good idea to keep a copy, for your records, of any notices you send to the Group. 


When COBRA Coverage Ends 
COBRA coverage will end on the last day for which any charge required for it has been paid in the monthly period 
in which the first of the following occurs: 
• The applicable continuation period expires. 
• The next monthly payment isn't paid when due or within the 30-day COBRA grace period. 
• When coverage is extended from 18 to 29 months due to disability (see Qualifying Events and Lengths Of 


Coverage in this section), COBRA coverage beyond 18 months ends if there's a final determination that a 
qualified member is no longer disabled under the Social Security Act.  However, coverage won't end on the 
date shown above, but on the last day for which subscription charges have been paid in the first month that 
begins more than 30 days after the date of the determination.  The subscriber or affected dependent must 
provide the Group with a copy of the Social Security Administration's determination within 30 days after the 
later of: 1) the date of the determination, or 2) the date on which the subscriber or affected dependent was 
informed that this notice should be provided and given procedures to follow. 


• You become covered under another group health care plan after the date you elect COBRA coverage. 
• You become entitled to Medicare after the date you elect COBRA coverage. 
• The Group ceases to offer group health care coverage to any employee. 
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If You Have Questions 
Questions about your plan or your rights under COBRA should be addressed to the plan contacts provided by the 
Group.  For more information about your rights under ERISA, 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) in your area or visit 
the EBSA Web site at www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA Offices 
are available through EBSA's Web site. 


EXTENDED BENEFITS 
Under the following circumstances, certain benefits of this plan may be extended after your coverage ends for 
reasons other than as described under Intentionally False Or Misleading Statements. 


The inpatient benefits of this plan will continue to be available after coverage ends if: 
• Your coverage didn't end because of fraud or an intentional misrepresentation of material fact under the terms 


of the coverage 
• You were admitted to a medical facility prior to the date coverage ended 
• You remained continuously confined in a medical facility because of the same medical condition for which you 


were admitted 


Please Note:  Newborns are eligible for Extended Inpatient benefits only if they are enrolled beyond the 3-
week period specified in the Newborn Care benefit. 


Such continued inpatient coverage will end when the first of the following occurs: 
• You're covered under a health plan or contract that provides benefits for your confinement or would provide 


benefits for your confinement if coverage under this plan did not exist 
• You're discharged from that facility or from any other facility to which you were transferred 
• Inpatient care is no longer medically necessary 
• The maximum benefit for inpatient care in the medical facility has been provided.  If the calendar year ends 


before a calendar year maximum has been reached, the balance is still available for covered inpatient care you 
receive in the next year.  Once it's used up, however, a calendar year maximum benefit will not be renewed. 


CONTINUATION UNDER USERRA 
The Uniformed Services Employment And Reemployment Rights Act (USERRA) protects the job rights (including 
enrollment rights on employer-provided health care coverage) of individuals who voluntarily or involuntarily leave 
employment positions to undertake military service.  If you leave your job to perform military service, you have the 
right to elect to continue existing employer-based health plan coverage for you and your dependents for up to 24 
months while in the military.  Even if you don't elect to continue coverage during your military service, you have 
the right to be reinstated in your employer's health plan when you are re-employed, generally without any 
exclusions except for service-connected illnesses or injuries. 


Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S.  
Department of Labor at 1-866-4-USA-DOL or visit its Web site at www.dol.gov/vets.  An online guide to USERRA 
can be viewed at www.dol.gov/elaws/userra.htm. 


MEDICARE SUPPLEMENT COVERAGE 
If you're enrolled in Parts A and B of Medicare, you may be eligible for guaranteed-issue coverage under certain 
Medicare supplement plans.  You must apply within 63 days of losing coverage under this plan. 


HOW DO I FILE A CLAIM? 
Claims Other Than Prescription Drug Claims 


Many providers will submit their bills to us directly.  However, if you need to submit a claim, follow these simple 
steps: 


 
 







 


 62 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


Step 1 


Complete a Subscriber Claim Form.  A separate Subscriber Claim Form is necessary for each patient and each 
provider.  You can order extra Subscriber Claim Forms by calling Customer Service.   


Step 2 


Attach the itemized bill.  The itemized bill must contain all of the following information: 
• Names of the subscriber and the member who incurred the expense 
• Identification numbers for both the subscriber and the Group (these are shown on the subscriber's identification 


card) 
• Name, address and IRS tax identification number of the provider 
• Information about other insurance coverage 
• Date of onset of the illness or injury 
• Diagnosis or diagnosis code from the most current edition of the International Classification of Diseases 


manual 
• Procedure codes from the most current edition of the Current Procedural Terminology manual, the 


Healthcare Common Procedure Coding manual, or the American Dental Association Current Dental 
Terminology manual for each service 


• Dates of service and itemized charges for each service rendered 
• If the services rendered are for treatment of an injury, the date, time, location and a brief description of the 


event 


Step 3 


If you're also covered by Medicare, and Medicare is primary, you must attach a copy of the “Explanation of 
Medicare Benefits.” 


Step 4 


Check that all required information is complete.  Bills received won't be considered to be claims until all necessary 
information is included. 


Step 5 


Sign the Subscriber Claim Form in the space provided. 


Step 6 


Mail your claims to us at the mailing address shown on the back cover of this booklet. 


Prescription Drug Claims 


To make a claim for covered prescription drugs, please follow these steps: 


In-Network Pharmacies 


For retail pharmacy purchases, you don't have to send us a claim.  Just show your Premera Blue Cross ID card to 
the pharmacist, who will bill us directly.  If you don't show your ID card, you'll have to pay the full cost of the 
prescription and submit the claim yourself. 


For mail-order pharmacy purchases, you don't have to send us a claim, but you'll need to follow the instructions 
on the order form and submit it to the address printed on the form.  Please allow up to 14 days for delivery. 


Out-Of-Network Pharmacies 


You'll have to pay the full cost for new prescriptions and refills purchased at these pharmacies.  You'll need to fill 
out a prescription drug claim form, attach your prescription drug receipts and submit the information to the 
address shown on the claim form. 


If you need a supply of in-network mail-order pharmacy order forms or prescription drug claim forms, contact our 
Customer Service department at the numbers shown on the back cover of this booklet. 
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Timely Filing 
You should submit all claims within 90 days of the start of service or within 30 days after the service is completed.  
We must receive claims: 
• Within 365 days of discharge for hospital or other medical facility expenses, or within 365 days of the date the 


expenses were incurred for any other services or supplies 
• For members who have Medicare, within 90 days of the process date shown on the Explanation of Medicare 


Benefits, whichever is greater 


The plan won't provide benefits for claims we receive after the later of these 2 dates except when required by law. 


Special Notice About Claims Procedure 
We'll make every effort to process your claims as quickly as possible.  We process claims in the order in which we 
receive them.  We'll tell you if this plan won't cover all or part of the claim no later than 30 days after we first 
receive it.  This notice will be in writing.  We can extend the time limit by up to 15 days if it's decided that more 
time is needed due to matters beyond our control.  We'll let you know before the 30-day time limit ends if we need 
more time.  If we need more information from you or your provider in order to decide your claim, we'll ask for that 
information in our notice and allow you or your provider at least 45 days to send us the information.  In such 
cases, the time it takes to get the information to us doesn't count toward the decision deadline.  Once we receive 
the information we need, we have 15 days to give you our decision. 
• If your claim was denied, in whole or in part, our written notice (see Notices) will include: 
• The reasons for the denial and a reference to the provisions of this plan on which it's based 
• A description of any additional information needed to reconsider the claim and why that information is needed 
• A statement that you have the right to appeal our decision 
• A description of the plan's complaint and appeal processes 


If there were clinical reasons for the denial, you'll receive a letter stating these reasons. 


At any time, you have the right to appoint someone to pursue the claim on your behalf.  This can be a doctor, 
lawyer or a friend or relative.  You must notify us in writing and give us the name, address and telephone number 
where your appointee can be reached. 


If all you have to pay is a copay for a covered service or supply, it is not considered a claim for benefits.  
However, you always have the right to get a paper copy of your explanation of benefits for the service or supply.  
You can call Customer Service.  The phone number is on the back cover of your booklet and on your Premera ID 
card.  Or, you can visit our website for secure online access to your claims.  If your claim is denied in whole or in 
part, you may send us a complaint or appeal as outlined under Complaints And Appeals. 


If a claim for benefits or an appeal is denied or ignored, in whole or in part, or not processed within the time 
shown in this plan, you may file suit in a state or federal court. 


COMPLAINTS AND APPEALS 


We know healthcare doesn’t always work perfectly.  Our goal is to listen, take care of you, and make it simple.  If 
it doesn’t go the way you expect, you have two options: 
• Complaints – You can contact customer service if you have a complaint.  We may ask you to send the details in 


writing.  We will send a written response within 30 days.  
• Appeals – You can request a review of a specific decision we have made about your plan benefits. 


You can appeal the following adverse benefit determinations (See Definitions) 
• A decision to pay for less than the full cost of your claim 
• A limit or restriction on otherwise covered benefits 
• A decision to deny or partly deny your request for coverage of a benefit 
• A decision regarding your eligibility to enroll or stay in the plan  
• You may also appeal decisions we make regarding coverage for drugs not on the plan’s list of covered drugs.  


See Prescription Drug for details.  
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INTERNAL APPEAL 
The process begins with internal appeal by Premera.  Your plan has two levels of internal appeals.  In the first 
level, people who were not part of the initial decision will review your appeal.  Medical review denials will be 
reviewed by a medical professional.  We must receive your internal appeal request within 180 days of the date 
you were notified of the initial decision. 


If you are not satisfied with the decision, you may request a level 2 appeal.  You have 60 days from the date of 
the level 1 decision letter to ask for a level 2 appeal.  You can send us new information to consider. 


Your level 2 internal appeal will be reviewed by a panel of people who were not involved in the initial decision or in 
the level 1 appeal.  If the initial decision involved medical judgment, a medical professional will be on the panel.  
You may take part in the level 2 panel meeting in person or by phone. 


WHO CAN APPEAL 
You can appeal yourself or choose someone, including your doctor, to appeal on your behalf.  If you choose 
someone else, complete an Authorization for Appeals form located on www.premera.com. 


HOW TO APPEAL 
You can call Customer Service or you can write to us at the address listed on the back cover of this book.  By 
sending your appeal in writing, you can provide more details about your appeal.  This may include chart notes, 
medical records or a letter from your doctor. 


If you need help filing an appeal, or would like a copy of the appeals process, please call Customer Service.  You 
can also get a description of the appeals process by visiting our website. 


If you would like to review the information used for your appeal, please contact Customer Service.  The 
information will be sent as soon as possible and free of charge. 


WHAT HAPPENS WHEN YOU HAVE ONGOING CARE 
Ongoing care is continuous treatment you are currently receiving, such as residential care, care for a chronic 
condition, inpatient care and rehabilitation. 


The plan may decide to change, reduce or end coverage of ongoing care because we've determined the care is 
no longer medically necessary.  If you appeal that decision, the plan will continue to cover your care during the 
appeal period.  This continued coverage during the appeal period is not a reversal of the denial.  If the decision is 
upheld, you must repay all amounts the plan paid for ongoing care during the appeal review. 


WHAT HAPPENS WHEN IT'S URGENT 
If your situation is urgent, we will handle your appeal in an expedited (fast) manner.  Examples of urgent 
situations are: 
• Delay may put your life or health in serious danger or cause you severe pain that cannot be managed, as 


determined by medical professionals or your treating physician 
• You are requesting coverage for inpatient or emergency care that you are currently receiving 


If your situation is urgent, you may ask for an expedited external appeal at the same time you request an 
expedited internal appeal. 


Urgent appeals are only available for services you have not yet received.  


WHAT HAPPENS NEXT 
Your appeal is reviewed, and a decision is provided within the time limits below. 


Type of appeal When to expect notification of a decision 


Urgent appeals No later than 72 hours.  We will call, fax, or email you with the 
decision, and follow up in writing 


Pre-service appeals (a decision made by us 
before you received services) 


Within 15 days  
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All other appeals 15-30 days 


If the first decision is upheld, or the process above is not followed, you can request an external appeal. 


EXTERNAL APPEAL 
External appeal will be done by an Independent Review Organization (IRO) that is certified by the State of 
Washington Department of Health to review medical and other important information.  There is no cost to you for 
an external appeal. 
• You may write to us directly to request an external appeal. 
• We must receive your written request for an external appeal within 4 months after the date you got our internal 


appeal letter.  You must include the signed external appeal form you received from us.  You may also include 
medical records and other information. 


We will forward your medical records and other information to the IRO.  If you have additional information on your 
appeal, we will tell you how to send it to the IRO. 


WHAT HAPPENS NEXT 
Once the external appeal is done, the IRO will let you and us know their decision within the time limits below: 
• For urgent external appeals no later than 72 hours after receiving the request. 
• For all other appeals, within 45 days after the IRO gets the request. 


ONCE A DECISION IS MADE 
For urgent appeals, the IRO will inform you and us immediately.  We will follow up with a written decision by mail. 
For all other appeals, we will send you a written decision by mail. 


The Plan will accept the IRO decision. 


If the IRO: 
• Reverses the original decision, we will apply their decision quickly. 
• Stands by the original decision, there is no further appeal.  However, you may have other steps you can take 


under state or federal law, such as filing a lawsuit. 


If you have questions about a denial of a claim or your appeal rights, you may call Customer Service at the 
number listed on your Premera ID card. 


You can also contact the Employee Benefits Security Administration of the U.S. Department of Labor.  The phone 
number is 1-866-444-EBSA (3272). 


OTHER INFORMATION ABOUT THIS PLAN 
This section tells you about how this plan is administered.  It also includes information about federal and state 
requirements we and the Group must follow and other information that must be provided. 


Conformity With The Law 


If any provision of the plan or any amendment thereto is deemed to be in conflict with applicable state or federal 
laws or regulations, upon discovery of such conflict the plan will be administered in conformance with the 
requirements of such laws and regulations as of their effective date. 


Evidence Of Medical Necessity 


We have the right to require proof of medical necessity for any services or supplies you receive before benefits 
under this plan are provided.  This proof may be submitted by you, or on your behalf by your health care 
providers.  No benefits will be available if the proof isn't provided or acceptable to the plan. 


Health Care Providers — Independent Contractors 


All health care providers who provide services and supplies to a member do so as independent contractors.  
None of the provisions of this plan or the contract between Premera Blue Cross and the Group are intended to 
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create, nor shall they be deemed or construed to create, any employment or agency relationship between us and 
the provider of service other than that of independent contractors. 


Intentionally False Or Misleading Statements 


If this plan's benefits are paid in error due to a member's or provider's commission of fraud or providing any 
intentionally false or misleading statements, the plan is entitled to recover these amounts.  Please see the Right 
Of Recovery provision later in this section. 


And, if a member commits fraud or makes any intentionally false or misleading statements on any application or 
enrollment form that affects the member's acceptability for coverage, we may, as directed by the Group: 
• Deny the member's claim 
• Reduce the amount of benefits provided for the member's claim 
• Void the member's coverage under this plan (void means to cancel coverage back to its effective date, as if it 


had never existed at all) 


Please Note:  we cannot void your coverage based on a misrepresentation you made unless you have performed 
an act or practice that constitutes fraud; or made an intentional misrepresentation of material fact that affects your 
acceptability for coverage. 


Member Cooperation 


You're under a duty to cooperate with us and the Group in a timely and appropriate manner in our administration 
of benefits.  You're also under a duty to cooperate with us and the Group in the event of a lawsuit. 


Notice Of Information Use And Disclosure 


We may collect, use, or disclose certain information about you.  This protected personal information (PPI) may 
include health information, or personal data such as your address, telephone number or Social Security number.  
We may receive this information from, or release it to, health care providers, insurance companies, or other 
sources. 


This information is collected, used or disclosed for conducting routine business operations such as: 
• Underwriting and determining your eligibility for benefits and paying claims.  (Genetic information is not 


collected or used for underwriting or enrollment purposes.) 
• Coordinating benefits with other health care plans 
• Conducting care management or quality reviews 
• Fulfilling other legal obligations that are specified under the plan and our administrative service contract with 


the Group 


This information may also be collected, used or disclosed as required or permitted by law. 


To safeguard your privacy, we take care to ensure that your information remains confidential by having a 
company confidentiality policy and by requiring all employees to sign it. 


If a disclosure of PPI isn't related to a routine business function, we remove anything that could be used to easily 
identify you or we obtain your prior written authorization. 


You have the right to request inspection and /or amendment of records retained by us that contain your PPI.  
Please contact our Customer Service department and ask a representative to mail a request form to you. 


Notice Of Other Coverage 


As a condition of receiving benefits under this plan, you must notify us of: 
• Any legal action or claim against another party for a condition or injury for which the plan provides benefits; and 


the name and address of that party's insurance carrier 
• The name and address of any insurance carrier that provides: 


• Personal injury protection (PIP) 
• Underinsured motorist coverage 
• Uninsured motorist coverage 







 


 67 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


• Any other insurance under which you are or may be entitled to recover compensation 
• The name of any group or individual insurance plans that cover you 


Notices 


Any notice we're required to submit to the Group or subscriber will be considered to be delivered if it's mailed to 
the Group or subscriber at the most recent address appearing on our records.  We'll use the date of postmark in 
determining the date of our notification.  If you are required to submit notice to us, it will be considered delivered 3 
days after the postmark date, or if not postmarked, the date we receive it. 


Right Of Recovery 


On behalf of the plan, we have the right to recover amounts the plan paid that exceed the amount for which the 
plan is liable.  Such amounts may be recovered from the subscriber or any other payee, including a provider.  Or, 
such amounts may be deducted from future benefits of the subscriber or any of his or her dependents (even if the 
original payment wasn't made on that member's behalf) when the future benefits would otherwise have been paid 
directly to the subscriber or to a provider that does not have a contract with us. 


Right To And Payment Of Benefits 


Benefits of this plan are available only to members.  Except as required by law, the plan won't honor any 
attempted assignment, garnishment or attachment of any right of this plan.  In addition, members may not assign 
a payee for claims, payments or any other rights of this plan. 


At our option only, we have the right to direct the benefits of this plan to: 
• The subscriber 
• A provider 
• Another health insurance carrier 
• The member 
• Another party legally entitled under federal or state medical child support laws 
• Jointly to any of the above 


Payment to any of the above satisfies the plan's obligation as to payment of benefits. 


Venue 


All suits or legal proceedings brought against us, the plan, or the Group by you or anyone claiming any right under 
this plan must be filed: 
• Within 3 years of the date the rights or benefits claimed under this plan were denied in writing, or of the 


completion date of the independent review process if applicable; and 
• In the state of Washington or the state where you reside or are employed. 


All suits or legal or arbitration proceedings brought by the plan will be filed within the appropriate statutory period 
of limitation, and you agree that venue, at the plan's option, will be in King County, the state of Washington. 


Women's Health and Cancer Rights Act of 1998 


Your plan, as required by the Women's Health and Cancer Rights Act of 1998 (WHCRA), provides benefits for 
mastectomy-related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prostheses, and complications resulting from a mastectomy, including lymphedemas. Please see 
Covered Services. 


 ERISA PLAN DESCRIPTION 
The following information has been provided by your Group to meet certain ERISA requirements for the summary 
plan description. 


This plan is an employee welfare benefit plan that's subject to the Federal Employee Retirement Income Security 
Act of 1974 (ERISA).  This employee welfare benefit plan is called the "ERISA Plan" in this section.  ERISA gives 
subscribers and dependents the right to a summary describing the ERISA Plan. 
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Name Of Plan 


Saltchuk Resources, Inc., Comprehensive Premera Blue Cross Plan 


Name And Address Of Employer Or Plan Sponsor 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Subscribers and dependents may receive from the plan administrator, upon written request, information as to 
whether a particular employer or employee organization is a sponsor of the ERISA Plan and, if so, the sponsor's 
address. 


Employer Identification Number "EIN 


91-1186367 


Plan Number 


507 


Type Of Plan 


Self-funded employee welfare benefit plan that is a group health plan.  The ERISA Plan provides hospital and 
medical benefits. 


Type Of Administration 


Third-party administration by Premera Blue Cross under the terms and conditions of its administrative service 
contract with the Group.  We do not insure this plan 


Name, Address, And Telephone Number Of ERISA Plan Administrator 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Agent For Service Of Legal Process 


Benefits Administrator 
Saltchuk Resources, Inc. 
1111 Fairview Avenue North. 
Seattle, WA  98109 
206-652-1111 
Eligibility To Participate In The Plan 


Employees and their dependents are eligible for the benefits of the plan when they meet the eligibility 
requirements in this booklet, are enrolled as described in this booklet, and all required monthly charges for them 
are and continue to be paid to the Group as required by the Group. 


Benefits 


The benefit booklet tells you the terms and limitations of each benefit of this plan.  You may have lower out-of-
pocket costs if you use providers that have signed contracts with us.  This booklet explains the provider networks, 
when applicable.  It also tells how benefits are affected if members don't use these providers.  Coverage for 
emergency care and care you receive outside the service area are also described.  The benefit sections of this 
booklet also explain what part of the cost of covered health care that you must pay. 


If you lose your benefit booklet, please contact the Group for a new one. 


Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits 


This booklet describes circumstances that may result in disqualification, ineligibility or denial, loss, forfeiture, 
suspension, reduction, offset or recovery of any benefits for members. 
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Source Of Contributions 


Employees do not contribute to the cost of coverage for themselves or their dependents.  Self-payments are also 
permitted; please see the "How Do I Continue Coverage?" section in this booklet. 


Plan Changes and Termination 


The "Plan Termination" and "Changes In Coverage" portions of this booklet describe the circumstances when this 
plan may be changed or terminated.  No rights are vested under the ERISA Plan.  The Group reserves the right to 
change or terminate its ERISA Plan in whole or in part, at any time, with no liability. 


The Group will tell employees if its ERISA Plan is changed or terminated.  If the ERISA Plan were to be 
terminated, members would have a right to benefits only for covered services received before the ERISA Plan's 
end date. 


ERISA Plan Year 


The ERISA Plan year ends on each December 31st. 


WHAT ARE MY RIGHTS UNDER ERISA? 
As participants in an employee welfare benefit plan, subscribers have certain rights and protections.  This section 
of this plan explains those rights. 


ERISA provides that all plan participants shall be entitled to: 
• Examine without charge, at the ERISA Plan administrator's office and at other specified locations (such as work 


sites and union halls), all documents governing the ERISA Plan, including insurance contracts and collective 
bargaining agreements.  If the ERISA Plan is required to file an annual report with the U.S.  Department of 
Labor, plan participants shall be entitled to examine a copy of its latest annual report (Form 5500 Series) filed 
and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


• Obtain, upon written request to the ERISA Plan administrator, copies of documents governing the operation of 
the ERISA Plan, including insurance contracts and collective bargaining agreements and updated summary 
plan descriptions.  (Please note that this booklet by itself does not meet all the requirements for a summary 
plan description.)  If the ERISA Plan is required to file an annual report with the U.S.  Department of Labor, plan 
participants shall be entitled to obtain copies of the latest annual report (Form 5500 Series).  The administrator 
may make a reasonable charge for the copies. 


• Receive a summary of the ERISA Plan's annual financial report, if ERISA requires the ERISA Plan to file an 
annual report.  The ERISA Plan administrator for such plans is required by law to furnish each participant with a 
copy of this summary annual report. 


• Continue health care coverage for yourself, spouse or dependents if there's 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 plan on the rules governing your COBRA 
continuation coverage rights. 


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee welfare benefit plan.  The people who operate your ERISA 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.  
(The Group has delegated to us the discretionary authority to determine eligibility for benefits and to construe the 
terms used in the plan to the extent stated in our administrative services contract with the Group).  No one, 
including your employer, your union, or any other person, may fire you or otherwise discriminate against you in 
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 


If your claim for a welfare benefit is denied or ignored, 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 ERISA 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 ERISA 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 
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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.  In addition, if you disagree with the ERISA 
Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in federal court. 


If it should happen that ERISA Plan fiduciaries misuse the ERISA Plan's money, or if you're 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're successful, the court may 
order the person you 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. 


Please Note:  Under ERISA, the ERISA Plan administrator is responsible for furnishing each participant and 
beneficiary with a copy of the summary plan description. 


If you have any questions about your employee welfare benefit plan, you should contact the ERISA 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 ERISA Plan administrator, you should contact either the: 
• Office of the Employee Benefits Security Administration, U.S.  Department of Labor, 300 Fifth Ave., Suite 1110, 


Seattle, WA 98104; or 
• Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.  Department of 


Labor, 200 Constitution Ave.  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 at 1-866-444-3272. 


DEFINITIONS 
The terms listed throughout this section have specific meanings under this plan. 


Adverse Benefit Determination 
An adverse benefit determination means a decision to deny, reduce, terminate or a failure to provide or to make 
payment, in whole or in part for services.  This includes 
• A member’s or applicant’s eligibility to be or stay enrolled in this plan or health insurance coverage 
• A limitation on otherwise covered benefits 
• A clinical review decision 
• A decision that a service is experimental, investigative, not medically necessary or appropriate, or not effective 


Affordable Care Act 
The Patient Protection and Affordable Care Act of 2010 (Public Law 111-148) as amended by the Health Care 
and Education Reconciliation Act of 2010 (Public Law 111-152). 


Calendar Year 
The period of 12 consecutive months that starts each January 1 at 12:01 a.m.  and ends on the next December 
31 at midnight. 


Chemical Dependency (also called “Substance Use Disorder”) 
An illness characterized by physiological or psychological dependency, or both, on a controlled substance 
regulated under Chapter 69.50 RCW and/or alcoholic beverages.  It's further characterized by a frequent or 
intense pattern of pathological use to the extent: 
• The user exhibits a loss of self-control over the amount and circumstances of use 
• The user develops symptoms of tolerance, or psychological and/or physiological withdrawal if use of the 


controlled substance or alcoholic beverage is reduced or discontinued 
• The user's health is substantially impaired or endangered, or his or her social or economic function is 


substantially disrupted 
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Clinical Trials 
An approved clinical trial means a scientific study using human subjects designed to test and improve prevention, 
diagnosis, treatment, or palliative care of cancer, or the safety and effectiveness of a drug, device, or procedure 
used in the prevention, diagnosis, treatment, or palliative care, if the study is approved by the following: 
• An institutional review board that complies with federal standards for protecting human research subjects and 
• One or more of the following: 


• The United States Department of Health and Human Services, National Institutes of Health, or its institutes 
or centers 


• The United States Department of Health and Human Services, United States Food and Drug Administration 
(FDA) 


• The United States Department of Defense 
• The United States Department of Veterans’ Affairs 
• A nongovernmental research entity abiding by current National Institute of Health guidelines 


Community Mental Health Agency 
An agency that's licensed as such by the state of Washington to provide mental health treatment under the 
supervision of a physician or psychologist. 


Congenital Anomaly Of A Dependent Child 
A marked difference from the normal structure of an infant's body part, that's present from birth and manifests 
during infancy. 


Cost-Share 
The member’s share of the allowed amount for covered services.  Deductibles, copays, and coinsurance are all 
types of cost-shares.  See the Summary Of Your Costs to find out what your cost-share is. 


Custodial Care 
Any portion of a service, procedure or supply that is provided primarily: 
• For ongoing maintenance of the member's health and not for its therapeutic value in the treatment of an illness 


or injury 
• To assist the member in meeting the activities of daily living.  Examples are help in walking, bathing, dressing, 


eating, preparation of special diets, and supervision over self-administration of medication not requiring 
constant attention of trained medical personnel 


Detoxification 
Detoxification is active medical management of medical conditions due to substance intoxication or substance 
withdrawal, which requires repeated physical examination appropriate to the substance, and use of medication.  
Observation alone is not active medical management. 


Effective Date 
The date when your coverage under this plan begins.  If you re-enroll in this plan after a lapse in coverage, the 
date that the coverage begins again will be your effective date. 


Eligibility Waiting Period 
The length of time that must pass before an employee or dependent is eligible to be covered under the Group's 
health care plan.  If an employee or dependent enrolls under the Special Enrollment provisions of this plan or 
enrolls on a date other than when first eligible to enroll, any period prior to such enrollment isn't considered an 
eligibility waiting period, unless all or part of the initial eligibility waiting period had not been met. 


Emergency Care 
• A medical screening examination to evaluate a medical emergency that is within the capability of the 


emergency department of a hospital, including ancillary service routinely available to the emergency 
department. 
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• Further medical examination and treatment to stabilize the member to the extent the services are within the 
capabilities of the hospital staff and facilities or, if necessary, to make an appropriate transfer to another 
medical facility.  “Stabilize” means to provide such medical treatment of the medical emergency as may be 
necessary to assure, within reasonable medical probability that no material deterioration of the condition is 
likely to result from or occur during the transfer of the member from a medical facility. 


• Ambulance transport as needed in support of the services above. 


Essential Health Benefits 
Benefits defined by the Secretary of Health and Human Services that shall include at least the following general 
categories: ambulatory patient services, emergency care, hospitalization, maternity and newborn care, mental 
health and chemical dependency 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, including oral and vision care.  The designation of benefits as essential shall 
be consistent with the requirements and limitations set forth under the Affordable Care Act and applicable 
regulations as determined by the Secretary of Health and Human Services. 


Experimental/Investigational Services 
Experimental or investigational services include a treatment, procedure, equipment, drug, drug usage, medical 
device or supply that meets one or more of the following criteria: 
• A drug or device that can't be lawfully marketed without the approval of the U.S.  Food and Drug 


Administration, and hasn't been granted such approval on the date the service is provided 
• The service is subject to oversight by an Institutional Review Board 
• No reliable evidence demonstrates that the service is effective, in clinical diagnosis, evaluation, management or 


treatment of the condition 
• The service is the subject of ongoing clinical trials to determine its maximum tolerated dose, toxicity, safety or 


efficacy. 
• Evaluation of reliable evidence indicates that additional research is necessary before the service can be 


classified as equally or more effective than conventional therapies 


Reliable evidence includes but is not limited to reports and articles published in authoritative peer reviewed 
medical and scientific literature, and assessments and coverage recommendations published by the Blue Cross 
Blue Shield Association Technical Evaluation Center (TEC). 


Group 
The entity that sponsors this self-funded plan. 


Hospital 
A facility legally operating as a hospital in the state in which it operates and that meets the following requirements: 
• It has facilities for the inpatient diagnosis, treatment, and acute care of injured and ill persons by or under the 


supervision of a staff of physicians 
• It continuously provides 24-hour nursing services by or under the supervision of registered nurses 


A “hospital” will never be an institution that's run mainly: 
• As a rest, nursing or convalescent home; residential treatment center; or health resort 
• To provide hospice care for terminally ill patients 
• For the care of the elderly 
• For the treatment of chemical dependency or tuberculosis 


Illness 
A sickness, disease, medical condition or pregnancy. 
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Injury 
Physical harm caused by a sudden event at a specific time and place.  It's independent of illness, except for 
infection of a cut or wound. 


In-Network Pharmacy (In-Network Retail/In-Network Mail Order Pharmacy) 
A licensed pharmacy which contracts with us or our Pharmacy Benefit Manager to provide prescription drug 
benefits. 


In-Network Provider 
A provider that is in one of the networks stated in the How Providers Affect Your Costs section. 


Inpatient 
Confined in a medical facility as an overnight bed patient. 


Medical Emergency (also called “Emergency”) 
A medical condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such 
that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate attention to result in 1) placing the health of the individual (or with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious jeopardy; 2) serious impairment to bodily 
functions; or 3) serious dysfunction of any bodily organ or part. 


Examples of a medical emergency are severe pain, suspected heart attacks and fractures.  Examples of a non-
medical emergency are minor cuts and scrapes. 


Medical Equipment 
Mechanical equipment that can stand repeated use and is used in connection with the direct treatment of an 
illness or injury.  It's of no use in the absence of illness or injury. 


Medical Facility (also called “Facility”) 
A hospital, skilled nursing facility, state-approved chemical dependency program or hospice. 


Medically Necessary 
Those covered services and supplies that a physician, exercising prudent clinical judgment, would provide to a 
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are:  
• In accordance with generally accepted standards of medical practice;  
• Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and  
• Not primarily for the convenience of the patient, physician, or other health care provider, and not more costly 


than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.   


For these purposes, “generally accepted standards of medical practice” means standards that are based on 
credible scientific evidence published in peer reviewed medical literature generally recognized by the relevant 
medical community, physician specialty society recommendations and the views of physicians practicing in 
relevant clinical areas and any other relevant factors. 


Member (also called “You” and “Your”) 
A person covered under this plan as a subscriber or dependent. 


Non-Contracted Provider 
A provider is not in any network of Premera Blue Cross, Premera Blue Cross Blue Shield of Alaska, or the local 
Blue Cross Blue Shield licensee. 
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Obstetrical Care 
Care furnished during pregnancy (antepartum, delivery and postpartum) or any condition arising from pregnancy.  
This includes the time during pregnancy and within 45 days following delivery. 


Abortion is included as part of obstetrical care. 


Orthodontia 
The branch of dentistry which specializes in the correction of tooth arrangement problems, including poor 
relationships between the upper and lower teeth (malocclusion). 


Orthotic 
A support or brace applied to an existing portion of the body for weak or ineffective joints or muscles, to aid, 
restore or improve function. 


Out-Of-Network Provider 
A provider that is not in one of the provider networks stated in the How Providers Affect Your Costs section. 


Outpatient 
Treatment received in a setting other than an inpatient in a medical facility. 


Outpatient Surgical Center 
A facility that’s licensed or certified as required by the state it operates in and that meets all of the following: 
• It has an organized staff of physicians 
• It has permanent facilities that are equipped and operated primarily for the purpose of performing surgical 


procedures 
• It doesn’t provide inpatient services or accommodations 


Pharmacy Benefit Manager 
An entity that contracts with us to administer the Prescription Drug benefit under this plan. 


Physician 
A state-licensed: 
• Doctor of Medicine and Surgery (M.D.) 
• Doctor of Osteopathy (D.O.) 


In addition, professional services provided by one of the following types of providers will be covered under this 
plan, but only when the provider is providing a service within the scope of his or her state license; providing a 
service or supply for which benefits are specified in this plan; and providing a service for which benefits would be 
payable if the service were provided by a physician as defined above: 
• Chiropractor (D.C.) 
• Dentist (D.D.S. or D.M.D.) 
• Optometrist (O.D.) 
• Podiatrist (D.P.M.) 
• Psychologist (Ph.D.) 
• Nurse (R.N.) licensed in Washington state 


Plan (also called “This Plan”) 
The Group's self-funded plan described in this booklet. 


Prescription Drug 
Any medical substance, including biological products, the label of which, under the Federal Food, Drug and 
Cosmetic Act, as amended, is required to bear the legend:  “Caution:  Federal law prohibits dispensing without a 
prescription.” 
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Benefits available under this plan will be provided for “off-label” use, including administration, of prescription drugs 
for treatment of a covered condition when use of the drug is recognized as effective for treatment of such 
condition by: 
• One of the following standard reference compendia: 


• The American Hospital Formulary Service-Drug Information 
• The American Medical Association Drug Evaluation 
• The United States Pharmacopoeia-Drug Information 
• Other authoritative compendia as identified from time to time by the Federal Secretary of Health and Human 


Services or the Insurance Commissioner 
• If not recognized by one of the standard reference compendia cited above, then recognized by the majority of 


relevant, peer-reviewed medical literature (original manuscripts of scientific studies published in medical or 
scientific journals after critical review for scientific accuracy, validity and reliability by independent, unbiased 
experts) 


• The Federal Secretary of Health and Human Services 


“Off-label use” means the prescribed use of a drug that's other than that stated in its FDA-approved labeling. 


Benefits aren't available for any drug when the U.S.  Food and Drug Administration (FDA) has determined its use 
to be contra-indicated, or for experimental or investigational drugs not otherwise approved for any indication by 
the FDA. 


Provider 
A health care practitioner or facility that is in a licensed or certified provider category regulated by the state in 
which the practitioner or facility provides care, and that practices within the scope of such licensure or 
certification.  Also included is an employee or agent of such practitioner or facility, acting in the course of and 
within the scope of his or her employment. 


Health care facilities that are owned and operated by an agency of the U.S.  government are included as required 
by federal law.  Health care facilities owned by the political subdivision or instrumentality of a state are also 
covered. 


Board Certified Behavior Analysts (BCBAs) will be considered health care providers for the purposes of providing 
applied behavior analysis (ABA) therapy, as long as both of the following are true:  1) They’re licensed when 
required by the State in which they practice, or, if the State does not license behavior analysts, are certified as 
such by the Behavior Analyst Certification Board, and 2) The services they furnish are consistent with state law 
and the scope of their license or board certification.  Therapy assistants/behavioral technicians/paraprofessionals 
that do not meet the requirements above will also be covered providers under this plan when they provide ABA 
therapy and their services are supervised and billed by a BCBA or one of the following state-licensed provider 
types: psychiatrist, developmental pediatrician, pediatric neurologist, psychiatric nurse practitioner, advanced 
nurse practitioner, advanced registered nurse practitioner, occupational or speech therapist, psychologist, 
community mental health agency that is also state-certified to provide ABA therapy. 


Psychiatric Condition 
A condition listed in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
published by the American Psychiatric Association, excluding diagnoses and treatments for substance abuse. 


Service Area 
The area in which we directly operate provider networks.  This area is made up of the states of Washington 
(except Clark County) and Alaska 


Skilled Care 
Care that's ordered by a physician and requires the medical knowledge and technical training of a licensed 
registered nurse. 
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Skilled Nursing Facility 
A medical facility providing services that require the direction of a physician and nursing supervised by a 
registered nurse, and that's approved by Medicare or would qualify for Medicare approval if so requested. 


Subscriber 
An enrolled employee of the Group.  Coverage under this plan is established in the subscriber's name. 


Subscription Charges 
The monthly rates to be paid by the member that are set by the Group as a condition of the member's coverage 
under the plan. 


We, Us and Our 
Means Premera Blue Cross. 







 


 


  







 


 


 
Where To Send Claims 
MAIL YOUR CLAIMS TO 
Premera Blue Cross 
P.O. Box 91059 
Seattle, WA  98111-9159 


 


PRESCRIPTION DRUG CLAIMS 
Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit Manager 


At 
Express Scripts 
P.O. Box 747000 
Cincinnati, OH 45274-7000 


1-800-391-9701 
www.express-scripts.com 


 


Customer Service 
Mailing Address Phone Numbers 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 


Physical Address Local and toll-free TTY number: 
1-800-842-5357 7001 220th St. S.W. 


Mountlake Terrace, WA 98043-2124 


Care Management 
Pre-Approval And Emergency Notification 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 
Fax: 1-800-843-1114 


 


Telehealth 
You can get telehealth care from Teladoc.  Log onto your account at 
https://member.teladoc.com/premera or call 1-855-332-4059.   


Complaints And Appeals 
Premera Blue Cross 
Attn:  Appeals Coordinator 
P.O.  Box 91102 
Seattle, WA  98111-9202 
Fax:  (425) 918-5592 


BlueCard Website 
1-800-810-BLUE(2583) 


 


Visit our website www.premera.com for 
information and secure online access to 
claims information 


 
 


 


 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association  


 





		How To Use This Booklet

		In-Network Benefits For Out-Of-Network Providers

		COPAYMENTS (COPAYS)

		Individual Deductible

		What Doesn’t Apply To The Calendar Year Deductible?

		COINSURANCE

		OUT-OF-POCKET MAXIMUM

		Ambulance

		Blood Products and Services

		Dental Anesthesia

		Dental Injury

		Diagnostic Lab, X-Ray And Imaging

		This benefit doesn’t cover:

		Home Health Care

		Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies

		This benefit doesn’t cover:

		Hospital

		Infusion Therapy

		Mastectomy and Breast Reconstruction

		Maternity Care

		Professional Care

		Medical Foods

		Mental Health Care

		Newborn Care

		1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage substitution for some drugs?

		2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use a drug I had been using?

		3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for drugs specified in this plan?

		4. How much do I have to pay to get a prescription filled?

		5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan?

		6. How many days’ supply of most medications can I get without paying another copay or other repeating charge?

		7. What other pharmacy services does my health plan cover?

		Psychological and Neuropsychological Testing

		Skilled Nursing Facility Services

		Sleep Studies

		Spinal and Other Manipulations

		Substance Use Disorder

		Surgery

		Surgical Center Care – Outpatient

		Recipient Costs

		Donor Costs

		Travel And Lodging

		CARE MANAGEMENT

		Personal health support programs

		Benefits From Other Sources

		Benefits That Have Been Exhausted

		Charges For Records Or Reports

		Counseling, Education And Training

		Court-Ordered Services

		Custodial Care

		Environmental Therapy

		Experimental Or Investigative Services

		Family Members Or Volunteers

		Governmental Facilities

		Hair Analysis

		Hair Loss

		Laser Therapy

		Not Medically Necessary

		Orthodontia

		Orthognathic Surgery

		Vision Exams

		Vision Hardware

		Vision Therapy

		Weight Loss Drugs

		Work-Related Illness Or Injury

		Definitions Applicable To Coordination Of Benefits

		Effect On Benefits

		Right Of Recovery/Facility Of Payment

		DEPENDENT ELIGIBILITY

		Natural Newborn Children Born On Or After The Subscriber’s Effective Date

		Foster Children

		SPECIAL ENROLLMENT

		OPEN ENROLLMENT

		CHANGES IN COVERAGE

		PLAN TRANSFERS

		PLAN TERMINATION

		Leave Of Absence

		Qualifying Events And Length Of Coverage

		You Must Enroll And Pay On Time

		Adding Family Members

		Keep The Group Informed Of Address Changes

		When COBRA Coverage Ends

		Extended Benefits

		Medicare Supplement Coverage

		HOW DO I FILE A CLAIM?

		Claims Other Than Prescription Drug Claims

		Step 1

		Step 2

		Step 3

		Step 4

		Step 5

		Step 6

		Special Notice About Claims Procedure

		Conformity With The Law

		Evidence Of Medical Necessity

		Health Care Providers — Independent Contractors

		Intentionally False Or Misleading Statements

		Notice Of Information Use And Disclosure

		This information may also be collected, used or disclosed as required or permitted by law.

		Notice Of Other Coverage

		Notices

		Right Of Recovery

		Right To And Payment Of Benefits

		Venue

		ERISA PLAN DESCRIPTION

		Name Of Plan

		Eligibility To Participate In The Plan

		Benefits

		Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits

		Source Of Contributions

		Plan Changes and Termination

		DEFINITIONS

		Chemical Dependency (also called “Substance Use Disorder”)

		Congenital Anomaly Of A Dependent Child

		Cost-Share

		Effective Date

		Eligibility Waiting Period

		Experimental/Investigational Services

		Group

		In-Network Pharmacy (In-Network Retail/In-Network Mail Order Pharmacy)

		In-Network Provider

		Medical Emergency (also called “Emergency”)

		Medical Equipment

		Medically Necessary

		Member (also called “You” and “Your”)

		Non-Contracted Provider

		Obstetrical Care

		Out-Of-Network Provider

		Outpatient

		Outpatient Surgical Center

		Pharmacy Benefit Manager

		Plan (also called “This Plan”)

		Prescription Drug

		Provider

		Psychiatric Condition

		Skilled Care

		Skilled Nursing Facility

		Subscription Charges






 
  


  


 


Saltchuk Resources, Inc. 


 


Your ChoiceTM * 
Base Plan B 


1006087 
 


 







 


INTRODUCTION 
*This booklet is for members of the Saltchuk Resources, Inc. medical plan.  This plan is self-funded by Saltchuk 
Resources, Inc., which means that Saltchuk Resources, Inc. is financially responsible for the payment of plan 
benefits.  Saltchuk Resources, Inc. (“the Group”) has the final discretionary authority to determine eligibility for 
benefits and construe the terms of the plan. 


Saltchuk Resources, Inc. has contracted with Premera Blue Cross, an Independent Licensee of the Blue Cross 
Blue Shield Association, to perform administrative duties under the plan, including the processing of claims.  
Saltchuk Resources, Inc. has delegated to Premera Blue Cross the discretionary authority to determine eligibility 
for benefits and to construe the terms used in this plan to the extent stated in our administrative services contract 
with the Group.  Premera Blue Cross does not insure the benefits of this plan. 


In this booklet Premera Blue Cross is called the “Claims Administrator.”  This booklet replaces any other benefit 
booklet you may have. 


 


This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see 
Definitions).  If Congress, federal or state regulators, or the courts make further changes or clarifications 
regarding the Affordable Care Act and its implementing regulations, including changes which become 
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated 
in this booklet or if they conflict with statements made in this booklet. 


 


Group Name: Saltchuk Resources, Inc. 


Effective Date: January 1, 2019 


Group Number: 1006087 


Plan: Your Choice (Non-Grandfathered) – Saltchuk Headquarters Group 


Certificate Form Number: 10060870119A 


 


 


 







 
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 Ave 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: 1-800-842-5357). 
 
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: 1-800-842-5357) ይደውሉ። 


 
 :(Arabic) العربیة


 معلومات الإشعار ھذا قد یحوي .ھامة معلومات الإشعار ھذا یحوي
 التغطیة التي ترید الحصولأو  طلبك بخصوص مھمة


 مھمة قد تكون ھناك تواریخ Premera Blue Cross  .خلال  من علیھا 
 للحفاظ معینة تواریخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في


یحق لك  التكالیف. دفع في للمساعدة أو الصحیة تغطیتك على
 .تكلفة أیة دون تكبد بلغتك والمساعدة ھذه المعلومات على الحصول
 اتصل بـ


800-722-1471 (TTY: 1-800-842-5357) 
 


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: 1-800-842-5357)。 
 
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: 1-800-842-5357) 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: 1-800-842-5357). 
 







 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 
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: 1-
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 
Cross 를 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: 1-800-842-5357) 로 전화하십시오. 
 
ລາວ (Lao): 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. 
ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະໝັກ 
ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue 
Cross. ອາດຈະມີວັນທີສໍາຄັນໃນແຈ້ງການນ້ີ. 
ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດເວລາສ
ະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ 
ຄວາມຊ່ວຍເຫືຼອເລ່ືອງຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. 
ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ 
ຄວາມຊ່ວຍເຫືຼອເປັນພາສາຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. 
ໃຫ້ໂທຫາ 800-722-1471 (TTY: 1-800-842-5357). 
 







 
��ែខ�រ (Khmer): 
េសចក�ជូីនដំណងឹេនះ�នព័ត៌�ន�៉ងស�ំន់។ 
េសចក� ីជូនដំណឹងេនះ្របែហល��នព័ត៌�ន�៉ង
សំ�ន់អំពីទ្រមង់ែបបបទ 
ឬ�រ�� ប់រងរបស់អ�ក�មរយៈ Premera Blue Cross ។ 
្របែហល��ន 
�លបរ �េច�ទសំ�ន់េ�ក� �ងេសចក� ីជូនដំណឹងេនះ។ 
អ�ក្របែហល�្រត�វ�របេ�� ញសមត��ព 
ដល់កំណត់ៃថ��ក់ច�ស់�� 
េដើម្បីនឹងរក�ទុក�រ���� ប់រងសុខ�ពរបស់អ�ក 
ឬ្រ�ក់ជំនួយេចញៃថ�។ 
អ�ក�នសិទ�ិទទួលព័ត៌�នេនះ 
និងជំនួយេ�ក� �ង��របស់អ�កេ�យមិនអសលុ
យេឡើយ។ សូមទូរស័ព� 800-722-1471  
(TTY: 1-800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨ� ਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨ� ਿਟਸ ਿਵਚ 
Premera Blue Cross ਵਲ�  ਤੁਹਾਡੀ  
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ ਸਕਦੀ 
ਹੈ . ਇਸ ਨ� ਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ ਹੋ ਸਕਦੀਆ ਂਹਨ. ਜੇਕਰ 
ਤੁਸੀ ਜਸਹਤ ਕਵਰੇਜ ਿਰੱਖਣੀ ਹੋਵੇ ਜਾ ਓਸ ਦੀ ਲਾਗਤ ਜਿਵੱਚ 
ਮਦਦ ਦ ੇਇਛੁੱ ਕ ਹੋ ਤ� ਤੁਹਾਨੰੂ ਅੰਤਮ ਤਾਰੀਖ਼ ਤ� ਪਿਹਲ� ਕੱੁਝ 
ਖਾਸ ਕਦਮ ਚੁੱ ਕਣ ਦੀ ਲੋੜ ਹੋ ਸਕਦੀ ਹੈ, ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ 
ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਦਾ 
ਅਿਧਕਾਰ ਹੈ, ਕਾਲ 800-722-1471 (TTY: 1-800-842-5357). 
 


یفارس  (Farsi): 
 یممکن است حاو ەاعلامي این .میباشد مھم اطلاعات یوحا ەاعلامي این


 قیشما از طر یا ەبیم پوشش یا و تقاضا فرم درباره مھم اطلاعات
Premera Blue Cross .ەتوج ەاعلامي این در مھم یھا تاریخ ەب باشد 


ا کمک در پرداخت یمھ تان یب پوشش حقظ یبرا است ممکن شما .نمایید
 یانجام کارھا یبرا یمشخص یھا تاریخ ەب تان، یدرمان ینھ ھایھز


 و اطلاعات این ەک دارید را این حق شما .اج داشتھ باشیدیاحت یخاص
کسب  ینمایید. برا رایگان دریافت طور ەب خود زبان ەب را کمک


  800-722-1471اطلاعات با شماره 
 د.ییتماس برقرار نما )800-842-5357تماس باشماره  TTY(کاربران 


 
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: 1-800-842-5357). 
 


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: 1-800-
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 


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: 1-800-842-
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
ไทย (Thai): 
ประกาศน้ีมขี้อมลูสําคญั 
ประกาศน้ีอาจมขี้อมลูทีสํ่าคญัเกีย่วกบัการการสมคัรหรอืขอบเขตประกนัสุขภาพของ
คุณผา่น Premera Blue Cross 
และอาจมกีาํหนดการในประกาศน้ี 
คุณอาจจะต้องดาํเนนิการภายในกาํหนดระยะเวลาทีแ่น่นอนเพือ่จะรกัษาการประกนั
สุขภาพของคุณหรอืการช่วยเหลอืทีม่คีา่ใ
ช้จา่ย 
คุณมสิีทธทิีจ่ะไดร้บัขอ้มูลและความช่วยเห
ลอืน้ีในภาษาของคุณโดยไมม่คีา่ใช้จา่ย 
โทร 800-722-1471  
(TTY: 1-800-842-5357) 
 
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 







 


HOW TO USE THIS BOOKLET 
This booklet will help you get the most out of your benefits.  Every section contains important information, but the 
ones below may be particularly useful: 
• Summary Of Your Costs — A quick overview of what the plan covers and your costs 
• How Providers Affect Your Costs — how using in-network providers will cut your costs 
• Important Plan Information — Explains the allowed amount and gives you details on the deductible, copays, 


coinsurance, and the out-of-pocket maximum. 
• Covered Services — details about what’s covered 
• Pre-Approval – Describes the plan's pre-approval and emergency admission notification requirements. 
• Exclusions — services that are either limited or not covered under this plan 
• Who Is Eligible For Coverage? – eligibility requirements for this plan 
• How Do I File A Claim? — step-by-step instructions for claims submissions 
• Complaints And Appeals — processes to follow if you want to file a complaint or an appeal 
• Definitions — terms that have specific meanings under this plan.  Example:  “You” and “your” refer to 


members under this plan.  “We,” “us” and “our” refer to Premera Blue Cross. 


FOR MORE INFORMATION 
You'll find our contact information on the back cover of this booklet.  Please call or write Customer Service for 
help with: 
• Questions about benefits or claims 
• Questions or complaints about care you receive 
• Changes of address or other personal information 


You can also get benefit, eligibility and claim information through our Interactive Voice Response system when 
you call. 


Online information about your plan is at your fingertips whenever you need it 
You can use our Web site to: 
• Locate a health care provider near you 
• Get details about the types of expenses you're responsible for and this plan's benefit maximums 
• Check the status of your claims 
• Visit our health information resource to learn about diseases, medications, and more 
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SUMMARY OF YOUR COSTS 
This section shows a summary table of the care covered by your plan.  It also explains the amounts you pay.  
This section does not go into all the details of your coverage.  Please see Covered Services to learn more. 


First, here is a quick look at how this plan works.  Your costs are subject to all of the following. 
• The networks.  To help control the cost of your care, this plan uses Premera's Heritage network in 


Washington.  You may be able to save money if you use an in-network provider.  For more network details, see 
How Providers Affect Your Costs. 


• The allowed amount. This is the most this plan allows for a covered service.  It is often lower than the 
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over 
the allowed amount. See Important Plan Information for details.  For some covered services, you have to pay 
part of the allowed amount.  This is called your cost-share.  This plan's cost-shares are explained below.  You 
will find the amounts in the summary table. 


• The copays.  These are set dollar amounts you pay at the time you get some services.  If the amount billed is 
less than the copay, you pay only the amount billed.  Copays apply to the out-of-pocket maximum unless stated 
otherwise in the summary.  The deductible does not apply to most services that require a copay.  Any 
exceptions are shown in the table. 


• The deductible.  The total allowed amount you pay in each year for out-of-network providers' care before this 
plan starts to make payments for your covered healthcare costs.  You pay down the deductible with each claim. 


 In-Network Providers Out-of-Network Providers 


Individual deductible $750 Shared with in-network 


 In-Network Providers Out-of-Network Providers 


Family deductible (not shown in the 
summary table) 


$2,250 Shared with in-network 


• Coinsurance.  For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.  
This booklet calls your percentage “coinsurance.”  You pay less coinsurance for many benefits when you use 
an in-network provider.  Your coinsurance is shown in the summary table. 


• The out-of-pocket maximum (not shown in the summary table).  This is the most you pay each calendar year 
for any deductibles, copays and coinsurance.  Not all the amounts you have to pay count toward the out-of-
pocket maximum.  See Important Plan Information for details. 


 In-Network Providers Out-of-Network Providers 


Individual out-of-pocket maximum $4,000 None 


Family out-of-pocket maximum $12,000 None 
• Pre-Approval. Some services must be approved in advance before you get them, in order to be covered.  See 


Pre-Approval for details about the types of services and time limits.  Some services have special rules. 


This plan complies with state and federal regulations about diabetes medical treatment coverage.  Please see the 
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies, 
and Foot Care benefits. 


SUMMARY TABLE 
The summary table below shows plan limits and what you pay (your cost-shares) for covered services.  
Facility in the table below means hospitals or other medical institutions.  Professional means doctors, nurses, 
and other people who give you your care.  No charge means that you do not pay any deductible, copay or 
coinsurance for covered services.  No cost-shares means that although you do not pay any deductible, copay or 
coinsurance for covered services, the provider can bill you for amounts over the allowed amount. 
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Acupuncture   
• Office and Clinic Visits 


calendar year visit limit: 12 visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Visits outside an office setting $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Allergy Testing And Treatment $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Ambulance $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Blood Products and Services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Chemotherapy and Radiation 
Therapy 


  


Professional and facility services 
$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Clinical Trials 
Covers routine patient care during 
the trial 


Covered as any other service Covered as any other service 


Dental Care   
• Dental Anesthesia (up to age 19 


when medically necessary)   


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient surgery center 
• Anesthesiologist 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Dental Injury   


• Exams to determine treatment 
needed $25 copay per visit, deductible waived $750 deductible, then 50% 


coinsurance 


• Treatment $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Diagnostic Lab, X-Ray And 
Imaging for medical conditions or 
symptoms 
Tests, lab, imaging and scans 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Diagnostic Mammography No charge $750 deductible, then 50% 
coinsurance 


Dialysis 
For permanent kidney failure.  See 
the Dialysis benefit for details. 


  


• During Medicare's waiting period $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• After Medicare's waiting period No charge No cost-shares 
Emergency Room 
• Facility charges 


You may have additional costs 
for other services.  Examples are 
X-rays or lab tests.  See those 
covered services for details. 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 
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The copay is waived if you are 
admitted as an inpatient through 
the emergency room. 


• Professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 20% 
coinsurance 


Foot Care 
such as trimming nails or corns, 
when medically necessary due to a 
medical condition 


  


• In an office or clinic $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• All other settings $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Hearing Care 
• Hearing Exams 


Limit each calendar year: 1 
exam/test 


No charge $750 deductible, then 50% 
coinsurance 


• Hearing Hardware 


Limit per 2-calendar year period: 
$1,000 


No charge No cost-shares 


Home Health Care 
calendar year visit limit: 130 visits 


  


• Home visits 
• Prescription drugs billed by the 


home health agency 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Home Medical Equipment (HME), 
Orthotics, Prosthetics And 
Supplies 
• Sales tax for covered items 
• Foot orthotics and therapeutic 


shoes; calendar year limit:  None 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Medical vision hardware    
Hospice Care 


Lifetime limit for terminal illness: 6 
months 
Lifetime limit for non-terminal 
illness: none 
Inpatient stay limit: 10 days 
Home visits: Unlimited 
Respite care: 240 hours 


  


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Home and respite care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Prescription drugs billed by the 
hospice 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 
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Hospital   
• Inpatient Care   


• Professional $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Facility $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient Care   


• Professional* $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Facility $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


*Also see Surgery for details   


Infusion Therapy 
$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Mastectomy and Breast 
Reconstruction 


  


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Surgery and other professional 
services 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Maternity Care 
Care during pregnancy, childbirth 
and after the baby is born.  See the 
Preventive Care benefit for routine 
exams and tests during pregnancy.  


  


Abortion is also covered.   


• Professional care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient hospital, birthing 
centers and short-stay hospitals 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Medical Foods 
includes phenylketonuria (PKU) 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Mental Health Care   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient and residential facility 
care 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 
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Neurodevelopmental Therapy 
(Habilitation) 
See the Mental Health Care benefit 
for therapies for mental conditions 
such as autism. 


  


• Outpatient care 
calendar year visit limit: 45 visits   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other outpatient services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient care 
calendar year day limit: 30 days 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Newborn Care   


• Inpatient care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other outpatient services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Prescription Drug 
In no case will you pay more than 
the cost of the drug or supply. 


  


Covered Drugs In-Network Retail Pharmacy Out-Of-Network Retail Pharmacy 


• Preferred Generic drugs $10 copay $10 copay 
plus 40% coinsurance 


• Preferred brand name drugs $30 copay $30 copay 
plus 40% coinsurance 


• Non-preferred generic and brand 
name drugs 30% coinsurance 30% coinsurance 


plus 40% coinsurance 


 In-Network Mail-Order Pharmacy Out-Of-Network Mail-Order 
Pharmacy 


• Preferred Generic drugs $20 copay Not covered 
• Preferred brand name drugs $60 copay Not covered 
• Non-preferred generic and brand 


name drugs 
30% coinsurance Not covered 


PV2 Preventive Drugs 
Generic and brand-name drugs 


No charge No cost-shares 


Specialty Drugs (per prescription 
or refill). You must use a specialty 
pharmacy for these drugs to be 
covered. 


In-Network Specialty Pharmacy Out-Of-Network Specialty Pharmacy 


• Preferred specialty drugs $50 copay Not covered 
• Non-preferred specialty drugs 30% coinsurance Not covered 
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Exceptions 
In-Network Retail or In-Network 


Mail Order Pharmacy Out-Of-Network Retail Pharmacy 


• Needles and syringes purchased 
with diabetic drugs No charge No cost-shares 


• Certain prescription drugs and 
generic over-the-counter drugs to 
break a nicotine habit 


No charge Same as out-of-network retail 


• Drugs on the Affordable Care 
Act's preventive drug list No charge Same as out-of-network retail 


• Female birth control drugs, 
devices and supplies 
(prescription and over-the-
counter).  Includes emergency 
birth control. 


No charge Same as out-of-network retail 


Preventive Care In-Network Providers Out-of-Network Providers 
• Preventive exams, including 


vision and oral health screening 
for members under 19, diabetes 
and depression screening 


No charge Not covered 


• Department of Transportation 
physicals No charge Not covered 


• Immunizations in the doctor's 
office No charge Not covered 


• Flu shots and other seasonal 
immunizations at a pharmacy or 
mass immunizer location 


No charge No cost-shares 


• Travel immunizations at a travel 
clinic or county health 
department 


No charge No cost-shares 


• Health education and training 
(outpatient) No charge Not covered 


• Nicotine habit-breaking programs No charge Not covered 
• Fall prevention for members 65 


and older No charge Not covered 


• Nutritional counseling and 
therapy No charge $750 deductible, then 50% 


coinsurance 
• Screening tests (includes 


mammograms, colon cancer 
screening, prostate and cervical 
cancer screening) 


No charge $750 deductible, then 50% 
coinsurance 


• Colon Cancer screening No charge $750 deductible, then 50% 
coinsurance 


• Vitamin D testing No charge $750 deductible, then 50% 
coinsurance 


• Pregnant women's care (includes 
breast-feeding support and post-
partum depression screening) 


No charge $750 deductible, then 50% 
coinsurance 
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• Female birth control and 
sterilization  No charge $750 deductible, then 50% 


coinsurance 


• Male sterilization No charge $750 deductible, then 50% 
coinsurance 


Professional Visits and Services 
You may have extra costs for other 
services like lab tests and facility 
charges.  Also see Allergy Testing 
And Treatment and Therapeutic 
Injections. 


  


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Electronic visits (e-visits) $25 copay per visit, deductible waived Not covered 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Psychological and 
Neuropsychological Testing 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Rehabilitation Therapy   
• Outpatient Care 


calendar year visit limit: 45 visits   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other outpatient services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient Care 
calendar year day limit: 30 days 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Skilled Nursing Facility Care 
calendar year day limit: 180 days 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Sleep Studies   
• In the member's home 


(members 19 or older) No charge $750 deductible, then 50% 
coinsurance 


• In an outpatient facility $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Spinal and Other Manipulations 
calendar year visit limit: 12 visits $25 copay per visit, deductible waived $750 deductible, then 50% 


coinsurance 


Substance Use Disorder   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient and residential facility 
care 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Outpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 
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Surgery 
(includes anesthesia and blood 
transfusions)  See the Hospital and 
Surgical Center Care – Outpatient 
benefits for facility charges. 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• For certain spinal surgeries, 
cardiac procedures and knee and 
hip replacements: 


  


• Select Centers of Care $750 deductible, then 0% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$750 deductible, then 0% 
coinsurance Not applicable 


• Other providers (travel not 
covered) 


$750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• For bariatric surgery: 
Limit: $60,000 lifetime limit 


  


• Select Centers of Care $750 deductible, then 20% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$750 deductible, then 20% 
coinsurance Not applicable 


• Other providers (travel not 
covered Not covered Not covered 


Surgical Center Care – Outpatient $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Telehealth Virtual Care No charge $750 deductible, then 50% 
coinsurance 


Temporomandibular Joint 
Disorders (TMJ) Care   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Therapeutic Injections $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Transgender Services   


• Office and clinic visits $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Other professional services $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 
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• Inpatient facility care $750 deductible, then 20% 
coinsurance 


$750 deductible, then 50% 
coinsurance 


Transplants 
(includes donor search and 
donation costs) 


  


• Inpatient facility care  $750 deductible, then 20% 
coinsurance Not covered* 


• Office and clinic visits $25 copay per visit, deductible waived Not covered* 
• Surgery and other professional 


services 
$750 deductible, then 20% 
coinsurance Not covered* 


• Travel and lodging: $7,500 limit 
per transplant 
 


*All approved transplant centers 
covered at the in-network level 


$750 deductible, 0% coinsurance $750 deductible, 0% coinsurance 


Urgent Care 
Services at an urgent care center. 


(See Diagnostic Lab, X-Ray And 
Imaging for tests received while at 
the center. Your deductible and 
coinsurance apply to facility 
charges.) 


  


• Freestanding urgent care centers $25 copay per visit, deductible waived $750 deductible, then 50% 
coinsurance 


• Urgent care centers attached to 
or part of a hospital 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 


$150 copay per visit, then $750 
deductible, then 20% coinsurance 
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HOW PROVIDERS AFFECT YOUR COSTS 
This plan's benefits and your out-of-pocket expenses depend on the providers you see.  In this section you’ll find 
out how the providers you see can affect this plan's benefits and your costs. 


In-Network Providers 
This plan is a Preferred Provider Plan (PPO).  This means that the plan provides you benefits for covered 
services from providers of your choice.  Its benefits are designed to provide lower out-of-pocket expenses when 
you receive care from in-network providers.  There are some exceptions, which are explained below. 


In-Network providers are: 
• Providers in the Heritage network in Washington.  For care in Clark County, Washington, you also have access 


to providers through the BlueCard® Program. 
• Providers in Alaska that have signed contracts with Premera Blue Cross Blue Shield of Alaska. 
• For care outside the service area (see Definitions), providers in the local Blue Cross and/or Blue Shield 


Licensee's network shown below.  (These Licensees are called “Host Blues” in this booklet.)  See Out-Of-Area 
Care later in the booklet for more details. 
• Wyoming: The Host Blue's Traditional (Participating) network 
• All Other States:  The Host Blue's PPO (Preferred) network 


In-Network pharmacies are available nationwide. 


In-Network providers provide medical care to members at negotiated fees.  These fees are the allowed amounts 
for in-network providers.  When you receive covered services from an in-network provider, your medical bills will 
be reimbursed at a higher percentage (the in-network benefit level).  This means lower cost-shares for you, as 
shown in the Summary Of Your Costs.  In-Network providers will not charge you more than the allowed amount 
for covered services.  This means that your portion of the charges for covered services will be lower. 


A list of in-network providers is in our Heritage provider directory.  You can access the directory at any time on our 
Web site at www.premera.com.  You may also ask for a copy of the directory by calling Customer Service.  The 
providers are listed by geographical area, specialty and in alphabetical order to help you select a provider that is 
right for you.  You can also call the BlueCard provider line to locate an in-network provider.  The numbers are on 
the back cover of this booklet and on your Premera Blue Cross ID card. 


We update this directory regularly but the listings can change.  Before you get care, we suggest that you call us 
for current information or to make sure that your provider, their office location or their provider group is in the 
Heritage network. 


Important Note:  You’re entitled to receive a provider directory automatically, without charge. 


Continuity Of Care 
If you are in active relationship and treatment, and your doctor or health care provider is no longer in your 
network, you may be able to continue to see that provider for a period of time.  An “active relationship” means that 
you have had three or more visits with the provider within the past 12 months. 


Continuity of care does not apply if your provider: 
• No longer holds an active license 
• Relocates out of the service area 
• Goes on leave of absence 
• Is unable to provide continuity of care because of other reasons 
• Does not meet standards of quality of care 


You must continue to be enrolled on this plan to be eligible for any continuity of care benefit. 


We will notify you immediately if the provider contract termination will happen within 30 days.  Otherwise, we will 
notify you no later than 10 days after the provider's contract ends if we know that you are under an active 
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treatment plan.  If we learn that you are under an active treatment plan after your provider's contract ends, we will 
notify you no later than the 10th day after we become aware of this fact. 


You can request continuity of care by contacting Care Management.  The contact information is on the back cover 
of this booklet. 


If you are approved for continuity of care, you will get continuing care from the terminating provider until the 
earliest of the following: 
• The 90th day after we notified you that your provider's contract ended 
• The 90th day after we notified you that your provider's contract ended, or the date your request for continuity of 


care was received or approved, whichever is earlier 
• The day after you complete the active course of treatment entitling you to continuity of care 
• If you are pregnant, and become eligible for continuity of care after commencement of the second trimester of 


the pregnancy, you will receive continuity of care 
• As long as you continue under an active course of treatment, but no later than the 90th day after we notified you 


that your provider's contract ended, or the date your request for continuity of care was received or approved, 
whichever is earlier 


When continuity of care ends, you may continue to receive services from this same provider, however, the plan 
will pay benefits at the out-of-network benefit level. Please see the Summary Of Your Costs for more 
information. If we deny your request for continuity of care, you may appeal the denial. Please see Complaints 
and Appeals. 


Out-Of-Network Providers 
Out-of-network providers are providers that are not in one of the networks shown above.  Your bills will be 
reimbursed at a lower percentage (the out-of-network benefit level).  This means higher cost-shares for you, as 
shown in the Summary Of Your Costs. 
• Some providers in Washington that are not in the Heritage network do have a contract with us.  Even though 


your bills will be reimbursed at the lower percentage (the out-of-network benefit level), these providers will not 
bill you for any amount above the allowed amount for a covered service.  The same is true for a provider that is 
in a different network of the local Host Blue. 


• There are also providers who do not have a contract with us, Premera Blue Cross Blue Shield of Alaska or the 
local Host Blue at all.  These providers are called “non-contracted” providers in this booklet.  Their covered 
services are based on a lower allowed amount.  See Important Plan Information.  “Non-contracted” providers 
also have the right to charge you more than the allowed amount for a covered service.  You may also be 
required to submit the claim yourself.  See How Do I File A Claim? for details. 


Amounts in excess of the allowed amount don’t count toward any applicable calendar year deductible, 
coinsurance or out-of-pocket maximum. 


Services you receive in an in-network facility may be provided by physicians, anesthesiologists, radiologists or 
other professionals who are out-of-network providers.  When you receive services from these out-of-network 
providers, you may be responsible for amounts over the allowed amount as explained above. 


In-Network Benefits For Out-Of-Network Providers 
The following covered services and supplies provided by out-of-network providers will always be covered at the 
in-network level of benefits: 
• Emergency care for a medical emergency.  (Please see the Definitions section for definitions of these terms.)  


This plan provides worldwide coverage for emergency care. 


The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and 
without regard as to whether the health care provider furnishing the services is an in-network provider.  
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level.  As 
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the 
allowed amount. 


• Services from certain categories of providers to which provider contracts are not offered.  These types of 
providers are not listed in the provider directory. 
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• Services associated with admission by an in-network provider to an in-network hospital that are provided by 
hospital-based providers. 


• Facility and hospital-based provider services received in Washington from a hospital that has a provider 
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t 
have admitting privileges at a Heritage hospital. 


• Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico 
and the U.S. Virgin Islands. 


If a covered service is not available from an in-network provider, you can receive benefits for services provided by 
an out-of-network provider at the in-network benefit level.  However, you must request this before you get the 
care.  See Pre-Approval to find out how to do this. 


IMPORTANT PLAN INFORMATION 
This section of your booklet explains the types of expenses you must pay for covered services before the benefits 
of this plan are provided.  (These are called “cost-shares” in this booklet.)  To prevent unexpected out-of-pocket 
expenses, it’s important for you to understand what you’re responsible for.   


The allowed amount is also explained. 


You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs. 


COPAYMENTS (COPAYS) 
Copayments (“copays”) are fixed up-front dollar amounts that you’re required to pay for certain covered services.  
Your provider of care may ask that you pay the copay at the time of service.  If the amount billed is less than the 
copay, you only pay the amount billed. 


Professional Visit Copay Certain services in the doctor's office don’t require a copay.  However, the 
Professional Visit Copay may apply if you have a consultation with the provider or receive other services.  
Separate copays will apply if you see more than one provider on the same day.  But only one copay per provider 
per day will apply.  If the copay amounts differ, the highest will apply. 


CALENDAR YEAR DEDUCTIBLE 
A calendar year deductible is the amount of expense you must incur in each calendar year for covered services 
and supplies before this plan provides certain benefits.  The amount credited toward the calendar year deductible 
for any covered service or supply won’t exceed the allowed amount (please see the Allowed Amount subsection 
below in this booklet). 


While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum 
number of visits or days of care that can be covered.  We don't count allowed amounts that apply to your 
individual in-network or out-of-network calendar year deductibles toward dollar benefit maximums.  But if you 
receive services or supplies covered by a benefit that has any other kind of maximum, we do count the services 
or supplies that apply to either of your individual calendar year deductibles toward that maximum. 


Individual Deductible 


An “Individual Deductible” is the amount each member must incur and satisfy before certain benefits of this plan 
are provided. 


Family Deductible 


We also keep track of the expenses applied to the individual deductible that are incurred by all enrolled family 
members combined.  When the total equals a set maximum, called the “Family Deductible,” we will consider the 
individual deductible of every enrolled family member to be met for the year.  Only the amounts used to satisfy 
each enrolled family member's individual deductible will count toward the family deductible. 


Fourth Quarter Carryover 


Expenses you incur for covered services and supplies in the last 3 months of a calendar year which are used to 
satisfy all or part of the calendar year deductible will also be used to satisfy all or part of the next year's 
deductible.  If your plan also includes an out-of-pocket maximum, however, the expenses carried over to satisfy 
the next year's deductible will not be applied to the next year's out-of-pocket maximum. 
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What Doesn’t Apply To The Calendar Year Deductible? 


Amounts that don’t accrue toward this plan’s calendar year deductible are: 
• Amounts that exceed the allowed amount 
• Charges for excluded services 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 
• Copays 
• The coinsurance for in-network pharmacies stated in the Summary Of Your Costs 


COINSURANCE  
“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive.  It's the 
percentage you’re responsible for, not including copays and the calendar year deductible, when the plan provides 
benefits at less than 100% of the allowed amount.  You will find your coinsurance in the Summary Of Your 
Costs. 


OUT-OF-POCKET MAXIMUM 
The “individual out-of-pocket maximum” is the maximum amount, made up of the cost-shares below, that each 
individual could pay each calendar year for certain covered services and supplies.  Please refer to the Summary 
Of Your Costs for the amount of out-of-pocket maximums you're responsible for. 


Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of 
allowed amounts for the remainder of that calendar year for covered services that are subject to the 
maximum. 


Cost-shares that apply to the out-of-pocket maximum are: 
• Your coinsurance 
• The calendar year deductible 


Once the family deductible is met, your individual deductible will be satisfied.  However, you must still pay any 
other cost-shares shown in the Summary Of Your Costs until your individual out-of-pocket maximum is 
reached. 


• Copays 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 


There are some exceptions.  Expenses that do not apply to the out-of-pocket maximum are: 
• Charges above the allowed amount 
• Charges not covered by the plan 
• Your cost-shares for services of out-of-network providers.  However, benefits that always apply in-network cost-


shares, like the Emergency Room benefit, will apply toward the out-of-pocket maximum. 
• Your cost-shares for covered drugs purchased from out-of-network pharmacies. 
• Copays for exams covered under the Hearing Exams benefit 


We keep track of the total cost-shares applied to the individual out-of-pocket maximum that are incurred by all 
enrolled family members combined.  When this total equals a set maximum, called the “Family Out-of-Pocket 
Maximum,” we will consider the individual out-of-pocket maximum of every enrolled family member to be met for 
that calendar year.  Only the amounts used to satisfy each enrolled family member’s individual out-of-pocket 
maximum will count toward the family out-of-pocket maximum. 


ALLOWED AMOUNT 
This plan provides benefits based on the allowed amount for covered services.  We reserve the right to determine 
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative 
services agreement with us.  The allowed amount is described below.  There are different rules for emergency 
services.  These rules are shown below the general rules. 
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General Rules 
• Providers In Washington and Alaska Who Have Agreements With Us 


For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant 
to the applicable agreement between us and the provider.  These providers agree to seek payment from us 
when they furnish covered services to you.  You’ll be responsible only for any applicable calendar year 
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services 
and supplies not covered under this plan. 
Your liability for any applicable calendar year deductibles, coinsurance, copays and amounts applied toward 
benefit maximums will be calculated on the basis of the allowed amount. 


• Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield 
Licensees 
For covered services and supplies received outside the service area, allowed amounts are determined as 
stated in the What Do I Do If I’m Outside Washington And Alaska? section (Out-Of-Area Care) in this 
booklet. 


• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 
The allowed amount for providers in the service area that don't have a contract with us is the least of the three 
amounts shown below.  The allowed amount for providers outside the service area that don't have a contract 
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below. 
• An amount that is no less than the lowest amount we pay for the same or similar service from a comparable 


provider that has a contracting agreement with us 
• 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if 


available 
• The provider’s billed charges.  Note: Ambulances are always paid based on billed charges. 
If applicable law requires a different allowed amount than the least of the three amounts above, this plan will 
comply with that law. 


Dialysis Due To End Stage Renal Disease 
• Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees 


The allowable charge is the amount explained above in this definition. 
• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 


The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the 
Medicare-approved amount and no more than 90% of billed charges.   
The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved 
amount, even when a member who is eligible for Medicare does not enroll in Medicare.  
See the Dialysis benefit for more details. 


Emergency Care 
Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the 
following amounts: 
• The median amount that Heritage network providers have agreed to accept for the same services 
• The amount Medicare would allow for the same services 
• The amount calculated by the same method the plan uses to determine payment to out-of-network providers 
In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount. 
When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or 
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of 
the allowed amount (see the Summary Of Your Costs for further detail). 
Note:  Non-contracted ambulances are always paid based on billed charges. 


The allowed amount will be the amount allowed for out-of-network providers even when the provider's services 
are covered at the in-network benefit level. 
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If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID 
card. 


COVERED SERVICES 
This section of your booklet describes the services and supplies that the plan covers.  Benefits are available for a 
service or supply described in this section when it meets all of these requirements: 
• It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness, 


disease or injury. 
• It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a 


medically necessary setting. 
• It must not be excluded from coverage under this plan. 
• The expense for it must be incurred while you’re covered under this plan. 
• It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing 


services within the scope of his or her license or certification. 
• It must meet the standards set in our medical and payment policies.  The plan uses policies to administer the 


terms of the plan.  Medical policies are generally used to further define medical necessity or investigational 
status for specific procedures, drugs, biologic agents, devices, level of care or services.  Payment policies 
define our provider billing and payment rules.  Our policies are based on accepted clinical practice guidelines 
and industry standards accepted by organizations like the American Medical Association (AMA), other 
professional societies and the Center for Medicare and Medicaid Services (CMS).  Our policies are available to 
you and your provider at www.premera.com or by calling Customer Service. 


Benefits for some types of services and supplies may be limited or excluded under this plan.  Please refer to the 
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered 
services and supplies, limitations and exclusions.  You will find limits on days or visits and dollar limits in the 
Summary Of Your Costs. 


The Summary Of Your Costs also explains your cost-shares under each benefit. 


Acupuncture 
This benefit covers acupuncture to: 
• Relieve pain 
• Provide anesthesia for surgery 
• Treat a covered illness, injury, or condition 


Allergy Testing and Treatment 


This benefit covers: 
• Testing 
• Allergy shots 
• Serums 


Ambulance 
This benefit covers:  
• Transport to the nearest facility that can treat your condition 
• Medical care you get during the trip 
• Transport from one medical facility to another as needed for your condition 
• Transport to your home when medically necessary 


These services are only covered when:   
• Any other type of transport would put your health or safety at risk 
• The service is from a licensed ambulance 
• It is for the member who needs transport 
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Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detail. 


Blood Products and Services 
Benefits are provided for blood and blood derivatives. 


Chemotherapy And Radiation Therapy 
This benefit covers: 
• Outpatient chemotherapy and radiation therapy 
• Supplies, solutions and drugs 
• Extractions to prepare the jaw for radiation treatment 


For drugs you get from a pharmacy, see Prescription Drug.  Some services need to be pre-approved before you 
get them.  See Pre-Approval for details. 


Clinical Trials 
A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and 
other life-threatening conditions. 


This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.  
The clinical trial must be suitable for your health condition.  You also have to be enrolled in the trial at the time of 
treatment. 


Benefits are based on the type of service you get.  For example, if you have an office visit, it's covered under 
Professional Visits And Services and if you have a lab test, it's covered under Diagnostic Lab, X-Ray And 
Imaging. 


This benefit doesn't cover: 
• Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect 


information for the trial) 
• The drug, device or services being tested 
• Travel costs to and from the clinical trial 
• Housing, meals, or other nonclinical expenses 
• A service that isn't consistent with established standards of care for a certain condition 
• Services, supplies or drugs that would not be charged to you if there were no coverage. 
• Services provided to you in a clinical trial that are fully paid for by another source 
• Services that are not routine costs normally covered under this plan 


Dental Care 
This benefit will only be provided for the dental services listed below. 


Dental Anesthesia 


Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care 


This benefit covers: 
• Hospital or other facility care 
• General anesthesia provided by an anesthesia professional other than the dentist or the physician performing 


the dental care 


This benefit is covered for any one of the following reasons: 
• The member is under age 19 and failed patient management in the dental office 
• The member has a disability, medical or mental health condition making it unsafe to have care in a dental office 
• The severity and extent of the dental care prevents care in a dental office 
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Dental Injury 


Treatment of dental injuries to teeth, gum and jaw. 


This benefit covers: 
• Exams 
• Consultations 
• Dental treatment 
• Oral surgery 


This benefit is covered on sound and natural teeth that: 
• Do not have decay 
• Do not have a large number of restorations such as crowns or bridge work 
• Do not have gum disease or any condition that would make them weak 


Care is covered within 12 months of the injury.  If more time is needed, please ask your doctor to contact 
Customer Service. 


This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.  


Diagnostic Lab, X-Ray And Imaging 
Covered services include: 
• Bone density screening for osteoporosis 
• Cardiac testing 
• Pulmonary function testing 
• Diagnostic imaging and scans such as x-rays 
• Lab services 
• Mammograms (including 3-D mammograms) for a medical condition 
• Neurological and neuromuscular tests 
• Pathology tests 
• Echocardiograms 
• Ultrasounds 
• Computed Tomography (CT) scan 
• Nuclear cardiology 
• Magnetic Resonance Imaging (MRI) 
• Magnetic Resonance Angiography (MRA) 
• Positron Emission Tomography (PET) scan 


For additional details see the following benefits: 
• Preventive Care 
• Hospital 
• Emergency Room  


Some tests need to be approved before you receive them.  See Pre-Approval for details. 


Dialysis 
When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare.  If eligible, it is 
important to enroll in Medicare as soon as possible.  When you enroll in Medicare, this plan and Medicare will 
coordinate benefits.  In most cases, this means that you will have little or no out-of-pocket expenses.  


Medicare has a waiting period, generally the first 90 days after dialysis starts.  Benefits are different for dialysis 
during Medicare's waiting period than after the waiting period ends.  Please see the Summary Of Your Costs. 
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In-Network providers are paid according to their provider contracts.  The amount the plan pays out-of-network 
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do 
not enroll in Medicare. 


If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will 
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered 
services.  See Allowed Amount in Important Plan Information for more information. 


Emergency Room 
This benefit covers:  
• Emergency room and doctor services 
• Equipment, supplies and drugs used in the emergency room 
• Services and exams used for stabilizing an emergency medical condition 
• Diagnostic tests performed with other emergency services 
• Medically necessary detoxification 


You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See 
Pre-Approval for details. 


You may need to pay charges over the allowed amount if you get care from a provider not in your network. See 
How Providers Affect Your Costs for details. 


Foot Care 
This benefit covers: 
• Medically necessary foot care 
• Treatment of corns and calluses 
• Treatment of certain toenail conditions 


Hearing Care 
Hearing Exams 


Hearing exam services include: 
• Examination of the inner and exterior of the ear 
• Observation and evaluation of hearing, such as whispered voice and tuning fork 
• Case history and recommendations 
• Hearing testing services, including the use of calibrated equipment. 


The Hearing Exams benefit doesn’t cover hearing hardware or fitting examinations for hearing hardware. 


Hearing Hardware 


To receive your hearing hardware benefit: 
• You must be examined by a licensed physician (M.D. or D.O.) or audiologist (CCC-A or CCC-MSPA) before 


obtaining hearing aids 
• You must purchase a hearing aid device 


Benefits are provided for the following: 
• Hearing aids (monaural or binaural) prescribed as a result of an exam 
• Ear molds 
• The hearing aid instruments 
• Hearing aid rental while the primary unit is being repaired 
• The initial batteries, cords and other necessary ancillary equipment 
• A warranty, when provided by the manufacturer 
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• A follow-up consultation within 30 days following delivery of the hearing aids with either the prescribing 
physician or audiologist 


• Repairs, servicing, and alteration of hearing aid equipment purchased under this benefit 


This benefit doesn’t cover: 
• Hearing aids purchased before your effective date of coverage under this plan 
• Batteries or other ancillary equipment other than that obtained upon purchase of the hearing aids 
• Hearing aids that exceed the specifications prescribed for correction of hearing loss 
• Expenses incurred after your coverage under this plan ends unless hearing aids were ordered before that date 


and were delivered within 90 days after the date your coverage ended 
• Charges in excess of this benefit.  These expenses are also not eligible for coverage under other benefits of 


this plan. 


Home Health Care 
Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by 
staff who works for a home health agency that is state-licensed or Medicare-certified. 


Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor. 
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in 
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the 
plan. 


This benefit covers:  
• Home visits and short-term nursing care 
• Home medical equipment, supplies and devices 
• Prescription drugs given by the home health care agency 
• Therapy, such as physical, occupational or speech therapy to help regain function 


Only the following employees of a home health agency are covered:  
• A registered nurse 
• A licensed practical nurse 
• A licensed physical or occupational therapist 
• A certified speech therapist 
• A home health aide directly supervised by one of the above listed providers 
• A person with a master’s degree in social work 


This benefit does not cover:  
• Over-the-counter drugs, solutions and nutritional supplements 
• Non-medical services, such as housekeeping 
• Services that bring you food, such as Meals on Wheels, or advice about food 
• Private duty or 24-hour nursing care.  Private duty nursing is the independent hiring of a nurse by a family or 


member to provide care without oversight by a home health agency.  The care may be skilled, supportive or 
respite in nature. 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies 
This benefit covers: 


Home Medical Equipment (HME), fitting expenses and sales tax.  This plan also covers rental of HME, not to 
exceed the purchase price.  


Covered items include: 
• Wheelchairs 
• Hospital beds 
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• Traction equipment 
• Ventilators 
• Diabetic equipment, such as an insulin pump 


Medical Supplies such as: 
• Dressings  
• Braces 
• Splints 
• Rib belts 
• Crutches  
• Blood glucose monitor and supplies 
• Supplies for an insulin pump 


Medical Vision Hardware to correct vision due to medical eye conditions such as: 
• Corneal ulcer 
• Bullous keratopathy 
• Recurrent erosion of cornea 
• Tear film insufficiency 
• Aphakia 
• Sjogren’s disease 
• Congenital cataract 
• Corneal abrasion 
• Keratoconus 
• Progressive high (degenerative) myopia 
• Irregular astigmatism 
• Aniridia 


External Prosthetics and Orthotic Devices used to: 
• Replace absent body limb and/or 
• Replace broken or failing body organ 


Orthopedic Shoes and Shoe Inserts 


Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot 
problems. 


You must have a written order for the items. Your doctor must state your condition and estimate the period of its 
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval). 


This benefit does not cover: 
• Hypodermic needles, lancets, test strips, testing agents and alcohol swabs.  These services are covered under 


Prescription Drug. 
• Supplies or equipment not primarily intended for medical use 
• Special or extra-cost convenience features 
• Items such as exercise equipment and weights 
• Over bed tables, elevators, vision aids, and telephone alert systems 
• Over-the-counter orthotic braces and/or cranial banding 
• Non-wearable external defibrillators, trusses and ultrasonic nebulizers 
• Blood pressure cuffs/monitors (even if prescribed by a physician) 
• Enuresis alarm 







 


 21 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


• Compression stockings which do not require a prescription 
• Physical changes to your house or personal vehicle 
• Orthopedic shoes used for sport, recreation or similar activity 
• Penile prostheses 
• Routine eye care 
• Prosthetics, intraocular lenses, equipment or devices which require surgery.  These items are covered under 


the Surgery benefit. 


Hospice Care 
To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and 
approved by a physician (M.D. or D.O.).  In the plan of care, the physician must certify that confinement in a 
hospital or skilled nursing facility would be required without hospice services. 


The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is 
licensed or certified by the state it operates in.  See the Summary Of Your Costs for limits. 


Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist 
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech, 
Language, and Hearing Association; a home health aide directly supervised by one of the above providers 
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a 
master’s degree in social work. 


The Hospice Care benefit covers: 
• Hospice care for a terminally ill member, for up to 6 months.  Benefits may be provided for up to an additional 6 


months of care when needed.  The initial 6-month period starts on the first day of covered hospice care.   
• Palliative care for a member who has a serious or life-threatening condition that is not terminal.  Coverage of 


palliative care can be extended based on the member's specific condition.  Coverage includes expanded 
access to home-based care and care coordination. 


Covered services are: 
• In-home intermittent hospice visits by one or more of the hospice employees above.   
• Respite care to relieve anyone who lives with and cares for the terminally ill member. 
• Inpatient hospice care This benefit provides for inpatient services and supplies used while you’re a hospice 


inpatient, such as solutions, medications or dressings, when ordered by the attending physician. 
• Insulin and Other Hospice Provider Prescribed Drugs Benefits are provided for prescription drugs and 


insulin furnished and billed by a hospice. 


This benefit doesn’t cover: 
• Over-the-counter drugs, solutions and nutritional supplements 
• Services provided to someone other than the ill or injured member 
• Services of family members or volunteers 
• Services, supplies or providers not in the written plan of care or not named as covered in this benefit 
• Non-medical services, such as spiritual, bereavement, legal or financial counseling 
• Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for 


those of a home health aide as prescribed by the plan of care; and transportation services 


Hospital 
This benefit covers: 
• Inpatient room and board 
• Doctor and nurse services 
• Intensive care or special care units 
• Operating rooms, procedure rooms and recovery rooms 
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• Surgical supplies and anesthesia 
• Drugs, blood, medical equipment and oxygen for use in the hospital 
• X-ray, lab and testing billed by the hospital 


Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not 
have a network contract at all.  In that case, you will have to pay any amounts over the allowed amount. 


You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers 
Affect Your Costs for details. 


We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details. 


This benefit does not cover: 
• Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or 


your condition makes inpatient care medically necessary 
• Any days of inpatient care beyond what is medically necessary to treat the condition 


Infusion Therapy 
Fluids infused into the vein through a needle or catheter as part of your course of treatment. 


Infusion examples include: 
• Drug therapy 
• Pain management 
• Total or partial parenteral nutrition (TPN or PPN) 


This benefit covers:  
• Outpatient facility and professional services 
• Professional services provided in an office or home 
• Prescription drugs, supplies and solutions used during infusion therapy 


This benefit does not cover over-the-counter:  
• Drugs and solutions 
• Nutritional supplements 


Mastectomy and Breast Reconstruction 
Mastectomy and breast reconstruction services are covered on the same basis as any other condition. 


Benefits are provided for mastectomy necessary due to disease, illness or injury. 


This benefit covers: 
• Reconstruction of the breast on which mastectomy was performed 
• Surgery and reconstruction of the other breast to produce a similar appearance 
• Physical complications of all stages of mastectomy, including lymphedema treatment and supplies 
• Inpatient care 


Planned hospital admissions require pre-approval, see Pre-Approval for details. 


Maternity Care 
Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female 
members. 


The Maternity Care benefit includes coverage for abortion. 


Facility Care 


This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including 
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on 
accepted medical practice. 
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Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Plan benefits are also provided for medically necessary supplies related to home births. 


Professional Care 
• Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of 


congenital disorders of the fetus.  
• Delivery, including cesarean section, in a medical facility, or delivery in the home 
• Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Postpartum care includes services of the attending provider, a home health 
agency and/or registered nurse. 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.).  If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services 
received on multiple dates of service, this plan will cover those services as it would any other surgery.  Please see 
the Surgery benefit for details on surgery coverage. 


Please see the Preventive Care benefit for women's preventive care during and after pregnancy. 


Medical Foods 
Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding 
tube under strict supervision of a doctor.  They provide most of a person’s nutrition. They are designed to treat a 
specific problem that can be detected using medical tests. 


This benefit covers: 
• Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU)) 
• Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach 


and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder) 
• Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption) 


disorder 
• Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a 


tube 


Medical foods must be prescribed and supervised by doctors or other health care providers. 


This benefit does not cover: 
• Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions 
• Specialized infant formulas 
• Lactose-free foods 


Mental Health Care 
Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as 
stated below. 


Services must be consistent with published practices that are based on evidence when available or follow clinical 
guidelines or a consensus of expert opinion published by national mental health professional organizations or 
other reputable sources.  If no such published practices apply, services must be consistent with community 
standards of practice. 


Covered mental health services are: 
• Inpatient care  
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• Outpatient therapeutic visits.  “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session 
with a mental health provider of a duration consistent with relevant professional standards as defined in the 
Current Procedural Terminology manual, published by the American Medical Association. 


• Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition) 
• Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism 


spectrum disorders. 
• Applied behavioral analysis (ABA) therapy for members with one of the following: 


• Autistic disorder 
• Autism spectrum disorder 
• Asperger's disorder 
• Childhood disintegrative disorder 
• Pervasive developmental disorder 
• Rett's disorder 
Covered ABA therapy includes treatment or direct therapy for identified members and/or family members.  Also 
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy 
assistants, and communication and coordination with other providers or school staff as needed. Delivery of all 
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called 
a Program Manager.  Covered ABA services are limited to activities that are considered to be behavior 
assessments or interventions using applied behavioral analysis techniques.  ABA therapy must be provided by: 
• A licensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist 
• A licensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered 


nurse practitioner (ARNP) 
• A licensed occupational or speech therapist 
• A licensed psychologist (Ph.D.) 
• A licensed community mental health agency or behavioral health agency that is also state-certified to provide 


ABA therapy. 
• A Board-Certified Behavior Analyst (BCBA).  This means a provider who is state-licensed if the State 


licenses behavior analysts (Washington does).  If the state does not require a license, the provider must be 
certified by the Behavior Analyst Certification Board.  BCBAs are only covered for ABA therapy that is within 
the scope of their license or board certification. 


• A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by 
a licensed provider or a BCBA. 


Mental health services other than ABA therapy must be furnished by one of the following types of providers to be 
covered: 
• Hospital 
• Washington state-licensed community mental health agency 
• Licensed physician (M.D. or D.O.) 
• Licensed psychologist (Ph.D.) 
• A state hospital operated and maintained by the state of Washington for the care of the mentally ill 
• Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet) 


who is licensed or certified by the state in which the care is provided, and who is providing care within the 
scope of his or her license. 


When medically appropriate, services may be provided in your home. 


For psychological and neuropsychological testing and evaluation benefit information, please see the 
Psychological and Neuropsychological Testing benefit. 


For chemical dependency treatment information, please see the Substance Use Disorder benefit. 


For prescription drug benefit information, please see the Prescription Drug benefit. 
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The Mental Health Care benefit doesn’t cover: 
• Psychological treatment of sexual dysfunctions, including impotence and frigidity 
• Outward bound, wilderness, camping or tall ship programs or activities 
• Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered 


mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic 
evaluations, vocational, educational or academic placement evaluations. 


Neurodevelopmental Therapy (Habilitation) 
Benefits are provided for the treatment of neurodevelopmental disabilities.  The following inpatient and outpatient 
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to 
maintain function where significant physical deterioration would occur without the therapy.  This benefit includes 
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered 
neurodevelopmental therapy. 


Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism 
spectrum disorders, are covered under the Mental Health Care benefit. 


Inpatient Care Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility 
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting. 


Outpatient Care Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all of 
the following provisions: 
• The member must not be confined in a hospital or other medical facility 
• Services must be furnished and billed by a hospital, rehabilitation facility that meets our clinical standards, 


physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath 


A “visit” is a session of treatment for each type of therapy.  Each type of therapy combined accrues toward the 
above visit maximum.  Multiple therapy sessions on the same day will be counted as one visit, unless provided by 
different health care providers. 


The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition.  Once a 
calendar year maximum has been exhausted under one of these benefits, no further coverage is available. 


This benefit doesn't cover: 
• Recreational, vocational, or educational therapy; exercise or maintenance-level programs 
• Social or cultural therapy 
• Treatment that isn't actively engaged in by the ill, injured or impaired member 
• Gym or swim therapy 
• Custodial care 


Newborn Care 
Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To continue benefits beyond the 3-week period, please see the 
dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does 
Coverage Begin? sections. 


If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically 
covered for the first 3 weeks.  For newborn enrollment information, please see the Who Is Eligible For 
Coverage? and When Does Coverage Begin? sections. 


Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and 
other provisions as specified in this plan.  Services must be consistent with accepted medical practice and 
ordered by the attending provider in consultation with the mother. 
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Hospital Care 


The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in 
consultation with the mother, based on accepted medical practice.  Also covered are any required readmissions 
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn't apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Professional Care 


Benefits for services received in a provider’s office are subject to the terms of the Professional Visits And 
Services benefit.  Well-baby exams in the provider's office are covered under the Preventive Care benefit.  This 
benefit covers: 
• Inpatient newborn care, including newborn exams 
• Follow-up care consistent with accepted medical practice that's ordered by the attending provider, in 


consultation with the mother.  Follow-up care includes services of the attending provider, a home health agency 
and/or a registered nurse. 


• Circumcision 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.). 


This benefit doesn’t cover immunizations and outpatient well-baby exams.  See the Preventive Care 
benefit for coverage of immunizations and outpatient well-baby exams. 


Prescription Drug 
What’s Covered 


This benefit only covers drugs that are approved by the US Food and Drug Administration (FDA) that you get from 
a licensed pharmacy for take-home use.  Covered drugs include the drugs and items listed below.  All drugs and 
other items must be medically necessary. 


Diabetic Drugs 


Shots You Give Yourself  
• Prescribed drugs for shots that you give yourself, such as insulin 
• Needles, syringes, alcohol swabs, test strips, testing agents and lancets. 


Nicotine Habit-Breaking Drugs Prescription brand and generic drugs to help you break a nicotine habit.  
Generic over-the-counter drugs are also covered.  


Oral Chemotherapy This benefit covers drugs you can take by mouth that can be used to kill cancer cells or slow 
their growth.  This benefit only covers the drugs that you get from a pharmacy. 


Glucagon and Allergy Emergency Kits 


Prescription Vitamins 


Specialty drugs These drugs treat complex or rare health problems.  An example is rheumatoid arthritis.  
Specialty drugs also need special handling, storage, administration or patient monitoring.  They are high cost and 
can be shots you give yourself. 


Human growth hormone Human growth hormone is covered only for medical conditions that affect growth.  It is 
not covered when the cause of short stature is unknown.  Human growth hormone is a specialty drug.  It is not 
covered under other benefits of this plan. 
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Birth Control 


All FDA-approved female prescription and over-the-counter oral birth control drugs, supplies and devices.  See 
Prescription Drug in the Summary Of Your Costs.  You must buy over-the-counter supplies and devices at the 
pharmacy counter.  For sterilization, shots or devices from your doctor, see Preventive Care. 


PV2 Preventive Drugs  The plan also covers drugs on our PV2 list.  PV2 drugs are effective in controlling health 
problems such as heart disease.  Our Pharmacy Committee reviews the list throughout the year.  They update the 
PV2 list when needed.  The review process is the same as the process described in “Questions And Answers 
About Your Pharmacy Benefits” later in this benefit. 


Preventive Drugs Required By The Affordable Care Act that your doctor prescribes 


Off-Label Uses The US Food and Drug Administration (FDA) approves prescription drugs for specific health 
conditions or symptoms.  Some drugs are prescribed for uses other than those the FDA has approved.  The plan 
covers such drugs if the use is recognized as effective in standard drug reference guides put out by the American 
Hospital Formulary Service, the American Medical Association, the US Pharmacopoeia, or other reference guides 
also recognized by the Federal Secretary of the US Health and Human Services department or the Insurance 
Commissioner.   


Drug uses that are not recognized by one of the above standard drug reference guides can be covered if they are 
recognized by the Secretary of the US Health and Human Services department or by the majority of relevant, 
peer-reviewed medical literature.  For more details, see the definition of “prescription drug” in the Definitions 
section of this booklet. 


Compound Medications To be covered, these must contain at least one covered prescription drug 


GETTING PRESCRIPTIONS FILLED 
It is always a good idea to show your Premera Blue Cross ID card when you go to the pharmacy. 


See question 6 of Questions And Answers About Your Pharmacy Benefits for exceptions to the 
supply limits shown in this table. 


Pharmacy Supply Limit Instructions 


In-Network Retail or 
In-Network Specialty 
Pharmacies 


30 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Out-Of-Network 
Retail Pharmacies 


30 days • Pay the full cost of the drug at the pharmacy.   
• Send Premera a claim. See How Do I File A Claim? in 


this booklet for instructions. 


In-Network Mail-
Order Pharmacy 
(Out-of-network 
mail-order 
pharmacies are not 
covered) 


90 days • Allow 2 weeks for your prescription to be filled. 
• Ask your doctor to prescribe up to a 90-day supply of the 


drug you need. 
• Send your prescriptions and a pharmacy mail-order form to 


the mail-order pharmacy. You can download the form from 
our website or call us for a copy. Our website and phone 
numbers are on the back cover of this booklet. 


Exclusions 


This benefit does not cover: 
• Over-the-counter drugs and supplies, even if you have a prescription, that are not listed as covered above.  For 


example, the plan does not cover vitamins, food and dietary supplements (such as baby formula or protein 
powder), or herbal or naturopathic medicines. 


• Drugs used to improve your looks, such as drugs to increase hair growth 
• Drugs for experimental or investigational use.  (See Definitions.) 
• Blood or blood derivatives.  See the Blood Products And Services benefit for coverage. 
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• More refills than the number prescribed, or any refill dispensed more than one year after the prescriber's 
original order 


• Drugs for use while you are in a health care facility or provider’s office, or take-home drugs dispensed and 
billed by a health care facility.  The exceptions are for specialty drugs. 


• Replacement of lost or stolen items 
• Solutions and drugs that you get through a shot or through an intravenous needle, a catheter or a feeding tube.  


(The exception is a shot you give yourself.)  Please see the Infusion Therapy benefit. 
• Drugs to treat sexual dysfunction 
• Drugs to manage your weight 
• Medical equipment and supplies that are not listed as covered above.  See the Home Medical Equipment 


(HME), Orthotics, Prosthetics And Supplies benefit for coverage. 
• Immunization agents and vaccines.  See the Preventive Care benefit. 
• Drugs for fertility treatment or assisted reproduction procedures. 
• The plan does not cover some of the drugs in certain drug classes.  An example is proton pump inhibitors. 


However, except for the exclusions above, this benefit covers at least 1 drug in every drug class in the 
Essentials drug lists.  (A drug class is a group of drugs that may work in the same way, have a similar chemical 
structure, or may be used to treat the same conditions or group of conditions.)  Please call Customer Service or 
visit our website for more information or to find out if a certain drug is covered.  If your drug is not covered, 
please work with your provider to find an alternative drug in that drug class that the plan does cover. 


Pre-Approval For Prescription Drugs 
Certain prescription drugs you receive through a pharmacy must have pre-approval before you get them at a 
pharmacy, in order for the plan to provide benefits.  Your provider can ask for pre-approval by faxing a pre-
approval form to us.  This form is in the pharmacy section of our Web site at www.premera.com.  You will also 
find the specific list of prescription drugs requiring pre-approval on our Web site.  If your prescription drug is on 
this list, and you do not get pre-approval, when you go to the pharmacy to fill your prescription, your pharmacy will 
tell you that it needs to be pre-approved.  You or your pharmacy should call your provider to let them know.  Your 
provider can fax us a pre-approval form for review.  


You can buy the prescription drug before it is pre-approved, but you must pay the full cost.  If the drug is 
authorized after you bought it, you can send us a claim for reimbursement.  Reimbursement will be based on the 
allowed amount.  See How Do I File A Claim? for details. 


Sometimes, benefits for some prescription drugs may be limited to one or more of the following: 
• A set number of days’ supply 
• A specific drug or drug dose that is appropriate for a normal course of treatment 
• A specific diagnosis 
• You may need to get a prescription drug from an appropriate medical specialist 
• You may have to try a generic drug or a specified brand name drug first 


These limits are based on medical standards, the drug maker’s advice, and your specific case.  They are also 
based on FDA guidelines and medical articles and papers.  


Questions and Answers About Your Pharmacy Benefits 


1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage 
substitution for some drugs? 
Essentials Drug List 
This plan makes use of our Essentials drug list, sometimes called a “formulary.” 
Our Pharmacy and Therapeutics Committee makes the decisions about the drug list.  This committee 
includes doctors and pharmacists from the community.  The committee reviews medical studies, scientific 
articles and papers and other information on drugs and their uses to choose safe and effective drugs for the 
list. 
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The Essentials drug list includes preferred generic drugs, preferred brand name drugs, preferred specialty 
drugs, and certain non-preferred generic, brand name and specialty drugs.  (Preferred brand name drugs are 
brand name drugs that are only made by one drug company.)  Except for drugs excluded in Exclusions 
above in this benefit, the Essentials drug list covers at least 1 drug in every drug class but does not cover all 
the drugs in some drug classes.  Use the RX Search tool on our website or call Customer Service for a full 
list of drugs on the Essentials drug list. 
The plan also doesn’t cover certain categories of drugs.  These are listed under Exclusions earlier in this 
benefit. 
Certain drugs need pre-approval.  Please see Pre-Approval above in this benefit for more detail.  
Generic Drug Substitution 
This plan requires the use of appropriate generic drugs (as defined below).  When available, a generic drug 
will be dispensed in place of a brand name drug.  If there is no generic equivalent, you pay only the 
applicable brand name cost-share.  See the Summary Of Your Costs for the amount you pay.  You or the 
prescriber may request a brand name drug instead of a generic, but if a generic equivalent is available, you 
will have to pay the difference in price between the brand name drug and the generic equivalent along with 
the applicable brand name drug cost-share.  Please ask your pharmacist about the higher costs you will pay 
if you select a brand name drug. 
A “generic drug” is a prescription drug manufactured and distributed after the brand name drug patent of the 
innovator company has expired.  Generic drugs have an AB rating from the U.S. Food and Drug 
Administration (FDA).  The FDA considers them to be therapeutically equivalent to the brand name product.  
For the purposes of this plan, classification of a particular drug as a generic is based on generic product 
availability and cost as compared to the reference brand name drug. 
This benefit also covers “biological products.”  Examples are serums and antitoxins.  Generic substitution 
does not apply to biological products. 
Exceptions You or your provider may ask that the plan cover a drug or a drug dosage that is not on the 
Essentials drug list.  For the plan to cover a drug that is not in the Essentials drug list, your provider must 
show that 1 of 3 things is true: 
• You cannot tolerate the drugs that are on the Essentials drug list. 
• All covered drugs in any tier of the Essentials drug list will be (or have been) either ineffective or not as 


effective as the drug that is not on the list. 
• The dosage you need is not available in the drugs on the Essentials drug list. 
If your request to cover a drug not on the Essentials drug list is approved, the plan will cover the drug.  If your 
request is not approved, the plan will not cover the drug. 
Exception Process The request can be made in writing, electronically or by phone.  Your provider must give 
us a written or oral statement that confirms the need for the requested drug to treat your condition and states 
that the criteria above are met.  We have the right to ask for medical records that relate to the request. 
Within 15 calendar days after we get the information we need from your provider, we will let you or your 
provider know in writing if your request is approved  
If Your Request Is Urgent We will respond to your request within 72 hours after we get the information we 
need from your provider if 1 of the following is true: 
• Your health problem may put your life or health in serious danger. 
• You have already started taking the drug. 
The provider must confirm that 1 of the 2 situations above is true.  The provider must also explain the harm 
that would come to you if we did not respond to the request within 72 hours. 


2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use 
a drug I had been using? 
Our Pharmacy and Therapeutics Committee reviews the pharmacy drug list frequently throughout the year.  
It can decide to make a drug preferred or non-preferred at any point in the year.  The committee may also 
add or remove a drug from the Essentials drug list during the year.  These changes can happen if new drugs 
appear on the market or new medical studies or other clinical information warrant the change. 
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If you’re taking a drug that’s changed from preferred to non-preferred status, we'll notify you before the 
change.  We will also tell you if a drug you are taking is going to be removed from the Essentials drug list.  
The amount you pay is based on whether the drug is on the Essentials drug list as a preferred or non-
preferred drug on the date it is dispensed.  Whether the pharmacy is in the network or not on the date the 
drug is dispensed is also a factor. 


3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for 
drugs specified in this plan? 
The limitations and exclusions applicable to your prescription drug benefit, including categories of drugs for 
which no benefits are provided, are part of this plan’s overall benefit design, and can only be changed at the 
sole discretion of the Group.  The plan's rules about substitution of generic drugs are described above in 
question 1.  Please see Pre-Approval above in this benefit for more information about pre-approval. 
You can appeal any decision you disagree with.  Please see the Complaints And Appeals section in this 
booklet, or call our Customer Service department at the telephone numbers listed on the back cover of this 
booklet for information on how to submit an appeal. 


4. How much do I have to pay to get a prescription filled? 
You will find the amounts you pay for covered drugs in the Summary Of Your Costs. 


5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan? 
Yes.  You receive the highest level of benefits when you have your prescriptions filled by in-network 
pharmacies.  The majority of retail pharmacies in Washington are part of our pharmacy network.  Your 
benefit covers prescription drugs dispensed from an out-of-network pharmacy, but at a higher out-of-pocket 
cost to you as explained above. 
Our mail order program offers lower cost-shares and lets you buy larger supplies of your medications, but 
you must use our in-network mail order pharmacy. 
You can find an in-network pharmacy near you by consulting your provider directory, or calling the Pharmacy 
Locator Line at the toll-free telephone number found on the back of your ID card. 
Specialty drugs are covered only when you get them from specialty pharmacies.  Specialty pharmacies are 
pharmacies that focus on the delivery and clinical management of specialty drugs.  See the Summary Of 
Your Costs for more information. 


6. How many days’ supply of most medications can I get without paying another copay or other 
repeating charge? 
The dispensing limits (or days’ supply) for drugs dispensed at retail pharmacies and through the mail-order 
pharmacy benefit are described in the Getting Prescriptions Filled table above. 
Benefits for refills will be provided only when you have used 75% of a supply of a single medication.  The 
75% is calculated based on both of the following:  
• The number of units and days' supply dispensed on the last refill 
• The total units or days' supply dispensed for the same medication in the 180 days immediately before the 


last refill 
Exceptions to the supply limit are allowed:   
• A pharmacist can approve an early refill of a prescription for eye drops or eye ointment in some cases.  If 


you must pay a copay for the drug, the full copay is required for the early refill. 
• A different supply can be allowed so that a new drug can be refilled at the same time as drugs that you are 


already taking.  We will pro-rate the cost-shares to the exact number of days early that the refill is 
dispensed. 


The plan can also cover more than the 30-day or 90-day supply limit if the drug maker’s packaging does not 
let the exact amount be dispensed.  If you must pay a copay for the drug, you pay one copay for each 30-day 
supply from a retail pharmacy or one copay for each 90 day supply from the in-network mail-order pharmacy. 


7. What other pharmacy services does my health plan cover? 
This benefit is limited to covered prescription drugs and specified supplies and devices dispensed by a 
licensed pharmacy.  Other services, such as consultations with a pharmacist, diabetic education or medical 
equipment, are covered by the medical benefits of this plan, and are described elsewhere in this booklet. 
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Drug Discount Programs 


Pharmacy Benefit Drug Program For pharmacy benefit claims, Premera Blue Cross will pay the Group a 
prescription drug rebate payment equal to a specific amount per paid brand-name prescription drug claim.  
Prescription drug rebates Premera Blue Cross receives from its pharmacy benefit manager in connection with 
Premera Blue Cross's overall pharmacy benefit utilization may be more or less than the Group's rebate payment.  
The Group's rebate payment shall be made to the Group on a calendar year quarterly basis unless agreed upon 
otherwise. 


The allowed amount for prescription drugs may be higher than the price paid to the pharmacy benefit manager for 
those prescription drugs. 


Premera Blue Cross and the Group agree that the difference between the allowed amount for prescription drugs 
and the price paid to the pharmacy benefit manager, and the prescription drug payments received by Premera 
Blue Cross from its pharmacy benefit manager, constitutes Premera Blue Cross property, and not part of the 
compensation payable under Premera Blue Cross's contract with the Group, and that Premera Blue Cross is 
entitled to retain and shall retain such amounts and may apply them to the cost of its operations and the 
pharmacy benefit. 


Medical Benefit Drug Program The medical benefit drug program is separate from the pharmacy program.  It 
includes claims for drugs delivered as part of medical services.  For medical benefit drug claims, Premera Blue 
Cross may contract with subcontractors that have rebate contracts with various manufacturers.  Rebate 
subcontractors retain a portion of rebates collected as rebate administration fees.  Premera Blue Cross retains a 
portion of the rebate and describes the medical benefit drug rebate in the Group's annual accounting report.  The 
Group's medical benefit drug rebate payment shall be made to the Group on an annual basis when the rebate is 
$500 or more.  If less than $500, Premera will retain the medical benefit drug rebates. 


Preventive Care 
This plan pays for preventive care as shown in the Summary Of Your Costs.  Below is a summary of preventive 
care services. 


Preventive Exams 
• Routine adult and well-child exams.  Includes exams for school, sports and jobs 
• Department of Transportation physicals 
• Review of oral health for members under 19 
• Vision screening for members under 19 
• Depression screening 


Immunizations 
• Shots in a provider’s office 
• Flu shots, flu mist, whooping cough and other seasonal shots at a pharmacy or other community center 
• Shots needed for foreign travel at the county health department or a travel clinic 


Screening Tests 


Routine lab tests and imaging, such as: 
• Mammograms (includes 3D mammograms) 
• X-rays and EKG tests 
• Pap smears 
• Prostate-specific antigen tests 
• BRCA genetic tests for women at risk for certain breast cancers. 
• CBC, electrolyte panel, general health panel, hematocrit, hemoglobin, metabolic panel, thyroid stimulating 


hormone, thyroxin and urinalysis 


Pregnant Women’s Care 
• Breastfeeding support and counseling 
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• Purchase of standard electric breast pumps 
• Rental of hospital-grade breast pumps if medically necessary 
• Screening for postpartum depression 


Colon Cancer Screening 


As often as recommended by your doctor.  Includes: 
• Barium enema 
• Colonoscopy, sigmoidoscopy and fecal occult blood tests. The plan also covers a consultation before the 


colonoscopy and anesthesia your doctor thinks is medically necessary. 
• If polyps are found during a screening procedure, removing them and lab tests on them are also covered as 


preventive. 


Diabetes Screening 


Health Education and Training 


Outpatient programs and classes to help you manage pain or cope with covered conditions like heart disease, 
diabetes, or asthma. The program or class must have our approval. 


Nicotine Habit-Breaking Programs 


Programs to stop smoking, chewing tobacco or taking snuff. 


Nutritional Counseling and Therapy 


Office visits to discuss a healthy diet and eating habits and help you manage weight.  The plan covers screening 
and counseling for: 


• Members at risk for health conditions that are affected by diet and nutrition 
• Weight loss for children age 6 and older who are considered obese and for adults with a body mass index of 


30 kg/meter squared or higher.  This includes intensive behavioral interventions with more than one type of 
activity to help you set and achieve weight loss goals. 


Fall Prevention 


Risk assessments and advice on how to prevent falls for members who are age 65 or older and have a history of 
falling or have mobility issues 


Birth Control 
• Birth control devices, shots and implants. 


See Prescription Drug for coverage of prescription and over-the-counter drugs and devices. 
• Emergency contraceptives (“plan B”) 
• Tubal ligation.  When tubal ligation is done as a secondary procedure, only the charge for the procedure 


itself is covered under this benefit.  The related services, such as anesthesia, are covered as part of the 
primary procedure.  See Hospital and Surgery. 


• Vasectomy done in a doctor's office with a local anesthetic 


About Preventive Care 


Preventive care is a set of evidence-based services.  These services are based on guidelines required under 
state or federal law.  The guidelines come from: 
• Services that the United States Preventive Services Task Force has given an A or B rating 
• Immunizations that the Centers for Disease Control and Prevention recommends 
• Screening and other care for women, babies, children and teens that the Health Resources and Services 


Administration recommends. 
• Services that meet the standards in Washington state law. 


Please go to this government website for more information: 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 
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The agencies above may also change their guidelines from time to time.  If this happens, the plan will comply with 
the changes.   


Some of the covered services your doctor does during a routine exam may not be preventive at all.  The plan 
would cover them under other benefits.  They would not be covered in full.  


For example: 


During your preventive exam, your doctor may find a problem that needs further tests or screening for a proper 
diagnosis to be made.  Or, if you have a chronic disease, your doctor may check your condition with tests.  These 
types of tests help to diagnose or monitor your illness and would not be covered under the Preventive Care 
benefit.  You would have to pay the cost share under the plan benefit that covers the service or test. 


The Preventive Care benefit does not cover: 
• Take-home drugs or over-the-counter items.  Please see Prescription Drug. 
• Routine newborn exams while the child is in the hospital after birth.  Please see Newborn Care. 
• Routine or other dental care 
• Routine vision and hearing exams 
• Gym fees or exercise classes or programs 
• Services or tests for a specific illness, injury or set of symptoms.  Please see the plan's other benefits. 
• Physical exams for basic life or disability insurance 
• Work-related disability or medical disability exams 
• Purchase of hospital-grade breast pumps. 


Professional Visits And Services 
Benefits are provided for the examination, diagnosis and treatment of an illness or injury when such services are 
performed on an inpatient or outpatient basis, including your home.  Benefits are also provided for the following 
professional services when provided by a qualified provider: 
• Second opinions for any covered medical diagnosis or treatment plan 
• Biofeedback for migraines and other conditions for which biofeedback is not deemed experimental or 


investigational (see Definitions) 
• Repair of a dependent child’s congenital anomaly 
• Consultations with a pharmacist 
• Cardiac rehabilitation programs 
• Pulmonary rehabilitation programs 


For surgical procedures performed in a provider’s office, surgical suite or other facility benefit information, please 
see the Surgery benefit. 


For professional diagnostic services benefit information, please see the Diagnostic Lab, X-Ray And Imaging 
benefit. 


For home health or hospice care benefit information, please see the Home Health Care and Hospice Care 
benefits. 


For preventive or routine services, please see the Preventive Care benefit. 


For diagnosis and treatment of psychiatric conditions benefit information, please see the Mental Health Care 
benefit. 


For diagnosis and treatment of temporomandibular joint (TMJ) disorders benefit information, please see the 
Temporomandibular Joint Disorders (TMJ) Care benefit. 


Electronic Visits 


This benefit will cover electronic visits (e-visits) from in-network providers when all the requirements below are 
met.  This benefit is only provided when three things are true: 
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• Premera Blue Cross has approved the physician for e-visits.  Not all physicians have agreed to or have the 
software capabilities to provide e-visits. 


• The member has previously been treated in the approved physician's office and has established a patient-
physician relationship with that physician. 


• The e-visit is medically necessary for a covered illness or injury. 


An e-visit is a structured, secure online consultation between the approved physician and the member.  Each 
approved physician will determine which conditions and circumstances are appropriate for e-visits in their 
practice. 


Please call Customer Service at the number shown on the back cover of this booklet for help in finding a 
physician approved to provide e-visits. 


The Professional Visits and Services benefit doesn't cover: 
• Hair analysis or non-prescription drugs or medicines, such as herbal, naturopathic or homeopathic medicines or 


devices 
• EEG biofeedback or neurofeedback services 
• Rehabilitation that is not part of a cardiac or pulmonary rehabilitation program. 


Psychological and Neuropsychological Testing 
Covered services are psychological and neuropsychological testing, including interpretation and report 
preparation, necessary to prescribe an appropriate treatment plan.  This includes later re-testing to make sure the 
treatment is achieving the desired medical results.  Physical, speech or occupational therapy assessments and 
evaluations for rehabilitation are provided under the Rehabilitation Therapy benefit.   


See the Neurodevelopmental Therapy benefit for physical, speech or occupational therapy assessments and 
evaluations related to neurodevelopmental disabilities. 


Rehabilitation Therapy 
This plan covers rehabilitation therapy.  Benefits must be provided by a licensed physical therapist, occupational 
therapist, speech language pathologist or a licensed qualified provider. 


Rehabilitation therapy is therapy that helps get a part of the body back to normal health or function.  It includes 
therapy to 1) restore or improve a function that was lost because of an accidental injury, illness or surgery; or 2) to 
treat disorders caused by a physical congenital anomaly. 


Services provided for treatment of a mental health condition are provided under the Mental Health Care benefit. 


Services for pulmonary rehabilitation and cardiac rehabilitation are provided under the Professional Visits And 
Services benefit. 


Limits listed in the Summary Of Your Costs do not apply to rehabilitation related to treatment of cancer, such as 
for breast cancer rehabilitation therapy. 


Inpatient Care 


Inpatient rehabilitation care is covered when medically necessary and provided in a specialized inpatient 
rehabilitation center, which may be part of a hospital.  If you are already an inpatient, this benefit will start when 
your care becomes mainly rehabilitative and you are transferred to an inpatient rehabilitation center.  This benefit 
only covers care you receive within 24 months from the onset of the injury or illness or from the date of the 
surgery that made rehabilitation necessary. 


You must get pre-approval from us before you get treatment in an inpatient rehabilitation center.  See Pre-
Approval for details. 


Outpatient Care 


This benefit covers the following types of outpatient therapy: 
• Physical, speech, hearing and occupational therapies.  Physical, speech, and occupational assessments and 


evaluations related to rehabilitation are also covered.  
• Cochlear implants 
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• Home medical equipment, medical supplies and devices 


This benefit does not cover: 
• Pulmonary rehabilitation and cardiac rehabilitation.  See Professional Visits And Services for coverage.  
• Treatment that the ill, injured or impaired member does not actively take part in. 
• Inpatient rehabilitation received more than 24 months from the date of onset of the member’s injury or illness or 


from the date of the member’s surgery that made the rehabilitation necessary 
• Therapy for flat feet except to help you recover from surgery to correct flat feet. 


Skilled Nursing Facility Services 
This benefit includes: 
• Room and board 
• Skilled nursing services 
• Supplies and drugs 
• Skilled nursing care during some stages of recovery 
• Skilled rehabilitation provided by physical, occupational or speech therapists while in a skilled nursing facility 
• Short or long term stay immediately following a hospitalization 
• Active supervision by your doctor while in the skilled nursing facility 


We must approve all planned skilled nursing facility stays before you enter a skilled nursing facility.  See Pre-
Approval for details. 


This benefit does not cover: 
• Acute nursing care 
• Skilled nursing facility stay not immediately following hospitalization or inpatient stay 
• Skilled nursing care outside of a hospital or skilled nursing facility 
• Care or stay provided at a facility that is not qualified per our standards 


Sleep Studies 
This benefit covers medically necessary sleep studies to test for sleep apneas and for some sleep disorders that 
are not related to breathing problems. 


This plan does not cover home sleep studies for members under 19. 


Spinal and Other Manipulations 
This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


Substance Use Disorder 
This benefit covers inpatient and outpatient chemical dependency treatment and supporting services. 


Covered services include services provided by a state-approved treatment program or other licensed or certified 
provider. 


The current edition of the Patient Placement Criteria for the Treatment of Substance Related Disorders as 
published by the American Society of Addiction Medicine is used to determine if chemical dependency treatment 
is medically necessary. 


Please Note:  Medically necessary detoxification is covered in any medically necessary setting.  Detoxification in 
the hospital is covered under the Emergency Room and Hospital benefits. 


The Substance Use Disorder benefit doesn’t cover: 
• Treatment of alcohol or drug use or abuse that does not meet the definition of “Chemical Dependency” as 


stated in the Definitions section of this booklet 
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• Halfway houses, quarterway houses, recovery houses, and other sober living residences 


Surgery 
This benefit covers surgical services (including injections) that are not named as covered under other benefits, 
when performed on an inpatient or outpatient basis, in such locations as a hospital, ambulatory surgical facility, 
surgical suite or provider’s office.  Also covered under this benefit are: 
• Anesthesia or sedation and postoperative care as medically necessary. 
• Cornea transplantation, skin grafts, repair of a dependent child’s congenital anomaly, and the transfusion of 


blood or blood derivatives. 
• Colonoscopy and other scope insertion procedures are also covered under this benefit unless they qualify as 


preventive services as described in the Preventive Care benefit. 
• Surgery that is medically necessary to correct the cause of infertility. This does not include assisted 


reproduction techniques or sterilization reversal. 
• Repair of a defect that is the direct result of an injury, providing such repair is started within 12 months of the 


date of the injury. 
• Correction of functional disorders upon our review and approval. 


Select Centers Of Care 


Your health plan gives you access to Premera providers (including facilities) in Washington that have shown 
expertise and positive outcomes for certain health conditions shown in the Surgery section of the Summary Of 
Your Costs.  You also have access to Blue Distinction Centers Plus providers outside Washington for the same 
conditions.  Premera Blue Cross calls all these providers Select Centers Of Care.  Select Centers of Care can 
give you high quality care for complex medical situations.  


Services other than the specific spinal surgeries, cardiac procedures and the knee and hip replacements that are 
covered under this Select Centers Of Care benefit will be subject to your regular cost-shares, even if provided by 
a Select Center of Care.  If you do not get these services from a Select Center of Care, you also pay your regular 
cost-shares.   


Bariatric surgery is covered only when performed by a Select Center of Care. 


Pre-Approval is required.  See Pre-Approval (Prior Authorization) later in this booklet.  Premera Blue Cross will 
work with your doctor and the Select Center of Care to coordinate your care. 


Travel and Lodging 


If you live more than 50 miles from a Select Center of Care, this plan will cover travel and lodging necessary to 
get treatment from the nearest Select Center of Care that can treat you. 


Premera Blue Cross must approve the travel prior to departure and will arrange travel and lodging for you. 
• Travel:  Travel is covered only between your home and the Select Center of Care.  Round trip costs for air, 


train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and toll 
costs.   


• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel to a provider that is not a Select Center of Care 
• Travel that is not approved by Premera Blue Cross, even if the doctor refers you. 
• Meals 



http://www.irs.gov/
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• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as  movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Surgery benefit does not cover: 
• Organ, bone marrow or stem cell transplants.  Please see the Transplants benefit for coverage. 
• Services to change gender.  Please see the Transgender Services benefit. 
• Removal of excess skin or fat related to either weight loss surgery or the use of drugs for weight loss. 


Surgical Center Care – Outpatient 
Benefits are provided for services and supplies furnished by an outpatient surgical center. 


Telehealth Virtual Care 
Your plan covers real-time access to care via online and telephonic methods when medically appropriate. 


Services must be medically necessary to treat a covered illness, injury or condition. 


Your provider may provide these services or you may use our preferred telehealth provider.  See the back cover 
for contact information for the preferred telehealth provider. 


Temporomandibular Joint Disorders (TMJ) Care 
TMJ disorders are covered on the same basis as any other condition. 


TMJ disorders include those conditions that have some of the following symptoms: 
• Muscle pain linked with TMJ 
• Headaches linked with the TMJ 
• Arthritic problems linked with the TMJ 
• Clicking or locking in the jawbone joint 
• An abnormal range of motion or limited motion of the jawbone joint 


This benefit covers: 
• Exams 
• Consultations 
• Treatment  


Some services may be covered under other benefits sections of this plan with different or additional cost share, 
such as: 
• X-rays (see Diagnostic Lab, X-ray and Imaging) 
• Surgery (See Surgery) 
• Hospital (See Hospital) 


Some surgeries need to be pre-approved before you get them.  See Pre-Approval for details. 


Therapeutic Injections 
This benefit covers: 
• Shots given in the doctor’s office 
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• Supplies used during the visit, such as serums, needles and syringes 
• Three teaching doses for self-injectable specialty drugs 


This benefit does not cover: 
• Immunizations (see Preventive Care) 
• Self-injectable drugs (see Prescription Drug)  
• Infusion therapy (see Infusion Therapy) 
• Allergy shots (see Allergy Testing and Treatment) 


Transgender Services 
This benefit covers medically necessary services to change the gender you were born with.  To find the amounts 
you are responsible for, please see the Summary Of Your Costs.   


This benefit covers services which meet the standards in our medical policy.  Call Customer Service or visit our 
website at www.premera.com for the policy. 


See the Surgery benefit for gynecological, urologic and genital surgery for covered conditions other than gender 
identity disorder or gender dysphoria.  


See the Prescription Drug benefit for coverage of prescription drugs associated with transgender procedures. 


See the Mental Health Care benefit for coverage of mental health services. 


This benefit does not cover: 
• Transgender surgery for members under 18 
• Cosmetic procedures that are not medically necessary to make the gender change.  Examples are hair removal 


and procedures to change the voice. 
• Surgery to change the appearance of prior gender change procedures except when medically necessary to 


correct medical complications. 


Transplants 
The Transplants benefit is not subject to a separate benefit maximum other than the maximum for travel and 
lodging described below.  This benefit covers medical services only if provided by in-network providers or 
“Approved Transplant Centers.”  Please see the transplant benefit requirements later in this benefit for more 
information about approved transplant centers. 


Covered Transplants 


Organ transplants and bone marrow/stem cell reinfusion procedures must not be considered experimental or 
investigational for the treatment of your condition.  (Please see the Definitions section in this booklet for the 
definition of “experimental/investigational services.”)  The plan reserves the right to base coverage on all of the 
following: 
• Organ transplants and bone marrow/stem cell reinfusion procedures must meet the plan's criteria for coverage.  


The medical indications for the transplant, documented effectiveness of the procedure to treat the condition, 
and failure of medical alternatives are all reviewed. 
The types of organ transplants and bone marrow/stem cell reinfusion procedures that currently meet the plan's 
criteria for coverage are: 
• Heart 
• Heart/double lung 
• Single lung 
• Double lung 
• Liver 
• Kidney 
• Pancreas 
• Pancreas with kidney 
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• Bone marrow (autologous and allogeneic) 
• Stem cell (autologous and allogeneic) 
Please Note:  For the purposes of this plan, the term “transplant” doesn't include cornea transplantation, skin 
grafts or the transplant of blood or blood derivatives (except for bone marrow or stem cells).  These procedures 
are covered on the same basis as any other covered surgical procedure (please see the Surgery benefit). 


• Your medical condition must meet the plan's written standards. 
• The transplant or reinfusion must be furnished in an approved transplant center.  (An “approved transplant 


center” is a hospital or other provider that’s developed expertise in performing organ transplants, or bone 
marrow or stem cell reinfusion, and meets the other approval standards we use.)  We have agreements with 
approved transplant centers in Washington and Alaska, and we have access to a special network of approved 
transplant centers around the country.  Whenever medically possible, we’ll direct you to an approved transplant 
center that we’ve contracted with for transplant services. 
Of course, if none of our centers or the approved transplant centers can provide the type of transplant you 
need, this benefit will cover a transplant center that meets the written approval standards we follow. 


Recipient Costs 


This benefit covers transplant and reinfusion-related expenses, including the preparation regiment for a bone 
marrow or stem cell reinfusion.  Also covered are anti-rejection drugs administered by the transplant center during 
the inpatient or outpatient stay in which the transplant was performed. 


Donor Costs 


Covered donor services include selection, removal (harvesting) and evaluation of the donor organ, bone marrow 
or stem cell; transportation of donor organ, bone marrow and stem cells, including the surgical and harvesting 
teams; donor acquisition costs such as testing and typing expenses; and storage costs for bone marrow and stem 
cells for a period of up to 12 months. 


Travel And Lodging 


If you are getting a transplant, this benefit covers costs for your travel and lodging.  You must live more than 50 
miles from the approved transplant center, unless medically necessary treatment protocols require you to stay 
closer to the transplant center.  The plan covers travel and lodging up to the limits set by the IRS for the date you 
had the expense. 
• Travel:  Travel is covered only between your home and the approved transplant center.  Round trip costs for 


air, train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and 
toll costs.   


• Lodging:  Hotel or motel or other lodging for stays away from home. 
• Companions: Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs up to the IRS limits in place on the date you had the expense.  
The per day limits and requirements can change if IRS regulations change.  Please go to the IRS website, 
www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
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• Phone calls 


The Transplants benefit doesn’t cover: 
• Organ, bone marrow and stem cell transplants, including any direct or indirect complications and aftereffects 


thereof, except as specifically stated under this benefit. 
• Services and supplies that are payable by any government, foundation or charitable grant.  This includes 


services performed on potential or actual living donors and recipients, and on cadavers. 
• Donor costs for an organ transplant or bone marrow or stem cell reinfusion that isn’t covered under this benefit, 


or for a recipient who isn’t a member 
• Donor costs for which benefits are available under other group or individual coverage 
• Non-human or mechanical organs, unless we determine they aren’t “experimental/investigational services” 


(please see the Definitions section in this booklet) 
• Personal care items 
• Planned storage of blood for more than 12 months against the possibility it might be used at some point in the 


future 


Urgent Care 
This benefit covers: 


Exams and treatment of: 
• Minor sprains 
• Cuts 
• Ear, nose and throat infections 
• Fever  


Some services done during the urgent care visit may be covered under other benefits of this plan with different or 
additional cost shares, such as: 
• X-rays and lab work 
• Shots or therapeutic injections  
• Office surgeries 


Urgent care centers can be part of a hospital or not. Please see the Summary of Your Costs for information 
about each type of center you may visit.  


WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? 
OUT-OF-AREA CARE 
As a member of the Blue Cross Blue Shield Association (“BCBSA”), Premera Blue Cross has arrangements with 
other Blue Cross and Blue Shield Licensees (“Host Blues”) for care outside our service area.  These 
arrangements are called “Inter-Plan Arrangements.”  Our Inter-Plan Arrangements help you get covered services 
from providers within the geographic area of a Host Blue. 


The BlueCard® Program is the Inter-Plan Arrangement that applies to most claims from Host Blues' in-network 
providers.  The Host Blue is responsible for its in-network providers and handles all interactions with them.  Other 
Inter-Plan Arrangements apply to providers that are not in the Host Blues' networks (non-contracted providers).  
This Out-Of-Area Care section explains how the plan pays both types of providers. 


Your getting services through these Inter-Plan Arrangements does not change what the plan covers, benefit 
levels, or any stated eligibility requirements.  Please call us if your care needs pre-approval. 


We process claims for the Prescription Drug benefit directly, not through an Inter-Plan Arrangement. 


BlueCard Program 
Except for copays, we will base the amount you must pay for claims from Host Blues’ in-network providers on the 
lower of:  
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• The provider’s billed charges for your covered services; or 
• The allowed amount that the Host Blue made available to us. 


Often, the allowed amount is a discount that reflects an actual price that the Host Blue pays to the provider.  
Sometimes it is an estimated price that takes into account a special arrangement with a single provider or a group 
of providers.  In other cases, it may be an average price, based on a discount that results in expected average 
savings for services from similar types of providers.  


Host Blues may use a number of factors to set estimated or average prices.  These may include settlements, 
incentive payments, and other credits or charges.  Host Blues may also need to adjust their prices to correct their 
estimates of past prices.  However, we will not apply any further adjustments to the price of a claim that has 
already been paid.  


Clark County Providers Services in Clark County, Washington are processed through the BlueCard Program.  
Some providers in Clark County do have contracts with us. These providers will submit claims directly to us, and 
benefits will be based on our allowed amount for the covered service or supply. 


Value-Based Programs You might have a provider that participates in a Host Blue's value-based program (VBP).  
Value-based programs focus on meeting standards for treatment outcomes, cost and quality, and for coordinating 
care when you are seeing more than one provider.  The Host Blue may pay VBP providers for meeting the above 
standards.  If the Host Blue includes charges for these payments in the allowed amount for a claim, you would 
pay a part of these charges if a deductible or coinsurance applies to the claim.  If the VBP pays the provider for 
coordinating your care with other providers, you will not be billed for it. 


Taxes, Surcharges and Fees 


A law or regulation may require a surcharge, tax or other fee be added to the price of a covered service.  If that 
happens, we will add that surcharge, tax or fee to the allowed amount for the claim.   


Non-Contracted Providers 


It could happen that you receive covered services from providers outside our service area that do not have a 
contract with the Host Blue.  In most cases, we will base the amount you pay for such services on either our 
allowed amount for these providers or the pricing requirements under applicable law.  Please see Allowed 
Amount in Important Plan Information in this booklet for details on allowed amounts. 


In these situations, you may owe the difference between the amount that the non-contracted provider bills and the 
payment the plan makes for the covered services as set forth above.  


Blue Cross Blue Shield Global® Core 


If you are outside the United States, Puerto Rico, and the U.S. Virgin Islands (the “BlueCard service area”), you 
may be able to take advantage of Blue Cross Blue Shield Global Core.  Blue Cross Blue Shield Global Core is 
unlike the BlueCard Program in the BlueCard service area in some ways.  For instance, although Blue Cross Blue 
Shield Global Core helps you access a provider network, you will most likely have to pay the provider and send us 
the claim yourself in order for the plan to reimburse you.  See How Do I File A Claim? for more information.  
However, if you need hospital inpatient care, the service center can often direct you to hospitals that will not 
require you to pay in full at the time of service.  In such cases, these hospitals also send in the claim for you. 


If you need to find a doctor or hospital outside the BlueCard service area, need help submitting claims or have 
other questions, please call the service center at 1-800-810-BLUE (2583).  The center is open 24 hours a day, 
seven days a week.  You can also call collect at 1-804-673-1177. 


More Questions 


If you have questions or need to find out more about the BlueCard Program, please call our Customer Service 
Department.  To find a provider, go to www.premera.com or call 1-800-810-BLUE (2583).  You can also get Blue 
Cross Blue Shield Global Core information by calling the toll-free phone number. 


CARE MANAGEMENT 
Care Management services work to help ensure that you receive appropriate and cost-effective medical care.  
Your role in the Care Management process is simple, but important, as explained below. 
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You must be eligible on the dates of service and services must be medically necessary.  We encourage you to 
call Customer Service to verify that you meet the required criteria for claims payment. 


PRE-APPROVAL (PRIOR AUTHORIZATION) 
Some services need to be pre-approved for medical necessity under this plan.  The following services need pre-
approval: 
• Planned admissions to certain facilities 
• Some home medical equipment 
• Certain medical services 
• Certain drugs.  Pre-approval for drugs is explained in the Prescription Drug benefit 
• When you want to receive in-network benefits for services from an out-of-network provider.  See Pre-Approval 


For Out-Of-Network Providers below. 


How To Get Pre-Approval 
There is a list of medical services that need to be pre-approved.  The list is on our Web site at 
www.premera.com.  Before you receive services, we suggest that you review this list.  We need to review the 
items on the list to make sure that they are medically necessary and meet the plan's other standards for 
coverage.  It is to your advantage to know ahead of time if the plan will not cover them. 


You are the one who must ask for pre-approval for the items on the list when a non-contracted provider is 
providing them. 
• You can call Customer Service to ask for pre-approval.  In-network providers will call for you. 
• You will need some details from your provider for the call, such as the procedure code for a medical service. 
• You may need to send medical records 


Even if your doctor is asking for the pre-approval, it is a good idea to call us to make sure the request was 
approved. 


We will respond to a request for a pre-approval within 5 calendar days.  However, if we need more information, 
we will let you know within that time.  We will allow 5 calendar days to get us the needed information.  We will 
then tell you our decision within 4 calendar days after we receive it. 


You may ask for an urgent review of clinically urgent services.  Once we get all the information, we will let you or 
your provider know within 48 hours.  The decision will be sent in writing. 


The pre-approval will be good for 30 days.  This is subject to your continued coverage under this plan.  If you do 
not get the services within that time, you will have to get pre-approval again. 


Exceptions 
The following services do not need pre-approval, but they do have requirements: 
• Emergency hospital admissions, including drug or alcohol detox.  If this happens, you must let us know as soon 


as reasonably possible. 
• Childbirth or a newborn needing medical care at birth that requires admission to a hospital.  If this happens, you 


must let us know as soon as reasonably possible. 
• You may have a second plan that also asks you to get pre-approval for the same service.  In that case, this 


plan will not require pre-approval for that service when two things are true: 
• Your other plan is primary to this plan.  See Coordinating Benefits With Other Health Care Plans to find 


out how to tell which plan is primary. 
• You complied with the other plan’s pre-approval process. 


Generally this plan covers services from out-of-network providers at a lower benefit level.  If there is not an in-
network provider that can provide the service needed, you can ask for pre-approval to see an out-of-network 
provider and receive the in-network benefit level.  See Pre-Approval For Out-Of-Network Providers for more 
information. 
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Pre-Approval For Out-Of-Network Providers 
This plan provides benefits for non-emergency services from out-of-network providers at a lower benefit level.  
You may receive benefits for these services at the in-network cost-share if the services are medically necessary 
and only available from an out-of-network provider.  You or your provider may request a pre-approval for the in-
network benefit before you see the out-of-network provider. 


The pre-approval request must include the following: 
• A statement that the out-of-network provider has unique skills or provides unique services that are medically 


necessary for your care, and that are not reasonably available from an in-network provider 
• Any necessary medical records supporting the request. 


If the request is approved, you pay the in-network cost-share for covered services.  However, the allowed amount 
is still the amount allowed for out-of-network providers.  See Important Plan Information. 


If the request is denied but the plan does cover the services, you will have to pay the out-of-network cost-share.  


Whether or not your request is approved, you will also have to pay any amounts over the plan's allowed 
amount for covered services. 


CLINICAL REVIEW 
Premera Blue Cross has developed or adopted guidelines and medical policies that outline clinical criteria used to 
make medical necessity determinations. The criteria are reviewed annually and are updated as needed to ensure 
our determinations are consistent with current medical practice standards and follow national and regional norms. 
Practicing community doctors are involved in the review and development of our internal criteria. Our medical 
policies are on our Web site.  You or your provider may review them at www.premera.com. You or your provider 
may also request a copy of the criteria used to make a medical necessity decision for a particular condition or 
procedure. To obtain the information, please send your request to Care Management at the address or fax 
number shown on the back cover.  


Premera Blue Cross reserves the right to deny payment for services that are not medically necessary or that are 
considered experimental/investigational. A decision by Premera Blue Cross following this review may be 
appealed in the manner described in Complaints And Appeals. 


In general, when there is more than one treatment option, the plan will cover the least costly option that will meet 
your medical needs.  Premera Blue Cross works cooperatively with you and your physician to consider effective 
alternatives to hospital stays and other high-cost care to make better use of this plan's benefits. 


PERSONAL HEALTH SUPPORT PROGRAMS 
The plan offers participation in Premera Blue Cross's personal health support services to help members with such 
things as managing complex medical conditions, a recent surgery, or admission to a hospital.  Services include: 
• Helping to overcome barriers to health improvement or following providers’ treatment plan 
• Coordinating care services including access 
• Helping to understand the health plan’s coverage 
• Finding community resources  


Participation is voluntary.  To learn more about the personal health support programs, contact Customer Service 
at the phone number listed on the back of your ID card.   


EXCLUSIONS 
This section of your booklet lists the services that are either limited or not covered by this plan.  In addition to 
services listed as not covered under Covered Services, the following are excluded from coverage under this 
plan. 


Amounts Over The Allowed Amount 


This plan does not cover amounts over the allowed amount as defined by this plan. If you get services from a 
non-contracted provider, you will have to pay any amounts for your services that are over the allowed amount. 
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Assisted Reproduction 


This plan does not cover any assisted reproduction technologies, including but not limited to: 
• Drugs to treat infertility or that are required as part of assisted reproduction procedures. 
• Artificial insemination or assisted reproduction methods, such as in-vitro fertilization.  It does not matter why 


you need the procedure. 
• Services to make you more fertile or for multiple births 
• Reversing sterilization surgery 


Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis 
as any other condition. 


Benefits From Other Sources 


This plan does not cover services that are covered by liability insurance, motor vehicle insurance, excess 
coverage, no fault coverage, or workers compensation or similar coverage for work-related conditions.  For 
details, see Third Party Recovery under What If I Have Other Coverage. 


Benefits That Have Been Exhausted 


Services in excess of benefit limitations or maximums of this plan. 


Broken Or Missed Appointments 


Charges For Records Or Reports 


Separate charges from providers for supplying records or reports, except those we request for utilization review. 


Comfort or Convenience 


This plan does not cover: 
• Items that are mainly for your convenience or that of your family. For instance, this plan does not cover 


personal services or items such as meals for guests while hospitalized, long-distance phone, radio or TV, 
personal grooming, and babysitting. 


• Normal living needs, such as food, clothes, housekeeping and transport. This does not apply to chores done by 
a home health aide as prescribed in your treatment plan. 


• Dietary assistance, including “Meals on Wheels” 


Complications 


This plan does not cover complications of a non-covered service, including follow-up services or effects of those 
services, except services defined as emergency care. See Definitions. 


Cosmetic Services 


The plan does not cover drugs, services or supplies for cosmetic services.  This includes services performed to 
reshape normal structures of the body in order to improve or alter your appearance and not primarily to restore an 
impaired function of the body.   


Counseling, Education And Training 


This plan does not cover counseling and, education or training in the absence of illness.  This includes but is not 
limited to: 
• Job help and outreach, social or fitness counseling 
• Acting as a tutor, helping a member with schoolwork, acting as an educational or other aide for a member while 


the member is at school, or providing services that are part of a school's individual education program or should 
otherwise be provided by school staff 


• Private school or boarding school tuition 


Court-Ordered Services 


This plan does not cover services that you must get to avoid being tried, sentenced or losing the right to drive 
when they are not medically necessary. 
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Custodial Care 


This plan does not cover custodial care, except when it is part of covered hospice care. 


Dental Care 


This plan does not cover dental care except as covered under Dental Care and Chemotherapy And Radiation 
Therapy 


This exclusion also doesn't apply to dental services covered under the Temporomandibular Joint Disorders 
(TMJ) Care benefit. 


Donor Breast Milk 


Environmental Therapy 


This plan does not cover therapy designed to provide a changed or controlled environment. 


Experimental Or Investigative Services 


This plan does not cover any service or supply that is experimental or investigative, see Definitions. 


Family Members Or Volunteers 


This plan does not cover services or supplies that you give furnish to yourself.  It also does not cover a provider 
who is: 
• Your spouse, mother, father, child, brother or sister 
• Your mother, father, child, brother or sister by marriage 
• Your stepmother, stepfather, stepchild, stepbrother or stepsister 
• Your grandmother, grandfather, grandchild or the spouse of one of these people 
• A volunteer, except as described in Home Health Care and Hospice Care 


Governmental Facilities 


This plan does not cover services provided by a state or federal hospital which is not an in-network facility that are 
not emergency care or required by law or regulation. 


Hair Analysis 


Hair Loss 


This plan does not cover: 
• Drugs, supplies, equipment, or procedures to replace hair, slow hair loss, or stimulate hair growth 
• Hair prostheses, such as wigs or hair weaves, transplants, and implants 


Hospital Admission Limitations 


This plan does not cover hospital stays solely for the diagnostic studies, physical examinations, checkups, 
medical evaluations or observations, unless: 
• The service cannot be provided without the use of a hospital 
• You have a medical condition that makes hospital care medically necessary 


Illegal Acts and Terrorism 


This plan does not cover illness or injury you get while committing a felony, an act of terrorism, or an act of riot or 
revolt. 


Laser Therapy 


Benefits are not provided for low-level laser therapy. 


Military Service And War 


This plan does not cover illness or injury that is caused by or arises from: 
• Acts of war, such as armed invasion, no matter if war has been declared or not 
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• Services in the armed forces of any country. This includes the air force, army, coast guard, marines, national 
guard or navy. It also includes any related civilian forces or units. 


Non-Covered Services 


This plan does not cover services or supplies: 
• Ordered when this plan is not in effect or when the person is not covered under this plan 
• Provided to someone other than the ill or injured member, other than outpatient health education services 


covered under the Preventive Care benefit. This includes health care provider training or educational services. 
• Directly related to any condition, or related to any other service or supply, that is not covered 
• You are not required to pay or would not have been charged for if this plan were not in force  
• That are not listed as covered under this plan 


Non-Treatment Charges 
• Charges for provider travel time 
• Transporting a member in place of a parent or other family member, or accompanying the member to 


appointments or other activities outside the home, such as medical appointments or shopping. Doing 
housework or chores for the member or helping the member do housework or chores. 


Non-Treatment Facilities, Institutions Or Programs  


Benefits are not provided for institutional care, housing, incarceration or programs from facilities that are not 
licensed to provide medical or behavioral health treatment for covered conditions.  Examples are prisons, nursing 
homes, and juvenile detention facilities.  Benefits are provided for medically necessary treatment received in 
these locations.  See Covered Services for specific benefit information. 


Not Medically Necessary 


Services or supplies that are not medically necessary even if they’re court-ordered.  This also includes places of 
service, such as inpatient hospital care. 


Orthodontia 


Orthodontia, regardless of condition, including casts, models, x-rays, photographs, examinations, appliances, 
braces, and retainers. 


Orthognathic Surgery 


Procedures to lengthen or shorten the jaw (orthognathic surgery), regardless of the origin of the condition that 
makes the procedure necessary.  The only exception to this exclusion is for repair of a dependent child’s 
congenital anomaly.  See Surgery for benefit information. 


Provider’s Licensing Or Certification 


This plan does not cover services that the provider’s license or certification does not allow him or her to perform.  
It also does not cover a provider that does not have the license or certification that the state requires.  The only 
exception is for applied behavior analysis providers covered under Mental Health Care and Substance Use 
Disorder.  See Definitions for provider details. 


Recreational, Camp And Activity Programs 


This plan does not cover recreational, camp and activity-based programs.  These programs are not medically 
necessary and include: 
• Gym, swim and other sports programs, camps and training 
• Creative art, play and sensory movement and dance therapy 
• Recreational programs and camps 
• Boot camp programs 
• Equine programs and other animal-assisted programs and camps 
• Exercise and maintenance-level programs 
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Serious Adverse Events And Never Events 


Members and this plan are not responsible for payment of services provided by in-network providers for serious 
adverse events, never events and resulting follow-up care.  Serious adverse events and never events are medical 
errors that are specific to a nationally-published list.  They are identified by specific diagnoses codes, procedure 
codes and specific present-on-admission indicator codes.  In-Network providers may not bill members for these 
services and members are held harmless. 


Serious Adverse Event means a hospital injury caused by medical management (rather than an underlying 
disease) that prolonged the hospitalization, and/or produces a disability at the time of discharge. 


Never Events means events that should never occur, such as a surgery on the wrong patient, a surgery on the 
wrong body part or wrong surgery. 


Not all medical errors are defined as serious adverse events or never events.  You can obtain a list of serious 
adverse events and never events by contacting us at the number listed on the back of this booklet or on the 
Centers for Medicare and Medicaid Services (CMS) Web page at Error! Hyperlink reference not valid.. 


Services or Supplies For Which You Do Not Legally Have To Pay 


Services and supplies for which no charge is made, for which none would have been made if this plan were not in 
effect, or for which you are not legally required to pay. 


Sexual Dysfunction 


Diagnosis and treatment of sexual dysfunctions, regardless of origin or cause; surgical, medical or psychological 
treatment of impotence or frigidity, including drugs, medications, or penile or other implants. 


Vision Exams 


This plan does not cover routine vision exams to test visual acuity and/or to prescribe any type of vision hardware. 


Vision Hardware 
This plan does not cover vision hardware (and their fittings) used to improve visual sharpness, including 
eyeglasses and contact lenses, and related supplies, except as covered under the Home Medical Equipment 
(HME), Orthotics, Prosthetics And Supplies benefit.  This plan never covers non-prescription eyeglasses or 
contact lenses, or other special purpose vision aids (such as magnifying attachments), sunglasses or light-
sensitive lenses, even if prescribed. 


Vision Therapy 


Vision therapy, eye exercise, or any sort of training to correct muscular imbalance of the eye (orthoptics), and 
pleoptics.  Also not covered are treatment or surgeries to improve the refractive character of the cornea, including 
the treatment of any results of such treatment. 


Voluntary Support Groups 


Patient support, consumer or affinity groups such as diabetic support groups or Alcoholics Anonymous 


Weight Loss Drugs 


This plan does not cover drugs or supplements for weight loss or weight control. This is true even if you have an 
illness or injury that might be helped by weight loss drugs. 


Work-Related Illness Or Injury 


This plan does not cover any illness, condition or injury for which you get benefits by law or from separate 
coverage for illness or injury on the job. For details, see Third Party Recovery under What If I Have Other 
Coverage. 


WHAT IF I HAVE OTHER COVERAGE? 
COORDINATING BENEFITS WITH OTHER HEALTH CARE PLANS 
You also may be covered under one or more other group or individual plans, such as one sponsored by your 
spouse's employer.  This plan includes a “coordination of benefits” feature to handle such situations. 
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All of the benefits of this plan are subject to coordination of benefits.  However, please note that benefits provided 
under this plan for allowable dental expenses will be coordinated separately from allowable medical expenses. 


If you have other coverage besides this plan, we recommend that you send your claims to the primary plan first.  
In that way, the proper coordinated benefits may be most quickly determined and paid. 


Definitions Applicable To Coordination Of Benefits 


To understand coordination of benefits, it's important to know the meanings of the following terms: 
• Allowable Medical Expense means the usual, customary and reasonable charge for any medically necessary 


health care service or supply provided by a licensed medical professional when the service or supply is covered 
at least in part under this plan.  When a plan provides benefits in the form of services or supplies rather than 
cash payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense. 


• Allowable Dental Expense means the usual, customary and reasonable charge for any dentally necessary 
service or supply provided by a licensed dental professional when the service or supply is covered at least in 
part under this plan.  When a plan provides benefits in the form of services or supplies rather than cash 
payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense.  For the purposes of this plan, only those dental services to treat an injury to natural teeth 
will be considered an allowable dental expense. 


• Claim Determination Period means a calendar year. 
• Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than half of the calendar year, excluding any temporary visitation. 
• Medical Plan means all of the following health care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 
• Group coverage required or provided by any law, including Medicare.  This doesn't include workers' 


compensation 
• Group student coverage that's sponsored by a school or other educational institution and includes medical 


benefits for illness or disease 
• Dental Plan means all of the following dental care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 


Each contract or other arrangement for coverage described above is a separate plan.  It's also important to note 
that for the purpose of this plan, we'll coordinate benefits for allowable medical expenses separately from 
allowable dental expenses, as separate plans. 


Effect On Benefits 


An important part of coordinating benefits is determining the order in which the plans provide benefits.  One plan 
is responsible for providing benefits first.  This is called the “primary” plan.  The primary plan provides its full 
benefits as if there were no other plans involved.  The other plans then become “secondary.”  When this plan is 
secondary, it will reduce its benefits for each claim so that the benefits from all medical plans aren't more than the 
allowable medical expense for that claim and the benefits from all dental plans aren't more than the allowable 
dental expense for that claim. 







 


 49 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


We will coordinate benefits when you have other health care coverage that is primary over this plan.  Coordination 
of benefits applies whether or not a claim is filed with the primary coverage. 


Primary And Secondary Rules 


Certain governmental plans, such as Medicaid, are always secondary by law.  Except as required by law, 
Medicare supplement plans and other plans that don't coordinate benefits at all must pay as if they were primary. 


A plan that doesn't have a COB provision that complies with this plan's rules is primary to this plan unless the 
rules of both plans make this plan primary.  The exception is group coverage that supplements a package of 
benefits provided by the same group.  Such coverage can be excess to the rest of that group's plan.  An example 
is coverage paired with a closed panel plan to provide out-of-network benefits. 


The first of the rules below to apply decides which plan is primary.  If you have more than one secondary plan, the 
rules below also decide the order of the secondary plans to each other. 


Non-Dependent Or Dependent The plan that doesn't cover you as a dependent is primary to a plan that does.  
However, if you have Medicare, and federal law makes Medicare secondary to your dependent coverage and 
primary to the plan that doesn't cover you as a dependent, then the order is reversed. 


Dependent Children Unless a court decree states otherwise, the rules below apply: 
• Birthday rule When the parents are married or living together, whether or not they were ever married, the plan 


of the parent whose birthday falls earlier in the year is primary.  If both parents have the same birthday, the plan 
that has covered the parent the longest is primary. 


• When the parents are divorced, separated or not living together, whether or not they were ever married: 
• If a court decree makes one parent responsible for the child’s health care expenses or coverage, that plan is 


primary.  If the parent who is responsible has no health coverage for the dependent, but that parent's spouse 
does, that spouse's plan is primary.  This rule and the court decree rules below apply to calendar years 
starting after the plan is given notice of the court decree. 


• If a court decree assigns one parent primary financial responsibility for the child but doesn't mention 
responsibility for health care expenses, the plan of the parent with financial responsibility is primary. 


• If a court decree makes both parents responsible for the child’s health care expenses or coverage, the 
birthday rule determines which plan is primary. 


• If a court decree requires joint custody without making one parent responsible for the child's health care 
expenses or coverage, the birthday rule determines which plan is primary. 


• If there is no court decree allocating responsibility for the child’s expenses or coverage, the rules below 
apply: 
• The plan covering the custodial parent, first 
• The plan covering the spouse of the custodial parent, second 
• The plan covering the non-custodial parent, third 
• The plan covering the spouse of the non-custodial parent, last 
• If a child is covered by individuals other than parents or stepparents, the above rules apply as if those 


individuals were the parents. 


Retired Or Laid-Off Employee The plan that covers you as an active employee (an employee who is neither laid 
off nor retired) is primary to a plan covering you as a retired or laid-off employee.  The same is true if you are 
covered as both a dependent of an active employee and a dependent of a retired or laid-off employee. 


Continuation Coverage If you have coverage under COBRA or other continuation law, that coverage is 
secondary to coverage that isn't through COBRA or other continuation law. 


Please Note:  The retiree/layoff and continuation rules don't apply when both plans don't have the rule or when 
the “non-dependent or dependent” rule can decide which of the plans is primary. 


Length Of Coverage The plan that covered you longer is primary to the plan that didn't cover you as long.  If we 
do not have your start date under the other plan, we will use the employee's hire date with the other group 
instead.  We will compare that hire date to the date your coverage started under this plan to find out which plan 
covered you for the longest time. 
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If none of the rules above apply, the plans must share the allowable expenses equally. 


This plan requires you or your provider to ask for pre-approval from Premera Blue Cross before you get certain 
services or drugs.  Your other plan may also require you to get pre-approval for the same service or drug.  In that 
case, when this plan is secondary to your other plan, you will not have to ask Premera for pre-approval of any 
service or drug for which you asked for pre-approval from your other plan.  This does not mean that this plan will 
cover the service or drug.  The service or drug will be reviewed once we receive your claim. 


Right Of Recovery/Facility Of Payment 


The plan has the right to recover any payments that are greater than those required by the coordination of 
benefits provisions from one or more of the following:  the persons the plan paid or for whom the plan has paid, 
providers of service, insurance companies, service plans or other organizations.  If a payment that should have 
been made under this plan was made by another plan, the plan also has the right to pay directly to another plan 
any amount that the plan should have paid.  Such payment will be considered a benefit under this plan and will 
meet the plan's obligations to the extent of that payment.  This plan has the right to appoint a third party to act on 
its behalf in recovery efforts. 


THIRD PARTY RECOVERY 
General 
If you become ill or are injured by the actions of a third party, your medical care should be paid by that third party. 
For example, if you are hurt in a car crash, the other driver or his or her insurance company may be required 
under law to pay for your medical care.  


This plan does not pay for claims for which a third party is responsible. However, the plan may agree to advance 
benefits for your injury with the understanding that it will be repaid from any recovery received from the third party. 
By accepting plan benefits for the injury, you agree to comply with the terms and conditions of this section. 


In addition, the plan maintains a right of subrogation, meaning the right of the plan to be substituted in place of the 
member who received benefits with respect to any lawful claim, demand, or right of action against any third party 
that may be liable for the injury, illness or medical condition that resulted in payment of plan benefits.  The third 
party may not be the actual person who caused the injury and may include an insurer to which premiums have 
been paid. 


The plan administrator has discretion to interpret and to apply the terms of this section.  It has delegated such 
discretion to Premera Blue Cross and its affiliate to the extent we need in order to administer this section. 


Definitions 
The following definitions shall apply to this section: 


Injury An injury or illness that a third party is or may be liable for. 


Recovery All payments from another source that are related in any way to your injury for which plan benefits 
have also been paid. This includes any judgment, award, or settlement. It does not matter how the recovery is 
termed, allocated, or apportioned or whether any amount is specifically included or excluded as a medical 
expense. Recoveries may also include recovery for pain and suffering, non-economic damages, or general 
damages. This also includes any amounts put into a trust or constructive trust set up by or for you or your family, 
beneficiaries or estate as a result of your injury. 


Reimbursement Amount The amount of benefits paid by the plan for your injury and that you must pay back to 
the plan out of any recovery per the terms of this section. 


Responsible Third Party A third party that is or may be responsible under the law (“liable”) to pay you back for 
your injury. 


Third Party   A person; corporation; association; government; insurance coverage, including 
uninsured/underinsured motorist (UM/UIM), personal umbrella coverage, personal injury protection (PIP) 
insurance, medical payments coverage from any source, or workers’ compensation coverage.  The third party 
may not be the actual party who caused the injury, and may include an insurer.   


Note: For this section, a third party does not include other health care plans that cover you. 
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You   In this section, “you” includes any lawyer, guardian, or other representative that is acting on your behalf or 
on the behalf of your estate in pursuing a repayment from responsible third parties. 


Exclusions 
• Benefits From Other Sources Benefits are not available under this plan when coverage is available through: 


• Motor vehicle medical or motor vehicle no-fault 
• Any type of no-fault coverage, such as Personal injury protection (PIP), Medical Payment coverage, or 


Medical Premises coverage 
• Boat coverage 
• School or athletic coverage 
• Any type of liability insurance, such as home owners' coverage or commercial liability coverage 
• Any type of excess coverage 


• Work-Related Illness Or Injury 
This plan does not cover any illness, condition or injury, for which you get benefits under: 
• Separate coverage for illness or injury on the job 
• Workers’ compensation laws 
• Any other law that would pay you for an illness or injury you get on the job. 
However, this exclusion doesn’t apply to owners, partners or executive officers who are full-time employees of 
the Group if they’re exempt from the above laws and if the Group doesn’t furnish them with workers’ 
compensation coverage.  They’ll be covered under this plan for conditions arising solely from their occupations 
with the Group.  Coverage is subject to the other terms and limitations of this plan. 


These exclusions apply when the available or existing contract or insurance is either issued to a member or 
makes benefits available to a member, whether or not the member makes a claim under such coverage. Further, 
the member is responsible for any cost-sharing required by motor vehicle coverage, unless applicable state law 
requires otherwise. If other insurance is available for medical bills, the member must choose to put the benefit to 
use towards those medical bills before coverage under this plan is available. Once benefits under such contract or 
insurance have been used and exhausted or considered to no longer be injury-related under the no-fault 
provisions of the contract, this plan's benefits will be provided. 


Reimbursement and Subrogation Rights 
If the plan advances payment of benefits to you for an injury, the plan has the right to be repaid in full for those 
benefits.   
• The plan has the right to be repaid first and in full, without regard to lawyers' fees or legal expenses, make-


whole doctrine, the common fund doctrine, your negligence or fault, or any other common law doctrine or state 
statute that the plan is not required to comply with that would restrict the plan’s right to reimbursement in full. 
The reimbursement to the plan shall be made directly from the responsible third party or from you, your lawyer 
or your estate. 
• The plan shall also be entitled to reimbursement by asking for refunds from providers for the claims that it 


had already paid. 
• The plan’s right to reimbursement first and in full shall apply even if: 


• The recovery is not enough to make you whole for your injury. 
• The funds have been commingled with other assets. The plan may recover from any available funds without 


the need to trace the source of the funds. 
• The member has died as a result of the injury and a representative is asserting a wrongful death or survivor 


claim against the third party.   
• The member is a minor, disabled person, or is not able to understand or make decisions. 
• The member did not make a claim for medical expenses as part of any claim or demand 


• Any party who distributes your recovery funds without regard to the plan’s rights will be personally liable to the 
plan for those funds. 
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• In any case where the plan has the right to be repaid, the plan also has the right of subrogation.  This means 
that the Plan Administrator can choose to take over your right to receive payments from any responsible third 
party.  For example, the plan can file its own lawsuit against a responsible third party.  If this happens, you must 
co-operate with the plan as it pursues its claim. 
The plan shall also have the right to join or intervene in your suit or claim against a responsible third party. 


• You cannot assign any rights or causes of action that you might have against a third party tortfeasor, person, or 
entity, which would grant you the right to any recovery without the express, prior written consent of the plan.   


Your Responsibilities 
• If any of the requirements below are not met, the plan shall: 


• Deny or delay claims related to your injury 
• Recoup directly from you all benefits the plan has provided for your injury 
• Deduct the benefits owed from any future claims 


• You must notify Premera Blue Cross of the existence of the injury immediately and no later than 30 days of any 
claim for the injury. 


• You must notify the third parties of the plan's rights under this provision. 
• You must cooperate fully with the plan in the recovery of the benefits advanced by the plan and the plan’s 


exercise of its reimbursement and subrogation rights.  You must take no action that would prejudice the plan's 
rights.  You must also keep the plan advised of any changes in the status of your claim or lawsuit. 


• If you hire a lawyer, you must tell Premera Blue Cross right away and provide the contact information.   
Neither the plan nor Premera Blue Cross shall be liable for any costs or lawyer's fees you must pay in pursuing 
your suit or claim. You shall defend, indemnify and hold the plan and Premera Blue Cross harmless from any 
claims from your lawyer for lawyer's fees or costs. 


• You must complete and return to the plan an Incident Questionnaire and any other documents required by the 
plan. 
Claims for your injury shall not be paid until Premera Blue Cross receives a completed copy of the Incident 
Questionnaire when one was sent. 


• You must tell Premera Blue Cross if you have received a recovery.  If you have, the plan will not pay any more 
claims for the injury unless you and the plan agree otherwise. 


• You must notify the plan at least 14 days prior to any settlement or any trial or other material hearing 
concerning the suit or claim. 


Reimbursement and Subrogation Procedures 
If you receive a recovery, you or your lawyer shall hold the Recovery funds separately from other assets until the 
plan’s reimbursement rights have been satisfied. The plan shall hold a claim, equitable lien, and constructive trust 
over any and all recovery funds.  Once the plan’s reimbursement rights have been determined, you shall make 
immediate payment to the plan out of the recovery proceeds.  


If you or your lawyer do not promptly set the recovery funds apart and reimburse the plan in full from those funds, 
the plan has the right to take action to recover the reimbursement amount. Such action shall include, but shall not 
be limited to one or both of the following: 
• Initiating an action against you and/or your lawyer to compel compliance with this section. 
• Withholding plan benefits payable to you or your family until you and your lawyer complies or until the 


reimbursement amount has been fully paid to the plan. 


WHO IS ELIGIBLE FOR COVERAGE? 
This section of your booklet describes who is eligible for coverage. 


Please note that you do not have to be a citizen of or live in the United States if you are otherwise eligible for 
coverage. 
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SUBSCRIBER ELIGIBILITY 
To be covered as a subscriber under this plan, an employee must meet all of the following requirements: 
• Be a regular and active employee, owner, partner, or corporate officer of Saltchuk Headquarters Group, a 


subsidiary of Saltchuk Resources, Inc., who is paid on a regular basis through the Group's payroll system, and 
reported by the Group for Social Security purposes. 
• The employee must regularly work a minimum of 30 hours per week 


Employees Performing Employment Services In Hawaii 
For employers other than political subdivisions, such as state and local governments, and public schools and 
universities, the State of Hawaii requires that benefits for employees living and working in Hawaii (regardless of 
where the Group is located) be administered according to Hawaii law.  If the Group is not a governmental 
employer as described in this paragraph, employees who reside and perform any employment services for the 
Group in Hawaii are not eligible for coverage.  When an employee moves to Hawaii and begins performing 
employment services for the Group there, he or she will no longer be eligible for coverage. 


DEPENDENT ELIGIBILITY 
To be a dependent under this plan, the family member must be: 
• The lawful spouse of the subscriber, unless legally separated.  (“Lawful spouse” means a legal union of two 


persons that was validly formed in any jurisdiction.) 
• An eligible dependent child who is under 26 years of age 


An eligible child is one of the following: 
• A natural offspring of either or both the subscriber or spouse 
• A legally adopted child of either or both the subscriber or spouse 
• A child placed with the subscriber for the purpose of legal adoption in accordance with state law.  “Placed” 


for adoption means assumption and retention by the subscriber of a legal obligation for total or partial 
support of a child in anticipation of adoption of such child 


• A legally placed ward or foster child of the subscriber or spouse.  There must be a court or other order 
signed by a judge or state agency, which grants guardianship of the child to the subscriber or spouse as of a 
specific date.  When the court order terminates or expires, the child is no longer an eligible child. 


WHEN DOES COVERAGE BEGIN? 
ENROLLMENT 
Enrollment is timely when we receive the completed enrollment application and required subscription charges 
within 60 days of the date the employee becomes an “eligible employee” as defined in the Who Is Eligible For 
Coverage? section.  When enrollment is timely, coverage for the employee and enrolled dependents will become 
effective on the latest of the applicable dates below. 


The Group may require coverage for some classes of employees to start on the actual applicable date 
below, as stated on its Group Master Application.  Please contact the Group for information. 
• The employee's date of hire 
• The date the employee enters a class of employees to which the Group offers coverage under this plan 
• The next day following the date the probationary period ends, if one is required by the Group 


If we don't receive the enrollment application within 60 days of the date you became eligible, none of the dates 
above apply.  Please see Open Enrollment and Special Enrollment later in this section. 


Dependents Acquired Through Marriage After The Subscriber's Effective Date 


When we receive the completed enrollment application and any required subscription charges within 60 days after 
the marriage, coverage will become effective on the first of the month following the date of marriage.  If we don't 
receive the enrollment application within 60 days of marriage, please see the Open Enrollment provision later in 
this section. 
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Natural Newborn Children Born On Or After The Subscriber’s Effective Date 


Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To extend the child's coverage beyond the 3-week period, the subscriber 
should follow the steps below.  If the mother isn't eligible for obstetrical care benefits, but the child qualifies as an 
eligible dependent, the subscriber should follow the steps below to enroll the child from birth. 
• An enrollment application isn't required for natural newborn children when subscription charges being paid 


already include coverage for dependent children, but we may request additional information if necessary to 
establish eligibility of the dependent child.  Coverage becomes effective for natural newborn children on the 
date of birth. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
birth.  Coverage becomes effective from the date of birth.  If we don't receive the enrollment application within 
60 days of birth, please see the Open Enrollment provision later in this section. 


Adoptive Children Acquired On Or After The Subscriber's Effective Date 
• An enrollment application isn't required for adoptive children placed with the subscriber when subscription 


charges being paid already include coverage for dependent children, but we may request additional information 
if necessary to establish eligibility of the dependent child.  Coverage becomes effective for adoptive children on 
the date of placement with the subscriber. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
the date of placement with the subscriber.  Coverage becomes effective from the date of placement.  If we don't 
receive the enrollment application within 60 days of the date of placement with the subscriber, please see the 
Open Enrollment provision later in this section. 


Foster Children 


To enroll a new foster child, we must get any payment needed, a filled out enrollment form, and a copy of the 
child's foster papers.  We must get these items no more than 60 days after the date the subscriber became the 
child's foster parent.  When we get these items on time, the plan will cover the child as of the date the subscriber 
became the child's foster parent.  If we do not get the items on time, the child must wait for the Group's next open 
enrollment period to be enrolled. 


Children Acquired Through Legal Guardianship 


When we receive the completed enrollment application, any required subscription charges, and a copy of the 
guardianship papers within 60 days of the date legal guardianship began with the subscriber, coverage for an 
otherwise eligible child will begin on the date legal guardianship began.  If we don't receive the enrollment 
application within 60 days of the date legal guardianship began, please see the Open Enrollment provision later 
in this section. 


Children Covered Under Medical Child Support Orders 


When we receive the completed enrollment application within 60 days of the date of the medical child support 
order, coverage for an otherwise eligible child that is required under the order will become effective on the date of 
the order.  Otherwise, coverage will become effective on the first of the month following the date we receive the 
application for coverage.  The enrollment application may be submitted by the subscriber, the child's custodial 
parent, a state agency administering Medicaid or the state child support enforcement agency.  Please contact 
your Group for detailed procedures. 


SPECIAL ENROLLMENT 
The plan allows employees and dependents to enroll outside the plan's annual open enrollment period, if any, 
only in the cases listed below.  In order to be enrolled, the applicant may be required to give us proof of special 
enrollment rights.  If a completed enrollment application is not received within the time limits stated below, further 
chances to enroll, if any, depend on the normal rules of the plan that govern late enrollment. 
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Involuntary Loss of Other Coverage 


If an employee and/or dependent doesn't enroll in this plan or another plan sponsored by the Group when first 
eligible because they aren't required to do so, that employee and/or dependent may later enroll in this plan 
outside of the annual open enrollment period if each of the following requirements is met: 
• The employee and/or dependent was covered under group health coverage or a health insurance plan at the 


time coverage under the Group's plan is offered 
• The employee and/or dependent's coverage under the other group health coverage or health insurance plan 


ended as a result of one of the following: 
• Loss of eligibility for coverage for reasons including, but not limited to legal separation, divorce, death, 


termination of employment or the reduction in the number of hours of employment 
• Termination of employer contributions toward such coverage 
• The employee and/or dependent was covered under COBRA at the time coverage under this plan was 


previously offered and COBRA coverage has been exhausted 


An eligible employee who qualifies as stated above may also enroll all eligible dependents.  When only an eligible 
dependent qualifies for special enrollment, but the eligible employee isn't enrolled in any of the Group's plans or is 
enrolled in a different plan sponsored by the Group, the employee is also allowed to enroll in this plan in order for 
the dependent to enroll.   


We must receive the completed enrollment application and any required subscription charges from the Group 
within 60 days of the date such other coverage ended.  When the 60-day time limit is met, coverage will start on 
the first of the month that next follows the last day of the other coverage. 


Subscriber And Dependent Special Enrollment 


An eligible employee and otherwise eligible dependents who previously elected not to enroll in any of the 
employer's group health plans when such coverage was previously offered, may enroll in this plan at the same 
time a newly acquired dependent is enrolled under Enrollment in the case of marriage, birth or adoption.  The 
eligible employee may also choose to enroll alone, enroll with some or all eligible dependents, or change plans, if 
applicable. 


State Medical Assistance and Children's Health Insurance Program 


Employees and dependents who are eligible as described in Who Is Eligible For Coverage? have special 
enrollment rights under this plan if one of the statements below is true: 
• The person is eligible for state medical assistance, and the Washington State Department of Social and Health 


Services (DSHS) determines that it is cost-effective to enroll the person in this plan. 
• The person qualifies for premium assistance under the state's medical assistance program or Children's Health 


Insurance Program (CHIP). 
• The person no longer qualifies for health coverage under the state's medical assistance program or CHIP. 


To be covered, the eligible employee or dependent must apply and any required subscription charges 
must be paid no more than 60 days from the date the applicable statement above is true.  An eligible 
employee who elected not to enroll in this plan when such coverage was previously offered, must enroll in this 
plan in order for any otherwise eligible dependents to be enrolled in accordance with this provision.  Coverage for 
the employee will start on the date the dependent's coverage starts. 


OPEN ENROLLMENT 
If you're not enrolled when you first become eligible, or as allowed under Special Enrollment above, you can't be 
enrolled until the Group's next open enrollment period.  An open enrollment period occurs once a year unless 
determined otherwise by the Group.  During this period, eligible employees and their dependents can enroll for 
coverage under this plan. 


If the Group offers multiple health care plans and you're enrolled under one of the Group's other health care 
plans, enrollment for coverage under this plan can only be made during the Group's open enrollment period. 
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CHANGES IN COVERAGE 
No rights are vested under this plan.  The Group may change its terms, benefits and limitations at any time.  
Changes to this plan will apply as of the date the change becomes effective to all members and to eligible 
employees and dependents who become covered under this plan after the date the change becomes effective. 


The exception is inpatient confinements described in Extended Benefits; please see the How Do I Continue 
Coverage? section.  Changes to this plan won’t apply to inpatient stays that are covered under that provision. 


PLAN TRANSFERS 
Subscribers (with their enrolled dependents) may be allowed to transfer to this plan from another plan offered by 
the Group.  Transfers also occur if the Group replaces another plan with this plan.  All transfers to this plan must 
occur during open enrollment or on another date set by the Group. 


When you transfer from the Group's other plan, and there's no lapse in your coverage, the following provisions 
that apply to this plan will be reduced to the extent they were satisfied under the prior plan: 
• Benefit maximums 
• Out-of-pocket maximum 
• Calendar year deductible 


WHEN WILL MY COVERAGE END? 
EVENTS THAT END COVERAGE 
Coverage will end without notice, except as specified under Extended Benefits, on the last day of the month in 
which one of these events occurs: 
• For the subscriber and dependents when: 


• The next required monthly charge for coverage isn't paid when due or within the grace period 
• The subscriber dies or is otherwise no longer eligible as a subscriber 


• For a spouse when his or her marriage to the subscriber is annulled, or when he or she becomes legally 
separated or divorced from the subscriber 


• For a child when he or she cannot meet the requirements for dependent coverage shown under the Who Is 
Eligible For Coverage? section.  As required by federal law, however, the plan will extend coverage to the end 
of the month in which a covered child turns 26. 


The subscriber must promptly notify the Group when an enrolled family member is no longer eligible to be 
enrolled as a dependent under this plan. 


PLAN TERMINATION 
No rights are vested under this plan.  The Group is not required to keep the plan in force for any length of time.  
The Group reserves the right to change or terminate this plan, in whole or in part, at any time with no liability.  
Plan changes are made as described in Changes In Coverage in this booklet.  If the plan were to be terminated, 
you would only have a right to benefits for covered care you receive before the plan's end date. 


HOW DO I CONTINUE COVERAGE? 
CONTINUED ELIGIBILITY FOR A DISABLED CHILD 
Coverage may continue beyond the limiting age (shown under Dependent Eligibility) for a dependent child who 
can't support himself or herself because of a developmental or physical disability.  The child will continue to be 
eligible if all the following are met: 
• The child became disabled before reaching the limiting age 
• The child is incapable of self-sustaining employment by reason of developmental disability or physical handicap 


and is chiefly dependent upon the subscriber for support and maintenance 
• The subscriber is covered under this plan 
• The child's subscription charges, if any, continue to be paid 
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• Within 31 days of the child reaching the limiting age, the subscriber furnishes the Group with a Request for 
Certification of Handicapped Dependent form.  The Group must approve the request for certification for 
coverage to continue. 


• The subscriber provides us with proof of the child's disability and dependent status when requested.  Proof 
won't be requested more often than once a year after the 2-year period following the child's attainment of the 
limiting age. 


LEAVE OF ABSENCE 
Please refer to your employer’s Leave of Absence provision for this information. 


LABOR DISPUTE 
A subscriber may pay subscription charges through the Group to keep coverage in effect for up to 6 months in the 
event of suspension of compensation due to a lockout, strike, or other labor dispute. 


The 6-month labor dispute period counts toward the maximum COBRA continuation period. 


COBRA 
When group coverage is lost because of a “qualifying event” shown below, federal laws and regulations known as 
“COBRA” require the Group to offer qualified members an election to continue their group coverage for a limited 
time.  Under COBRA, a qualified member must apply for COBRA coverage within a certain time period and may 
also have to pay a monthly charge for it. 


The plan will provide qualified members with COBRA coverage when COBRA's enrollment and payment 
requirements are met.  But, coverage is provided only to the extent that COBRA requires and is subject to the 
other terms and limitations of this plan.  The Group, not us, is responsible for all notifications and other duties 
assigned by COBRA to the “plan administrator” within COBRA's time limits. 


The following summary of COBRA coverage is taken from COBRA.  Members' rights to this coverage and 
obligations under COBRA automatically change with further amendments of COBRA by Congress or 
interpretations of COBRA by the courts and federal regulatory agencies. 


Qualifying Events And Length Of Coverage 
Please contact the Group immediately when one of the qualifying events highlighted below occurs.  The 
continuation periods listed extend from the date of the qualifying event. 
• The Group must offer the subscriber and covered dependents an election to continue coverage for up to 18 


consecutive months if their coverage is lost because of 1 of 2 qualifying events: 
• The subscriber's work hours are reduced. 
• The subscriber's employment terminates, except for discharge due to actions defined by the Group 


as gross misconduct. 
However, if one of the events listed above follows the covered employee's entitlement to Medicare by less than 
18 months, the Group must offer the covered spouse and children an election to continue coverage for up to 36 
months starting from the date of the Medicare entitlement. 


• COBRA coverage can be extended if a member who lost coverage due to a reduction in hours or termination of 
employment is determined to be disabled under Title II (OASDI) or Title XVI (SSI) of the Social Security Act at 
any time during the first 60 days of COBRA coverage.  In such cases, all family members who elected COBRA 
may continue coverage for up to a total of 29 consecutive months from the date of the reduction in hours or 
termination. 


• The Group must offer the covered spouse or children an election to continue coverage for up to 36 consecutive 
months if their coverage is lost because of 1 of 4 qualifying events: 
• The subscriber dies. 
• The subscriber and spouse legally separate or divorce. 
• The subscriber becomes entitled to Medicare. 
• A child loses eligibility for dependent coverage. 
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In addition, the occurrence of one of these events during the 18-month period described above can extend that 
period for a continuing dependent.  This happens only if the event would have caused a similar dependent who 
was not on COBRA coverage to lose coverage under this plan.  The extended period will end no later than 36 
months from the date of the first qualifying event. 


Conditions Of COBRA Coverage 
For COBRA coverage to become effective, all of the requirements below must be met: 


You Must Give Notice Of Some Qualifying Events 


The plan will offer COBRA coverage only after the Group receives timely notice that a qualifying event has 
occurred. 


The subscriber or affected dependent must notify the Group in the event of a divorce, legal separation, child's loss 
of eligibility as a dependent, or any second qualifying event which occurs within the 18-month period as described 
in Qualifying Events and Lengths Of Coverage.  The subscriber or affected dependent must also notify the 
Group if the Social Security Administration determines that the subscriber or dependent was disabled on any of 
the first 60 days of COBRA coverage.  You also have the right to appoint someone to give the Group this notice 
for you. 


If the required notice is not given or is late, the qualified member loses the right to COBRA coverage.  
Except as described below for disability notices, the subscriber or affected dependent has 60 days in which to 
give notice to the Group.  The notice period starts on the date shown below. 
• For determinations of disability, the notice period starts on the later of: 1) the date of the subscriber's 


termination or reduction in hours; 2) the date the qualified member would lose coverage as the result of one of 
these events; or 3) date of the disability determination.  Please note:  Determinations that a qualified 
member is disabled must be given to the Group before the 18-month continuation period ends.  This 
means that the subscriber or qualified member might not have the full 60 days in which to give the 
notice.  Please include a copy of the determination with your notice to the Group. 
Note:  The subscriber or affected dependent must also notify the Group if a qualified member is deemed by the 
Social Security Administration to no longer be disabled.  See When COBRA Coverage Ends. 


• For the other events above, the 60-day notice period starts on the later of: 1) the date of the qualifying event, or 
2) the date the qualified member would lose coverage as a result of the event. 


Important Note:  The Group must tell you where to direct your notice and any other procedures that you 
must follow.  If the Group informs you of its notice procedures after the notice period start date above for 
your qualifying event, the notice period will not start until the date you're informed by the Group. 


The Group must notify qualified members of their rights under COBRA.  If the Group has named a third party as 
its plan administrator, the plan administrator is responsible to notify members on behalf of the group.  In such 
cases, the Group has 30 days in which to notify its plan administrator of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement.  The plan administrator then has 14 days after it receives 
notice of a qualifying event from the Group (or from a qualified member as stated above) in which to notify 
qualified members of their COBRA rights. 


If the Group itself is the plan administrator, it has more than 14 days in which to give notice for certain qualifying 
events.  The Group must furnish the notice required because of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement no later than 44 days after the later of 1) the date of the 
qualifying event, or 2) the date coverage would end in the absence of COBRA.  For all other qualifying events, the 
14-day notice time limit applies. 


You Must Enroll And Pay On Time 
• You must elect COBRA coverage no more than 60 days after the later of 1) the date coverage was to end 


because of the qualifying event, or 2) the date you were notified of your right to elect COBRA coverage.  You 
may be eligible for a second COBRA election period if you qualify under section 201 of the Federal Trade Act of 
2002.  Please contact the Group or your bargaining representative for more information if you believe this may 
apply to you. 
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Each qualified member will have an independent right to elect COBRA coverage.  Subscribers may elect 
COBRA coverage on behalf of their spouses, and parents may elect COBRA coverage on behalf of their 
children. 


• You must send your first payment to the Group no more than 45 days after the date you elected COBRA 
coverage. 


• Subsequent monthly payments must also be paid to the Group. 


Adding Family Members 
Eligible family members may be added after the continuation period begins, but only as allowed under Special 
Enrollment or Open Enrollment in the When Does Coverage Begin? section.  With one exception, family 
members added after COBRA begins aren't eligible for further coverage if they later have a qualifying event or if 
they are determined to be disabled as described under Qualifying Events and Lengths Of Coverage earlier in 
this COBRA section.  The exception is that a child born to or placed for adoption with a covered employee while 
the covered employee is on COBRA has the same COBRA rights as family members on coverage at the time of 
the original qualifying event.  The child will be covered for the duration of the covered employee's initial 18-month 
COBRA period, unless a second qualifying event occurs which extends the child's coverage.  COBRA coverage is 
subject to all other terms and limitations of this plan. 


Keep The Group Informed Of Address Changes 
In order to protect your rights under COBRA, you should keep the Group informed of any address changes.  It is a 
good idea to keep a copy, for your records, of any notices you send to the Group. 


When COBRA Coverage Ends 
COBRA coverage will end on the last day for which any charge required for it has been paid in the monthly period 
in which the first of the following occurs: 
• The applicable continuation period expires. 
• The next monthly payment isn't paid when due or within the 30-day COBRA grace period. 
• When coverage is extended from 18 to 29 months due to disability (see Qualifying Events and Lengths Of 


Coverage in this section), COBRA coverage beyond 18 months ends if there's a final determination that a 
qualified member is no longer disabled under the Social Security Act.  However, coverage won't end on the 
date shown above, but on the last day for which subscription charges have been paid in the first month that 
begins more than 30 days after the date of the determination.  The subscriber or affected dependent must 
provide the Group with a copy of the Social Security Administration's determination within 30 days after the 
later of: 1) the date of the determination, or 2) the date on which the subscriber or affected dependent was 
informed that this notice should be provided and given procedures to follow. 


• You become covered under another group health care plan after the date you elect COBRA coverage. 
• You become entitled to Medicare after the date you elect COBRA coverage. 
• The Group ceases to offer group health care coverage to any employee. 


If You Have Questions 
Questions about your plan or your rights under COBRA should be addressed to the plan contacts provided by the 
Group.  For more information about your rights under ERISA, 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) in your area or visit 
the EBSA Web site at www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA Offices 
are available through EBSA's Web site. 


EXTENDED BENEFITS 
Under the following circumstances, certain benefits of this plan may be extended after your coverage ends for 
reasons other than as described under Intentionally False Or Misleading Statements. 


The inpatient benefits of this plan will continue to be available after coverage ends if: 
• Your coverage didn't end because of fraud or an intentional misrepresentation of material fact under the terms 


of the coverage 







 


 60 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


• You were admitted to a medical facility prior to the date coverage ended 
• You remained continuously confined in a medical facility because of the same medical condition for which you 


were admitted 


Please Note:  Newborns are eligible for Extended Inpatient benefits only if they are enrolled beyond the 3-
week period specified in the Newborn Care benefit. 


Such continued inpatient coverage will end when the first of the following occurs: 
• You're covered under a health plan or contract that provides benefits for your confinement or would provide 


benefits for your confinement if coverage under this plan did not exist 
• You're discharged from that facility or from any other facility to which you were transferred 
• Inpatient care is no longer medically necessary 
• The maximum benefit for inpatient care in the medical facility has been provided.  If the calendar year ends 


before a calendar year maximum has been reached, the balance is still available for covered inpatient care you 
receive in the next year.  Once it's used up, however, a calendar year maximum benefit will not be renewed. 


CONTINUATION UNDER USERRA 
The Uniformed Services Employment And Reemployment Rights Act (USERRA) protects the job rights (including 
enrollment rights on employer-provided health care coverage) of individuals who voluntarily or involuntarily leave 
employment positions to undertake military service.  If you leave your job to perform military service, you have the 
right to elect to continue existing employer-based health plan coverage for you and your dependents for up to 24 
months while in the military.  Even if you don't elect to continue coverage during your military service, you have 
the right to be reinstated in your employer's health plan when you are re-employed, generally without any 
exclusions except for service-connected illnesses or injuries. 


Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S.  
Department of Labor at 1-866-4-USA-DOL or visit its Web site at www.dol.gov/vets.  An online guide to USERRA 
can be viewed at www.dol.gov/elaws/userra.htm. 


MEDICARE SUPPLEMENT COVERAGE 
If you're enrolled in Parts A and B of Medicare, you may be eligible for guaranteed-issue coverage under certain 
Medicare supplement plans.  You must apply within 63 days of losing coverage under this plan. 


HOW DO I FILE A CLAIM? 
Claims Other Than Prescription Drug Claims 


Many providers will submit their bills to us directly.  However, if you need to submit a claim, follow these simple 
steps: 


Step 1 


Complete a Subscriber Claim Form.  A separate Subscriber Claim Form is necessary for each patient and each 
provider.  You can order extra Subscriber Claim Forms by calling Customer Service.   


Step 2 


Attach the itemized bill.  The itemized bill must contain all of the following information: 
• Names of the subscriber and the member who incurred the expense 
• Identification numbers for both the subscriber and the Group (these are shown on the subscriber's identification 


card) 
• Name, address and IRS tax identification number of the provider 
• Information about other insurance coverage 
• Date of onset of the illness or injury 
• Diagnosis or diagnosis code from the most current edition of the International Classification of Diseases 


manual 
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• Procedure codes from the most current edition of the Current Procedural Terminology manual, the 
Healthcare Common Procedure Coding manual, or the American Dental Association Current Dental 
Terminology manual for each service 


• Dates of service and itemized charges for each service rendered 
• If the services rendered are for treatment of an injury, the date, time, location and a brief description of the 


event 


Step 3 


If you're also covered by Medicare, and Medicare is primary, you must attach a copy of the “Explanation of 
Medicare Benefits.” 


Step 4 


Check that all required information is complete.  Bills received won't be considered to be claims until all necessary 
information is included. 


Step 5 


Sign the Subscriber Claim Form in the space provided. 


Step 6 


Mail your claims to us at the mailing address shown on the back cover of this booklet. 


Prescription Drug Claims 


To make a claim for covered prescription drugs, please follow these steps: 


In-Network Pharmacies 


For retail pharmacy purchases, you don't have to send us a claim.  Just show your Premera Blue Cross ID card to 
the pharmacist, who will bill us directly.  If you don't show your ID card, you'll have to pay the full cost of the 
prescription and submit the claim yourself. 


For mail-order pharmacy purchases, you don't have to send us a claim, but you'll need to follow the instructions 
on the order form and submit it to the address printed on the form.  Please allow up to 14 days for delivery. 


Out-Of-Network Pharmacies 


You'll have to pay the full cost for new prescriptions and refills purchased at these pharmacies.  You'll need to fill 
out a prescription drug claim form, attach your prescription drug receipts and submit the information to the 
address shown on the claim form. 


If you need a supply of in-network mail-order pharmacy order forms or prescription drug claim forms, contact our 
Customer Service department at the numbers shown on the back cover of this booklet. 


Timely Filing 
You should submit all claims within 90 days of the start of service or within 30 days after the service is completed.  
We must receive claims: 
• Within 365 days of discharge for hospital or other medical facility expenses, or within 365 days of the date the 


expenses were incurred for any other services or supplies 
• For members who have Medicare, within 90 days of the process date shown on the Explanation of Medicare 


Benefits, whichever is greater 


The plan won't provide benefits for claims we receive after the later of these 2 dates except when required by law. 


Special Notice About Claims Procedure 
We'll make every effort to process your claims as quickly as possible.  We process claims in the order in which we 
receive them.  We'll tell you if this plan won't cover all or part of the claim no later than 30 days after we first 
receive it.  This notice will be in writing.  We can extend the time limit by up to 15 days if it's decided that more 
time is needed due to matters beyond our control.  We'll let you know before the 30-day time limit ends if we need 
more time.  If we need more information from you or your provider in order to decide your claim, we'll ask for that 
information in our notice and allow you or your provider at least 45 days to send us the information.  In such 
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cases, the time it takes to get the information to us doesn't count toward the decision deadline.  Once we receive 
the information we need, we have 15 days to give you our decision. 
• If your claim was denied, in whole or in part, our written notice (see Notices) will include: 
• The reasons for the denial and a reference to the provisions of this plan on which it's based 
• A description of any additional information needed to reconsider the claim and why that information is needed 
• A statement that you have the right to appeal our decision 
• A description of the plan's complaint and appeal processes 


If there were clinical reasons for the denial, you'll receive a letter stating these reasons. 


At any time, you have the right to appoint someone to pursue the claim on your behalf.  This can be a doctor, 
lawyer or a friend or relative.  You must notify us in writing and give us the name, address and telephone number 
where your appointee can be reached. 


If all you have to pay is a copay for a covered service or supply, it is not considered a claim for benefits.  
However, you always have the right to get a paper copy of your explanation of benefits for the service or supply.  
You can call Customer Service.  The phone number is on the back cover of your booklet and on your Premera ID 
card.  Or, you can visit our website for secure online access to your claims.  If your claim is denied in whole or in 
part, you may send us a complaint or appeal as outlined under Complaints And Appeals. 


If a claim for benefits or an appeal is denied or ignored, in whole or in part, or not processed within the time 
shown in this plan, you may file suit in a state or federal court. 


COMPLAINTS AND APPEALS 


We know healthcare doesn’t always work perfectly.  Our goal is to listen, take care of you, and make it simple.  If 
it doesn’t go the way you expect, you have two options: 
• Complaints – You can contact customer service if you have a complaint.  We may ask you to send the details in 


writing.  We will send a written response within 30 days.  
• Appeals – You can request a review of a specific decision we have made about your plan benefits. 


You can appeal the following adverse benefit determinations (See Definitions) 
• A decision to pay for less than the full cost of your claim 
• A limit or restriction on otherwise covered benefits 
• A decision to deny or partly deny your request for coverage of a benefit 
• A decision regarding your eligibility to enroll or stay in the plan  
• You may also appeal decisions we make regarding coverage for drugs not on the plan’s list of covered drugs.  


See Prescription Drug for details.  


INTERNAL APPEAL 
The process begins with internal appeal by Premera.  Your plan has two levels of internal appeals.  In the first 
level, people who were not part of the initial decision will review your appeal.  Medical review denials will be 
reviewed by a medical professional.  We must receive your internal appeal request within 180 days of the date 
you were notified of the initial decision. 


If you are not satisfied with the decision, you may request a level 2 appeal.  You have 60 days from the date of 
the level 1 decision letter to ask for a level 2 appeal.  You can send us new information to consider. 


Your level 2 internal appeal will be reviewed by a panel of people who were not involved in the initial decision or in 
the level 1 appeal.  If the initial decision involved medical judgment, a medical professional will be on the panel.  
You may take part in the level 2 panel meeting in person or by phone. 


WHO CAN APPEAL 
You can appeal yourself or choose someone, including your doctor, to appeal on your behalf.  If you choose 
someone else, complete an Authorization for Appeals form located on www.premera.com. 
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HOW TO APPEAL 
You can call Customer Service or you can write to us at the address listed on the back cover of this book.  By 
sending your appeal in writing, you can provide more details about your appeal.  This may include chart notes, 
medical records or a letter from your doctor. 


If you need help filing an appeal, or would like a copy of the appeals process, please call Customer Service.  You 
can also get a description of the appeals process by visiting our website. 


If you would like to review the information used for your appeal, please contact Customer Service.  The 
information will be sent as soon as possible and free of charge. 


WHAT HAPPENS WHEN YOU HAVE ONGOING CARE 
Ongoing care is continuous treatment you are currently receiving, such as residential care, care for a chronic 
condition, inpatient care and rehabilitation. 


The plan may decide to change, reduce or end coverage of ongoing care because we've determined the care is 
no longer medically necessary.  If you appeal that decision, the plan will continue to cover your care during the 
appeal period.  This continued coverage during the appeal period is not a reversal of the denial.  If the decision is 
upheld, you must repay all amounts the plan paid for ongoing care during the appeal review. 


WHAT HAPPENS WHEN IT'S URGENT 
If your situation is urgent, we will handle your appeal in an expedited (fast) manner.  Examples of urgent 
situations are: 
• Delay may put your life or health in serious danger or cause you severe pain that cannot be managed, as 


determined by medical professionals or your treating physician 
• You are requesting coverage for inpatient or emergency care that you are currently receiving 


If your situation is urgent, you may ask for an expedited external appeal at the same time you request an 
expedited internal appeal. 


Urgent appeals are only available for services you have not yet received.  


WHAT HAPPENS NEXT 
Your appeal is reviewed, and a decision is provided within the time limits below. 


Type of appeal When to expect notification of a decision 


Urgent appeals No later than 72 hours.  We will call, fax, or email you with the 
decision, and follow up in writing 


Pre-service appeals (a decision made by us 
before you received services) 


Within 15 days  


All other appeals 15-30 days 


If the first decision is upheld, or the process above is not followed, you can request an external appeal. 


EXTERNAL APPEAL 
External appeal will be done by an Independent Review Organization (IRO) that is certified by the State of 
Washington Department of Health to review medical and other important information.  There is no cost to you for 
an external appeal. 
• You may write to us directly to request an external appeal. 
• We must receive your written request for an external appeal within 4 months after the date you got our internal 


appeal letter.  You must include the signed external appeal form you received from us.  You may also include 
medical records and other information. 


We will forward your medical records and other information to the IRO.  If you have additional information on your 
appeal, we will tell you how to send it to the IRO. 
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WHAT HAPPENS NEXT 
Once the external appeal is done, the IRO will let you and us know their decision within the time limits below: 
• For urgent external appeals no later than 72 hours after receiving the request. 
• For all other appeals, within 45 days after the IRO gets the request. 


ONCE A DECISION IS MADE 
For urgent appeals, the IRO will inform you and us immediately.  We will follow up with a written decision by mail. 
For all other appeals, we will send you a written decision by mail. 


The Plan will accept the IRO decision. 


If the IRO: 
• Reverses the original decision, we will apply their decision quickly. 
• Stands by the original decision, there is no further appeal.  However, you may have other steps you can take 


under state or federal law, such as filing a lawsuit. 


If you have questions about a denial of a claim or your appeal rights, you may call Customer Service at the 
number listed on your Premera ID card. 


You can also contact the Employee Benefits Security Administration of the U.S. Department of Labor.  The phone 
number is 1-866-444-EBSA (3272). 


OTHER INFORMATION ABOUT THIS PLAN 
This section tells you about how this plan is administered.  It also includes information about federal and state 
requirements we and the Group must follow and other information that must be provided. 


Conformity With The Law 


If any provision of the plan or any amendment thereto is deemed to be in conflict with applicable state or federal 
laws or regulations, upon discovery of such conflict the plan will be administered in conformance with the 
requirements of such laws and regulations as of their effective date. 


Evidence Of Medical Necessity 


We have the right to require proof of medical necessity for any services or supplies you receive before benefits 
under this plan are provided.  This proof may be submitted by you, or on your behalf by your health care 
providers.  No benefits will be available if the proof isn't provided or acceptable to the plan. 


Health Care Providers — Independent Contractors 


All health care providers who provide services and supplies to a member do so as independent contractors.  
None of the provisions of this plan or the contract between Premera Blue Cross and the Group are intended to 
create, nor shall they be deemed or construed to create, any employment or agency relationship between us and 
the provider of service other than that of independent contractors. 


Intentionally False Or Misleading Statements 


If this plan's benefits are paid in error due to a member's or provider's commission of fraud or providing any 
intentionally false or misleading statements, the plan is entitled to recover these amounts.  Please see the Right 
Of Recovery provision later in this section. 


And, if a member commits fraud or makes any intentionally false or misleading statements on any application or 
enrollment form that affects the member's acceptability for coverage, we may, as directed by the Group: 
• Deny the member's claim 
• Reduce the amount of benefits provided for the member's claim 
• Void the member's coverage under this plan (void means to cancel coverage back to its effective date, as if it 


had never existed at all) 
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Please Note:  we cannot void your coverage based on a misrepresentation you made unless you have performed 
an act or practice that constitutes fraud; or made an intentional misrepresentation of material fact that affects your 
acceptability for coverage. 


Member Cooperation 


You're under a duty to cooperate with us and the Group in a timely and appropriate manner in our administration 
of benefits.  You're also under a duty to cooperate with us and the Group in the event of a lawsuit. 


Notice Of Information Use And Disclosure 


We may collect, use, or disclose certain information about you.  This protected personal information (PPI) may 
include health information, or personal data such as your address, telephone number or Social Security number.  
We may receive this information from, or release it to, health care providers, insurance companies, or other 
sources. 


This information is collected, used or disclosed for conducting routine business operations such as: 
• Underwriting and determining your eligibility for benefits and paying claims.  (Genetic information is not 


collected or used for underwriting or enrollment purposes.) 
• Coordinating benefits with other health care plans 
• Conducting care management or quality reviews 
• Fulfilling other legal obligations that are specified under the plan and our administrative service contract with 


the Group 


This information may also be collected, used or disclosed as required or permitted by law. 


To safeguard your privacy, we take care to ensure that your information remains confidential by having a 
company confidentiality policy and by requiring all employees to sign it. 


If a disclosure of PPI isn't related to a routine business function, we remove anything that could be used to easily 
identify you or we obtain your prior written authorization. 


You have the right to request inspection and /or amendment of records retained by us that contain your PPI.  
Please contact our Customer Service department and ask a representative to mail a request form to you. 


Notice Of Other Coverage 


As a condition of receiving benefits under this plan, you must notify us of: 
• Any legal action or claim against another party for a condition or injury for which the plan provides benefits; and 


the name and address of that party's insurance carrier 
• The name and address of any insurance carrier that provides: 


• Personal injury protection (PIP) 
• Underinsured motorist coverage 
• Uninsured motorist coverage 
• Any other insurance under which you are or may be entitled to recover compensation 


• The name of any group or individual insurance plans that cover you 


Notices 


Any notice we're required to submit to the Group or subscriber will be considered to be delivered if it's mailed to 
the Group or subscriber at the most recent address appearing on our records.  We'll use the date of postmark in 
determining the date of our notification.  If you are required to submit notice to us, it will be considered delivered 3 
days after the postmark date, or if not postmarked, the date we receive it. 


Right Of Recovery 


On behalf of the plan, we have the right to recover amounts the plan paid that exceed the amount for which the 
plan is liable.  Such amounts may be recovered from the subscriber or any other payee, including a provider.  Or, 
such amounts may be deducted from future benefits of the subscriber or any of his or her dependents (even if the 
original payment wasn't made on that member's behalf) when the future benefits would otherwise have been paid 
directly to the subscriber or to a provider that does not have a contract with us. 
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Right To And Payment Of Benefits 


Benefits of this plan are available only to members.  Except as required by law, the plan won't honor any 
attempted assignment, garnishment or attachment of any right of this plan.  In addition, members may not assign 
a payee for claims, payments or any other rights of this plan. 


At our option only, we have the right to direct the benefits of this plan to: 
• The subscriber 
• A provider 
• Another health insurance carrier 
• The member 
• Another party legally entitled under federal or state medical child support laws 
• Jointly to any of the above 


Payment to any of the above satisfies the plan's obligation as to payment of benefits. 


Venue 


All suits or legal proceedings brought against us, the plan, or the Group by you or anyone claiming any right under 
this plan must be filed: 
• Within 3 years of the date the rights or benefits claimed under this plan were denied in writing, or of the 


completion date of the independent review process if applicable; and 
• In the state of Washington or the state where you reside or are employed. 


All suits or legal or arbitration proceedings brought by the plan will be filed within the appropriate statutory period 
of limitation, and you agree that venue, at the plan's option, will be in King County, the state of Washington. 


Women's Health and Cancer Rights Act of 1998 


Your plan, as required by the Women's Health and Cancer Rights Act of 1998 (WHCRA), provides benefits for 
mastectomy-related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prostheses, and complications resulting from a mastectomy, including lymphedemas. Please see 
Covered Services. 


 ERISA PLAN DESCRIPTION 
The following information has been provided by your Group to meet certain ERISA requirements for the summary 
plan description. 


This plan is an employee welfare benefit plan that's subject to the Federal Employee Retirement Income Security 
Act of 1974 (ERISA).  This employee welfare benefit plan is called the "ERISA Plan" in this section.  ERISA gives 
subscribers and dependents the right to a summary describing the ERISA Plan. 


Name Of Plan 


Saltchuk Resources, Inc., Comprehensive Premera Blue Cross Plan 


Name And Address Of Employer Or Plan Sponsor 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Subscribers and dependents may receive from the plan administrator, upon written request, information as to 
whether a particular employer or employee organization is a sponsor of the ERISA Plan and, if so, the sponsor's 
address. 
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Employer Identification Number "EIN 


91-1186367 


Plan Number 


507 


Type Of Plan 


Self-funded employee welfare benefit plan that is a group health plan.  The ERISA Plan provides hospital and 
medical benefits. 


Type Of Administration 


Third-party administration by Premera Blue Cross under the terms and conditions of its administrative service 
contract with the Group.  We do not insure this plan 


Name, Address, And Telephone Number Of ERISA Plan Administrator 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Agent For Service Of Legal Process 


Benefits Administrator 
Saltchuk Resources, Inc. 
1111 Fairview Avenue North. 
Seattle, WA  98109 
206-652-1111 
Eligibility To Participate In The Plan 


Employees and their dependents are eligible for the benefits of the plan when they meet the eligibility 
requirements in this booklet, are enrolled as described in this booklet, and all required monthly charges for them 
are and continue to be paid to the Group as required by the Group. 


Benefits 


The benefit booklet tells you the terms and limitations of each benefit of this plan.  You may have lower out-of-
pocket costs if you use providers that have signed contracts with us.  This booklet explains the provider networks, 
when applicable.  It also tells how benefits are affected if members don't use these providers.  Coverage for 
emergency care and care you receive outside the service area are also described.  The benefit sections of this 
booklet also explain what part of the cost of covered health care that you must pay. 


If you lose your benefit booklet, please contact the Group for a new one. 


Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits 


This booklet describes circumstances that may result in disqualification, ineligibility or denial, loss, forfeiture, 
suspension, reduction, offset or recovery of any benefits for members. 


Source Of Contributions 


Employees do not contribute to the cost of coverage for themselves or their dependents.  Self-payments are also 
permitted; please see the "How Do I Continue Coverage?" section in this booklet. 


Plan Changes and Termination 


The "Plan Termination" and "Changes In Coverage" portions of this booklet describe the circumstances when this 
plan may be changed or terminated.  No rights are vested under the ERISA Plan.  The Group reserves the right to 
change or terminate its ERISA Plan in whole or in part, at any time, with no liability. 


The Group will tell employees if its ERISA Plan is changed or terminated.  If the ERISA Plan were to be 
terminated, members would have a right to benefits only for covered services received before the ERISA Plan's 
end date. 
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ERISA Plan Year 


The ERISA Plan year ends on each December 31st. 


WHAT ARE MY RIGHTS UNDER ERISA? 
As participants in an employee welfare benefit plan, subscribers have certain rights and protections.  This section 
of this plan explains those rights. 


ERISA provides that all plan participants shall be entitled to: 
• Examine without charge, at the ERISA Plan administrator's office and at other specified locations (such as work 


sites and union halls), all documents governing the ERISA Plan, including insurance contracts and collective 
bargaining agreements.  If the ERISA Plan is required to file an annual report with the U.S.  Department of 
Labor, plan participants shall be entitled to examine a copy of its latest annual report (Form 5500 Series) filed 
and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


• Obtain, upon written request to the ERISA Plan administrator, copies of documents governing the operation of 
the ERISA Plan, including insurance contracts and collective bargaining agreements and updated summary 
plan descriptions.  (Please note that this booklet by itself does not meet all the requirements for a summary 
plan description.)  If the ERISA Plan is required to file an annual report with the U.S.  Department of Labor, plan 
participants shall be entitled to obtain copies of the latest annual report (Form 5500 Series).  The administrator 
may make a reasonable charge for the copies. 


• Receive a summary of the ERISA Plan's annual financial report, if ERISA requires the ERISA Plan to file an 
annual report.  The ERISA Plan administrator for such plans is required by law to furnish each participant with a 
copy of this summary annual report. 


• Continue health care coverage for yourself, spouse or dependents if there's 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 plan on the rules governing your COBRA 
continuation coverage rights. 


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee welfare benefit plan.  The people who operate your ERISA 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.  
(The Group has delegated to us the discretionary authority to determine eligibility for benefits and to construe the 
terms used in the plan to the extent stated in our administrative services contract with the Group).  No one, 
including your employer, your union, or any other person, may fire you or otherwise discriminate against you in 
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 


If your claim for a welfare benefit is denied or ignored, 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 ERISA 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 ERISA 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.  In addition, if you disagree with the ERISA 
Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in federal court. 


If it should happen that ERISA Plan fiduciaries misuse the ERISA Plan's money, or if you're 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're successful, the court may 
order the person you 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. 


Please Note:  Under ERISA, the ERISA Plan administrator is responsible for furnishing each participant and 
beneficiary with a copy of the summary plan description. 
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If you have any questions about your employee welfare benefit plan, you should contact the ERISA 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 ERISA Plan administrator, you should contact either the: 
• Office of the Employee Benefits Security Administration, U.S.  Department of Labor, 300 Fifth Ave., Suite 1110, 


Seattle, WA 98104; or 
• Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.  Department of 


Labor, 200 Constitution Ave.  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 at 1-866-444-3272. 


DEFINITIONS 
The terms listed throughout this section have specific meanings under this plan. 


Adverse Benefit Determination 
An adverse benefit determination means a decision to deny, reduce, terminate or a failure to provide or to make 
payment, in whole or in part for services.  This includes 
• A member’s or applicant’s eligibility to be or stay enrolled in this plan or health insurance coverage 
• A limitation on otherwise covered benefits 
• A clinical review decision 
• A decision that a service is experimental, investigative, not medically necessary or appropriate, or not effective 


Affordable Care Act 
The Patient Protection and Affordable Care Act of 2010 (Public Law 111-148) as amended by the Health Care 
and Education Reconciliation Act of 2010 (Public Law 111-152). 


Calendar Year 
The period of 12 consecutive months that starts each January 1 at 12:01 a.m.  and ends on the next December 
31 at midnight. 


Chemical Dependency (also called “Substance Use Disorder”) 
An illness characterized by physiological or psychological dependency, or both, on a controlled substance 
regulated under Chapter 69.50 RCW and/or alcoholic beverages.  It's further characterized by a frequent or 
intense pattern of pathological use to the extent: 
• The user exhibits a loss of self-control over the amount and circumstances of use 
• The user develops symptoms of tolerance, or psychological and/or physiological withdrawal if use of the 


controlled substance or alcoholic beverage is reduced or discontinued 
• The user's health is substantially impaired or endangered, or his or her social or economic function is 


substantially disrupted 


Clinical Trials 
An approved clinical trial means a scientific study using human subjects designed to test and improve prevention, 
diagnosis, treatment, or palliative care of cancer, or the safety and effectiveness of a drug, device, or procedure 
used in the prevention, diagnosis, treatment, or palliative care, if the study is approved by the following: 
• An institutional review board that complies with federal standards for protecting human research subjects and 
• One or more of the following: 


• The United States Department of Health and Human Services, National Institutes of Health, or its institutes 
or centers 


• The United States Department of Health and Human Services, United States Food and Drug Administration 
(FDA) 


• The United States Department of Defense 
• The United States Department of Veterans’ Affairs 
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• A nongovernmental research entity abiding by current National Institute of Health guidelines 


Community Mental Health Agency 
An agency that's licensed as such by the state of Washington to provide mental health treatment under the 
supervision of a physician or psychologist. 


Congenital Anomaly Of A Dependent Child 
A marked difference from the normal structure of an infant's body part, that's present from birth and manifests 
during infancy. 


Cost-Share 
The member’s share of the allowed amount for covered services.  Deductibles, copays, and coinsurance are all 
types of cost-shares.  See the Summary Of Your Costs to find out what your cost-share is. 


Custodial Care 
Any portion of a service, procedure or supply that is provided primarily: 
• For ongoing maintenance of the member's health and not for its therapeutic value in the treatment of an illness 


or injury 
• To assist the member in meeting the activities of daily living.  Examples are help in walking, bathing, dressing, 


eating, preparation of special diets, and supervision over self-administration of medication not requiring 
constant attention of trained medical personnel 


Detoxification 
Detoxification is active medical management of medical conditions due to substance intoxication or substance 
withdrawal, which requires repeated physical examination appropriate to the substance, and use of medication.  
Observation alone is not active medical management. 


Effective Date 
The date when your coverage under this plan begins.  If you re-enroll in this plan after a lapse in coverage, the 
date that the coverage begins again will be your effective date. 


Eligibility Waiting Period 
The length of time that must pass before an employee or dependent is eligible to be covered under the Group's 
health care plan.  If an employee or dependent enrolls under the Special Enrollment provisions of this plan or 
enrolls on a date other than when first eligible to enroll, any period prior to such enrollment isn't considered an 
eligibility waiting period, unless all or part of the initial eligibility waiting period had not been met. 


Emergency Care 
• A medical screening examination to evaluate a medical emergency that is within the capability of the 


emergency department of a hospital, including ancillary service routinely available to the emergency 
department. 


• Further medical examination and treatment to stabilize the member to the extent the services are within the 
capabilities of the hospital staff and facilities or, if necessary, to make an appropriate transfer to another 
medical facility.  “Stabilize” means to provide such medical treatment of the medical emergency as may be 
necessary to assure, within reasonable medical probability that no material deterioration of the condition is 
likely to result from or occur during the transfer of the member from a medical facility. 


• Ambulance transport as needed in support of the services above. 


Essential Health Benefits 
Benefits defined by the Secretary of Health and Human Services that shall include at least the following general 
categories: ambulatory patient services, emergency care, hospitalization, maternity and newborn care, mental 
health and chemical dependency 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, including oral and vision care.  The designation of benefits as essential shall 
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be consistent with the requirements and limitations set forth under the Affordable Care Act and applicable 
regulations as determined by the Secretary of Health and Human Services. 


Experimental/Investigational Services 
Experimental or investigational services include a treatment, procedure, equipment, drug, drug usage, medical 
device or supply that meets one or more of the following criteria: 
• A drug or device that can't be lawfully marketed without the approval of the U.S.  Food and Drug 


Administration, and hasn't been granted such approval on the date the service is provided 
• The service is subject to oversight by an Institutional Review Board 
• No reliable evidence demonstrates that the service is effective, in clinical diagnosis, evaluation, management or 


treatment of the condition 
• The service is the subject of ongoing clinical trials to determine its maximum tolerated dose, toxicity, safety or 


efficacy. 
• Evaluation of reliable evidence indicates that additional research is necessary before the service can be 


classified as equally or more effective than conventional therapies 


Reliable evidence includes but is not limited to reports and articles published in authoritative peer reviewed 
medical and scientific literature, and assessments and coverage recommendations published by the Blue Cross 
Blue Shield Association Technical Evaluation Center (TEC). 


Group 
The entity that sponsors this self-funded plan. 


Hospital 
A facility legally operating as a hospital in the state in which it operates and that meets the following requirements: 
• It has facilities for the inpatient diagnosis, treatment, and acute care of injured and ill persons by or under the 


supervision of a staff of physicians 
• It continuously provides 24-hour nursing services by or under the supervision of registered nurses 


A “hospital” will never be an institution that's run mainly: 
• As a rest, nursing or convalescent home; residential treatment center; or health resort 
• To provide hospice care for terminally ill patients 
• For the care of the elderly 
• For the treatment of chemical dependency or tuberculosis 


Illness 
A sickness, disease, medical condition or pregnancy. 


Injury 
Physical harm caused by a sudden event at a specific time and place.  It's independent of illness, except for 
infection of a cut or wound. 


In-Network Pharmacy (In-Network Retail/In-Network Mail Order Pharmacy) 
A licensed pharmacy which contracts with us or our Pharmacy Benefit Manager to provide prescription drug 
benefits. 


In-Network Provider 
A provider that is in one of the networks stated in the How Providers Affect Your Costs section. 


Inpatient 
Confined in a medical facility as an overnight bed patient. 
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Medical Emergency (also called “Emergency”) 
A medical condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such 
that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate attention to result in 1) placing the health of the individual (or with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious jeopardy; 2) serious impairment to bodily 
functions; or 3) serious dysfunction of any bodily organ or part. 


Examples of a medical emergency are severe pain, suspected heart attacks and fractures.  Examples of a non-
medical emergency are minor cuts and scrapes. 


Medical Equipment 
Mechanical equipment that can stand repeated use and is used in connection with the direct treatment of an 
illness or injury.  It's of no use in the absence of illness or injury. 


Medical Facility (also called “Facility”) 
A hospital, skilled nursing facility, state-approved chemical dependency program or hospice. 


Medically Necessary 
Those covered services and supplies that a physician, exercising prudent clinical judgment, would provide to a 
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are:  
• In accordance with generally accepted standards of medical practice;  
• Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and  
• Not primarily for the convenience of the patient, physician, or other health care provider, and not more costly 


than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.   


For these purposes, “generally accepted standards of medical practice” means standards that are based on 
credible scientific evidence published in peer reviewed medical literature generally recognized by the relevant 
medical community, physician specialty society recommendations and the views of physicians practicing in 
relevant clinical areas and any other relevant factors. 


Member (also called “You” and “Your”) 
A person covered under this plan as a subscriber or dependent. 


Non-Contracted Provider 
A provider is not in any network of Premera Blue Cross, Premera Blue Cross Blue Shield of Alaska, or the local 
Blue Cross Blue Shield licensee. 


Obstetrical Care 
Care furnished during pregnancy (antepartum, delivery and postpartum) or any condition arising from pregnancy.  
This includes the time during pregnancy and within 45 days following delivery. 


Abortion is included as part of obstetrical care. 


Orthodontia 
The branch of dentistry which specializes in the correction of tooth arrangement problems, including poor 
relationships between the upper and lower teeth (malocclusion). 


Orthotic 
A support or brace applied to an existing portion of the body for weak or ineffective joints or muscles, to aid, 
restore or improve function. 


Out-Of-Network Provider 
A provider that is not in one of the provider networks stated in the How Providers Affect Your Costs section. 
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Outpatient 
Treatment received in a setting other than an inpatient in a medical facility. 


Outpatient Surgical Center 
A facility that’s licensed or certified as required by the state it operates in and that meets all of the following: 
• It has an organized staff of physicians 
• It has permanent facilities that are equipped and operated primarily for the purpose of performing surgical 


procedures 
• It doesn’t provide inpatient services or accommodations 


Pharmacy Benefit Manager 
An entity that contracts with us to administer the Prescription Drug benefit under this plan. 


Physician 
A state-licensed: 
• Doctor of Medicine and Surgery (M.D.) 
• Doctor of Osteopathy (D.O.) 


In addition, professional services provided by one of the following types of providers will be covered under this 
plan, but only when the provider is providing a service within the scope of his or her state license; providing a 
service or supply for which benefits are specified in this plan; and providing a service for which benefits would be 
payable if the service were provided by a physician as defined above: 
• Chiropractor (D.C.) 
• Dentist (D.D.S. or D.M.D.) 
• Optometrist (O.D.) 
• Podiatrist (D.P.M.) 
• Psychologist (Ph.D.) 
• Nurse (R.N.) licensed in Washington state 


Plan (also called “This Plan”) 
The Group's self-funded plan described in this booklet. 


Prescription Drug 
Any medical substance, including biological products, the label of which, under the Federal Food, Drug and 
Cosmetic Act, as amended, is required to bear the legend:  “Caution:  Federal law prohibits dispensing without a 
prescription.” 


Benefits available under this plan will be provided for “off-label” use, including administration, of prescription drugs 
for treatment of a covered condition when use of the drug is recognized as effective for treatment of such 
condition by: 
• One of the following standard reference compendia: 


• The American Hospital Formulary Service-Drug Information 
• The American Medical Association Drug Evaluation 
• The United States Pharmacopoeia-Drug Information 
• Other authoritative compendia as identified from time to time by the Federal Secretary of Health and Human 


Services or the Insurance Commissioner 
• If not recognized by one of the standard reference compendia cited above, then recognized by the majority of 


relevant, peer-reviewed medical literature (original manuscripts of scientific studies published in medical or 
scientific journals after critical review for scientific accuracy, validity and reliability by independent, unbiased 
experts) 


• The Federal Secretary of Health and Human Services 
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“Off-label use” means the prescribed use of a drug that's other than that stated in its FDA-approved labeling. 


Benefits aren't available for any drug when the U.S.  Food and Drug Administration (FDA) has determined its use 
to be contra-indicated, or for experimental or investigational drugs not otherwise approved for any indication by 
the FDA. 


Provider 
A health care practitioner or facility that is in a licensed or certified provider category regulated by the state in 
which the practitioner or facility provides care, and that practices within the scope of such licensure or 
certification.  Also included is an employee or agent of such practitioner or facility, acting in the course of and 
within the scope of his or her employment. 


Health care facilities that are owned and operated by an agency of the U.S.  government are included as required 
by federal law.  Health care facilities owned by the political subdivision or instrumentality of a state are also 
covered. 


Board Certified Behavior Analysts (BCBAs) will be considered health care providers for the purposes of providing 
applied behavior analysis (ABA) therapy, as long as both of the following are true:  1) They’re licensed when 
required by the State in which they practice, or, if the State does not license behavior analysts, are certified as 
such by the Behavior Analyst Certification Board, and 2) The services they furnish are consistent with state law 
and the scope of their license or board certification.  Therapy assistants/behavioral technicians/paraprofessionals 
that do not meet the requirements above will also be covered providers under this plan when they provide ABA 
therapy and their services are supervised and billed by a BCBA or one of the following state-licensed provider 
types: psychiatrist, developmental pediatrician, pediatric neurologist, psychiatric nurse practitioner, advanced 
nurse practitioner, advanced registered nurse practitioner, occupational or speech therapist, psychologist, 
community mental health agency that is also state-certified to provide ABA therapy. 


Psychiatric Condition 
A condition listed in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
published by the American Psychiatric Association, excluding diagnoses and treatments for substance abuse. 


Service Area 
The area in which we directly operate provider networks.  This area is made up of the states of Washington 
(except Clark County) and Alaska 


Skilled Care 
Care that's ordered by a physician and requires the medical knowledge and technical training of a licensed 
registered nurse. 


Skilled Nursing Facility 
A medical facility providing services that require the direction of a physician and nursing supervised by a 
registered nurse, and that's approved by Medicare or would qualify for Medicare approval if so requested. 


Subscriber 
An enrolled employee of the Group.  Coverage under this plan is established in the subscriber's name. 


Subscription Charges 
The monthly rates to be paid by the member that are set by the Group as a condition of the member's coverage 
under the plan. 


We, Us and Our 
Means Premera Blue Cross. 







 


 


  







 


 


 
Where To Send Claims 
MAIL YOUR CLAIMS TO 
Premera Blue Cross 
P.O. Box 91059 
Seattle, WA  98111-9159 


 


PRESCRIPTION DRUG CLAIMS 
Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit Manager 


At 
Express Scripts 
P.O. Box 747000 
Cincinnati, OH 45274-7000 


1-800-391-9701 
www.express-scripts.com 


 


Customer Service 
Mailing Address Phone Numbers 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 


Physical Address Local and toll-free TTY number: 
1-800-842-5357 7001 220th St. S.W. 


Mountlake Terrace, WA 98043-2124 


Care Management 
Pre-Approval And Emergency Notification 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 
Fax: 1-800-843-1114 


 


Telehealth 
You can get telehealth care from Teladoc.  Log onto your account at 
https://member.teladoc.com/premera or call 1-855-332-4059.   


Complaints And Appeals 
Premera Blue Cross 
Attn:  Appeals Coordinator 
P.O.  Box 91102 
Seattle, WA  98111-9202 
Fax:  (425) 918-5592 


BlueCard Website 
1-800-810-BLUE(2583) 


 


Visit our website www.premera.com for 
information and secure online access to 
claims information 


 
 


 


 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association  
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INTRODUCTION 
*This booklet is for members of the Saltchuk Resources, Inc. medical plan.  This plan is self-funded by Saltchuk 
Resources, Inc., which means that Saltchuk Resources, Inc. is financially responsible for the payment of plan 
benefits.  Saltchuk Resources, Inc. (“the Group”) has the final discretionary authority to determine eligibility for 
benefits and construe the terms of the plan. 


Saltchuk Resources, Inc. has contracted with Premera Blue Cross, an Independent Licensee of the Blue Cross 
Blue Shield Association, to perform administrative duties under the plan, including the processing of claims.  
Saltchuk Resources, Inc. has delegated to Premera Blue Cross the discretionary authority to determine eligibility 
for benefits and to construe the terms used in this plan to the extent stated in our administrative services contract 
with the Group.  Premera Blue Cross does not insure the benefits of this plan. 


In this booklet Premera Blue Cross is called the “Claims Administrator.”  This booklet replaces any other benefit 
booklet you may have. 


 


This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see 
Definitions).  If Congress, federal or state regulators, or the courts make further changes or clarifications 
regarding the Affordable Care Act and its implementing regulations, including changes which become 
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated 
in this booklet or if they conflict with statements made in this booklet. 


 


Group Name: Saltchuk Resources, Inc. 


Effective Date: January 1, 2019 


Group Number: 1006087 


Plan: Your Choice (Non-Grandfathered) – Saltchuk Headquarters Group 


Certificate Form Number: 10060870119BKA 


 


 


 







 
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 Ave 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: 1-800-842-5357). 
 
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: 1-800-842-5357) ይደውሉ። 


 
 :(Arabic) العربیة


 معلومات الإشعار ھذا قد یحوي .ھامة معلومات الإشعار ھذا یحوي
 التغطیة التي ترید الحصولأو  طلبك بخصوص مھمة


 مھمة قد تكون ھناك تواریخ Premera Blue Cross  .خلال  من علیھا 
 للحفاظ معینة تواریخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في


یحق لك  التكالیف. دفع في للمساعدة أو الصحیة تغطیتك على
 .تكلفة أیة دون تكبد بلغتك والمساعدة ھذه المعلومات على الحصول
 اتصل بـ


800-722-1471 (TTY: 1-800-842-5357) 
 


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: 1-800-842-5357)。 
 
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: 1-800-842-5357) 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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 


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: 1-
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 
Cross 를 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: 1-800-842-5357) 로 전화하십시오. 
 
 
 
 
 
 
 
 
 
ລາວ (Lao): 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. 
ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະໝັກ 
ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue 
Cross. ອາດຈະມີວັນທີສໍາຄັນໃນແຈ້ງການນ້ີ. 
ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດເວລາສ
ະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ 
ຄວາມຊ່ວຍເຫືຼອເລ່ືອງຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. 
ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ 
ຄວາມຊ່ວຍເຫືຼອເປັນພາສາຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. 
ໃຫ້ໂທຫາ 800-722-1471 (TTY: 1-800-842-5357). 
 
��ែខ�រ (Khmer): 
េសចក�ជូីនដំណងឹេនះ�នព័ត៌�ន�៉ងស�ំន់។ 
េសចក� ីជូនដំណឹងេនះ្របែហល��នព័ត៌�ន�៉ង
សំ�ន់អំពីទ្រមង់ែបបបទ 
ឬ�រ�� ប់រងរបស់អ�ក�មរយៈ Premera Blue Cross ។ 
្របែហល��ន 
�លបរ �េច�ទសំ�ន់េ�ក� �ងេសចក� ីជូនដំណឹងេនះ។ 
អ�ក្របែហល�្រត�វ�របេ�� ញសមត��ព 
ដល់កំណត់ៃថ��ក់ច�ស់�� 
េដើម្បីនឹងរក�ទុក�រ���� ប់រងសុខ�ពរបស់អ�ក 
ឬ្រ�ក់ជំនួយេចញៃថ�។ 







 
អ�ក�នសិទ�ិទទួលព័ត៌�នេនះ 
និងជំនួយេ�ក� �ង��របស់អ�កេ�យមិនអសលុ
យេឡើយ។ សូមទូរស័ព� 800-722-1471  
(TTY: 1-800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨ� ਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨ� ਿਟਸ ਿਵਚ 
Premera Blue Cross ਵਲ�  ਤੁਹਾਡੀ  
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ ਸਕਦੀ 
ਹੈ . ਇਸ ਨ� ਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ ਹੋ ਸਕਦੀਆ ਂਹਨ. ਜੇਕਰ 
ਤੁਸੀ ਜਸਹਤ ਕਵਰੇਜ ਿਰੱਖਣੀ ਹੋਵੇ ਜਾ ਓਸ ਦੀ ਲਾਗਤ ਜਿਵੱਚ 
ਮਦਦ ਦ ੇਇਛੁੱ ਕ ਹੋ ਤ� ਤੁਹਾਨੰੂ ਅੰਤਮ ਤਾਰੀਖ਼ ਤ� ਪਿਹਲ� ਕੱੁਝ 
ਖਾਸ ਕਦਮ ਚੁੱ ਕਣ ਦੀ ਲੋੜ ਹੋ ਸਕਦੀ ਹੈ, ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ 
ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਦਾ 
ਅਿਧਕਾਰ ਹੈ, ਕਾਲ 800-722-1471 (TTY: 1-800-842-5357). 
 


یفارس  (Farsi): 
 یممکن است حاو ەاعلامي این .میباشد مھم اطلاعات یوحا ەاعلامي این


 قیشما از طر یا ەبیم پوشش یا و تقاضا فرم درباره مھم اطلاعات
Premera Blue Cross .ەتوج ەاعلامي این در مھم یھا تاریخ ەب باشد 


ا کمک در پرداخت یمھ تان یب پوشش حقظ یبرا است ممکن شما .نمایید
 یانجام کارھا یبرا یمشخص یھا تاریخ ەب تان، یدرمان ینھ ھایھز


 و اطلاعات این ەک دارید را این حق شما .اج داشتھ باشیدیاحت یخاص
کسب  ینمایید. برا رایگان دریافت طور ەب خود زبان ەب را کمک


  800-722-1471اطلاعات با شماره 
 د.ییتماس برقرار نما )800-842-5357تماس باشماره  TTY(کاربران 


 
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: 1-800-842-5357). 
 
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: 1-800-
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 


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: 1-800-842-
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
ไทย (Thai): 
ประกาศน้ีมขี้อมลูสําคญั 
ประกาศน้ีอาจมขี้อมลูทีสํ่าคญัเกีย่วกบัการการสมคัรหรอืขอบเขตประกนัสุขภาพของ
คุณผา่น Premera Blue Cross 
และอาจมกีาํหนดการในประกาศน้ี 
คุณอาจจะต้องดาํเนนิการภายในกาํหนดระยะเวลาทีแ่น่นอนเพือ่จะรกัษาการประกนั
สุขภาพของคุณหรอืการช่วยเหลอืทีม่คีา่ใ
ช้จา่ย 
คุณมสิีทธทิีจ่ะไดร้บัขอ้มูลและความช่วยเห
ลอืน้ีในภาษาของคุณโดยไมม่คีา่ใช้จา่ย 
โทร 800-722-1471  
(TTY: 1-800-842-5357) 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 







 


HOW TO USE THIS BOOKLET 
This booklet will help you get the most out of your benefits.  Every section contains important information, but the 
ones below may be particularly useful: 
• Summary Of Your Costs — A quick overview of what the plan covers and your costs 
• How Providers Affect Your Costs — how using in-network providers will cut your costs 
• Important Plan Information — Explains the allowed amount and gives you details on the deductible, copays, 


coinsurance, and the out-of-pocket maximum. 
• Covered Services — details about what’s covered 
• Pre-Approval – Describes the plan's pre-approval and emergency admission notification requirements. 
• Exclusions — services that are either limited or not covered under this plan 
• Who Is Eligible For Coverage? – eligibility requirements for this plan 
• How Do I File A Claim? — step-by-step instructions for claims submissions 
• Complaints And Appeals — processes to follow if you want to file a complaint or an appeal 
• Definitions — terms that have specific meanings under this plan.  Example:  “You” and “your” refer to 


members under this plan.  “We,” “us” and “our” refer to Premera Blue Cross. 


FOR MORE INFORMATION 
You'll find our contact information on the back cover of this booklet.  Please call or write Customer Service for 
help with: 
• Questions about benefits or claims 
• Questions or complaints about care you receive 
• Changes of address or other personal information 


You can also get benefit, eligibility and claim information through our Interactive Voice Response system when 
you call. 


Online information about your plan is at your fingertips whenever you need it 
You can use our Web site to: 
• Locate a health care provider near you 
• Get details about the types of expenses you're responsible for and this plan's benefit maximums 
• Check the status of your claims 
• Visit our health information resource to learn about diseases, medications, and more 
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SUMMARY OF YOUR COSTS 
This section shows a summary table of the care covered by your plan.  It also explains the amounts you pay.  
This section does not go into all the details of your coverage.  Please see Covered Services to learn more. 


First, here is a quick look at how this plan works.  Your costs are subject to all of the following. 
• The networks.  To help control the cost of your care, this plan uses Premera's Heritage network in 


Washington.  You may be able to save money if you use an in-network provider.  For more network details, see 
How Providers Affect Your Costs. 


• The allowed amount. This is the most this plan allows for a covered service.  It is often lower than the 
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over 
the allowed amount. See Important Plan Information for details.  For some covered services, you have to pay 
part of the allowed amount.  This is called your cost-share.  This plan's cost-shares are explained below.  You 
will find the amounts in the summary table. 


• The copays.  These are set dollar amounts you pay at the time you get some services.  If the amount billed is 
less than the copay, you pay only the amount billed.  Copays apply to the out-of-pocket maximum unless stated 
otherwise in the summary.  The deductible does not apply to most services that require a copay.  Any 
exceptions are shown in the table. 


• The deductible.  The total allowed amount you pay in each year for out-of-network providers' care before this 
plan starts to make payments for your covered healthcare costs.  You pay down the deductible with each claim. 


 In-Network Providers Out-of-Network Providers 


Individual deductible $350 Shared with in-network 


 In-Network Providers Out-of-Network Providers 


Family deductible (not shown in the 
summary table) 


$1,050 Shared with in-network 


• Coinsurance.  For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.  
This booklet calls your percentage “coinsurance.”  You pay less coinsurance for many benefits when you use 
an in-network provider.  Your coinsurance is shown in the summary table. 


• The out-of-pocket maximum (not shown in the summary table).  This is the most you pay each calendar year 
for any deductibles, copays and coinsurance.  Not all the amounts you have to pay count toward the out-of-
pocket maximum.  See Important Plan Information for details. 


 In-Network Providers Out-of-Network Providers 


Individual out-of-pocket maximum $2,500 None 


Family out-of-pocket maximum $7,500 None 


• Pre-Approval. Some services must be approved in advance before you get them, in order to be covered.  See 
Pre-Approval for details about the types of services and time limits.  Some services have special rules. 


This plan complies with state and federal regulations about diabetes medical treatment coverage.  Please see the 
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies, 
and Foot Care benefits. 


SUMMARY TABLE 
The summary table below shows plan limits and what you pay (your cost-shares) for covered services.  
Facility in the table below means hospitals or other medical institutions.  Professional means doctors, nurses, 
and other people who give you your care.  No charge means that you do not pay any deductible, copay or 
coinsurance for covered services.  No cost-shares means that although you do not pay any deductible, copay or 
coinsurance for covered services, the provider can bill you for amounts over the allowed amount.  


Please note:  Alaska hospitals are covered at the in-network benefit level only if they are in one of this plan's 
provider networks.  Doctors and other types of providers are always covered at the in-network benefit level. 
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Acupuncture   
• Office and Clinic Visits 


calendar year visit limit: 12 visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Visits outside an office setting $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Allergy Testing And Treatment $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Ambulance $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Blood Products and Services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Chemotherapy and Radiation 
Therapy 


  


• Professional $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Clinical Trials 
Covers routine patient care during 
the trial 


Covered as any other service Covered as any other service 


Dental Care   
• Dental Anesthesia (up to age 19 


when medically necessary)   


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient surgery center 
• Anesthesiologist 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Dental Injury   


• Exams to determine treatment 
needed $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Treatment $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Diagnostic Lab, X-Ray And 
Imaging for medical conditions or 
symptoms 
Tests, lab, imaging and scans 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Diagnostic Mammography No charge No cost-shares 
Dialysis 
For permanent kidney failure.  See 
the Dialysis benefit for details. 


  


• During Medicare's waiting period $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• After Medicare's waiting period No charge No cost-shares 
Emergency Room 


Facility charges 
$150 copay per visit, then $350 
deductible, then 10% coinsurance 


$150 copay per visit, then $350 
deductible, then 10% coinsurance 
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You may have additional costs 
for other services.  Examples are 
X-rays or lab tests.  See those 
covered services for details. 
The copay is waived if you are 
admitted as an inpatient through 
the emergency room. 


  


• Professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Foot Care 
such as trimming nails or corns, 
when medically necessary due to a 
medical condition 


  


• In an office or clinic $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• All other settings $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Hearing Care 
• Hearing Exams 


Limit each calendar year: 1 
exam/test 


No charge No cost-shares 


• Hearing Hardware 


Limit per 2-calendar year period: 
$1,000 


No charge No cost-shares 


Home Health Care 
calendar year visit limit: 130 visits 


  


• Home visits 
• Prescription drugs billed by the 


home health agency 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Home Medical Equipment (HME), 
Orthotics, Prosthetics And 
Supplies 
• Sales tax for covered items 
• Foot orthotics and therapeutic 


shoes; calendar year limit:  None 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Medical vision hardware    
Hospice Care 


Lifetime limit for terminal illness: 6 
months 
Lifetime limit for non-terminal 
illness: none 
Inpatient stay limit: 10 days 
Home visits: Unlimited 
Respite care: 240 hours 


  


• Inpatient facility care  
$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 
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• Home and respite care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Prescription drugs billed by the 
hospice 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Hospital   
• Inpatient Care   


• Professional $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Facility $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient Care   


• Professional* $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Facility $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


*Also see Surgery for details   


Infusion Therapy 
$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Mastectomy and Breast 
Reconstruction 


  


• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 
• Surgery and other professional 


services 
$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Maternity Care 
Care during pregnancy, childbirth 
and after the baby is born.  See the 
Preventive Care benefit for routine 
exams and tests during pregnancy.  


  


Abortion is also covered.   


• Professional care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient hospital, birthing 
centers and short-stay hospitals 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Medical Access Transportation 
• Benefits are limited to 3 round 


trip coach air or surface 
transports per calendar year only 
for the ill or injured member.  
When transportation is for a child 
under the age of 19, this benefit 
will also cover a parent or 
guardian to accompany the child. 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 
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• Travel from Alaska to an in-
network provider for cancer 
procedures.  Benefits are 
provided for travel and lodging up 
to $10,000 per episode of care.  
Coverage for lodging is also 
limited to $300 per day.  See 
benefit for details. 


$350 deductible, then 10% 
coinsurance $350 deductible, then 10% 


Medical Foods 
includes phenylketonuria (PKU) 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Mental Health Care   


• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient and residential facility 
care 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Neurodevelopmental Therapy 
(Habilitation) 
See the Mental Health Care benefit 
for therapies for mental conditions 
such as autism. 


  


• Outpatient care 
calendar year visit limit: 45 visits   


• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Other outpatient services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient care 
calendar year day limit: 30 days 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Newborn Care   


• Inpatient care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Other outpatient services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Prescription Drug 
In no case will you pay more than 
the cost of the drug or supply. 


  


Covered Drugs In-Network Retail Pharmacy Out-Of-Network Retail Pharmacy 


• Preferred Generic drugs $10 copay $10 copay 
plus 40% coinsurance 


• Preferred brand name drugs $30 copay $30 copay 
plus 40% coinsurance 


• Non-preferred generic and brand 
name drugs 30% coinsurance 30% coinsurance 


plus 40% coinsurance 
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 In-Network Mail-Order Pharmacy Out-Of-Network Mail-Order 
Pharmacy 


• Preferred Generic drugs $20 copay Not covered 
• Preferred brand name drugs $60 copay Not covered 
• Non-preferred generic and brand 


name drugs 
30% coinsurance Not covered 


Specialty Drugs (per prescription 
or refill). You must use a specialty 
pharmacy for these drugs to be 
covered. 


In-Network Specialty Pharmacy Out-Of-Network Specialty Pharmacy 


• Preferred specialty drugs $50 copay Not covered 
• Non-preferred specialty drugs 30% coinsurance Not covered 
PV2 Preventive Drugs   


Generic and brand-name drugs No charge No cost share 


Exceptions 
In-Network Retail or In-Network 


Mail Order Pharmacy Out-Of-Network Retail Pharmacy 


• Needles and syringes purchased 
with diabetic drugs No charge No cost-shares 


• Certain prescription drugs and 
generic over-the-counter drugs to 
break a nicotine habit 


No charge Same as out-of-network retail 


• Drugs on the Affordable Care 
Act's preventive drug list No charge Same as out-of-network retail 


• Female birth control drugs, 
devices and supplies 
(prescription and over-the-
counter).  Includes emergency 
birth control. 


No charge Same as out-of-network retail 


Preventive Care In-Network Providers Out-of-Network Providers 
• Preventive exams, including 


vision and oral health screening 
for members under 19, diabetes 
and depression screening 


No charge No cost-shares 


• Department of Transportation 
physicals No charge No cost-shares 


• Immunizations in the doctor's 
office No charge No cost-shares 


• Flu shots and other seasonal 
immunizations at a pharmacy or 
mass immunizer location 


No charge No cost-shares 


• Travel immunizations at a travel 
clinic or county health 
department 


No charge No cost-shares 


• Health education and training 
(outpatient) No charge No cost-shares 


• Nicotine habit-breaking programs No charge No cost-shares 
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• Fall prevention for members 65 
and older No charge No cost-shares 


• Nutritional counseling and 
therapy No charge No cost-shares 


• Screening tests (includes 
mammograms, colon cancer 
screening, prostate and cervical 
cancer screening) 


No charge No cost-shares 


• Colon Cancer screening No charge No cost-shares 


• Vitamin D testing No charge No cost-shares 


• Pregnant women's care (includes 
breast-feeding support and post-
partum depression screening) 


No charge No cost-shares 


• Female birth control and 
sterilization No charge No cost-shares 


• Male sterilization No charge No cost-shares 


Professional Visits and Services 
You may have extra costs for other 
services like lab tests and facility 
charges.  Also see Allergy Testing 
And Treatment and Therapeutic 
Injections. 


  


• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Electronic visits (e-visits) $20 copay per visit, deductible waived Not covered 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Psychological and 
Neuropsychological Testing 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Rehabilitation Therapy   


• Outpatient Care 
calendar year visit limit: 45 visits   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 10% 
coinsurance 


• Other outpatient services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient Care 
calendar year day limit: 30 days 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Skilled Nursing Facility Care 
calendar year day limit: 180 days 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 
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Sleep Studies   


• In the member's home 
(members 19 or older) No charge No cost-shares 


• In an outpatient facility $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Spinal and Other Manipulations 
calendar year visit limit: 12 visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


Substance Use Disorder   
• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient and residential facility 
care 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Surgery 
(includes anesthesia and blood 
transfusions) See the Hospital and 
Surgical Center Care – Outpatient 
benefits for facility charges. 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• For certain spinal surgeries, 
cardiac procedures and knee and 
hip replacements: 


  


• Select Centers of Care $350 deductible, then 0% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$350 deductible, then 0% 
coinsurance Not applicable 


• Other providers (travel not 
covered) 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• For bariatric surgery:   
Limit: $60,000 lifetime limit   


• Select Centers of Care $350 deductible, then 10% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$350 deductible, then 10% 
coinsurance Not applicable 


• Other providers (travel not 
covered Not covered Not covered 
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Surgical Center Care – Outpatient $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Telehealth Virtual Care No charge No cost-shares 


Temporomandibular Joint 
Disorders (TMJ) Care   


• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Therapeutic Injections $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Transgender Services   
• Office and clinic visits $20 copay per visit, deductible waived $20 copay per visit, deductible waived 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Transplants 
(includes donor search and 
donation costs) 


  


• Inpatient facility care  $350 deductible, then 10% 
coinsurance Not covered* 


• Office and clinic visits $20 copay per visit, deductible waived Not covered* 
• Surgery and other professional 


services 
$350 deductible, then 10% 
coinsurance Not covered* 


• Travel and lodging: $7,500 limit 
per transplant 
 


*All approved transplant centers 
covered at the in-network level 


$350 deductible, 0% coinsurance $350 deductible, 0% coinsurance 


  







 YOUR SHARE OF THE ALLOWED AMOUNT 


BENEFIT IN-NETWORK PROVIDERS OUT-OF-NETWORK PROVIDERS 
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Urgent Care 
Services at an urgent care center. 


(See Diagnostic Lab, X-Ray And 
Imaging for tests received while at 
the center. Your deductible and 
coinsurance apply to facility 
charges.) 


  


• Freestanding urgent care centers $20 copay per visit, deductible waived $20 copay per visit, deductible waived 
• Urgent care centers attached to 


or part of a hospital 
$150 copay per visit, then $350 
deductible, then 10% coinsurance 


$150 copay per visit, then $350 
deductible, then 10% coinsurance 
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HOW DOES SELECTING A PROVIDER AFFECT MY BENEFITS? 
To help you manage the cost of health care, we’ve contracted with a network of health care facilities and 
professionals.  We also have arrangements with Blue Cross and/or Blue Shield Licensees throughout the country 
to furnish covered services to you through their provider networks.  These networks consist of hospitals and other 
health care facilities, physicians and professionals.  Throughout this section of your booklet you will find important 
information on how to manage your health care costs and out-of-pocket expenses through your choice of 
providers. 


This plan does not require use or selection of a primary care provider, or require referrals for specialty care.  
Members may self-refer to providers, including obstetricians, gynecologists and pediatricians, to receive care, and 
may do so without pre-approval. 


This plan’s benefits are designed to provide lower out-of-pocket expenses when you receive care from network 
providers.  (There are some exceptions explained in In-Network Benefits For Non-Network Hospitals later in 
this section.)  The provider networks are different depending upon the state in which you receive care.  


Throughout this booklet, the term "network" refers to the following provider networks: 


State Provider Type 


Alaska Hospitals that are in our Alaska Heritage network. 


Alaska providers other than hospitals are also treated as network providers in that they would 
be covered at this plan's in-network level of benefits.  This is true even if the provider does not 
belong to the Alaska Heritage network.  The term "network providers" in this booklet also refers 
to all the providers described in this paragraph.   


The only "non-network providers" or "providers not in the network" in Alaska are hospitals that 
are not in our Alaska Heritage network. 


Washington Hospitals in Washington that are in our Heritage network. 


Washington providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the Heritage network.  The term "network providers" in this booklet also 
refers to all the providers described in this paragraph.  In Clark County, Washington, you also 
have access to hospitals through the BlueCard Program.  See "All Other States" later in this 
list. 


The only "non-network providers" or "providers not in the network" in Washington are hospitals 
that are not in our Heritage network. 


Wyoming Hospitals in the local Blue Cross and/or Blue Shield Licensee’s Traditional (Participating) 
network.  Providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the Wyoming Blue Cross and/or Blue Shield Licensee’s Traditional network.  
The term "network providers" in this booklet also refers to all the providers described in this 
paragraph. 


The only "non-network providers" or "providers not in the network" in Wyoming are hospitals 
that are not in the Wyoming Blue Cross and/or Blue Shield Licensee’s Traditional network. 


All other states Hospitals in the local Blue Cross and/or Blue Shield Licensee’s PPO (preferred) provider 
network.  Providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the local Blue Cross and/or Blue Shield Licensee’s PPO network.  The term 
"network providers" in this booklet also refers to all the providers described in this paragraph. 
The only "non-network providers" or "providers not in the network" are hospitals that are not in 
the local Blue Cross and/or Blue Shield Licensee’s PPO network. 


Network pharmacies are also available nationwide. 
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This booklet refers to the benefits payable to network providers as "in-network" benefits and the benefits payable 
to non-network providers as "non-network" benefits.   


This plan makes available to you sufficient numbers and types of providers to give you access to all covered 
services in compliance with applicable state regulations governing access to providers. 


You access network providers outside the service area (see "Definitions") through the BlueCard Program.  See 
"Out-Of-Area Care" later in this booklet for more information about how BlueCard works. 


You are entitled to receive a provider directory automatically, without charge. 


Our provider directory is available on our Web site.  You can also get current provider information by contacting 
our Customer Service Department.  To locate a network hospital in Clark County, Washington or other states, 
please call the BlueCard provider line or see the BlueCard Web site at http://provider.bcbs.com/.  You’ll find 
these phone numbers and our Web address listed on the back cover of this booklet. 


HOW SELECTING A PROVIDER AFFECTS YOUR OUT-OF-POCKET EXPENSES 
As explained above, this plan is designed to cover provider types other than hospitals and pharmacies at the in-
network benefit level.  This booklet refers to all of them as network providers for this reason.  However, not all 
these non-hospital providers have actually signed a network contract like the network hospitals have.  This can 
make a difference in how much you have to pay for their care. 


Network hospitals, network pharmacies and other types of providers that have network contracts promise to 
provide medical care to members at negotiated fees.  These fees are the allowable charges for these "contracted" 
providers.  Contracted providers will not charge you more than the allowable charge they have agreed to for 
covered services.  This is true of contracted providers both inside and outside our service area.  All you have to 
pay is any copay, deductible, or coinsurance this plan requires.  As a result, your share of the charges might be 
lower. 


Providers that do not have a provider contract with us or the local Blue Cross and/or Blue Shield Licensee have 
the right to charge you more than the allowable charge for a covered service.  These providers are called "non-
contracted" providers in this booklet.  They can bill you these amounts plus any copay, deductible or coinsurance 
this plan requires you to pay.   


Another difference between contracted and non-contracted providers is about submitting claims.  Contracted 
providers submit claims to Premera Blue Cross for you.  However, non-contracted providers may not do this so 
you will have to submit the claims yourself.  Please see How Do I File A Claim? for details. 


In-Network Benefits For Out-Of-Network Providers 
The following covered services and supplies provided by out-of-network providers will always be covered at the 
in-network level of benefits: 
• Emergency care for a medical emergency.  (Please see the Definitions section for definitions of these terms.)  


This plan provides worldwide coverage for emergency care. 


The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and 
without regard as to whether the health care provider furnishing the services is an in-network provider.  
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level.  As 
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the 
allowed amount. 


• Services from certain categories of providers to which provider contracts are not offered.  These types of 
providers are not listed in the provider directory. 


• Services associated with admission by an in-network provider to an in-network hospital that are provided by 
hospital-based providers. 


• Facility and hospital-based provider services received in Washington from a hospital that has a provider 
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t 
have admitting privileges at a Heritage hospital. 


• Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico 
and the U.S. Virgin Islands. 
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If a covered service is not available from an in-network provider, you can receive benefits for services provided by 
an out-of-network provider at the in-network benefit level.  However, you must request this before you get the 
care.  See Pre-Approval to find out how to do this. 


IMPORTANT PLAN INFORMATION 
This section of your booklet explains the types of expenses you must pay for covered services before the benefits 
of this plan are provided.  (These are called “cost-shares” in this booklet.)  To prevent unexpected out-of-pocket 
expenses, it’s important for you to understand what you’re responsible for.   


The allowed amount is also explained. 


You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs. 


COPAYMENTS (COPAYS) 
Copayments (“copays”) are fixed up-front dollar amounts that you’re required to pay for certain covered services.  
Your provider of care may ask that you pay the copay at the time of service.  If the amount billed is less than the 
copay, you only pay the amount billed. 


Professional Visit Copay Certain services in the doctor's office don’t require a copay.  However, the 
Professional Visit Copay may apply if you have a consultation with the provider or receive other services.  
Separate copays will apply if you see more than one provider on the same day.  But only one copay per provider 
per day will apply.  If the copay amounts differ, the highest will apply. 


CALENDAR YEAR DEDUCTIBLE 
A calendar year deductible is the amount of expense you must incur in each calendar year for covered services 
and supplies before this plan provides certain benefits.  The amount credited toward the calendar year deductible 
for any covered service or supply won’t exceed the allowed amount (please see the Allowed Amount subsection 
below in this booklet). 


While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum 
number of visits or days of care that can be covered.  We don't count allowed amounts that apply to your 
individual in-network or out-of-network calendar year deductibles toward dollar benefit maximums.  But if you 
receive services or supplies covered by a benefit that has any other kind of maximum, we do count the services 
or supplies that apply to either of your individual calendar year deductibles toward that maximum. 


Individual Deductible 


An “Individual Deductible” is the amount each member must incur and satisfy before certain benefits of this plan 
are provided. 


Family Deductible 


We also keep track of the expenses applied to the individual deductible that are incurred by all enrolled family 
members combined.  When the total equals a set maximum, called the “Family Deductible,” we will consider the 
individual deductible of every enrolled family member to be met for the year.  Only the amounts used to satisfy 
each enrolled family member's individual deductible will count toward the family deductible. 


Fourth Quarter Carryover 


Expenses you incur for covered services and supplies in the last 3 months of a calendar year which are used to 
satisfy all or part of the calendar year deductible will also be used to satisfy all or part of the next year's 
deductible.  If your plan also includes an out-of-pocket maximum, however, the expenses carried over to satisfy 
the next year's deductible will not be applied to the next year's out-of-pocket maximum. 


What Doesn’t Apply To The Calendar Year Deductible? 


Amounts that don’t accrue toward this plan’s calendar year deductible are: 
• Amounts that exceed the allowed amount 
• Charges for excluded services 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 
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• Copays 
• The coinsurance for in-network pharmacies stated in the Summary Of Your Costs 


COINSURANCE  
“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive.  It's the 
percentage you’re responsible for, not including copays and the calendar year deductible, when the plan provides 
benefits at less than 100% of the allowed amount.  You will find your coinsurance in the Summary Of Your 
Costs. 


OUT-OF-POCKET MAXIMUM 
The “individual out-of-pocket maximum” is the maximum amount, made up of the cost-shares below, that each 
individual could pay each calendar year for certain covered services and supplies.  Please refer to the Summary 
Of Your Costs for the amount of out-of-pocket maximums you're responsible for. 


Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of 
allowed amounts for the remainder of that calendar year for covered services that are subject to the 
maximum. 


Cost-shares that apply to the out-of-pocket maximum are: 
• Your coinsurance 
• The calendar year deductible 


Once the family deductible is met, your individual deductible will be satisfied.  However, you must still pay any 
other cost-shares shown in the Summary Of Your Costs until your individual out-of-pocket maximum is 
reached. 


• Copays 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 


There are some exceptions.  Expenses that do not apply to the out-of-pocket maximum are: 
• Charges above the allowed amount 
• Charges not covered by the plan 
• Your cost-shares for services of out-of-network providers.  However, benefits that always apply in-network cost-


shares, like the Emergency Room benefit, will apply toward the out-of-pocket maximum. 
• Your cost-shares for covered drugs purchased from out-of-network pharmacies. 
• Copays for exams covered under the Hearing Exams benefit 


We keep track of the total cost-shares applied to the individual out-of-pocket maximum that are incurred by all 
enrolled family members combined.  When this total equals a set maximum, called the “Family Out-of-Pocket 
Maximum,” we will consider the individual out-of-pocket maximum of every enrolled family member to be met for 
that calendar year.  Only the amounts used to satisfy each enrolled family member’s individual out-of-pocket 
maximum will count toward the family out-of-pocket maximum. 


ALLOWED AMOUNT 
This plan provides benefits based on the allowed amount for covered services.  We reserve the right to determine 
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative 
services agreement with us.  The allowed amount is described below.  There are different rules for emergency 
services.  These rules are shown below the general rules. 


General Rules 
• Providers In Washington and Alaska Who Have Agreements With Us 


For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant 
to the applicable agreement between us and the provider.  These providers agree to seek payment from us 
when they furnish covered services to you.  You’ll be responsible only for any applicable calendar year 
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services 
and supplies not covered under this plan. 
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Your liability for any applicable calendar year deductibles, coinsurance, copays and amounts applied toward 
benefit maximums will be calculated on the basis of the allowed amount. 


• Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield 
Licensees 
For covered services and supplies received outside the service area, allowed amounts are determined as 
stated in the What Do I Do If I’m Outside Washington And Alaska? section (Out-Of-Area Care) in this 
booklet. 


• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 
The allowed amount for providers in the service area that don't have a contract with us is the least of the three 
amounts shown below.  The allowed amount for providers outside the service area that don't have a contract 
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below. 
• An amount that is no less than the lowest amount we pay for the same or similar service from a comparable 


provider that has a contracting agreement with us 
• 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if 


available 
• The provider’s billed charges.  Note: Ambulances are always paid based on billed charges. 
If applicable law requires a different allowed amount than the least of the three amounts above, this plan will 
comply with that law. 


Dialysis Due To End Stage Renal Disease 
• Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees 


The allowable charge is the amount explained above in this definition. 
• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 


The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the 
Medicare-approved amount and no more than 90% of billed charges.   
The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved 
amount, even when a member who is eligible for Medicare does not enroll in Medicare.  
See the Dialysis benefit for more details. 


Emergency Care 
Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the 
following amounts: 
• The median amount that Heritage network providers have agreed to accept for the same services 
• The amount Medicare would allow for the same services 
• The amount calculated by the same method the plan uses to determine payment to out-of-network providers 
In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount. 
When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or 
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of 
the allowed amount (see the Summary Of Your Costs for further detail). 
Note:  Non-contracted ambulances are always paid based on billed charges. 


The allowed amount will be the amount allowed for out-of-network providers even when the provider's services 
are covered at the in-network benefit level. 


If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID 
card. 
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COVERED SERVICES 
This section of your booklet describes the services and supplies that the plan covers.  Benefits are available for a 
service or supply described in this section when it meets all of these requirements: 
• It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness, 


disease or injury. 
• It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a 


medically necessary setting. 
• It must not be excluded from coverage under this plan. 
• The expense for it must be incurred while you’re covered under this plan. 
• It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing 


services within the scope of his or her license or certification. 
• It must meet the standards set in our medical and payment policies.  The plan uses policies to administer the 


terms of the plan.  Medical policies are generally used to further define medical necessity or investigational 
status for specific procedures, drugs, biologic agents, devices, level of care or services.  Payment policies 
define our provider billing and payment rules.  Our policies are based on accepted clinical practice guidelines 
and industry standards accepted by organizations like the American Medical Association (AMA), other 
professional societies and the Center for Medicare and Medicaid Services (CMS).  Our policies are available to 
you and your provider at www.premera.com or by calling Customer Service. 


Benefits for some types of services and supplies may be limited or excluded under this plan.  Please refer to the 
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered 
services and supplies, limitations and exclusions.  You will find limits on days or visits and dollar limits in the 
Summary Of Your Costs. 


The Summary Of Your Costs also explains your cost-shares under each benefit. 


Acupuncture 
This benefit covers acupuncture to: 
• Relieve pain 
• Provide anesthesia for surgery 
• Treat a covered illness, injury, or condition 


Allergy Testing and Treatment 
This benefit covers: 
• Testing 
• Allergy shots 
• Serums 


Ambulance 
This benefit covers:  
• Transport to the nearest facility that can treat your condition 
• Medical care you get during the trip 
• Transport from one medical facility to another as needed for your condition 
• Transport to your home when medically necessary 


These services are only covered when:   
• Any other type of transport would put your health or safety at risk 
• The service is from a licensed ambulance 
• It is for the member who needs transport 


Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detail. 
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Blood Products and Services 
Benefits are provided for blood and blood derivatives. 


Chemotherapy And Radiation Therapy 
This benefit covers: 
• Outpatient chemotherapy and radiation therapy 
• Supplies, solutions and drugs 
• Extractions to prepare the jaw for radiation treatment 


For drugs you get from a pharmacy, see Prescription Drug.  Some services need to be pre-approved before you 
get them.  See Pre-Approval for details. 


Clinical Trials 
A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and 
other life-threatening conditions. 


This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.  
The clinical trial must be suitable for your health condition.  You also have to be enrolled in the trial at the time of 
treatment. 


Benefits are based on the type of service you get.  For example, if you have an office visit, it's covered under 
Professional Visits And Services and if you have a lab test, it's covered under Diagnostic Lab, X-Ray And 
Imaging. 


This benefit doesn't cover: 
• Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect 


information for the trial) 
• The drug, device or services being tested 
• Travel costs to and from the clinical trial 
• Housing, meals, or other nonclinical expenses 
• A service that isn't consistent with established standards of care for a certain condition 
• Services, supplies or drugs that would not be charged to you if there were no coverage. 
• Services provided to you in a clinical trial that are fully paid for by another source 
• Services that are not routine costs normally covered under this plan 


Dental Care 
This benefit will only be provided for the dental services listed below. 


Dental Anesthesia 


Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care 


This benefit covers: 
• Hospital or other facility care 
• General anesthesia provided by an anesthesia professional other than the dentist or the physician performing 


the dental care 


This benefit is covered for any one of the following reasons: 
• The member is under age 19 and failed patient management in the dental office 
• The member has a disability, medical or mental health condition making it unsafe to have care in a dental office 
• The severity and extent of the dental care prevents care in a dental office 


Dental Injury 


Treatment of dental injuries to teeth, gum and jaw. 
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This benefit covers: 
• Exams 
• Consultations 
• Dental treatment 
• Oral surgery 


This benefit is covered on sound and natural teeth that: 
• Do not have decay 
• Do not have a large number of restorations such as crowns or bridge work 
• Do not have gum disease or any condition that would make them weak 


Care is covered within 12 months of the injury.  If more time is needed, please ask your doctor to contact 
Customer Service. 


This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.  


Diagnostic Lab, X-Ray And Imaging 
Covered services include: 
• Bone density screening for osteoporosis 
• Cardiac testing 
• Pulmonary function testing 
• Diagnostic imaging and scans such as x-rays 
• Lab services 
• Mammograms (including 3-D mammograms) for a medical condition 
• Neurological and neuromuscular tests 
• Pathology tests 
• Echocardiograms 
• Ultrasounds 
• Computed Tomography (CT) scan 
• Nuclear cardiology 
• Magnetic Resonance Imaging (MRI) 
• Magnetic Resonance Angiography (MRA) 
• Positron Emission Tomography (PET) scan 


For additional details see the following benefits: 
• Preventive Care 
• Hospital 
• Emergency Room  


Some tests need to be approved before you receive them.  See Pre-Approval for details. 


Dialysis 
When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare.  If eligible, it is 
important to enroll in Medicare as soon as possible.  When you enroll in Medicare, this plan and Medicare will 
coordinate benefits.  In most cases, this means that you will have little or no out-of-pocket expenses.  


Medicare has a waiting period, generally the first 90 days after dialysis starts.  Benefits are different for dialysis 
during Medicare's waiting period than after the waiting period ends.  Please see the Summary Of Your Costs. 


In-Network providers are paid according to their provider contracts.  The amount the plan pays out-of-network 
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do 
not enroll in Medicare. 
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If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will 
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered 
services.  See Allowed Amount in Important Plan Information for more information. 


Emergency Room 
This benefit covers:  
• Emergency room and doctor services 
• Equipment, supplies and drugs used in the emergency room 
• Services and exams used for stabilizing an emergency medical condition 
• Diagnostic tests performed with other emergency services 
• Medically necessary detoxification 


You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See 
Pre-Approval for details. 


You may need to pay charges over the allowed amount if you get care from a provider not in your network. See 
How Providers Affect Your Costs for details. 


Foot Care 
This benefit covers: 
• Medically necessary foot care 
• Treatment of corns and calluses 
• Treatment of certain toenail conditions 


Hearing Care 
Hearing Exams 


Hearing exam services include: 
• Examination of the inner and exterior of the ear 
• Observation and evaluation of hearing, such as whispered voice and tuning fork 
• Case history and recommendations 
• Hearing testing services, including the use of calibrated equipment. 


The Hearing Exams benefit doesn’t cover hearing hardware or fitting examinations for hearing hardware. 


Hearing Hardware 


To receive your hearing hardware benefit: 
• You must be examined by a licensed physician (M.D. or D.O.) or audiologist (CCC-A or CCC-MSPA) before 


obtaining hearing aids 
• You must purchase a hearing aid device 


Benefits are provided for the following: 
• Hearing aids (monaural or binaural) prescribed as a result of an exam 
• Ear molds 
• The hearing aid instruments 
• Hearing aid rental while the primary unit is being repaired 
• The initial batteries, cords and other necessary ancillary equipment 
• A warranty, when provided by the manufacturer 
• A follow-up consultation within 30 days following delivery of the hearing aids with either the prescribing 


physician or audiologist 
• Repairs, servicing, and alteration of hearing aid equipment purchased under this benefit 
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This benefit doesn’t cover: 
• Hearing aids purchased before your effective date of coverage under this plan 
• Batteries or other ancillary equipment other than that obtained upon purchase of the hearing aids 
• Hearing aids that exceed the specifications prescribed for correction of hearing loss 
• Expenses incurred after your coverage under this plan ends unless hearing aids were ordered before that date 


and were delivered within 90 days after the date your coverage ended 
• Charges in excess of this benefit.  These expenses are also not eligible for coverage under other benefits of 


this plan. 


Home Health Care 
Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by 
staff who works for a home health agency that is state-licensed or Medicare-certified. 


Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor. 
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in 
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the 
plan. 


This benefit covers:  
• Home visits and short-term nursing care 
• Home medical equipment, supplies and devices 
• Prescription drugs given by the home health care agency 
• Therapy, such as physical, occupational or speech therapy to help regain function 


Only the following employees of a home health agency are covered:  
• A registered nurse 
• A licensed practical nurse 
• A licensed physical or occupational therapist 
• A certified speech therapist 
• A home health aide directly supervised by one of the above listed providers 
• A person with a master’s degree in social work 


This benefit does not cover:  
• Over-the-counter drugs, solutions and nutritional supplements 
• Non-medical services, such as housekeeping 
• Services that bring you food, such as Meals on Wheels, or advice about food 
• Private duty or 24-hour nursing care.  Private duty nursing is the independent hiring of a nurse by a family or 


member to provide care without oversight by a home health agency.  The care may be skilled, supportive or 
respite in nature. 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies 
This benefit covers: 


Home Medical Equipment (HME), fitting expenses and sales tax.  This plan also covers rental of HME, not to 
exceed the purchase price.  


Covered items include: 
• Wheelchairs 
• Hospital beds 
• Traction equipment 
• Ventilators 
• Diabetic equipment, such as an insulin pump 
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Medical Supplies such as: 
• Dressings  
• Braces 
• Splints 
• Rib belts 
• Crutches  
• Blood glucose monitor and supplies 
• Supplies for an insulin pump 


Medical Vision Hardware to correct vision due to medical eye conditions such as: 
• Corneal ulcer 
• Bullous keratopathy 
• Recurrent erosion of cornea 
• Tear film insufficiency 
• Aphakia 
• Sjogren’s disease 
• Congenital cataract 
• Corneal abrasion 
• Keratoconus 
• Progressive high (degenerative) myopia 
• Irregular astigmatism 
• Aniridia 


External Prosthetics and Orthotic Devices used to: 
• Replace absent body limb and/or 
• Replace broken or failing body organ 


Orthopedic Shoes and Shoe Inserts 


Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot 
problems. 


You must have a written order for the items. Your doctor must state your condition and estimate the period of its 
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval). 


This benefit does not cover: 
• Hypodermic needles, lancets, test strips, testing agents and alcohol swabs.  These services are covered under 


Prescription Drug. 
• Supplies or equipment not primarily intended for medical use 
• Special or extra-cost convenience features 
• Items such as exercise equipment and weights 
• Over bed tables, elevators, vision aids, and telephone alert systems 
• Over-the-counter orthotic braces and/or cranial banding 
• Non-wearable external defibrillators, trusses and ultrasonic nebulizers 
• Blood pressure cuffs/monitors (even if prescribed by a physician) 
• Enuresis alarm 
• Compression stockings which do not require a prescription 
• Physical changes to your house or personal vehicle 
• Orthopedic shoes used for sport, recreation or similar activity 
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• Penile prostheses 
• Routine eye care 
• Prosthetics, intraocular lenses, equipment or devices which require surgery.  These items are covered under 


the Surgery benefit. 


Hospice Care 
To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and 
approved by a physician (M.D. or D.O.).  In the plan of care, the physician must certify that confinement in a 
hospital or skilled nursing facility would be required without hospice services. 


The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is 
licensed or certified by the state it operates in.  See the Summary Of Your Costs for limits. 


Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist 
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech, 
Language, and Hearing Association; a home health aide directly supervised by one of the above providers 
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a 
master’s degree in social work. 


The Hospice Care benefit covers: 
• Hospice care for a terminally ill member, for up to 6 months.  Benefits may be provided for up to an additional 6 


months of care when needed.  The initial 6-month period starts on the first day of covered hospice care.   
• Palliative care for a member who has a serious or life-threatening condition that is not terminal.  Coverage of 


palliative care can be extended based on the member's specific condition.  Coverage includes expanded 
access to home-based care and care coordination. 


Covered services are: 
• In-home intermittent hospice visits by one or more of the hospice employees above.   
• Respite care to relieve anyone who lives with and cares for the terminally ill member. 
• Inpatient hospice care This benefit provides for inpatient services and supplies used while you’re a hospice 


inpatient, such as solutions, medications or dressings, when ordered by the attending physician. 
• Insulin and Other Hospice Provider Prescribed Drugs Benefits are provided for prescription drugs and 


insulin furnished and billed by a hospice. 


This benefit doesn’t cover: 
• Over-the-counter drugs, solutions and nutritional supplements 
• Services provided to someone other than the ill or injured member 
• Services of family members or volunteers 
• Services, supplies or providers not in the written plan of care or not named as covered in this benefit 
• Non-medical services, such as spiritual, bereavement, legal or financial counseling 
• Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for 


those of a home health aide as prescribed by the plan of care; and transportation services 


Hospital 
This benefit covers: 
• Inpatient room and board 
• Doctor and nurse services 
• Intensive care or special care units 
• Operating rooms, procedure rooms and recovery rooms 
• Surgical supplies and anesthesia 
• Drugs, blood, medical equipment and oxygen for use in the hospital 
• X-ray, lab and testing billed by the hospital 
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Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not 
have a network contract at all.  In that case, you will have to pay any amounts over the allowed amount. 


You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers 
Affect Your Costs for details. 


We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details. 


This benefit does not cover: 
• Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or 


your condition makes inpatient care medically necessary 
• Any days of inpatient care beyond what is medically necessary to treat the condition 


Infusion Therapy 
Fluids infused into the vein through a needle or catheter as part of your course of treatment. 


Infusion examples include: 
• Drug therapy 
• Pain management 
• Total or partial parenteral nutrition (TPN or PPN) 


This benefit covers:  
• Outpatient facility and professional services 
• Professional services provided in an office or home 
• Prescription drugs, supplies and solutions used during infusion therapy 


This benefit does not cover over-the-counter:  
• Drugs and solutions 
• Nutritional supplements 


Mastectomy and Breast Reconstruction 
Mastectomy and breast reconstruction services are covered on the same basis as any other condition. 


Benefits are provided for mastectomy necessary due to disease, illness or injury. 


This benefit covers: 
• Reconstruction of the breast on which mastectomy was performed 
• Surgery and reconstruction of the other breast to produce a similar appearance 
• Physical complications of all stages of mastectomy, including lymphedema treatment and supplies 
• Inpatient care 


Planned hospital admissions require pre-approval, see Pre-Approval for details. 


Maternity Care 
Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female 
members. 


The Maternity Care benefit includes coverage for abortion. 


Facility Care 


This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including 
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on 
accepted medical practice. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
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length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Plan benefits are also provided for medically necessary supplies related to home births. 


Professional Care 
• Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of 


congenital disorders of the fetus.  
• Delivery, including cesarean section, in a medical facility, or delivery in the home 
• Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Postpartum care includes services of the attending provider, a home health 
agency and/or registered nurse. 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.).  If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services 
received on multiple dates of service, this plan will cover those services as it would any other surgery.  Please see 
the Surgery benefit for details on surgery coverage. 


Please see the Preventive Care benefit for women's preventive care during and after pregnancy. 


Medical Foods 
Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding 
tube under strict supervision of a doctor.  They provide most of a person’s nutrition. They are designed to treat a 
specific problem that can be detected using medical tests. 


This benefit covers: 
• Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU)) 
• Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach 


and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder) 
• Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption) 


disorder 
• Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a 


tube 


Medical foods must be prescribed and supervised by doctors or other health care providers. 


This benefit does not cover: 
• Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions 
• Specialized infant formulas 
• Lactose-free foods 


Medical Transportation Benefits  
Medical Access Transportation 


Round trip coach air or ground transportation to the closest in-network provider for a serious medical condition 
that can’t be treated locally.  Transportation outside of Alaska will be limited to Seattle WA, when the closest in-
network provider is located in Seattle WA.  Pre-approval not required. 


This benefit covers transportation via commercial carrier when you have a serious medical condition that cannot 
be treated locally.  Round-trip coach air or surface transportation by a licensed commercial carrier is provided only 
for the ill or injured member. The trip must begin in Alaska where you became ill or injured and end at the closest 
in-network provider equipped to provide treatment not available in a local facility.  Transportation outside Alaska 
will be limited to Seattle, Washington. 


Benefits are limited to 3 round trip transports per calendar year. 
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When transportation is for a child under the age of 19, this benefit will also cover a parent or guardian to 
accompany the child. 


To submit a claim for these services: 
• Complete a Travel Claim Form.  A separate Travel Claim Form is needed for each patient and each 


commercial carrier or transportation service used.  You can get a Travel Claim Form on our website at 
premera.com. You can also call us for a copy of the form. 


• A statement or letter from your physician attesting to the medical necessity of the services you received that 
required the air or service travel.  


Attach one of the following forms of documentation: 
• A copy of the ticket from the airline or other transportation carrier.  The tickets must indicate the names of the 


passenger(s), dates and total cost of travel, and the origination and final destination points.  
• A copy of the detailed itinerary as issued by the airline, transportation carrier, travel agency or on-line travel 


website.  The itinerary must identify the name of the passenger(s), the dates of travel and total cost of travel, 
and the origination and final destination points.  


Please note:  Credit card statements or other payment receipts are not acceptable forms of documentation.  


The Medical Access Travel benefit does not cover: 
• Meals and lodging 
• First class airline fees 
• Transport by taxi, bus, private car or rental car 
• Transportation for routine dental, vision and hearing services 


Travel for Cancer Treatments 


The plan will cover travel and lodging from Alaska to the nearest in-network provider in Washington that can treat 
you.  Please see the Summary Of Your Costs for benefit limits.  You must pay your travel and lodging expenses 
and then submit your receipts to Premera Blue Cross.   


Travel is covered only between your home and the in-network provider.  


Benefits are provided for the following:  
• Travel:  Round trip costs for air, train or bus travel (coach class only) are covered.  If you travel by car, the plan 


covers mileage, parking and toll costs.   
• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel within Alaska or outside Washington State 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
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• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


Mental Health Care 
Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as 
stated below. 


Services must be consistent with published practices that are based on evidence when available or follow clinical 
guidelines or a consensus of expert opinion published by national mental health professional organizations or 
other reputable sources.  If no such published practices apply, services must be consistent with community 
standards of practice. 


Covered mental health services are: 
• Inpatient care  
• Outpatient therapeutic visits.  “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session 


with a mental health provider of a duration consistent with relevant professional standards as defined in the 
Current Procedural Terminology manual, published by the American Medical Association. 


• Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition) 
• Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism 


spectrum disorders. 
• Applied behavioral analysis (ABA) therapy for members with one of the following: 


• Autistic disorder 
• Autism spectrum disorder 
• Asperger's disorder 
• Childhood disintegrative disorder 
• Pervasive developmental disorder 
• Rett's disorder 
Covered ABA therapy includes treatment or direct therapy for identified members and/or family members.  Also 
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy 
assistants, and communication and coordination with other providers or school staff as needed. Delivery of all 
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called 
a Program Manager.  Covered ABA services are limited to activities that are considered to be behavior 
assessments or interventions using applied behavioral analysis techniques.  ABA therapy must be provided by: 
• A licensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist 
• A licensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered 


nurse practitioner (ARNP) 
• A licensed occupational or speech therapist 
• A licensed psychologist (Ph.D.) 
• A licensed community mental health agency or behavioral health agency that is also state-certified to provide 


ABA therapy. 
• A Board-Certified Behavior Analyst (BCBA).  This means a provider who is state-licensed if the State 


licenses behavior analysts (Washington does).  If the state does not require a license, the provider must be 
certified by the Behavior Analyst Certification Board.  BCBAs are only covered for ABA therapy that is within 
the scope of their license or board certification. 


• A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by 
a licensed provider or a BCBA. 


Mental health services other than ABA therapy must be furnished by one of the following types of providers to be 
covered: 
• Hospital 
• Washington state-licensed community mental health agency 
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• Licensed physician (M.D. or D.O.) 
• Licensed psychologist (Ph.D.) 
• A state hospital operated and maintained by the state of Washington for the care of the mentally ill 
• Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet) 


who is licensed or certified by the state in which the care is provided, and who is providing care within the 
scope of his or her license. 


When medically appropriate, services may be provided in your home. 


For psychological and neuropsychological testing and evaluation benefit information, please see the 
Psychological and Neuropsychological Testing benefit. 


For chemical dependency treatment information, please see the Substance Use Disorder benefit. 


For prescription drug benefit information, please see the Prescription Drug benefit. 


The Mental Health Care benefit doesn’t cover: 
• Psychological treatment of sexual dysfunctions, including impotence and frigidity 
• Outward bound, wilderness, camping or tall ship programs or activities 
• Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered 


mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic 
evaluations, vocational, educational or academic placement evaluations. 


Neurodevelopmental Therapy (Habilitation) 
Benefits are provided for the treatment of neurodevelopmental disabilities.  The following inpatient and outpatient 
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to 
maintain function where significant physical deterioration would occur without the therapy.  This benefit includes 
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered 
neurodevelopmental therapy. 


Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism 
spectrum disorders, are covered under the Mental Health Care benefit. 


Inpatient Care Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility 
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting. 


Outpatient Care Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all of 
the following provisions: 
• The member must not be confined in a hospital or other medical facility 
• Services must be furnished and billed by a hospital, rehabilitation facility that meets our clinical standards, 


physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath 


A “visit” is a session of treatment for each type of therapy.  Each type of therapy combined accrues toward the 
above visit maximum.  Multiple therapy sessions on the same day will be counted as one visit, unless provided by 
different health care providers. 


The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition.  Once a 
calendar year maximum has been exhausted under one of these benefits, no further coverage is available. 


This benefit doesn't cover: 
• Recreational, vocational, or educational therapy; exercise or maintenance-level programs 
• Social or cultural therapy 
• Treatment that isn't actively engaged in by the ill, injured or impaired member 
• Gym or swim therapy 
• Custodial care 
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Newborn Care 
Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To continue benefits beyond the 3-week period, please see the 
dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does 
Coverage Begin? sections. 


If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically 
covered for the first 3 weeks.  For newborn enrollment information, please see the Who Is Eligible For 
Coverage? and When Does Coverage Begin? sections. 


Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and 
other provisions as specified in this plan.  Services must be consistent with accepted medical practice and 
ordered by the attending provider in consultation with the mother. 


Hospital Care 


The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in 
consultation with the mother, based on accepted medical practice.  Also covered are any required readmissions 
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn't apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Professional Care 


Benefits for services received in a provider’s office are subject to the terms of the Professional Visits And 
Services benefit.  Well-baby exams in the provider's office are covered under the Preventive Care benefit.  This 
benefit covers: 
• Inpatient newborn care, including newborn exams 
• Follow-up care consistent with accepted medical practice that's ordered by the attending provider, in 


consultation with the mother.  Follow-up care includes services of the attending provider, a home health agency 
and/or a registered nurse. 


• Circumcision 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.). 


This benefit doesn’t cover immunizations and outpatient well-baby exams.  See the Preventive Care 
benefit for coverage of immunizations and outpatient well-baby exams. 


Prescription Drug 
What’s Covered 


This benefit only covers drugs that are approved by the US Food and Drug Administration (FDA) that you get from 
a licensed pharmacy for take-home use.  Covered drugs include the drugs and items listed below.  All drugs and 
other items must be medically necessary. 


Diabetic Drugs 


Shots You Give Yourself  
• Prescribed drugs for shots that you give yourself, such as insulin 
• Needles, syringes, alcohol swabs, test strips, testing agents and lancets. 


Nicotine Habit-Breaking Drugs Prescription brand and generic drugs to help you break a nicotine habit.  
Generic over-the-counter drugs are also covered.  
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Oral Chemotherapy This benefit covers drugs you can take by mouth that can be used to kill cancer cells or slow 
their growth.  This benefit only covers the drugs that you get from a pharmacy. 


Glucagon and Allergy Emergency Kits 


Prescription Vitamins 


Specialty drugs These drugs treat complex or rare health problems.  An example is rheumatoid arthritis.  
Specialty drugs also need special handling, storage, administration or patient monitoring.  They are high cost and 
can be shots you give yourself. 


Human growth hormone Human growth hormone is covered only for medical conditions that affect growth.  It is 
not covered when the cause of short stature is unknown.  Human growth hormone is a specialty drug.  It is not 
covered under other benefits of this plan. 


Birth Control 
• Female prescription oral birth control drugs and devices for women, such as diaphragms and cervical caps.  


See Prescription Drug in the Summary Of Your Costs.  For sterilization, shots or devices from your doctor, 
see Preventive Care. 


• Over the counter female birth control devices and supplies that your doctor prescribes.  You must buy over-the-
counter supplies and devices at the pharmacy counter. 


PV2 Preventive Drugs  The plan also covers drugs on our PV2 list.  PV2 drugs are effective in controlling health 
problems such as heart disease.  Our Pharmacy Committee reviews the list throughout the year.  They update the 
PV2 list when needed.  The review process is the same as the process described in Questions And Answers 
About Your Pharmacy Benefits" later in this benefit. 


Please call customer service or log in to the member portal on our Web site to find out if a drug is on 
the PV2 list.  The phone number and our Web address are on the back of this booklet. 
Preventive Drugs Required By The Affordable Care Act that your doctor prescribes 


Off-Label Uses The US Food and Drug Administration (FDA) approves prescription drugs for specific health 
conditions or symptoms.  Some drugs are prescribed for uses other than those the FDA has approved.  The plan 
covers such drugs if the use is recognized as effective in standard drug reference guides put out by the American 
Hospital Formulary Service, the American Medical Association, the US Pharmacopoeia, or other reference guides 
also recognized by the Federal Secretary of the US Health and Human Services department or the Insurance 
Commissioner.   


Drug uses that are not recognized by one of the above standard drug reference guides can be covered if they are 
recognized by the Secretary of the US Health and Human Services department or by the majority of relevant, 
peer-reviewed medical literature.  For more details, see the definition of “prescription drug” in the Definitions 
section of this booklet. 


Compound Medications To be covered, these must contain at least one covered prescription drug 


GETTING PRESCRIPTIONS FILLED 
It is always a good idea to show your Premera Blue Cross ID card when you go to the pharmacy. 


See question 6 of Questions And Answers About Your Pharmacy Benefits for exceptions to the 
supply limits shown in this table. 


Pharmacy Supply Limit Instructions 


In-Network Retail or 
In-Network Specialty 
Pharmacies 


30 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Out-Of-Network 
Retail Pharmacies 


30 days • Pay the full cost of the drug at the pharmacy.   
• Send Premera a claim. See How Do I File A Claim? in 


this booklet for instructions. 
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In-Network Mail-
Order Pharmacy 
(Out-of-network 
mail-order 
pharmacies are not 
covered) 


90 days • Allow 2 weeks for your prescription to be filled. 
• Ask your doctor to prescribe up to a 90-day supply of the 


drug you need. 
• Send your prescriptions and a pharmacy mail-order form to 


the mail-order pharmacy. You can download the form from 
our website or call us for a copy. Our website and phone 
numbers are on the back cover of this booklet. 


Exclusions 


This benefit does not cover: 
• Over-the-counter drugs and supplies, even if you have a prescription, that are not listed as covered above.  For 


example, the plan does not cover vitamins, food and dietary supplements (such as baby formula or protein 
powder), or herbal or naturopathic medicines. 


• Drugs used to improve your looks, such as drugs to increase hair growth 
• Drugs for experimental or investigational use.  (See Definitions.) 
• Blood or blood derivatives.  See the Blood Products And Services benefit for coverage. 
• More refills than the number prescribed, or any refill dispensed more than one year after the prescriber's 


original order 
• Drugs for use while you are in a health care facility or provider’s office, or take-home drugs dispensed and 


billed by a health care facility.  The exceptions are for specialty drugs. 
• Replacement of lost or stolen items 
• Solutions and drugs that you get through a shot or through an intravenous needle, a catheter or a feeding tube.  


(The exception is a shot you give yourself.)  Please see the Infusion Therapy benefit. 
• Drugs to treat sexual dysfunction 
• Drugs to manage your weight 
• Medical equipment and supplies that are not listed as covered above.  See the Home Medical Equipment 


(HME), Orthotics, Prosthetics And Supplies benefit for coverage. 
• Immunization agents and vaccines.  See the Preventive Care benefit. 
• Drugs for fertility treatment or assisted reproduction procedures. 
• The plan does not cover some of the drugs in certain drug classes.  An example is proton pump inhibitors. 


However, except for the exclusions above, this benefit covers at least 1 drug in every drug class in the 
Essentials drug lists.  (A drug class is a group of drugs that may work in the same way, have a similar chemical 
structure, or may be used to treat the same conditions or group of conditions.)  Please call Customer Service or 
visit our website for more information or to find out if a certain drug is covered.  If your drug is not covered, 
please work with your provider to find an alternative drug in that drug class that the plan does cover. 


Pre-Approval For Prescription Drugs 
Certain prescription drugs you receive through a pharmacy must have pre-approval before you get them at a 
pharmacy, in order for the plan to provide benefits.  Your provider can ask for pre-approval by faxing a pre-
approval form to us.  This form is in the pharmacy section of our Web site at www.premera.com.  You will also 
find the specific list of prescription drugs requiring pre-approval on our Web site.  If your prescription drug is on 
this list, and you do not get pre-approval, when you go to the pharmacy to fill your prescription, your pharmacy will 
tell you that it needs to be pre-approved.  You or your pharmacy should call your provider to let them know.  Your 
provider can fax us a pre-approval form for review.  


You can buy the prescription drug before it is pre-approved, but you must pay the full cost.  If the drug is 
authorized after you bought it, you can send us a claim for reimbursement.  Reimbursement will be based on the 
allowed amount.  See How Do I File A Claim? for details. 


Sometimes, benefits for some prescription drugs may be limited to one or more of the following: 
• A set number of days’ supply 
• A specific drug or drug dose that is appropriate for a normal course of treatment 
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• A specific diagnosis 
• You may need to get a prescription drug from an appropriate medical specialist 
• You may have to try a generic drug or a specified brand name drug first 


These limits are based on medical standards, the drug maker’s advice, and your specific case.  They are also 
based on FDA guidelines and medical articles and papers.  


Questions and Answers About Your Pharmacy Benefits 


1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage 
substitution for some drugs? 
Essentials Drug List 
This plan makes use of our Essentials drug list, sometimes called a “formulary.” 
Our Pharmacy and Therapeutics Committee makes the decisions about the drug list.  This committee 
includes doctors and pharmacists from the community.  The committee reviews medical studies, scientific 
articles and papers and other information on drugs and their uses to choose safe and effective drugs for the 
list. 
The Essentials drug list includes preferred generic drugs, preferred brand name drugs, preferred specialty 
drugs, and certain non-preferred generic, brand name and specialty drugs.  (Preferred brand name drugs are 
brand name drugs that are only made by one drug company.)  Except for drugs excluded in Exclusions 
above in this benefit, the Essentials drug list covers at least 1 drug in every drug class but does not cover all 
the drugs in some drug classes.  Use the RX Search tool on our website or call Customer Service for a full 
list of drugs on the Essentials drug list. 
The plan also doesn’t cover certain categories of drugs.  These are listed under Exclusions earlier in this 
benefit. 
Certain drugs need pre-approval.  Please see Pre-Approval above in this benefit for more detail.  
Generic Drug Substitution 
This plan requires the use of appropriate generic drugs (as defined below).  When available, a generic drug 
will be dispensed in place of a brand name drug.  If there is no generic equivalent, you pay only the 
applicable brand name cost-share.  See the Summary Of Your Costs for the amount you pay.  You or the 
prescriber may request a brand name drug instead of a generic, but if a generic equivalent is available, you 
will have to pay the difference in price between the brand name drug and the generic equivalent along with 
the applicable brand name drug cost-share.  Please ask your pharmacist about the higher costs you will pay 
if you select a brand name drug. 
A “generic drug” is a prescription drug manufactured and distributed after the brand name drug patent of the 
innovator company has expired.  Generic drugs have an AB rating from the U.S. Food and Drug 
Administration (FDA).  The FDA considers them to be therapeutically equivalent to the brand name product.  
For the purposes of this plan, classification of a particular drug as a generic is based on generic product 
availability and cost as compared to the reference brand name drug. 
This benefit also covers “biological products.”  Examples are serums and antitoxins.  Generic substitution 
does not apply to biological products. 
Exceptions You or your provider may ask that the plan cover a drug or a drug dosage that is not on the 
Essentials drug list.  For the plan to cover a drug that is not in the Essentials drug list, your provider must 
show that 1 of 3 things is true: 
• You cannot tolerate the drugs that are on the Essentials drug list. 
• All covered drugs in any tier of the Essentials drug list will be (or have been) either ineffective or not as 


effective as the drug that is not on the list. 
• The dosage you need is not available in the drugs on the Essentials drug list. 
If your request to cover a drug not on the Essentials drug list is approved, the plan will cover the drug.  If your 
request is not approved, the plan will not cover the drug. 
Exception Process The request can be made in writing, electronically or by phone.  Your provider must give 
us a written or oral statement that confirms the need for the requested drug to treat your condition and states 
that the criteria above are met.  We have the right to ask for medical records that relate to the request. 
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Within 15 calendar days after we get the information we need from your provider, we will let you or your 
provider know in writing if your request is approved  
If Your Request Is Urgent We will respond to your request within 72 hours after we get the information we 
need from your provider if 1 of the following is true: 
• Your health problem may put your life or health in serious danger. 
• You have already started taking the drug. 
The provider must confirm that 1 of the 2 situations above is true.  The provider must also explain the harm 
that would come to you if we did not respond to the request within 72 hours. 


2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use 
a drug I had been using? 
Our Pharmacy and Therapeutics Committee reviews the pharmacy drug list frequently throughout the year.  
It can decide to make a drug preferred or non-preferred at any point in the year.  The committee may also 
add or remove a drug from the Essentials drug list during the year.  These changes can happen if new drugs 
appear on the market or new medical studies or other clinical information warrant the change. 
If you’re taking a drug that’s changed from preferred to non-preferred status, we'll notify you before the 
change.  We will also tell you if a drug you are taking is going to be removed from the Essentials drug list.  
The amount you pay is based on whether the drug is on the Essentials drug list as a preferred or non-
preferred drug on the date it is dispensed.  Whether the pharmacy is in the network or not on the date the 
drug is dispensed is also a factor. 


3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for 
drugs specified in this plan? 
The limitations and exclusions applicable to your prescription drug benefit, including categories of drugs for 
which no benefits are provided, are part of this plan’s overall benefit design, and can only be changed at the 
sole discretion of the Group.  The plan's rules about substitution of generic drugs are described above in 
question 1.  Please see Pre-Approval above in this benefit for more information about pre-approval. 
You can appeal any decision you disagree with.  Please see the Complaints And Appeals section in this 
booklet, or call our Customer Service department at the telephone numbers listed on the back cover of this 
booklet for information on how to submit an appeal. 


4. How much do I have to pay to get a prescription filled? 
You will find the amounts you pay for covered drugs in the Summary Of Your Costs. 


5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan? 
Yes.  You receive the highest level of benefits when you have your prescriptions filled by in-network 
pharmacies.  The majority of retail pharmacies in Washington are part of our pharmacy network.  Your 
benefit covers prescription drugs dispensed from an out-of-network pharmacy, but at a higher out-of-pocket 
cost to you as explained above. 
Our mail order program offers lower cost-shares and lets you buy larger supplies of your medications, but 
you must use our in-network mail order pharmacy. 
You can find an in-network pharmacy near you by consulting your provider directory, or calling the Pharmacy 
Locator Line at the toll-free telephone number found on the back of your ID card. 
Specialty drugs are covered only when you get them from specialty pharmacies.  Specialty pharmacies are 
pharmacies that focus on the delivery and clinical management of specialty drugs.  See the Summary Of 
Your Costs for more information. 


6. How many days’ supply of most medications can I get without paying another copay or other 
repeating charge? 
The dispensing limits (or days’ supply) for drugs dispensed at retail pharmacies and through the mail-order 
pharmacy benefit are described in the Getting Prescriptions Filled table above. 
Benefits for refills will be provided only when you have used 75% of a supply of a single medication.  The 
75% is calculated based on both of the following:  
• The number of units and days' supply dispensed on the last refill 
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• The total units or days' supply dispensed for the same medication in the 180 days immediately before the 
last refill 


Exceptions to the supply limit are allowed:   
• A pharmacist can approve an early refill of a prescription for eye drops or eye ointment in some cases.  If 


you must pay a copay for the drug, the full copay is required for the early refill. 
• A different supply can be allowed so that a new drug can be refilled at the same time as drugs that you are 


already taking.  We will pro-rate the cost-shares to the exact number of days early that the refill is 
dispensed. 


The plan can also cover more than the 30-day or 90-day supply limit if the drug maker’s packaging does not 
let the exact amount be dispensed.  If you must pay a copay for the drug, you pay one copay for each 30-day 
supply from a retail pharmacy or one copay for each 90 day supply from the in-network mail-order pharmacy. 


7. What other pharmacy services does my health plan cover? 
This benefit is limited to covered prescription drugs and specified supplies and devices dispensed by a 
licensed pharmacy.  Other services, such as consultations with a pharmacist, diabetic education or medical 
equipment, are covered by the medical benefits of this plan, and are described elsewhere in this booklet. 


Drug Discount Programs 


Pharmacy Benefit Drug Program For pharmacy benefit claims, Premera Blue Cross will pay the Group a 
prescription drug rebate payment equal to a specific amount per paid brand-name prescription drug claim.  
Prescription drug rebates Premera Blue Cross receives from its pharmacy benefit manager in connection with 
Premera Blue Cross's overall pharmacy benefit utilization may be more or less than the Group's rebate payment.  
The Group's rebate payment shall be made to the Group on a calendar year quarterly basis unless agreed upon 
otherwise. 


The allowed amount for prescription drugs may be higher than the price paid to the pharmacy benefit manager for 
those prescription drugs. 


Premera Blue Cross and the Group agree that the difference between the allowed amount for prescription drugs 
and the price paid to the pharmacy benefit manager, and the prescription drug payments received by Premera 
Blue Cross from its pharmacy benefit manager, constitutes Premera Blue Cross property, and not part of the 
compensation payable under Premera Blue Cross's contract with the Group, and that Premera Blue Cross is 
entitled to retain and shall retain such amounts and may apply them to the cost of its operations and the 
pharmacy benefit. 


Medical Benefit Drug Program The medical benefit drug program is separate from the pharmacy program.  It 
includes claims for drugs delivered as part of medical services.  For medical benefit drug claims, Premera Blue 
Cross may contract with subcontractors that have rebate contracts with various manufacturers.  Rebate 
subcontractors retain a portion of rebates collected as rebate administration fees.  Premera Blue Cross retains a 
portion of the rebate and describes the medical benefit drug rebate in the Group's annual accounting report.  The 
Group's medical benefit drug rebate payment shall be made to the Group on an annual basis when the rebate is 
$500 or more.  If less than $500, Premera will retain the medical benefit drug rebates. 


Preventive Care 
This plan pays for preventive care as shown in the Summary Of Your Costs.  Below is a summary of preventive 
care services. 


Preventive Exams 
• Routine adult and well-child exams.  Includes exams for school, sports and jobs 
• Department of Transportation (DOT) physicals 
• Review of oral health for members under 19 
• Vision screening for members under 19 
• Depression screening 


Immunizations 
• Shots in a provider’s office 
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• Flu shots, flu mist, whooping cough and other seasonal shots at a pharmacy or other community center 
• Shots needed for foreign travel at the county health department or a travel clinic 


Screening Tests 


Routine lab tests and imaging, such as: 
• Mammograms (includes 3D mammograms) 
• X-rays and EKG tests 
• Pap smears 
• Prostate-specific antigen tests 
• BRCA genetic tests for women at risk for certain breast cancers. 
• CBC, electrolyte panel, general health panel, hematocrit, hemoglobin, metabolic panel, thyroid stimulating 


hormone, thyroxin and urinalysis 


Pregnant Women’s Care 
• Breastfeeding support and counseling 
• Purchase of standard electric breast pumps 
• Rental of hospital-grade breast pumps if medically necessary 
• Screening for postpartum depression 


Colon Cancer Screening 


As often as recommended by your doctor.  Includes: 
• Barium enema 
• Colonoscopy, sigmoidoscopy and fecal occult blood tests. The plan also covers a consultation before the 


colonoscopy and anesthesia your doctor thinks is medically necessary. 
• If polyps are found during a screening procedure, removing them and lab tests on them are also covered as 


preventive. 


Diabetes Screening 


Health Education and Training 


Outpatient programs and classes to help you manage pain or cope with covered conditions like heart disease, 
diabetes, or asthma. The program or class must have our approval. 


Nicotine Habit-Breaking Programs 


Programs to stop smoking, chewing tobacco or taking snuff. 


Nutritional Counseling and Therapy 


Office visits to discuss a healthy diet and eating habits and help you manage weight.  The plan covers screening 
and counseling for: 


• Members at risk for health conditions that are affected by diet and nutrition 
• Weight loss for children age 6 and older who are considered obese and for adults with a body mass index of 


30 kg/meter squared or higher.  This includes intensive behavioral interventions with more than one type of 
activity to help you set and achieve weight loss goals. 


Fall Prevention 


Risk assessments and advice on how to prevent falls for members who are age 65 or older and have a history of 
falling or have mobility issues 


Birth Control 
• Birth control devices, shots and implants. 


See Prescription Drug for coverage of prescription and over-the-counter drugs and devices. 
• Emergency contraceptives (“plan B”) 
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• Tubal ligation.  When tubal ligation is done as a secondary procedure, only the charge for the procedure 
itself is covered under this benefit.  The related services, such as anesthesia, are covered as part of the 
primary procedure.  See Hospital and Surgery. 


• Vasectomy done in a doctor's office with a local anesthetic 


About Preventive Care 


Preventive care is a set of evidence-based services.  These services are based on guidelines required under 
state or federal law.  The guidelines come from: 
• Services that the United States Preventive Services Task Force has given an A or B rating 
• Immunizations that the Centers for Disease Control and Prevention recommends 
• Screening and other care for women, babies, children and teens that the Health Resources and Services 


Administration recommends. 
• Services that meet the standards in Washington state law. 


Please go to this government website for more information: 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 


The agencies above may also change their guidelines from time to time.  If this happens, the plan will comply with 
the changes.   


Some of the covered services your doctor does during a routine exam may not be preventive at all.  The plan 
would cover them under other benefits.  They would not be covered in full.  


For example: 


During your preventive exam, your doctor may find a problem that needs further tests or screening for a proper 
diagnosis to be made.  Or, if you have a chronic disease, your doctor may check your condition with tests.  These 
types of tests help to diagnose or monitor your illness and would not be covered under the Preventive Care 
benefit.  You would have to pay the cost share under the plan benefit that covers the service or test. 


The Preventive Care benefit does not cover: 
• Take-home drugs or over-the-counter items.  Please see Prescription Drug. 
• Routine newborn exams while the child is in the hospital after birth.  Please see Newborn Care. 
• Routine or other dental care 
• Routine vision and hearing exams 
• Gym fees or exercise classes or programs 
• Services or tests for a specific illness, injury or set of symptoms.  Please see the plan's other benefits. 
• Physical exams for basic life or disability insurance 
• Work-related disability or medical disability exams 
• Purchase of hospital-grade breast pumps. 


Professional Visits And Services 
Benefits are provided for the examination, diagnosis and treatment of an illness or injury when such services are 
performed on an inpatient or outpatient basis, including your home.  Benefits are also provided for the following 
professional services when provided by a qualified provider: 
• Second opinions for any covered medical diagnosis or treatment plan 
• Biofeedback for migraines and other conditions for which biofeedback is not deemed experimental or 


investigational (see Definitions) 
• Repair of a dependent child’s congenital anomaly 
• Consultations with a pharmacist 
• Cardiac rehabilitation programs 
• Pulmonary rehabilitation programs 
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For surgical procedures performed in a provider’s office, surgical suite or other facility benefit information, please 
see the Surgery benefit. 


For professional diagnostic services benefit information, please see the Diagnostic Lab, X-Ray And Imaging 
benefit. 


For home health or hospice care benefit information, please see the Home Health Care and Hospice Care 
benefits. 


For preventive or routine services, please see the Preventive Care benefit. 


For diagnosis and treatment of psychiatric conditions benefit information, please see the Mental Health Care 
benefit. 


For diagnosis and treatment of temporomandibular joint (TMJ) disorders benefit information, please see the 
Temporomandibular Joint Disorders (TMJ) Care benefit. 


Electronic Visits 


This benefit will cover electronic visits (e-visits) from in-network providers when all the requirements below are 
met.  This benefit is only provided when three things are true: 
• Premera Blue Cross has approved the physician for e-visits.  Not all physicians have agreed to or have the 


software capabilities to provide e-visits. 
• The member has previously been treated in the approved physician's office and has established a patient-


physician relationship with that physician. 
• The e-visit is medically necessary for a covered illness or injury. 


An e-visit is a structured, secure online consultation between the approved physician and the member.  Each 
approved physician will determine which conditions and circumstances are appropriate for e-visits in their 
practice. 


Please call Customer Service at the number shown on the back cover of this booklet for help in finding a 
physician approved to provide e-visits. 


The Professional Visits and Services benefit doesn't cover: 
• Hair analysis or non-prescription drugs or medicines, such as herbal, naturopathic or homeopathic medicines or 


devices 
• EEG biofeedback or neurofeedback services 
• Rehabilitation that is not part of a cardiac or pulmonary rehabilitation program. 


Psychological and Neuropsychological Testing 
Covered services are psychological and neuropsychological testing, including interpretation and report 
preparation, necessary to prescribe an appropriate treatment plan.  This includes later re-testing to make sure the 
treatment is achieving the desired medical results.  Physical, speech or occupational therapy assessments and 
evaluations for rehabilitation are provided under the Rehabilitation Therapy benefit.   


See the Neurodevelopmental Therapy benefit for physical, speech or occupational therapy assessments and 
evaluations related to neurodevelopmental disabilities. 


Rehabilitation Therapy 
This plan covers rehabilitation therapy.  Benefits must be provided by a licensed physical therapist, occupational 
therapist, speech language pathologist or a licensed qualified provider. 


Rehabilitation therapy is therapy that helps get a part of the body back to normal health or function.  It includes 
therapy to 1) restore or improve a function that was lost because of an accidental injury, illness or surgery; or 2) to 
treat disorders caused by a physical congenital anomaly. 


Services provided for treatment of a mental health condition are provided under the Mental Health Care benefit. 


Services for pulmonary rehabilitation and cardiac rehabilitation are provided under the Professional Visits And 
Services benefit. 
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Limits listed in the Summary Of Your Costs do not apply to rehabilitation related to treatment of cancer, such as 
for breast cancer rehabilitation therapy. 


Inpatient Care 


Inpatient rehabilitation care is covered when medically necessary and provided in a specialized inpatient 
rehabilitation center, which may be part of a hospital.  If you are already an inpatient, this benefit will start when 
your care becomes mainly rehabilitative and you are transferred to an inpatient rehabilitation center.  This benefit 
only covers care you receive within 24 months from the onset of the injury or illness or from the date of the 
surgery that made rehabilitation necessary. 


You must get pre-approval from us before you get treatment in an inpatient rehabilitation center.  See Pre-
Approval for details. 


Outpatient Care 


This benefit covers the following types of outpatient therapy: 
• Physical, speech, hearing and occupational therapies.  Physical, speech, and occupational assessments and 


evaluations related to rehabilitation are also covered.  
• Cochlear implants 
• Home medical equipment, medical supplies and devices 


This benefit does not cover: 
• Pulmonary rehabilitation and cardiac rehabilitation.  See Professional Visits And Services for coverage.  
• Treatment that the ill, injured or impaired member does not actively take part in. 
• Inpatient rehabilitation received more than 24 months from the date of onset of the member’s injury or illness or 


from the date of the member’s surgery that made the rehabilitation necessary 
• Therapy for flat feet except to help you recover from surgery to correct flat feet. 


Skilled Nursing Facility Services 
This benefit includes: 
• Room and board 
• Skilled nursing services 
• Supplies and drugs 
• Skilled nursing care during some stages of recovery 
• Skilled rehabilitation provided by physical, occupational or speech therapists while in a skilled nursing facility 
• Short or long term stay immediately following a hospitalization 
• Active supervision by your doctor while in the skilled nursing facility 


We must approve all planned skilled nursing facility stays before you enter a skilled nursing facility.  See Pre-
Approval for details. 


This benefit does not cover: 
• Acute nursing care 
• Skilled nursing facility stay not immediately following hospitalization or inpatient stay 
• Skilled nursing care outside of a hospital or skilled nursing facility 
• Care or stay provided at a facility that is not qualified per our standards 


Sleep Studies 
This benefit covers medically necessary sleep studies to test for sleep apneas and for some sleep disorders that 
are not related to breathing problems. 


This plan does not cover home sleep studies for members under 19. 
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Spinal and Other Manipulations 
This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


Substance Use Disorder 
This benefit covers inpatient and outpatient chemical dependency treatment and supporting services. 


Covered services include services provided by a state-approved treatment program or other licensed or certified 
provider. 


The current edition of the Patient Placement Criteria for the Treatment of Substance Related Disorders as 
published by the American Society of Addiction Medicine is used to determine if chemical dependency treatment 
is medically necessary. 


Please Note:  Medically necessary detoxification is covered in any medically necessary setting.  Detoxification in 
the hospital is covered under the Emergency Room and Hospital benefits. 


The Substance Use Disorder benefit doesn’t cover: 
• Treatment of alcohol or drug use or abuse that does not meet the definition of “Chemical Dependency” as 


stated in the Definitions section of this booklet 
• Halfway houses, quarterway houses, recovery houses, and other sober living residences 


Surgery 
This benefit covers surgical services (including injections) that are not named as covered under other benefits, 
when performed on an inpatient or outpatient basis, in such locations as a hospital, ambulatory surgical facility, 
surgical suite or provider’s office.  Also covered under this benefit are: 
• Anesthesia or sedation and postoperative care as medically necessary. 
• Cornea transplantation, skin grafts, repair of a dependent child’s congenital anomaly, and the transfusion of 


blood or blood derivatives. 
• Colonoscopy and other scope insertion procedures are also covered under this benefit unless they qualify as 


preventive services as described in the Preventive Care benefit. 
• Surgery that is medically necessary to correct the cause of infertility. This does not include assisted 


reproduction techniques or sterilization reversal. 
• Repair of a defect that is the direct result of an injury, providing such repair is started within 12 months of the 


date of the injury. 
• Correction of functional disorders upon our review and approval. 


Select Centers Of Care 


Your health plan gives you access to Premera providers (including facilities) in Washington that have shown 
expertise and positive outcomes for certain health conditions shown in the Surgery section of the Summary Of 
Your Costs.  You also have access to Blue Distinction Centers Plus providers outside Washington and Alaska for 
the same conditions.  Premera Blue Cross calls all these providers Select Centers Of Care.  Select Centers of 
Care can give you high quality care for complex medical situations.  


Services other than the specific spinal surgeries, cardiac procedures and the knee and hip replacements that are 
covered under this Select Centers Of Care benefit will be subject to your regular cost-shares, even if provided by 
a Select Center of Care.  If you do not get these services from a Select Center of Care, you also pay your regular 
cost-shares.   


Bariatric surgery is covered only when performed by a Select Center of Care. 


Travel and Lodging 


If you live more than 50 miles from a Select Center of Care, this plan will cover travel and lodging necessary to 
get treatment from the nearest Select Center of Care that can treat you. 
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• Travel:  Travel is covered only between your home and the Select Center of Care.  Round trip costs for air, 
train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and toll 
costs.   


• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel to a provider that is not a Select Center of Care 
• Travel that is not approved by Premera Blue Cross, even if the doctor refers you. 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Surgery benefit does not cover: 
• Organ, bone marrow or stem cell transplants.  Please see the Transplants benefit for coverage. 
• Services to change gender.  Please see the Transgender Services benefit. 
• Removal of excess skin or fat related to either weight loss surgery or the use of drugs for weight loss. 


Surgical Center Care – Outpatient 
Benefits are provided for services and supplies furnished by an outpatient surgical center. 


Telehealth Virtual Care 
Your plan covers real-time access to care via online and telephonic methods when medically appropriate. 


Services must be medically necessary to treat a covered illness, injury or condition. 


Your provider may provide these services or you may use our preferred telehealth provider.  See the back cover 
for contact information for the preferred telehealth provider. 


Temporomandibular Joint Disorders (TMJ) Care 
TMJ disorders are covered on the same basis as any other condition. 


TMJ disorders include those conditions that have some of the following symptoms: 
• Muscle pain linked with TMJ 
• Headaches linked with the TMJ 
• Arthritic problems linked with the TMJ 
• Clicking or locking in the jawbone joint 
• An abnormal range of motion or limited motion of the jawbone joint 



http://www.irs.gov/
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This benefit covers: 
• Exams 
• Consultations 
• Treatment  


Some services may be covered under other benefits sections of this plan with different or additional cost share, 
such as: 
• X-rays (see Diagnostic Lab, X-ray and Imaging) 
• Surgery (See Surgery) 
• Hospital (See Hospital) 


Some surgeries need to be pre-approved before you get them.  See Pre-Approval for details. 


Therapeutic Injections 
This benefit covers: 
• Shots given in the doctor’s office 
• Supplies used during the visit, such as serums, needles and syringes 
• Three teaching doses for self-injectable specialty drugs 


This benefit does not cover: 
• Immunizations (see Preventive Care) 
• Self-injectable drugs (see Prescription Drug)  
• Infusion therapy (see Infusion Therapy) 
• Allergy shots (see Allergy Testing and Treatment) 


Transgender Services 
This benefit covers medically necessary services to change the gender you were born with.  To find the amounts 
you are responsible for, please see the Summary Of Your Costs.   


This benefit covers services which meet the standards in our medical policy.  Call Customer Service or visit our 
website at www.premera.com for the policy. 


See the Surgery benefit for gynecological, urologic and genital surgery for covered conditions other than gender 
identity disorder or gender dysphoria.  


See the Prescription Drug benefit for coverage of prescription drugs associated with transgender procedures. 


See the Mental Health Care benefit for coverage of mental health services. 


This benefit does not cover: 
• Transgender surgery for members under 18 
• Cosmetic procedures that are not medically necessary to make the gender change.  Examples are hair removal 


and procedures to change the voice. 
• Surgery to change the appearance of prior gender change procedures except when medically necessary to 


correct medical complications. 


Transplants 
The Transplants benefit is not subject to a separate benefit maximum other than the maximum for travel and 
lodging described below.  This benefit covers medical services only if provided by in-network providers or 
“Approved Transplant Centers.”  Please see the transplant benefit requirements later in this benefit for more 
information about approved transplant centers. 
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Covered Transplants 


Organ transplants and bone marrow/stem cell reinfusion procedures must not be considered experimental or 
investigational for the treatment of your condition.  (Please see the Definitions section in this booklet for the 
definition of “experimental/investigational services.”)  The plan reserves the right to base coverage on all of the 
following: 
• Organ transplants and bone marrow/stem cell reinfusion procedures must meet the plan's criteria for coverage.  


The medical indications for the transplant, documented effectiveness of the procedure to treat the condition, 
and failure of medical alternatives are all reviewed. 
The types of organ transplants and bone marrow/stem cell reinfusion procedures that currently meet the plan's 
criteria for coverage are: 
• Heart 
• Heart/double lung 
• Single lung 
• Double lung 
• Liver 
• Kidney 
• Pancreas 
• Pancreas with kidney 
• Bone marrow (autologous and allogeneic) 
• Stem cell (autologous and allogeneic) 
Please Note:  For the purposes of this plan, the term “transplant” doesn't include cornea transplantation, skin 
grafts or the transplant of blood or blood derivatives (except for bone marrow or stem cells).  These procedures 
are covered on the same basis as any other covered surgical procedure (please see the Surgery benefit). 


• Your medical condition must meet the plan's written standards. 
• The transplant or reinfusion must be furnished in an approved transplant center.  (An “approved transplant 


center” is a hospital or other provider that’s developed expertise in performing organ transplants, or bone 
marrow or stem cell reinfusion, and meets the other approval standards we use.)  We have agreements with 
approved transplant centers in Washington and Alaska, and we have access to a special network of approved 
transplant centers around the country.  Whenever medically possible, we’ll direct you to an approved transplant 
center that we’ve contracted with for transplant services. 
Of course, if none of our centers or the approved transplant centers can provide the type of transplant you 
need, this benefit will cover a transplant center that meets the written approval standards we follow. 


Recipient Costs 


This benefit covers transplant and reinfusion-related expenses, including the preparation regiment for a bone 
marrow or stem cell reinfusion.  Also covered are anti-rejection drugs administered by the transplant center during 
the inpatient or outpatient stay in which the transplant was performed. 


Donor Costs 


Covered donor services include selection, removal (harvesting) and evaluation of the donor organ, bone marrow 
or stem cell; transportation of donor organ, bone marrow and stem cells, including the surgical and harvesting 
teams; donor acquisition costs such as testing and typing expenses; and storage costs for bone marrow and stem 
cells for a period of up to 12 months. 


Travel And Lodging 


If you are getting a transplant, this benefit covers costs for your travel and lodging.  You must live more than 50 
miles from the approved transplant center, unless medically necessary treatment protocols require you to stay 
closer to the transplant center.  The plan covers travel and lodging up to the limits set by the IRS for the date you 
had the expense. 
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• Travel:  Travel is covered only between your home and the approved transplant center.  Round trip costs for 
air, train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and 
toll costs.   


• Lodging:  Hotel or motel or other lodging for stays away from home. 
• Companions: Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs up to the IRS limits in place on the date you had the expense.  
The per day limits and requirements can change if IRS regulations change.  Please go to the IRS website, 
www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Transplants benefit doesn’t cover: 
• Organ, bone marrow and stem cell transplants, including any direct or indirect complications and aftereffects 


thereof, except as specifically stated under this benefit. 
• Services and supplies that are payable by any government, foundation or charitable grant.  This includes 


services performed on potential or actual living donors and recipients, and on cadavers. 
• Donor costs for an organ transplant or bone marrow or stem cell reinfusion that isn’t covered under this benefit, 


or for a recipient who isn’t a member 
• Donor costs for which benefits are available under other group or individual coverage 
• Non-human or mechanical organs, unless we determine they aren’t “experimental/investigational services” 


(please see the Definitions section in this booklet) 
• Personal care items 
• Planned storage of blood for more than 12 months against the possibility it might be used at some point in the 


future 


Urgent Care 
This benefit covers: 


Exams and treatment of: 
• Minor sprains 
• Cuts 
• Ear, nose and throat infections 
• Fever  


Some services done during the urgent care visit may be covered under other benefits of this plan with different or 
additional cost shares, such as: 
• X-rays and lab work 
• Shots or therapeutic injections  
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• Office surgeries 


Urgent care centers can be part of a hospital or not. Please see the Summary of Your Costs for information 
about each type of center you may visit.  


WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? 
OUT-OF-AREA CARE 
As a member of the Blue Cross Blue Shield Association (“BCBSA”), Premera Blue Cross has arrangements with 
other Blue Cross and Blue Shield Licensees (“Host Blues”) for care outside our service area.  These 
arrangements are called “Inter-Plan Arrangements.”  Our Inter-Plan Arrangements help you get covered services 
from providers within the geographic area of a Host Blue. 


The BlueCard® Program is the Inter-Plan Arrangement that applies to most claims from Host Blues' in-network 
providers.  The Host Blue is responsible for its in-network providers and handles all interactions with them.  Other 
Inter-Plan Arrangements apply to providers that are not in the Host Blues' networks (non-contracted providers).  
This Out-Of-Area Care section explains how the plan pays both types of providers. 


Your getting services through these Inter-Plan Arrangements does not change what the plan covers, benefit 
levels, or any stated eligibility requirements.  Please call us if your care needs pre-approval. 


We process claims for the Prescription Drug benefit directly, not through an Inter-Plan Arrangement. 


BlueCard Program 
Except for copays, we will base the amount you must pay for claims from Host Blues’ in-network providers on the 
lower of:  
• The provider’s billed charges for your covered services; or 
• The allowed amount that the Host Blue made available to us. 


Often, the allowed amount is a discount that reflects an actual price that the Host Blue pays to the provider.  
Sometimes it is an estimated price that takes into account a special arrangement with a single provider or a group 
of providers.  In other cases, it may be an average price, based on a discount that results in expected average 
savings for services from similar types of providers.  


Host Blues may use a number of factors to set estimated or average prices.  These may include settlements, 
incentive payments, and other credits or charges.  Host Blues may also need to adjust their prices to correct their 
estimates of past prices.  However, we will not apply any further adjustments to the price of a claim that has 
already been paid.  


Clark County Providers Services in Clark County, Washington are processed through the BlueCard Program.  
Some providers in Clark County do have contracts with us. These providers will submit claims directly to us, and 
benefits will be based on our allowed amount for the covered service or supply. 


Value-Based Programs You might have a provider that participates in a Host Blue's value-based program (VBP).  
Value-based programs focus on meeting standards for treatment outcomes, cost and quality, and for coordinating 
care when you are seeing more than one provider.  The Host Blue may pay VBP providers for meeting the above 
standards.  If the Host Blue includes charges for these payments in the allowed amount for a claim, you would 
pay a part of these charges if a deductible or coinsurance applies to the claim.  If the VBP pays the provider for 
coordinating your care with other providers, you will not be billed for it. 


Taxes, Surcharges and Fees 


A law or regulation may require a surcharge, tax or other fee be added to the price of a covered service.  If that 
happens, we will add that surcharge, tax or fee to the allowed amount for the claim.   


Non-Contracted Providers 


It could happen that you receive covered services from providers outside our service area that do not have a 
contract with the Host Blue.  In most cases, we will base the amount you pay for such services on either our 
allowed amount for these providers or the pricing requirements under applicable law.  Please see Allowed 
Amount in Important Plan Information in this booklet for details on allowed amounts. 
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In these situations, you may owe the difference between the amount that the non-contracted provider bills and the 
payment the plan makes for the covered services as set forth above.  


Blue Cross Blue Shield Global® Core 


If you are outside the United States, Puerto Rico, and the U.S. Virgin Islands (the “BlueCard service area”), you 
may be able to take advantage of Blue Cross Blue Shield Global Core.  Blue Cross Blue Shield Global Core is 
unlike the BlueCard Program in the BlueCard service area in some ways.  For instance, although Blue Cross Blue 
Shield Global Core helps you access a provider network, you will most likely have to pay the provider and send us 
the claim yourself in order for the plan to reimburse you.  See How Do I File A Claim? for more information.  
However, if you need hospital inpatient care, the service center can often direct you to hospitals that will not 
require you to pay in full at the time of service.  In such cases, these hospitals also send in the claim for you. 


If you need to find a doctor or hospital outside the BlueCard service area, need help submitting claims or have 
other questions, please call the service center at 1-800-810-BLUE (2583).  The center is open 24 hours a day, 
seven days a week.  You can also call collect at 1-804-673-1177. 


More Questions 


If you have questions or need to find out more about the BlueCard Program, please call our Customer Service 
Department.  To find a provider, go to www.premera.com or call 1-800-810-BLUE (2583).  You can also get Blue 
Cross Blue Shield Global Core information by calling the toll-free phone number. 


CARE MANAGEMENT 
Care Management services work to help ensure that you receive appropriate and cost-effective medical care.  
Your role in the Care Management process is simple, but important, as explained below. 


You must be eligible on the dates of service and services must be medically necessary.  We encourage you to 
call Customer Service to verify that you meet the required criteria for claims payment. 


PRE-APPROVAL (PRIOR AUTHORIZATION) 
Some services need to be pre-approved for medical necessity under this plan.  The following services need pre-
approval: 
• Planned admissions to certain facilities 
• Some home medical equipment 
• Certain medical services 
• Certain drugs.  Pre-approval for drugs is explained in the Prescription Drug benefit 
• When you want to receive in-network benefits for services from an out-of-network provider.  See Pre-Approval 


For Out-Of-Network Providers below. 


How To Get Pre-Approval 
There is a list of medical services that need to be pre-approved.  The list is on our Web site at 
www.premera.com.  Before you receive services, we suggest that you review this list.  We need to review the 
items on the list to make sure that they are medically necessary and meet the plan's other standards for 
coverage.  It is to your advantage to know ahead of time if the plan will not cover them. 


You are the one who must ask for pre-approval for the items on the list when a non-contracted provider is 
providing them. 
• You can call Customer Service to ask for pre-approval.  In-network providers will call for you. 
• You will need some details from your provider for the call, such as the procedure code for a medical service. 
• You may need to send medical records 


Even if your doctor is asking for the pre-approval, it is a good idea to call us to make sure the request was 
approved. 


We will respond to a request for a pre-approval within 5 calendar days.  However, if we need more information, 
we will let you know within that time.  We will allow 5 calendar days to get us the needed information.  We will 
then tell you our decision within 4 calendar days after we receive it. 
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You may ask for an urgent review of clinically urgent services.  Once we get all the information, we will let you or 
your provider know within 48 hours.  The decision will be sent in writing. 


The pre-approval will be good for 30 days.  This is subject to your continued coverage under this plan.  If you do 
not get the services within that time, you will have to get pre-approval again. 


Exceptions 
The following services do not need pre-approval, but they do have requirements: 
• Emergency hospital admissions, including drug or alcohol detox.  If this happens, you must let us know as soon 


as reasonably possible. 
• Childbirth or a newborn needing medical care at birth that requires admission to a hospital.  If this happens, you 


must let us know as soon as reasonably possible. 
• You may have a second plan that also asks you to get pre-approval for the same service.  In that case, this 


plan will not require pre-approval for that service when two things are true: 
• Your other plan is primary to this plan.  See Coordinating Benefits With Other Health Care Plans to find 


out how to tell which plan is primary. 
• You complied with the other plan’s pre-approval process. 


Generally this plan covers services from out-of-network providers at a lower benefit level.  If there is not an in-
network provider that can provide the service needed, you can ask for pre-approval to see an out-of-network 
provider and receive the in-network benefit level.  See Pre-Approval For Out-Of-Network Providers for more 
information. 


Pre-Approval For Out-Of-Network Providers 
This plan provides benefits for non-emergency services from out-of-network providers at a lower benefit level.  
You may receive benefits for these services at the in-network cost-share if the services are medically necessary 
and only available from an out-of-network provider.  You or your provider may request a pre-approval for the in-
network benefit before you see the out-of-network provider. 


The pre-approval request must include the following: 
• A statement that the out-of-network provider has unique skills or provides unique services that are medically 


necessary for your care, and that are not reasonably available from an in-network provider 
• Any necessary medical records supporting the request. 


If the request is approved, you pay the in-network cost-share for covered services.  However, the allowed amount 
is still the amount allowed for out-of-network providers.  See Important Plan Information. 


If the request is denied but the plan does cover the services, you will have to pay the out-of-network cost-share.  


Whether or not your request is approved, you will also have to pay any amounts over the plan's allowed 
amount for covered services. 


CLINICAL REVIEW 
Premera Blue Cross has developed or adopted guidelines and medical policies that outline clinical criteria used to 
make medical necessity determinations. The criteria are reviewed annually and are updated as needed to ensure 
our determinations are consistent with current medical practice standards and follow national and regional norms. 
Practicing community doctors are involved in the review and development of our internal criteria. Our medical 
policies are on our Web site.  You or your provider may review them at www.premera.com. You or your provider 
may also request a copy of the criteria used to make a medical necessity decision for a particular condition or 
procedure. To obtain the information, please send your request to Care Management at the address or fax 
number shown on the back cover.  


Premera Blue Cross reserves the right to deny payment for services that are not medically necessary or that are 
considered experimental/investigational. A decision by Premera Blue Cross following this review may be 
appealed in the manner described in Complaints And Appeals. 
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In general, when there is more than one treatment option, the plan will cover the least costly option that will meet 
your medical needs.  Premera Blue Cross works cooperatively with you and your physician to consider effective 
alternatives to hospital stays and other high-cost care to make better use of this plan's benefits. 


PERSONAL HEALTH SUPPORT PROGRAMS 
The plan offers participation in Premera Blue Cross's personal health support services to help members with such 
things as managing complex medical conditions, a recent surgery, or admission to a hospital.  Services include: 
• Helping to overcome barriers to health improvement or following providers’ treatment plan 
• Coordinating care services including access 
• Helping to understand the health plan’s coverage 
• Finding community resources  


Participation is voluntary.  To learn more about the personal health support programs, contact Customer Service 
at the phone number listed on the back of your ID card.   


EXCLUSIONS 
This section of your booklet lists the services that are either limited or not covered by this plan.  In addition to 
services listed as not covered under Covered Services, the following are excluded from coverage under this 
plan. 


Amounts Over The Allowed Amount 


This plan does not cover amounts over the allowed amount as defined by this plan. If you get services from a 
non-contracted provider, you will have to pay any amounts for your services that are over the allowed amount. 


Assisted Reproduction 


This plan does not cover any assisted reproduction technologies, including but not limited to: 
• Drugs to treat infertility or that are required as part of assisted reproduction procedures. 
• Artificial insemination or assisted reproduction methods, such as in-vitro fertilization.  It does not matter why 


you need the procedure. 
• Services to make you more fertile or for multiple births 
• Reversing sterilization surgery 


Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis 
as any other condition. 


Benefits From Other Sources 


This plan does not cover services that are covered by liability insurance, motor vehicle insurance, excess 
coverage, no fault coverage, or workers compensation or similar coverage for work-related conditions.  For 
details, see Third Party Recovery under What If I Have Other Coverage. 


Benefits That Have Been Exhausted 


Services in excess of benefit limitations or maximums of this plan. 


Broken Or Missed Appointments 


Charges For Records Or Reports 


Separate charges from providers for supplying records or reports, except those we request for utilization review. 


Comfort or Convenience 


This plan does not cover: 
• Items that are mainly for your convenience or that of your family. For instance, this plan does not cover 


personal services or items such as meals for guests while hospitalized, long-distance phone, radio or TV, 
personal grooming, and babysitting. 


• Normal living needs, such as food, clothes, housekeeping and transport. This does not apply to chores done by 
a home health aide as prescribed in your treatment plan. 
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• Dietary assistance, including “Meals on Wheels” 


Complications 


This plan does not cover complications of a non-covered service, including follow-up services or effects of those 
services, except services defined as emergency care. See Definitions. 


Cosmetic Services 


The plan does not cover drugs, services or supplies for cosmetic services.  This includes services performed to 
reshape normal structures of the body in order to improve or alter your appearance and not primarily to restore an 
impaired function of the body.   


Counseling, Education And Training 


This plan does not cover counseling and, education or training in the absence of illness.  This includes but is not 
limited to: 
• Job help and outreach, social or fitness counseling 
• Acting as a tutor, helping a member with schoolwork, acting as an educational or other aide for a member while 


the member is at school, or providing services that are part of a school's individual education program or should 
otherwise be provided by school staff 


• Private school or boarding school tuition 


Court-Ordered Services 


This plan does not cover services that you must get to avoid being tried, sentenced or losing the right to drive 
when they are not medically necessary. 


Custodial Care 


This plan does not cover custodial care, except when it is part of covered hospice care. 


Dental Care 


This plan does not cover dental care except as covered under Dental Care and Chemotherapy And Radiation 
Therapy 


This exclusion also doesn't apply to dental services covered under the Temporomandibular Joint Disorders 
(TMJ) Care benefit. 


Donor Breast Milk 


Environmental Therapy 


This plan does not cover therapy designed to provide a changed or controlled environment. 


Experimental Or Investigative Services 


This plan does not cover any service or supply that is experimental or investigative, see Definitions. 


Family Members Or Volunteers 


This plan does not cover services or supplies that you give furnish to yourself.  It also does not cover a provider 
who is: 
• Your spouse, mother, father, child, brother or sister 
• Your mother, father, child, brother or sister by marriage 
• Your stepmother, stepfather, stepchild, stepbrother or stepsister 
• Your grandmother, grandfather, grandchild or the spouse of one of these people 
• A volunteer, except as described in Home Health Care and Hospice Care 


Governmental Facilities 


This plan does not cover services provided by a state or federal hospital which is not an in-network facility that are 
not emergency care or required by law or regulation. 


Hair Analysis 
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Hair Loss 


This plan does not cover: 
• Drugs, supplies, equipment, or procedures to replace hair, slow hair loss, or stimulate hair growth 
• Hair prostheses, such as wigs or hair weaves, transplants, and implants 


Hospital Admission Limitations 


This plan does not cover hospital stays solely for the diagnostic studies, physical examinations, checkups, 
medical evaluations or observations, unless: 
• The service cannot be provided without the use of a hospital 
• You have a medical condition that makes hospital care medically necessary 


Illegal Acts and Terrorism 


This plan does not cover illness or injury you get while committing a felony, an act of terrorism, or an act of riot or 
revolt. 


Laser Therapy 


Benefits are not provided for low-level laser therapy. 


Military Service And War 


This plan does not cover illness or injury that is caused by or arises from: 
• Acts of war, such as armed invasion, no matter if war has been declared or not 
• Services in the armed forces of any country. This includes the air force, army, coast guard, marines, national 


guard or navy. It also includes any related civilian forces or units. 


Non-Covered Services 


This plan does not cover services or supplies: 
• Ordered when this plan is not in effect or when the person is not covered under this plan 
• Provided to someone other than the ill or injured member, other than outpatient health education services 


covered under the Preventive Care benefit. This includes health care provider training or educational services. 
• Directly related to any condition, or related to any other service or supply, that is not covered 
• You are not required to pay or would not have been charged for if this plan were not in force  
• That are not listed as covered under this plan 


Non-Treatment Charges 
• Charges for provider travel time 
• Transporting a member in place of a parent or other family member, or accompanying the member to 


appointments or other activities outside the home, such as medical appointments or shopping. Doing 
housework or chores for the member or helping the member do housework or chores. 


Non-Treatment Facilities, Institutions Or Programs  


Benefits are not provided for institutional care, housing, incarceration or programs from facilities that are not 
licensed to provide medical or behavioral health treatment for covered conditions.  Examples are prisons, nursing 
homes, and juvenile detention facilities.  Benefits are provided for medically necessary treatment received in 
these locations.  See Covered Services for specific benefit information. 


Not Medically Necessary 


Services or supplies that are not medically necessary even if they’re court-ordered.  This also includes places of 
service, such as inpatient hospital care. 


Orthodontia 


Orthodontia, regardless of condition, including casts, models, x-rays, photographs, examinations, appliances, 
braces, and retainers. 
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Orthognathic Surgery 


Procedures to lengthen or shorten the jaw (orthognathic surgery), regardless of the origin of the condition that 
makes the procedure necessary.  The only exception to this exclusion is for repair of a dependent child’s 
congenital anomaly.  See Surgery for benefit information. 


Provider’s Licensing Or Certification 


This plan does not cover services that the provider’s license or certification does not allow him or her to perform.  
It also does not cover a provider that does not have the license or certification that the state requires.  The only 
exception is for applied behavior analysis providers covered under Mental Health Care and Substance Use 
Disorder.  See Definitions for provider details. 


Recreational, Camp And Activity Programs 


This plan does not cover recreational, camp and activity-based programs.  These programs are not medically 
necessary and include: 
• Gym, swim and other sports programs, camps and training 
• Creative art, play and sensory movement and dance therapy 
• Recreational programs and camps 
• Boot camp programs 
• Equine programs and other animal-assisted programs and camps 
• Exercise and maintenance-level programs 


Serious Adverse Events And Never Events 


Members and this plan are not responsible for payment of services provided by in-network providers for serious 
adverse events, never events and resulting follow-up care.  Serious adverse events and never events are medical 
errors that are specific to a nationally-published list.  They are identified by specific diagnoses codes, procedure 
codes and specific present-on-admission indicator codes.  In-Network providers may not bill members for these 
services and members are held harmless. 


Serious Adverse Event means a hospital injury caused by medical management (rather than an underlying 
disease) that prolonged the hospitalization, and/or produces a disability at the time of discharge. 


Never Events means events that should never occur, such as a surgery on the wrong patient, a surgery on the 
wrong body part or wrong surgery. 


Not all medical errors are defined as serious adverse events or never events.  You can obtain a list of serious 
adverse events and never events by contacting us at the number listed on the back of this booklet or on the 
Centers for Medicare and Medicaid Services (CMS) Web page at Error! Hyperlink reference not valid.. 


Services or Supplies For Which You Do Not Legally Have To Pay 


Services and supplies for which no charge is made, for which none would have been made if this plan were not in 
effect, or for which you are not legally required to pay. 


Sexual Dysfunction 


Diagnosis and treatment of sexual dysfunctions, regardless of origin or cause; surgical, medical or psychological 
treatment of impotence or frigidity, including drugs, medications, or penile or other implants. 


Vision Exams 


This plan does not cover routine vision exams to test visual acuity and/or to prescribe any type of vision hardware. 


Vision Hardware 
This plan does not cover vision hardware (and their fittings) used to improve visual sharpness, including 
eyeglasses and contact lenses, and related supplies, except as covered under the Home Medical Equipment 
(HME), Orthotics, Prosthetics And Supplies benefit.  This plan never covers non-prescription eyeglasses or 
contact lenses, or other special purpose vision aids (such as magnifying attachments), sunglasses or light-
sensitive lenses, even if prescribed. 
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Vision Therapy 


Vision therapy, eye exercise, or any sort of training to correct muscular imbalance of the eye (orthoptics), and 
pleoptics.  Also not covered are treatment or surgeries to improve the refractive character of the cornea, including 
the treatment of any results of such treatment. 


Voluntary Support Groups 


Patient support, consumer or affinity groups such as diabetic support groups or Alcoholics Anonymous 


Weight Loss Drugs 


This plan does not cover drugs or supplements for weight loss or weight control. This is true even if you have an 
illness or injury that might be helped by weight loss drugs. 


Work-Related Illness Or Injury 


This plan does not cover any illness, condition or injury for which you get benefits by law or from separate 
coverage for illness or injury on the job. For details, see Third Party Recovery under What If I Have Other 
Coverage. 


WHAT IF I HAVE OTHER COVERAGE? 
COORDINATING BENEFITS WITH OTHER HEALTH CARE PLANS 
You also may be covered under one or more other group or individual plans, such as one sponsored by your 
spouse's employer.  This plan includes a “coordination of benefits” feature to handle such situations. 


All of the benefits of this plan are subject to coordination of benefits.  However, please note that benefits provided 
under this plan for allowable dental expenses will be coordinated separately from allowable medical expenses. 


If you have other coverage besides this plan, we recommend that you send your claims to the primary plan first.  
In that way, the proper coordinated benefits may be most quickly determined and paid. 


Definitions Applicable To Coordination Of Benefits 


To understand coordination of benefits, it's important to know the meanings of the following terms: 
• Allowable Medical Expense means the usual, customary and reasonable charge for any medically necessary 


health care service or supply provided by a licensed medical professional when the service or supply is covered 
at least in part under this plan.  When a plan provides benefits in the form of services or supplies rather than 
cash payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense. 


• Allowable Dental Expense means the usual, customary and reasonable charge for any dentally necessary 
service or supply provided by a licensed dental professional when the service or supply is covered at least in 
part under this plan.  When a plan provides benefits in the form of services or supplies rather than cash 
payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense.  For the purposes of this plan, only those dental services to treat an injury to natural teeth 
will be considered an allowable dental expense. 


• Claim Determination Period means a calendar year. 
• Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than half of the calendar year, excluding any temporary visitation. 
• Medical Plan means all of the following health care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 
• Group coverage required or provided by any law, including Medicare.  This doesn't include workers' 


compensation 
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• Group student coverage that's sponsored by a school or other educational institution and includes medical 
benefits for illness or disease 


• Dental Plan means all of the following dental care coverages, even if they don't have their own coordination 
provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 


Each contract or other arrangement for coverage described above is a separate plan.  It's also important to note 
that for the purpose of this plan, we'll coordinate benefits for allowable medical expenses separately from 
allowable dental expenses, as separate plans. 


Effect On Benefits 


An important part of coordinating benefits is determining the order in which the plans provide benefits.  One plan 
is responsible for providing benefits first.  This is called the “primary” plan.  The primary plan provides its full 
benefits as if there were no other plans involved.  The other plans then become “secondary.”  When this plan is 
secondary, it will reduce its benefits for each claim so that the benefits from all medical plans aren't more than the 
allowable medical expense for that claim and the benefits from all dental plans aren't more than the allowable 
dental expense for that claim. 


We will coordinate benefits when you have other health care coverage that is primary over this plan.  Coordination 
of benefits applies whether or not a claim is filed with the primary coverage. 


Primary And Secondary Rules 


Certain governmental plans, such as Medicaid, are always secondary by law.  Except as required by law, 
Medicare supplement plans and other plans that don't coordinate benefits at all must pay as if they were primary. 


A plan that doesn't have a COB provision that complies with this plan's rules is primary to this plan unless the 
rules of both plans make this plan primary.  The exception is group coverage that supplements a package of 
benefits provided by the same group.  Such coverage can be excess to the rest of that group's plan.  An example 
is coverage paired with a closed panel plan to provide out-of-network benefits. 


The first of the rules below to apply decides which plan is primary.  If you have more than one secondary plan, the 
rules below also decide the order of the secondary plans to each other. 


Non-Dependent Or Dependent The plan that doesn't cover you as a dependent is primary to a plan that does.  
However, if you have Medicare, and federal law makes Medicare secondary to your dependent coverage and 
primary to the plan that doesn't cover you as a dependent, then the order is reversed. 


Dependent Children Unless a court decree states otherwise, the rules below apply: 
• Birthday rule When the parents are married or living together, whether or not they were ever married, the plan 


of the parent whose birthday falls earlier in the year is primary.  If both parents have the same birthday, the plan 
that has covered the parent the longest is primary. 


• When the parents are divorced, separated or not living together, whether or not they were ever married: 
• If a court decree makes one parent responsible for the child’s health care expenses or coverage, that plan is 


primary.  If the parent who is responsible has no health coverage for the dependent, but that parent's spouse 
does, that spouse's plan is primary.  This rule and the court decree rules below apply to calendar years 
starting after the plan is given notice of the court decree. 


• If a court decree assigns one parent primary financial responsibility for the child but doesn't mention 
responsibility for health care expenses, the plan of the parent with financial responsibility is primary. 


• If a court decree makes both parents responsible for the child’s health care expenses or coverage, the 
birthday rule determines which plan is primary. 


• If a court decree requires joint custody without making one parent responsible for the child's health care 
expenses or coverage, the birthday rule determines which plan is primary. 
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• If there is no court decree allocating responsibility for the child’s expenses or coverage, the rules below 
apply: 
• The plan covering the custodial parent, first 
• The plan covering the spouse of the custodial parent, second 
• The plan covering the non-custodial parent, third 
• The plan covering the spouse of the non-custodial parent, last 
• If a child is covered by individuals other than parents or stepparents, the above rules apply as if those 


individuals were the parents. 


Retired Or Laid-Off Employee The plan that covers you as an active employee (an employee who is neither laid 
off nor retired) is primary to a plan covering you as a retired or laid-off employee.  The same is true if you are 
covered as both a dependent of an active employee and a dependent of a retired or laid-off employee. 


Continuation Coverage If you have coverage under COBRA or other continuation law, that coverage is 
secondary to coverage that isn't through COBRA or other continuation law. 


Please Note:  The retiree/layoff and continuation rules don't apply when both plans don't have the rule or when 
the “non-dependent or dependent” rule can decide which of the plans is primary. 


Length Of Coverage The plan that covered you longer is primary to the plan that didn't cover you as long.  If we 
do not have your start date under the other plan, we will use the employee's hire date with the other group 
instead.  We will compare that hire date to the date your coverage started under this plan to find out which plan 
covered you for the longest time. 


If none of the rules above apply, the plans must share the allowable expenses equally. 


This plan requires you or your provider to ask for pre-approval from Premera Blue Cross before you get certain 
services or drugs.  Your other plan may also require you to get pre-approval for the same service or drug.  In that 
case, when this plan is secondary to your other plan, you will not have to ask Premera for pre-approval of any 
service or drug for which you asked for pre-approval from your other plan.  This does not mean that this plan will 
cover the service or drug.  The service or drug will be reviewed once we receive your claim. 


Right Of Recovery/Facility Of Payment 


The plan has the right to recover any payments that are greater than those required by the coordination of 
benefits provisions from one or more of the following:  the persons the plan paid or for whom the plan has paid, 
providers of service, insurance companies, service plans or other organizations.  If a payment that should have 
been made under this plan was made by another plan, the plan also has the right to pay directly to another plan 
any amount that the plan should have paid.  Such payment will be considered a benefit under this plan and will 
meet the plan's obligations to the extent of that payment.  This plan has the right to appoint a third party to act on 
its behalf in recovery efforts. 


THIRD PARTY RECOVERY 
General 
If you become ill or are injured by the actions of a third party, your medical care should be paid by that third party. 
For example, if you are hurt in a car crash, the other driver or his or her insurance company may be required 
under law to pay for your medical care.  


This plan does not pay for claims for which a third party is responsible. However, the plan may agree to advance 
benefits for your injury with the understanding that it will be repaid from any recovery received from the third party. 
By accepting plan benefits for the injury, you agree to comply with the terms and conditions of this section. 


In addition, the plan maintains a right of subrogation, meaning the right of the plan to be substituted in place of the 
member who received benefits with respect to any lawful claim, demand, or right of action against any third party 
that may be liable for the injury, illness or medical condition that resulted in payment of plan benefits.  The third 
party may not be the actual person who caused the injury and may include an insurer to which premiums have 
been paid. 


The plan administrator has discretion to interpret and to apply the terms of this section.  It has delegated such 
discretion to Premera Blue Cross and its affiliate to the extent we need in order to administer this section. 
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Definitions 
The following definitions shall apply to this section: 


Injury An injury or illness that a third party is or may be liable for. 


Recovery All payments from another source that are related in any way to your injury for which plan benefits 
have also been paid. This includes any judgment, award, or settlement. It does not matter how the recovery is 
termed, allocated, or apportioned or whether any amount is specifically included or excluded as a medical 
expense. Recoveries may also include recovery for pain and suffering, non-economic damages, or general 
damages. This also includes any amounts put into a trust or constructive trust set up by or for you or your family, 
beneficiaries or estate as a result of your injury. 


Reimbursement Amount The amount of benefits paid by the plan for your injury and that you must pay back to 
the plan out of any recovery per the terms of this section. 


Responsible Third Party A third party that is or may be responsible under the law (“liable”) to pay you back for 
your injury. 


Third Party   A person; corporation; association; government; insurance coverage, including 
uninsured/underinsured motorist (UM/UIM), personal umbrella coverage, personal injury protection (PIP) 
insurance, medical payments coverage from any source, or workers’ compensation coverage.  The third party 
may not be the actual party who caused the injury, and may include an insurer.   


Note: For this section, a third party does not include other health care plans that cover you. 


You   In this section, “you” includes any lawyer, guardian, or other representative that is acting on your behalf or 
on the behalf of your estate in pursuing a repayment from responsible third parties. 


Exclusions 
• Benefits From Other Sources Benefits are not available under this plan when coverage is available through: 


• Motor vehicle medical or motor vehicle no-fault 
• Any type of no-fault coverage, such as Personal injury protection (PIP), Medical Payment coverage, or 


Medical Premises coverage 
• Boat coverage 
• School or athletic coverage 
• Any type of liability insurance, such as home owners' coverage or commercial liability coverage 
• Any type of excess coverage 


• Work-Related Illness Or Injury 
This plan does not cover any illness, condition or injury, for which you get benefits under: 
• Separate coverage for illness or injury on the job 
• Workers’ compensation laws 
• Any other law that would pay you for an illness or injury you get on the job. 
However, this exclusion doesn’t apply to owners, partners or executive officers who are full-time employees of 
the Group if they’re exempt from the above laws and if the Group doesn’t furnish them with workers’ 
compensation coverage.  They’ll be covered under this plan for conditions arising solely from their occupations 
with the Group.  Coverage is subject to the other terms and limitations of this plan. 


These exclusions apply when the available or existing contract or insurance is either issued to a member or 
makes benefits available to a member, whether or not the member makes a claim under such coverage. Further, 
the member is responsible for any cost-sharing required by motor vehicle coverage, unless applicable state law 
requires otherwise. If other insurance is available for medical bills, the member must choose to put the benefit to 
use towards those medical bills before coverage under this plan is available. Once benefits under such contract or 
insurance have been used and exhausted or considered to no longer be injury-related under the no-fault 
provisions of the contract, this plan's benefits will be provided. 
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Reimbursement and Subrogation Rights 
If the plan advances payment of benefits to you for an injury, the plan has the right to be repaid in full for those 
benefits.   
• The plan has the right to be repaid first and in full, without regard to lawyers' fees or legal expenses, make-


whole doctrine, the common fund doctrine, your negligence or fault, or any other common law doctrine or state 
statute that the plan is not required to comply with that would restrict the plan’s right to reimbursement in full. 
The reimbursement to the plan shall be made directly from the responsible third party or from you, your lawyer 
or your estate. 
• The plan shall also be entitled to reimbursement by asking for refunds from providers for the claims that it 


had already paid. 
• The plan’s right to reimbursement first and in full shall apply even if: 


• The recovery is not enough to make you whole for your injury. 
• The funds have been commingled with other assets. The plan may recover from any available funds without 


the need to trace the source of the funds. 
• The member has died as a result of the injury and a representative is asserting a wrongful death or survivor 


claim against the third party.   
• The member is a minor, disabled person, or is not able to understand or make decisions. 
• The member did not make a claim for medical expenses as part of any claim or demand 


• Any party who distributes your recovery funds without regard to the plan’s rights will be personally liable to the 
plan for those funds. 


• In any case where the plan has the right to be repaid, the plan also has the right of subrogation.  This means 
that the Plan Administrator can choose to take over your right to receive payments from any responsible third 
party.  For example, the plan can file its own lawsuit against a responsible third party.  If this happens, you must 
co-operate with the plan as it pursues its claim. 
The plan shall also have the right to join or intervene in your suit or claim against a responsible third party. 


• You cannot assign any rights or causes of action that you might have against a third party tortfeasor, person, or 
entity, which would grant you the right to any recovery without the express, prior written consent of the plan.   


Your Responsibilities 
• If any of the requirements below are not met, the plan shall: 


• Deny or delay claims related to your injury 
• Recoup directly from you all benefits the plan has provided for your injury 
• Deduct the benefits owed from any future claims 


• You must notify Premera Blue Cross of the existence of the injury immediately and no later than 30 days of any 
claim for the injury. 


• You must notify the third parties of the plan's rights under this provision. 
• You must cooperate fully with the plan in the recovery of the benefits advanced by the plan and the plan’s 


exercise of its reimbursement and subrogation rights.  You must take no action that would prejudice the plan's 
rights.  You must also keep the plan advised of any changes in the status of your claim or lawsuit. 


• If you hire a lawyer, you must tell Premera Blue Cross right away and provide the contact information.   
Neither the plan nor Premera Blue Cross shall be liable for any costs or lawyer's fees you must pay in pursuing 
your suit or claim. You shall defend, indemnify and hold the plan and Premera Blue Cross harmless from any 
claims from your lawyer for lawyer's fees or costs. 


• You must complete and return to the plan an Incident Questionnaire and any other documents required by the 
plan. 
Claims for your injury shall not be paid until Premera Blue Cross receives a completed copy of the Incident 
Questionnaire when one was sent. 


• You must tell Premera Blue Cross if you have received a recovery.  If you have, the plan will not pay any more 
claims for the injury unless you and the plan agree otherwise. 
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• You must notify the plan at least 14 days prior to any settlement or any trial or other material hearing 
concerning the suit or claim. 


Reimbursement and Subrogation Procedures 
If you receive a recovery, you or your lawyer shall hold the Recovery funds separately from other assets until the 
plan’s reimbursement rights have been satisfied. The plan shall hold a claim, equitable lien, and constructive trust 
over any and all recovery funds.  Once the plan’s reimbursement rights have been determined, you shall make 
immediate payment to the plan out of the recovery proceeds.  


If you or your lawyer do not promptly set the recovery funds apart and reimburse the plan in full from those funds, 
the plan has the right to take action to recover the reimbursement amount. Such action shall include, but shall not 
be limited to one or both of the following: 
• Initiating an action against you and/or your lawyer to compel compliance with this section. 
• Withholding plan benefits payable to you or your family until you and your lawyer complies or until the 


reimbursement amount has been fully paid to the plan. 


WHO IS ELIGIBLE FOR COVERAGE? 
This section of your booklet describes who is eligible for coverage. 


Please note that you do not have to be a citizen of or live in the United States if you are otherwise eligible for 
coverage. 


SUBSCRIBER ELIGIBILITY 
To be covered as a subscriber under this plan, an employee must meet all of the following requirements: 
• Be a regular and active employee, owner, partner, or corporate officer of Saltchuk Headquarters Group, a 


subsidiary of Saltchuk Resources, Inc., who is paid on a regular basis through the Group's payroll system, and 
reported by the Group for Social Security purposes. 
• The employee must regularly work a minimum of 30 hours per week 


Employees Performing Employment Services In Hawaii 
For employers other than political subdivisions, such as state and local governments, and public schools and 
universities, the State of Hawaii requires that benefits for employees living and working in Hawaii (regardless of 
where the Group is located) be administered according to Hawaii law.  If the Group is not a governmental 
employer as described in this paragraph, employees who reside and perform any employment services for the 
Group in Hawaii are not eligible for coverage.  When an employee moves to Hawaii and begins performing 
employment services for the Group there, he or she will no longer be eligible for coverage. 


DEPENDENT ELIGIBILITY 
To be a dependent under this plan, the family member must be: 
• The lawful spouse of the subscriber, unless legally separated.  (“Lawful spouse” means a legal union of two 


persons that was validly formed in any jurisdiction.) 
• An eligible dependent child who is under 26 years of age 


An eligible child is one of the following: 
• A natural offspring of either or both the subscriber or spouse 
• A legally adopted child of either or both the subscriber or spouse 
• A child placed with the subscriber for the purpose of legal adoption in accordance with state law.  “Placed” 


for adoption means assumption and retention by the subscriber of a legal obligation for total or partial 
support of a child in anticipation of adoption of such child 


• A legally placed ward or foster child of the subscriber or spouse.  There must be a court or other order 
signed by a judge or state agency, which grants guardianship of the child to the subscriber or spouse as of a 
specific date.  When the court order terminates or expires, the child is no longer an eligible child. 
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WHEN DOES COVERAGE BEGIN? 
ENROLLMENT 
Enrollment is timely when we receive the completed enrollment application and required subscription charges 
within 60 days of the date the employee becomes an “eligible employee” as defined in the Who Is Eligible For 
Coverage? section.  When enrollment is timely, coverage for the employee and enrolled dependents will become 
effective on the latest of the applicable dates below. 


The Group may require coverage for some classes of employees to start on the actual applicable date 
below, as stated on its Group Master Application.  Please contact the Group for information. 
• The employee's date of hire 
• The date the employee enters a class of employees to which the Group offers coverage under this plan 
• The next day following the date the probationary period ends, if one is required by the Group 


If we don't receive the enrollment application within 60 days of the date you became eligible, none of the dates 
above apply.  Please see Open Enrollment and Special Enrollment later in this section. 


Dependents Acquired Through Marriage After The Subscriber's Effective Date 


When we receive the completed enrollment application and any required subscription charges within 60 days after 
the marriage, coverage will become effective on the first of the month following the date of marriage.  If we don't 
receive the enrollment application within 60 days of marriage, please see the Open Enrollment provision later in 
this section. 


Natural Newborn Children Born On Or After The Subscriber’s Effective Date 


Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To extend the child's coverage beyond the 3-week period, the subscriber 
should follow the steps below.  If the mother isn't eligible for obstetrical care benefits, but the child qualifies as an 
eligible dependent, the subscriber should follow the steps below to enroll the child from birth. 
• An enrollment application isn't required for natural newborn children when subscription charges being paid 


already include coverage for dependent children, but we may request additional information if necessary to 
establish eligibility of the dependent child.  Coverage becomes effective for natural newborn children on the 
date of birth. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
birth.  Coverage becomes effective from the date of birth.  If we don't receive the enrollment application within 
60 days of birth, please see the Open Enrollment provision later in this section. 


Adoptive Children Acquired On Or After The Subscriber's Effective Date 
• An enrollment application isn't required for adoptive children placed with the subscriber when subscription 


charges being paid already include coverage for dependent children, but we may request additional information 
if necessary to establish eligibility of the dependent child.  Coverage becomes effective for adoptive children on 
the date of placement with the subscriber. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
the date of placement with the subscriber.  Coverage becomes effective from the date of placement.  If we don't 
receive the enrollment application within 60 days of the date of placement with the subscriber, please see the 
Open Enrollment provision later in this section. 


Foster Children 


To enroll a new foster child, we must get any payment needed, a filled out enrollment form, and a copy of the 
child's foster papers.  We must get these items no more than 60 days after the date the subscriber became the 
child's foster parent.  When we get these items on time, the plan will cover the child as of the date the subscriber 
became the child's foster parent.  If we do not get the items on time, the child must wait for the Group's next open 
enrollment period to be enrolled. 
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Children Acquired Through Legal Guardianship 


When we receive the completed enrollment application, any required subscription charges, and a copy of the 
guardianship papers within 60 days of the date legal guardianship began with the subscriber, coverage for an 
otherwise eligible child will begin on the date legal guardianship began.  If we don't receive the enrollment 
application within 60 days of the date legal guardianship began, please see the Open Enrollment provision later 
in this section. 


Children Covered Under Medical Child Support Orders 


When we receive the completed enrollment application within 60 days of the date of the medical child support 
order, coverage for an otherwise eligible child that is required under the order will become effective on the date of 
the order.  Otherwise, coverage will become effective on the first of the month following the date we receive the 
application for coverage.  The enrollment application may be submitted by the subscriber, the child's custodial 
parent, a state agency administering Medicaid or the state child support enforcement agency.  Please contact 
your Group for detailed procedures. 


SPECIAL ENROLLMENT 
The plan allows employees and dependents to enroll outside the plan's annual open enrollment period, if any, 
only in the cases listed below.  In order to be enrolled, the applicant may be required to give us proof of special 
enrollment rights.  If a completed enrollment application is not received within the time limits stated below, further 
chances to enroll, if any, depend on the normal rules of the plan that govern late enrollment. 


Involuntary Loss of Other Coverage 


If an employee and/or dependent doesn't enroll in this plan or another plan sponsored by the Group when first 
eligible because they aren't required to do so, that employee and/or dependent may later enroll in this plan 
outside of the annual open enrollment period if each of the following requirements is met: 
• The employee and/or dependent was covered under group health coverage or a health insurance plan at the 


time coverage under the Group's plan is offered 
• The employee and/or dependent's coverage under the other group health coverage or health insurance plan 


ended as a result of one of the following: 
• Loss of eligibility for coverage for reasons including, but not limited to legal separation, divorce, death, 


termination of employment or the reduction in the number of hours of employment 
• Termination of employer contributions toward such coverage 
• The employee and/or dependent was covered under COBRA at the time coverage under this plan was 


previously offered and COBRA coverage has been exhausted 


An eligible employee who qualifies as stated above may also enroll all eligible dependents.  When only an eligible 
dependent qualifies for special enrollment, but the eligible employee isn't enrolled in any of the Group's plans or is 
enrolled in a different plan sponsored by the Group, the employee is also allowed to enroll in this plan in order for 
the dependent to enroll.   


We must receive the completed enrollment application and any required subscription charges from the Group 
within 60 days of the date such other coverage ended.  When the 60-day time limit is met, coverage will start on 
the first of the month that next follows the last day of the other coverage. 


Subscriber And Dependent Special Enrollment 


An eligible employee and otherwise eligible dependents who previously elected not to enroll in any of the 
employer's group health plans when such coverage was previously offered, may enroll in this plan at the same 
time a newly acquired dependent is enrolled under Enrollment in the case of marriage, birth or adoption.  The 
eligible employee may also choose to enroll alone, enroll with some or all eligible dependents, or change plans, if 
applicable. 


State Medical Assistance and Children's Health Insurance Program 


Employees and dependents who are eligible as described in Who Is Eligible For Coverage? have special 
enrollment rights under this plan if one of the statements below is true: 
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• The person is eligible for state medical assistance, and the Washington State Department of Social and Health 
Services (DSHS) determines that it is cost-effective to enroll the person in this plan. 


• The person qualifies for premium assistance under the state's medical assistance program or Children's Health 
Insurance Program (CHIP). 


• The person no longer qualifies for health coverage under the state's medical assistance program or CHIP. 


To be covered, the eligible employee or dependent must apply and any required subscription charges 
must be paid no more than 60 days from the date the applicable statement above is true.  An eligible 
employee who elected not to enroll in this plan when such coverage was previously offered, must enroll in this 
plan in order for any otherwise eligible dependents to be enrolled in accordance with this provision.  Coverage for 
the employee will start on the date the dependent's coverage starts. 


OPEN ENROLLMENT 
If you're not enrolled when you first become eligible, or as allowed under Special Enrollment above, you can't be 
enrolled until the Group's next open enrollment period.  An open enrollment period occurs once a year unless 
determined otherwise by the Group.  During this period, eligible employees and their dependents can enroll for 
coverage under this plan. 


If the Group offers multiple health care plans and you're enrolled under one of the Group's other health care 
plans, enrollment for coverage under this plan can only be made during the Group's open enrollment period. 


CHANGES IN COVERAGE 
No rights are vested under this plan.  The Group may change its terms, benefits and limitations at any time.  
Changes to this plan will apply as of the date the change becomes effective to all members and to eligible 
employees and dependents who become covered under this plan after the date the change becomes effective. 


The exception is inpatient confinements described in Extended Benefits; please see the How Do I Continue 
Coverage? section.  Changes to this plan won’t apply to inpatient stays that are covered under that provision. 


PLAN TRANSFERS 
Subscribers (with their enrolled dependents) may be allowed to transfer to this plan from another plan offered by 
the Group.  Transfers also occur if the Group replaces another plan with this plan.  All transfers to this plan must 
occur during open enrollment or on another date set by the Group. 


When you transfer from the Group's other plan, and there's no lapse in your coverage, the following provisions 
that apply to this plan will be reduced to the extent they were satisfied under the prior plan: 
• Benefit maximums 
• Out-of-pocket maximum 
• Calendar year deductible 


WHEN WILL MY COVERAGE END? 
EVENTS THAT END COVERAGE 
Coverage will end without notice, except as specified under Extended Benefits, on the last day of the month in 
which one of these events occurs: 
• For the subscriber and dependents when: 


• The next required monthly charge for coverage isn't paid when due or within the grace period 
• The subscriber dies or is otherwise no longer eligible as a subscriber 


• For a spouse when his or her marriage to the subscriber is annulled, or when he or she becomes legally 
separated or divorced from the subscriber 


• For a child when he or she cannot meet the requirements for dependent coverage shown under the Who Is 
Eligible For Coverage? section.  As required by federal law, however, the plan will extend coverage to the end 
of the month in which a covered child turns 26. 


The subscriber must promptly notify the Group when an enrolled family member is no longer eligible to be 
enrolled as a dependent under this plan. 
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PLAN TERMINATION 
No rights are vested under this plan.  The Group is not required to keep the plan in force for any length of time.  
The Group reserves the right to change or terminate this plan, in whole or in part, at any time with no liability.  
Plan changes are made as described in Changes In Coverage in this booklet.  If the plan were to be terminated, 
you would only have a right to benefits for covered care you receive before the plan's end date. 


HOW DO I CONTINUE COVERAGE? 
CONTINUED ELIGIBILITY FOR A DISABLED CHILD 
Coverage may continue beyond the limiting age (shown under Dependent Eligibility) for a dependent child who 
can't support himself or herself because of a developmental or physical disability.  The child will continue to be 
eligible if all the following are met: 
• The child became disabled before reaching the limiting age 
• The child is incapable of self-sustaining employment by reason of developmental disability or physical handicap 


and is chiefly dependent upon the subscriber for support and maintenance 
• The subscriber is covered under this plan 
• The child's subscription charges, if any, continue to be paid 
• Within 31 days of the child reaching the limiting age, the subscriber furnishes the Group with a Request for 


Certification of Handicapped Dependent form.  The Group must approve the request for certification for 
coverage to continue. 


• The subscriber provides us with proof of the child's disability and dependent status when requested.  Proof 
won't be requested more often than once a year after the 2-year period following the child's attainment of the 
limiting age. 


LEAVE OF ABSENCE 
Please refer to your employer’s Leave of Absence provision for this information. 


LABOR DISPUTE 
A subscriber may pay subscription charges through the Group to keep coverage in effect for up to 6 months in the 
event of suspension of compensation due to a lockout, strike, or other labor dispute. 


The 6-month labor dispute period counts toward the maximum COBRA continuation period. 


COBRA 
When group coverage is lost because of a “qualifying event” shown below, federal laws and regulations known as 
“COBRA” require the Group to offer qualified members an election to continue their group coverage for a limited 
time.  Under COBRA, a qualified member must apply for COBRA coverage within a certain time period and may 
also have to pay a monthly charge for it. 


The plan will provide qualified members with COBRA coverage when COBRA's enrollment and payment 
requirements are met.  But, coverage is provided only to the extent that COBRA requires and is subject to the 
other terms and limitations of this plan.  The Group, not us, is responsible for all notifications and other duties 
assigned by COBRA to the “plan administrator” within COBRA's time limits. 


The following summary of COBRA coverage is taken from COBRA.  Members' rights to this coverage and 
obligations under COBRA automatically change with further amendments of COBRA by Congress or 
interpretations of COBRA by the courts and federal regulatory agencies. 


Qualifying Events And Length Of Coverage 
Please contact the Group immediately when one of the qualifying events highlighted below occurs.  The 
continuation periods listed extend from the date of the qualifying event. 
• The Group must offer the subscriber and covered dependents an election to continue coverage for up to 18 


consecutive months if their coverage is lost because of 1 of 2 qualifying events: 
• The subscriber's work hours are reduced. 
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• The subscriber's employment terminates, except for discharge due to actions defined by the Group 
as gross misconduct. 


However, if one of the events listed above follows the covered employee's entitlement to Medicare by less than 
18 months, the Group must offer the covered spouse and children an election to continue coverage for up to 36 
months starting from the date of the Medicare entitlement. 


• COBRA coverage can be extended if a member who lost coverage due to a reduction in hours or termination of 
employment is determined to be disabled under Title II (OASDI) or Title XVI (SSI) of the Social Security Act at 
any time during the first 60 days of COBRA coverage.  In such cases, all family members who elected COBRA 
may continue coverage for up to a total of 29 consecutive months from the date of the reduction in hours or 
termination. 


• The Group must offer the covered spouse or children an election to continue coverage for up to 36 consecutive 
months if their coverage is lost because of 1 of 4 qualifying events: 
• The subscriber dies. 
• The subscriber and spouse legally separate or divorce. 
• The subscriber becomes entitled to Medicare. 
• A child loses eligibility for dependent coverage. 
In addition, the occurrence of one of these events during the 18-month period described above can extend that 
period for a continuing dependent.  This happens only if the event would have caused a similar dependent who 
was not on COBRA coverage to lose coverage under this plan.  The extended period will end no later than 36 
months from the date of the first qualifying event. 


Conditions Of COBRA Coverage 
For COBRA coverage to become effective, all of the requirements below must be met: 


You Must Give Notice Of Some Qualifying Events 


The plan will offer COBRA coverage only after the Group receives timely notice that a qualifying event has 
occurred. 


The subscriber or affected dependent must notify the Group in the event of a divorce, legal separation, child's loss 
of eligibility as a dependent, or any second qualifying event which occurs within the 18-month period as described 
in Qualifying Events and Lengths Of Coverage.  The subscriber or affected dependent must also notify the 
Group if the Social Security Administration determines that the subscriber or dependent was disabled on any of 
the first 60 days of COBRA coverage.  You also have the right to appoint someone to give the Group this notice 
for you. 


If the required notice is not given or is late, the qualified member loses the right to COBRA coverage.  
Except as described below for disability notices, the subscriber or affected dependent has 60 days in which to 
give notice to the Group.  The notice period starts on the date shown below. 
• For determinations of disability, the notice period starts on the later of: 1) the date of the subscriber's 


termination or reduction in hours; 2) the date the qualified member would lose coverage as the result of one of 
these events; or 3) date of the disability determination.  Please note:  Determinations that a qualified 
member is disabled must be given to the Group before the 18-month continuation period ends.  This 
means that the subscriber or qualified member might not have the full 60 days in which to give the 
notice.  Please include a copy of the determination with your notice to the Group. 
Note:  The subscriber or affected dependent must also notify the Group if a qualified member is deemed by the 
Social Security Administration to no longer be disabled.  See When COBRA Coverage Ends. 


• For the other events above, the 60-day notice period starts on the later of: 1) the date of the qualifying event, or 
2) the date the qualified member would lose coverage as a result of the event. 


Important Note:  The Group must tell you where to direct your notice and any other procedures that you 
must follow.  If the Group informs you of its notice procedures after the notice period start date above for 
your qualifying event, the notice period will not start until the date you're informed by the Group. 


The Group must notify qualified members of their rights under COBRA.  If the Group has named a third party as 
its plan administrator, the plan administrator is responsible to notify members on behalf of the group.  In such 
cases, the Group has 30 days in which to notify its plan administrator of a subscriber's termination of employment, 
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reduction in hours, death or Medicare entitlement.  The plan administrator then has 14 days after it receives 
notice of a qualifying event from the Group (or from a qualified member as stated above) in which to notify 
qualified members of their COBRA rights. 


If the Group itself is the plan administrator, it has more than 14 days in which to give notice for certain qualifying 
events.  The Group must furnish the notice required because of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement no later than 44 days after the later of 1) the date of the 
qualifying event, or 2) the date coverage would end in the absence of COBRA.  For all other qualifying events, the 
14-day notice time limit applies. 


You Must Enroll And Pay On Time 
• You must elect COBRA coverage no more than 60 days after the later of 1) the date coverage was to end 


because of the qualifying event, or 2) the date you were notified of your right to elect COBRA coverage.  You 
may be eligible for a second COBRA election period if you qualify under section 201 of the Federal Trade Act of 
2002.  Please contact the Group or your bargaining representative for more information if you believe this may 
apply to you. 
Each qualified member will have an independent right to elect COBRA coverage.  Subscribers may elect 
COBRA coverage on behalf of their spouses, and parents may elect COBRA coverage on behalf of their 
children. 


• You must send your first payment to the Group no more than 45 days after the date you elected COBRA 
coverage. 


• Subsequent monthly payments must also be paid to the Group. 


Adding Family Members 
Eligible family members may be added after the continuation period begins, but only as allowed under Special 
Enrollment or Open Enrollment in the When Does Coverage Begin? section.  With one exception, family 
members added after COBRA begins aren't eligible for further coverage if they later have a qualifying event or if 
they are determined to be disabled as described under Qualifying Events and Lengths Of Coverage earlier in 
this COBRA section.  The exception is that a child born to or placed for adoption with a covered employee while 
the covered employee is on COBRA has the same COBRA rights as family members on coverage at the time of 
the original qualifying event.  The child will be covered for the duration of the covered employee's initial 18-month 
COBRA period, unless a second qualifying event occurs which extends the child's coverage.  COBRA coverage is 
subject to all other terms and limitations of this plan. 


Keep The Group Informed Of Address Changes 
In order to protect your rights under COBRA, you should keep the Group informed of any address changes.  It is a 
good idea to keep a copy, for your records, of any notices you send to the Group. 


When COBRA Coverage Ends 
COBRA coverage will end on the last day for which any charge required for it has been paid in the monthly period 
in which the first of the following occurs: 
• The applicable continuation period expires. 
• The next monthly payment isn't paid when due or within the 30-day COBRA grace period. 
• When coverage is extended from 18 to 29 months due to disability (see Qualifying Events and Lengths Of 


Coverage in this section), COBRA coverage beyond 18 months ends if there's a final determination that a 
qualified member is no longer disabled under the Social Security Act.  However, coverage won't end on the 
date shown above, but on the last day for which subscription charges have been paid in the first month that 
begins more than 30 days after the date of the determination.  The subscriber or affected dependent must 
provide the Group with a copy of the Social Security Administration's determination within 30 days after the 
later of: 1) the date of the determination, or 2) the date on which the subscriber or affected dependent was 
informed that this notice should be provided and given procedures to follow. 


• You become covered under another group health care plan after the date you elect COBRA coverage. 
• You become entitled to Medicare after the date you elect COBRA coverage. 
• The Group ceases to offer group health care coverage to any employee. 
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If You Have Questions 
Questions about your plan or your rights under COBRA should be addressed to the plan contacts provided by the 
Group.  For more information about your rights under ERISA, 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) in your area or visit 
the EBSA Web site at www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA Offices 
are available through EBSA's Web site. 


EXTENDED BENEFITS 
Under the following circumstances, certain benefits of this plan may be extended after your coverage ends for 
reasons other than as described under Intentionally False Or Misleading Statements. 


The inpatient benefits of this plan will continue to be available after coverage ends if: 
• Your coverage didn't end because of fraud or an intentional misrepresentation of material fact under the terms 


of the coverage 
• You were admitted to a medical facility prior to the date coverage ended 
• You remained continuously confined in a medical facility because of the same medical condition for which you 


were admitted 


Please Note:  Newborns are eligible for Extended Inpatient benefits only if they are enrolled beyond the 3-
week period specified in the Newborn Care benefit. 


Such continued inpatient coverage will end when the first of the following occurs: 
• You're covered under a health plan or contract that provides benefits for your confinement or would provide 


benefits for your confinement if coverage under this plan did not exist 
• You're discharged from that facility or from any other facility to which you were transferred 
• Inpatient care is no longer medically necessary 
• The maximum benefit for inpatient care in the medical facility has been provided.  If the calendar year ends 


before a calendar year maximum has been reached, the balance is still available for covered inpatient care you 
receive in the next year.  Once it's used up, however, a calendar year maximum benefit will not be renewed. 


CONTINUATION UNDER USERRA 
The Uniformed Services Employment And Reemployment Rights Act (USERRA) protects the job rights (including 
enrollment rights on employer-provided health care coverage) of individuals who voluntarily or involuntarily leave 
employment positions to undertake military service.  If you leave your job to perform military service, you have the 
right to elect to continue existing employer-based health plan coverage for you and your dependents for up to 24 
months while in the military.  Even if you don't elect to continue coverage during your military service, you have 
the right to be reinstated in your employer's health plan when you are re-employed, generally without any 
exclusions except for service-connected illnesses or injuries. 


Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S.  
Department of Labor at 1-866-4-USA-DOL or visit its Web site at www.dol.gov/vets.  An online guide to USERRA 
can be viewed at www.dol.gov/elaws/userra.htm. 


MEDICARE SUPPLEMENT COVERAGE 
If you're enrolled in Parts A and B of Medicare, you may be eligible for guaranteed-issue coverage under certain 
Medicare supplement plans.  You must apply within 63 days of losing coverage under this plan. 


HOW DO I FILE A CLAIM? 
Claims Other Than Prescription Drug Claims 


Many providers will submit their bills to us directly.  However, if you need to submit a claim, follow these simple 
steps: 
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Step 1 


Complete a Subscriber Claim Form.  A separate Subscriber Claim Form is necessary for each patient and each 
provider.  You can order extra Subscriber Claim Forms by calling Customer Service.   


Step 2 


Attach the itemized bill.  The itemized bill must contain all of the following information: 
• Names of the subscriber and the member who incurred the expense 
• Identification numbers for both the subscriber and the Group (these are shown on the subscriber's identification 


card) 
• Name, address and IRS tax identification number of the provider 
• Information about other insurance coverage 
• Date of onset of the illness or injury 
• Diagnosis or diagnosis code from the most current edition of the International Classification of Diseases 


manual 
• Procedure codes from the most current edition of the Current Procedural Terminology manual, the 


Healthcare Common Procedure Coding manual, or the American Dental Association Current Dental 
Terminology manual for each service 


• Dates of service and itemized charges for each service rendered 
• If the services rendered are for treatment of an injury, the date, time, location and a brief description of the 


event 


Step 3 


If you're also covered by Medicare, and Medicare is primary, you must attach a copy of the “Explanation of 
Medicare Benefits.” 


Step 4 


Check that all required information is complete.  Bills received won't be considered to be claims until all necessary 
information is included. 


Step 5 


Sign the Subscriber Claim Form in the space provided. 


Step 6 


Mail your claims to us at the mailing address shown on the back cover of this booklet. 


Prescription Drug Claims 


To make a claim for covered prescription drugs, please follow these steps: 


In-Network Pharmacies 


For retail pharmacy purchases, you don't have to send us a claim.  Just show your Premera Blue Cross ID card to 
the pharmacist, who will bill us directly.  If you don't show your ID card, you'll have to pay the full cost of the 
prescription and submit the claim yourself. 


For mail-order pharmacy purchases, you don't have to send us a claim, but you'll need to follow the instructions 
on the order form and submit it to the address printed on the form.  Please allow up to 14 days for delivery. 


Out-Of-Network Pharmacies 


You'll have to pay the full cost for new prescriptions and refills purchased at these pharmacies.  You'll need to fill 
out a prescription drug claim form, attach your prescription drug receipts and submit the information to the 
address shown on the claim form. 


If you need a supply of in-network mail-order pharmacy order forms or prescription drug claim forms, contact our 
Customer Service department at the numbers shown on the back cover of this booklet. 
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Timely Filing 
You should submit all claims within 90 days of the start of service or within 30 days after the service is completed.  
We must receive claims: 
• Within 365 days of discharge for hospital or other medical facility expenses, or within 365 days of the date the 


expenses were incurred for any other services or supplies 
• For members who have Medicare, within 90 days of the process date shown on the Explanation of Medicare 


Benefits, whichever is greater 


The plan won't provide benefits for claims we receive after the later of these 2 dates except when required by law. 


Special Notice About Claims Procedure 
We'll make every effort to process your claims as quickly as possible.  We process claims in the order in which we 
receive them.  We'll tell you if this plan won't cover all or part of the claim no later than 30 days after we first 
receive it.  This notice will be in writing.  We can extend the time limit by up to 15 days if it's decided that more 
time is needed due to matters beyond our control.  We'll let you know before the 30-day time limit ends if we need 
more time.  If we need more information from you or your provider in order to decide your claim, we'll ask for that 
information in our notice and allow you or your provider at least 45 days to send us the information.  In such 
cases, the time it takes to get the information to us doesn't count toward the decision deadline.  Once we receive 
the information we need, we have 15 days to give you our decision. 
• If your claim was denied, in whole or in part, our written notice (see Notices) will include: 
• The reasons for the denial and a reference to the provisions of this plan on which it's based 
• A description of any additional information needed to reconsider the claim and why that information is needed 
• A statement that you have the right to appeal our decision 
• A description of the plan's complaint and appeal processes 


If there were clinical reasons for the denial, you'll receive a letter stating these reasons. 


At any time, you have the right to appoint someone to pursue the claim on your behalf.  This can be a doctor, 
lawyer or a friend or relative.  You must notify us in writing and give us the name, address and telephone number 
where your appointee can be reached. 


If all you have to pay is a copay for a covered service or supply, it is not considered a claim for benefits.  
However, you always have the right to get a paper copy of your explanation of benefits for the service or supply.  
You can call Customer Service.  The phone number is on the back cover of your booklet and on your Premera ID 
card.  Or, you can visit our website for secure online access to your claims.  If your claim is denied in whole or in 
part, you may send us a complaint or appeal as outlined under Complaints And Appeals. 


If a claim for benefits or an appeal is denied or ignored, in whole or in part, or not processed within the time 
shown in this plan, you may file suit in a state or federal court. 


COMPLAINTS AND APPEALS 


We know healthcare doesn’t always work perfectly.  Our goal is to listen, take care of you, and make it simple.  If 
it doesn’t go the way you expect, you have two options: 
• Complaints – You can contact customer service if you have a complaint.  We may ask you to send the details in 


writing.  We will send a written response within 30 days.  
• Appeals – You can request a review of a specific decision we have made about your plan benefits. 


You can appeal the following adverse benefit determinations (See Definitions) 
• A decision to pay for less than the full cost of your claim 
• A limit or restriction on otherwise covered benefits 
• A decision to deny or partly deny your request for coverage of a benefit 
• A decision regarding your eligibility to enroll or stay in the plan  
• You may also appeal decisions we make regarding coverage for drugs not on the plan’s list of covered drugs.  


See Prescription Drug for details.  
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INTERNAL APPEAL 
The process begins with internal appeal by Premera.  Your plan has two levels of internal appeals.  In the first 
level, people who were not part of the initial decision will review your appeal.  Medical review denials will be 
reviewed by a medical professional.  We must receive your internal appeal request within 180 days of the date 
you were notified of the initial decision. 


If you are not satisfied with the decision, you may request a level 2 appeal.  You have 60 days from the date of 
the level 1 decision letter to ask for a level 2 appeal.  You can send us new information to consider. 


Your level 2 internal appeal will be reviewed by a panel of people who were not involved in the initial decision or in 
the level 1 appeal.  If the initial decision involved medical judgment, a medical professional will be on the panel.  
You may take part in the level 2 panel meeting in person or by phone. 


WHO CAN APPEAL 
You can appeal yourself or choose someone, including your doctor, to appeal on your behalf.  If you choose 
someone else, complete an Authorization for Appeals form located on www.premera.com. 


HOW TO APPEAL 
You can call Customer Service or you can write to us at the address listed on the back cover of this book.  By 
sending your appeal in writing, you can provide more details about your appeal.  This may include chart notes, 
medical records or a letter from your doctor. 


If you need help filing an appeal, or would like a copy of the appeals process, please call Customer Service.  You 
can also get a description of the appeals process by visiting our website. 


If you would like to review the information used for your appeal, please contact Customer Service.  The 
information will be sent as soon as possible and free of charge. 


WHAT HAPPENS WHEN YOU HAVE ONGOING CARE 
Ongoing care is continuous treatment you are currently receiving, such as residential care, care for a chronic 
condition, inpatient care and rehabilitation. 


The plan may decide to change, reduce or end coverage of ongoing care because we've determined the care is 
no longer medically necessary.  If you appeal that decision, the plan will continue to cover your care during the 
appeal period.  This continued coverage during the appeal period is not a reversal of the denial.  If the decision is 
upheld, you must repay all amounts the plan paid for ongoing care during the appeal review. 


WHAT HAPPENS WHEN IT'S URGENT 
If your situation is urgent, we will handle your appeal in an expedited (fast) manner.  Examples of urgent 
situations are: 
• Delay may put your life or health in serious danger or cause you severe pain that cannot be managed, as 


determined by medical professionals or your treating physician 
• You are requesting coverage for inpatient or emergency care that you are currently receiving 


If your situation is urgent, you may ask for an expedited external appeal at the same time you request an 
expedited internal appeal. 


Urgent appeals are only available for services you have not yet received.  


WHAT HAPPENS NEXT 
Your appeal is reviewed, and a decision is provided within the time limits below. 


Type of appeal When to expect notification of a decision 


Urgent appeals No later than 72 hours.  We will call, fax, or email you with the 
decision, and follow up in writing 


Pre-service appeals (a decision made by us 
before you received services) 


Within 15 days  
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All other appeals 15-30 days 


If the first decision is upheld, or the process above is not followed, you can request an external appeal. 


EXTERNAL APPEAL 
External appeal will be done by an Independent Review Organization (IRO) that is certified by the State of 
Washington Department of Health to review medical and other important information.  There is no cost to you for 
an external appeal. 
• You may write to us directly to request an external appeal. 
• We must receive your written request for an external appeal within 4 months after the date you got our internal 


appeal letter.  You must include the signed external appeal form you received from us.  You may also include 
medical records and other information. 


We will forward your medical records and other information to the IRO.  If you have additional information on your 
appeal, we will tell you how to send it to the IRO. 


WHAT HAPPENS NEXT 
Once the external appeal is done, the IRO will let you and us know their decision within the time limits below: 
• For urgent external appeals no later than 72 hours after receiving the request. 
• For all other appeals, within 45 days after the IRO gets the request. 


ONCE A DECISION IS MADE 
For urgent appeals, the IRO will inform you and us immediately.  We will follow up with a written decision by mail. 
For all other appeals, we will send you a written decision by mail. 


The Plan will accept the IRO decision. 


If the IRO: 
• Reverses the original decision, we will apply their decision quickly. 
• Stands by the original decision, there is no further appeal.  However, you may have other steps you can take 


under state or federal law, such as filing a lawsuit. 


If you have questions about a denial of a claim or your appeal rights, you may call Customer Service at the 
number listed on your Premera ID card. 


You can also contact the Employee Benefits Security Administration of the U.S. Department of Labor.  The phone 
number is 1-866-444-EBSA (3272). 


OTHER INFORMATION ABOUT THIS PLAN 
This section tells you about how this plan is administered.  It also includes information about federal and state 
requirements we and the Group must follow and other information that must be provided. 


Conformity With The Law 


If any provision of the plan or any amendment thereto is deemed to be in conflict with applicable state or federal 
laws or regulations, upon discovery of such conflict the plan will be administered in conformance with the 
requirements of such laws and regulations as of their effective date. 


Evidence Of Medical Necessity 


We have the right to require proof of medical necessity for any services or supplies you receive before benefits 
under this plan are provided.  This proof may be submitted by you, or on your behalf by your health care 
providers.  No benefits will be available if the proof isn't provided or acceptable to the plan. 


Health Care Providers — Independent Contractors 


All health care providers who provide services and supplies to a member do so as independent contractors.  
None of the provisions of this plan or the contract between Premera Blue Cross and the Group are intended to 
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create, nor shall they be deemed or construed to create, any employment or agency relationship between us and 
the provider of service other than that of independent contractors. 


Intentionally False Or Misleading Statements 


If this plan's benefits are paid in error due to a member's or provider's commission of fraud or providing any 
intentionally false or misleading statements, the plan is entitled to recover these amounts.  Please see the Right 
Of Recovery provision later in this section. 


And, if a member commits fraud or makes any intentionally false or misleading statements on any application or 
enrollment form that affects the member's acceptability for coverage, we may, as directed by the Group: 
• Deny the member's claim 
• Reduce the amount of benefits provided for the member's claim 
• Void the member's coverage under this plan (void means to cancel coverage back to its effective date, as if it 


had never existed at all) 


Please Note:  we cannot void your coverage based on a misrepresentation you made unless you have performed 
an act or practice that constitutes fraud; or made an intentional misrepresentation of material fact that affects your 
acceptability for coverage. 


Member Cooperation 


You're under a duty to cooperate with us and the Group in a timely and appropriate manner in our administration 
of benefits.  You're also under a duty to cooperate with us and the Group in the event of a lawsuit. 


Notice Of Information Use And Disclosure 


We may collect, use, or disclose certain information about you.  This protected personal information (PPI) may 
include health information, or personal data such as your address, telephone number or Social Security number.  
We may receive this information from, or release it to, health care providers, insurance companies, or other 
sources. 


This information is collected, used or disclosed for conducting routine business operations such as: 
• Underwriting and determining your eligibility for benefits and paying claims.  (Genetic information is not 


collected or used for underwriting or enrollment purposes.) 
• Coordinating benefits with other health care plans 
• Conducting care management or quality reviews 
• Fulfilling other legal obligations that are specified under the plan and our administrative service contract with 


the Group 


This information may also be collected, used or disclosed as required or permitted by law. 


To safeguard your privacy, we take care to ensure that your information remains confidential by having a 
company confidentiality policy and by requiring all employees to sign it. 


If a disclosure of PPI isn't related to a routine business function, we remove anything that could be used to easily 
identify you or we obtain your prior written authorization. 


You have the right to request inspection and /or amendment of records retained by us that contain your PPI.  
Please contact our Customer Service department and ask a representative to mail a request form to you. 


Notice Of Other Coverage 


As a condition of receiving benefits under this plan, you must notify us of: 
• Any legal action or claim against another party for a condition or injury for which the plan provides benefits; and 


the name and address of that party's insurance carrier 
• The name and address of any insurance carrier that provides: 


• Personal injury protection (PIP) 
• Underinsured motorist coverage 
• Uninsured motorist coverage 
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• Any other insurance under which you are or may be entitled to recover compensation 
• The name of any group or individual insurance plans that cover you 


Notices 


Any notice we're required to submit to the Group or subscriber will be considered to be delivered if it's mailed to 
the Group or subscriber at the most recent address appearing on our records.  We'll use the date of postmark in 
determining the date of our notification.  If you are required to submit notice to us, it will be considered delivered 3 
days after the postmark date, or if not postmarked, the date we receive it. 


Right Of Recovery 


On behalf of the plan, we have the right to recover amounts the plan paid that exceed the amount for which the 
plan is liable.  Such amounts may be recovered from the subscriber or any other payee, including a provider.  Or, 
such amounts may be deducted from future benefits of the subscriber or any of his or her dependents (even if the 
original payment wasn't made on that member's behalf) when the future benefits would otherwise have been paid 
directly to the subscriber or to a provider that does not have a contract with us. 


Right To And Payment Of Benefits 


Benefits of this plan are available only to members.  Except as required by law, the plan won't honor any 
attempted assignment, garnishment or attachment of any right of this plan.  In addition, members may not assign 
a payee for claims, payments or any other rights of this plan. 


At our option only, we have the right to direct the benefits of this plan to: 
• The subscriber 
• A provider 
• Another health insurance carrier 
• The member 
• Another party legally entitled under federal or state medical child support laws 
• Jointly to any of the above 


Payment to any of the above satisfies the plan's obligation as to payment of benefits. 


Venue 


All suits or legal proceedings brought against us, the plan, or the Group by you or anyone claiming any right under 
this plan must be filed: 
• Within 3 years of the date the rights or benefits claimed under this plan were denied in writing, or of the 


completion date of the independent review process if applicable; and 
• In the state of Washington or the state where you reside or are employed. 


All suits or legal or arbitration proceedings brought by the plan will be filed within the appropriate statutory period 
of limitation, and you agree that venue, at the plan's option, will be in King County, the state of Washington. 


Women's Health and Cancer Rights Act of 1998 


Your plan, as required by the Women's Health and Cancer Rights Act of 1998 (WHCRA), provides benefits for 
mastectomy-related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prostheses, and complications resulting from a mastectomy, including lymphedemas. Please see 
Covered Services. 


 ERISA PLAN DESCRIPTION 
The following information has been provided by your Group to meet certain ERISA requirements for the summary 
plan description. 


This plan is an employee welfare benefit plan that's subject to the Federal Employee Retirement Income Security 
Act of 1974 (ERISA).  This employee welfare benefit plan is called the "ERISA Plan" in this section.  ERISA gives 
subscribers and dependents the right to a summary describing the ERISA Plan. 
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Name Of Plan 


Saltchuk Resources, Inc., Comprehensive Premera Blue Cross Plan 


Name And Address Of Employer Or Plan Sponsor 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Subscribers and dependents may receive from the plan administrator, upon written request, information as to 
whether a particular employer or employee organization is a sponsor of the ERISA Plan and, if so, the sponsor's 
address. 


Employer Identification Number "EIN 


91-1186367 


Plan Number 


507 


Type Of Plan 


Self-funded employee welfare benefit plan that is a group health plan.  The ERISA Plan provides hospital and 
medical benefits. 


Type Of Administration 


Third-party administration by Premera Blue Cross under the terms and conditions of its administrative service 
contract with the Group.  We do not insure this plan 


Name, Address, And Telephone Number Of ERISA Plan Administrator 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Agent For Service Of Legal Process 


Benefits Administrator 
Saltchuk Resources, Inc. 
1111 Fairview Avenue North. 
Seattle, WA  98109 
206-652-1111 
Eligibility To Participate In The Plan 


Employees and their dependents are eligible for the benefits of the plan when they meet the eligibility 
requirements in this booklet, are enrolled as described in this booklet, and all required monthly charges for them 
are and continue to be paid to the Group as required by the Group. 


Benefits 


The benefit booklet tells you the terms and limitations of each benefit of this plan.  You may have lower out-of-
pocket costs if you use providers that have signed contracts with us.  This booklet explains the provider networks, 
when applicable.  It also tells how benefits are affected if members don't use these providers.  Coverage for 
emergency care and care you receive outside the service area are also described.  The benefit sections of this 
booklet also explain what part of the cost of covered health care that you must pay. 


If you lose your benefit booklet, please contact the Group for a new one. 


Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits 


This booklet describes circumstances that may result in disqualification, ineligibility or denial, loss, forfeiture, 
suspension, reduction, offset or recovery of any benefits for members. 
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Source Of Contributions 


Employees do not contribute to the cost of coverage for themselves or their dependents.  Self-payments are also 
permitted; please see the "How Do I Continue Coverage?" section in this booklet. 


Plan Changes and Termination 


The "Plan Termination" and "Changes In Coverage" portions of this booklet describe the circumstances when this 
plan may be changed or terminated.  No rights are vested under the ERISA Plan.  The Group reserves the right to 
change or terminate its ERISA Plan in whole or in part, at any time, with no liability. 


The Group will tell employees if its ERISA Plan is changed or terminated.  If the ERISA Plan were to be 
terminated, members would have a right to benefits only for covered services received before the ERISA Plan's 
end date. 


ERISA Plan Year 


The ERISA Plan year ends on each December 31st. 


WHAT ARE MY RIGHTS UNDER ERISA? 
As participants in an employee welfare benefit plan, subscribers have certain rights and protections.  This section 
of this plan explains those rights. 


ERISA provides that all plan participants shall be entitled to: 
• Examine without charge, at the ERISA Plan administrator's office and at other specified locations (such as work 


sites and union halls), all documents governing the ERISA Plan, including insurance contracts and collective 
bargaining agreements.  If the ERISA Plan is required to file an annual report with the U.S.  Department of 
Labor, plan participants shall be entitled to examine a copy of its latest annual report (Form 5500 Series) filed 
and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


• Obtain, upon written request to the ERISA Plan administrator, copies of documents governing the operation of 
the ERISA Plan, including insurance contracts and collective bargaining agreements and updated summary 
plan descriptions.  (Please note that this booklet by itself does not meet all the requirements for a summary 
plan description.)  If the ERISA Plan is required to file an annual report with the U.S.  Department of Labor, plan 
participants shall be entitled to obtain copies of the latest annual report (Form 5500 Series).  The administrator 
may make a reasonable charge for the copies. 


• Receive a summary of the ERISA Plan's annual financial report, if ERISA requires the ERISA Plan to file an 
annual report.  The ERISA Plan administrator for such plans is required by law to furnish each participant with a 
copy of this summary annual report. 


• Continue health care coverage for yourself, spouse or dependents if there's 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 plan on the rules governing your COBRA 
continuation coverage rights. 


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee welfare benefit plan.  The people who operate your ERISA 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.  
(The Group has delegated to us the discretionary authority to determine eligibility for benefits and to construe the 
terms used in the plan to the extent stated in our administrative services contract with the Group).  No one, 
including your employer, your union, or any other person, may fire you or otherwise discriminate against you in 
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 


If your claim for a welfare benefit is denied or ignored, 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 ERISA 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 ERISA 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 
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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.  In addition, if you disagree with the ERISA 
Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in federal court. 


If it should happen that ERISA Plan fiduciaries misuse the ERISA Plan's money, or if you're 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're successful, the court may 
order the person you 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. 


Please Note:  Under ERISA, the ERISA Plan administrator is responsible for furnishing each participant and 
beneficiary with a copy of the summary plan description. 


If you have any questions about your employee welfare benefit plan, you should contact the ERISA 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 ERISA Plan administrator, you should contact either the: 
• Office of the Employee Benefits Security Administration, U.S.  Department of Labor, 300 Fifth Ave., Suite 1110, 


Seattle, WA 98104; or 
• Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.  Department of 


Labor, 200 Constitution Ave.  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 at 1-866-444-3272. 


DEFINITIONS 
The terms listed throughout this section have specific meanings under this plan. 


Adverse Benefit Determination 
An adverse benefit determination means a decision to deny, reduce, terminate or a failure to provide or to make 
payment, in whole or in part for services.  This includes 
• A member’s or applicant’s eligibility to be or stay enrolled in this plan or health insurance coverage 
• A limitation on otherwise covered benefits 
• A clinical review decision 
• A decision that a service is experimental, investigative, not medically necessary or appropriate, or not effective 


Affordable Care Act 
The Patient Protection and Affordable Care Act of 2010 (Public Law 111-148) as amended by the Health Care 
and Education Reconciliation Act of 2010 (Public Law 111-152). 


Calendar Year 
The period of 12 consecutive months that starts each January 1 at 12:01 a.m.  and ends on the next December 
31 at midnight. 


Chemical Dependency (also called “Substance Use Disorder”) 
An illness characterized by physiological or psychological dependency, or both, on a controlled substance 
regulated under Chapter 69.50 RCW and/or alcoholic beverages.  It's further characterized by a frequent or 
intense pattern of pathological use to the extent: 
• The user exhibits a loss of self-control over the amount and circumstances of use 
• The user develops symptoms of tolerance, or psychological and/or physiological withdrawal if use of the 


controlled substance or alcoholic beverage is reduced or discontinued 
• The user's health is substantially impaired or endangered, or his or her social or economic function is 


substantially disrupted 
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Clinical Trials 
An approved clinical trial means a scientific study using human subjects designed to test and improve prevention, 
diagnosis, treatment, or palliative care of cancer, or the safety and effectiveness of a drug, device, or procedure 
used in the prevention, diagnosis, treatment, or palliative care, if the study is approved by the following: 
• An institutional review board that complies with federal standards for protecting human research subjects and 
• One or more of the following: 


• The United States Department of Health and Human Services, National Institutes of Health, or its institutes 
or centers 


• The United States Department of Health and Human Services, United States Food and Drug Administration 
(FDA) 


• The United States Department of Defense 
• The United States Department of Veterans’ Affairs 
• A nongovernmental research entity abiding by current National Institute of Health guidelines 


Community Mental Health Agency 
An agency that's licensed as such by the state of Washington to provide mental health treatment under the 
supervision of a physician or psychologist. 


Congenital Anomaly Of A Dependent Child 
A marked difference from the normal structure of an infant's body part, that's present from birth and manifests 
during infancy. 


Cost-Share 
The member’s share of the allowed amount for covered services.  Deductibles, copays, and coinsurance are all 
types of cost-shares.  See the Summary Of Your Costs to find out what your cost-share is. 


Custodial Care 
Any portion of a service, procedure or supply that is provided primarily: 
• For ongoing maintenance of the member's health and not for its therapeutic value in the treatment of an illness 


or injury 
• To assist the member in meeting the activities of daily living.  Examples are help in walking, bathing, dressing, 


eating, preparation of special diets, and supervision over self-administration of medication not requiring 
constant attention of trained medical personnel 


Detoxification 
Detoxification is active medical management of medical conditions due to substance intoxication or substance 
withdrawal, which requires repeated physical examination appropriate to the substance, and use of medication.  
Observation alone is not active medical management. 


Effective Date 
The date when your coverage under this plan begins.  If you re-enroll in this plan after a lapse in coverage, the 
date that the coverage begins again will be your effective date. 


Eligibility Waiting Period 
The length of time that must pass before an employee or dependent is eligible to be covered under the Group's 
health care plan.  If an employee or dependent enrolls under the Special Enrollment provisions of this plan or 
enrolls on a date other than when first eligible to enroll, any period prior to such enrollment isn't considered an 
eligibility waiting period, unless all or part of the initial eligibility waiting period had not been met. 


Emergency Care 
• A medical screening examination to evaluate a medical emergency that is within the capability of the 


emergency department of a hospital, including ancillary service routinely available to the emergency 
department. 
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• Further medical examination and treatment to stabilize the member to the extent the services are within the 
capabilities of the hospital staff and facilities or, if necessary, to make an appropriate transfer to another 
medical facility.  “Stabilize” means to provide such medical treatment of the medical emergency as may be 
necessary to assure, within reasonable medical probability that no material deterioration of the condition is 
likely to result from or occur during the transfer of the member from a medical facility. 


• Ambulance transport as needed in support of the services above. 


Essential Health Benefits 
Benefits defined by the Secretary of Health and Human Services that shall include at least the following general 
categories: ambulatory patient services, emergency care, hospitalization, maternity and newborn care, mental 
health and chemical dependency 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, including oral and vision care.  The designation of benefits as essential shall 
be consistent with the requirements and limitations set forth under the Affordable Care Act and applicable 
regulations as determined by the Secretary of Health and Human Services. 


Experimental/Investigational Services 
Experimental or investigational services include a treatment, procedure, equipment, drug, drug usage, medical 
device or supply that meets one or more of the following criteria: 
• A drug or device that can't be lawfully marketed without the approval of the U.S.  Food and Drug 


Administration, and hasn't been granted such approval on the date the service is provided 
• The service is subject to oversight by an Institutional Review Board 
• No reliable evidence demonstrates that the service is effective, in clinical diagnosis, evaluation, management or 


treatment of the condition 
• The service is the subject of ongoing clinical trials to determine its maximum tolerated dose, toxicity, safety or 


efficacy. 
• Evaluation of reliable evidence indicates that additional research is necessary before the service can be 


classified as equally or more effective than conventional therapies 


Reliable evidence includes but is not limited to reports and articles published in authoritative peer reviewed 
medical and scientific literature, and assessments and coverage recommendations published by the Blue Cross 
Blue Shield Association Technical Evaluation Center (TEC). 


Group 
The entity that sponsors this self-funded plan. 


Hospital 
A facility legally operating as a hospital in the state in which it operates and that meets the following requirements: 
• It has facilities for the inpatient diagnosis, treatment, and acute care of injured and ill persons by or under the 


supervision of a staff of physicians 
• It continuously provides 24-hour nursing services by or under the supervision of registered nurses 


A “hospital” will never be an institution that's run mainly: 
• As a rest, nursing or convalescent home; residential treatment center; or health resort 
• To provide hospice care for terminally ill patients 
• For the care of the elderly 
• For the treatment of chemical dependency or tuberculosis 


Illness 
A sickness, disease, medical condition or pregnancy. 
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Injury 
Physical harm caused by a sudden event at a specific time and place.  It's independent of illness, except for 
infection of a cut or wound. 


In-Network Pharmacy (In-Network Retail/In-Network Mail Order Pharmacy) 
A licensed pharmacy which contracts with us or our Pharmacy Benefit Manager to provide prescription drug 
benefits. 


In-Network Provider 
A provider that is in one of the networks stated in the How Providers Affect Your Costs section. 


Inpatient 
Confined in a medical facility as an overnight bed patient. 


Medical Emergency (also called “Emergency”) 
A medical condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such 
that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate attention to result in 1) placing the health of the individual (or with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious jeopardy; 2) serious impairment to bodily 
functions; or 3) serious dysfunction of any bodily organ or part. 


Examples of a medical emergency are severe pain, suspected heart attacks and fractures.  Examples of a non-
medical emergency are minor cuts and scrapes. 


Medical Equipment 
Mechanical equipment that can stand repeated use and is used in connection with the direct treatment of an 
illness or injury.  It's of no use in the absence of illness or injury. 


Medical Facility (also called “Facility”) 
A hospital, skilled nursing facility, state-approved chemical dependency program or hospice. 


Medically Necessary 
Those covered services and supplies that a physician, exercising prudent clinical judgment, would provide to a 
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are:  
• In accordance with generally accepted standards of medical practice;  
• Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and  
• Not primarily for the convenience of the patient, physician, or other health care provider, and not more costly 


than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.   


For these purposes, “generally accepted standards of medical practice” means standards that are based on 
credible scientific evidence published in peer reviewed medical literature generally recognized by the relevant 
medical community, physician specialty society recommendations and the views of physicians practicing in 
relevant clinical areas and any other relevant factors. 


Member (also called “You” and “Your”) 
A person covered under this plan as a subscriber or dependent. 


Non-Contracted Provider 
A provider is not in any network of Premera Blue Cross, Premera Blue Cross Blue Shield of Alaska, or the local 
Blue Cross Blue Shield licensee. 
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Obstetrical Care 
Care furnished during pregnancy (antepartum, delivery and postpartum) or any condition arising from pregnancy.  
This includes the time during pregnancy and within 45 days following delivery. 


Abortion is included as part of obstetrical care. 


Orthodontia 
The branch of dentistry which specializes in the correction of tooth arrangement problems, including poor 
relationships between the upper and lower teeth (malocclusion). 


Orthotic 
A support or brace applied to an existing portion of the body for weak or ineffective joints or muscles, to aid, 
restore or improve function. 


Out-Of-Network Provider 
A provider that is not in one of the provider networks stated in the How Providers Affect Your Costs section. 


Outpatient 
Treatment received in a setting other than an inpatient in a medical facility. 


Outpatient Surgical Center 
A facility that’s licensed or certified as required by the state it operates in and that meets all of the following: 
• It has an organized staff of physicians 
• It has permanent facilities that are equipped and operated primarily for the purpose of performing surgical 


procedures 
• It doesn’t provide inpatient services or accommodations 


Pharmacy Benefit Manager 
An entity that contracts with us to administer the Prescription Drug benefit under this plan. 


Physician 
A state-licensed: 
• Doctor of Medicine and Surgery (M.D.) 
• Doctor of Osteopathy (D.O.) 


In addition, professional services provided by one of the following types of providers will be covered under this 
plan, but only when the provider is providing a service within the scope of his or her state license; providing a 
service or supply for which benefits are specified in this plan; and providing a service for which benefits would be 
payable if the service were provided by a physician as defined above: 
• Chiropractor (D.C.) 
• Dentist (D.D.S. or D.M.D.) 
• Optometrist (O.D.) 
• Podiatrist (D.P.M.) 
• Psychologist (Ph.D.) 
• Nurse (R.N.) licensed in Washington state 


Plan (also called “This Plan”) 
The Group's self-funded plan described in this booklet. 


Prescription Drug 
Any medical substance, including biological products, the label of which, under the Federal Food, Drug and 
Cosmetic Act, as amended, is required to bear the legend:  “Caution:  Federal law prohibits dispensing without a 
prescription.” 
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Benefits available under this plan will be provided for “off-label” use, including administration, of prescription drugs 
for treatment of a covered condition when use of the drug is recognized as effective for treatment of such 
condition by: 
• One of the following standard reference compendia: 


• The American Hospital Formulary Service-Drug Information 
• The American Medical Association Drug Evaluation 
• The United States Pharmacopoeia-Drug Information 
• Other authoritative compendia as identified from time to time by the Federal Secretary of Health and Human 


Services or the Insurance Commissioner 
• If not recognized by one of the standard reference compendia cited above, then recognized by the majority of 


relevant, peer-reviewed medical literature (original manuscripts of scientific studies published in medical or 
scientific journals after critical review for scientific accuracy, validity and reliability by independent, unbiased 
experts) 


• The Federal Secretary of Health and Human Services 


“Off-label use” means the prescribed use of a drug that's other than that stated in its FDA-approved labeling. 


Benefits aren't available for any drug when the U.S.  Food and Drug Administration (FDA) has determined its use 
to be contra-indicated, or for experimental or investigational drugs not otherwise approved for any indication by 
the FDA. 


Provider 
A health care practitioner or facility that is in a licensed or certified provider category regulated by the state in 
which the practitioner or facility provides care, and that practices within the scope of such licensure or 
certification.  Also included is an employee or agent of such practitioner or facility, acting in the course of and 
within the scope of his or her employment. 


Health care facilities that are owned and operated by an agency of the U.S.  government are included as required 
by federal law.  Health care facilities owned by the political subdivision or instrumentality of a state are also 
covered. 


Board Certified Behavior Analysts (BCBAs) will be considered health care providers for the purposes of providing 
applied behavior analysis (ABA) therapy, as long as both of the following are true:  1) They’re licensed when 
required by the State in which they practice, or, if the State does not license behavior analysts, are certified as 
such by the Behavior Analyst Certification Board, and 2) The services they furnish are consistent with state law 
and the scope of their license or board certification.  Therapy assistants/behavioral technicians/paraprofessionals 
that do not meet the requirements above will also be covered providers under this plan when they provide ABA 
therapy and their services are supervised and billed by a BCBA or one of the following state-licensed provider 
types: psychiatrist, developmental pediatrician, pediatric neurologist, psychiatric nurse practitioner, advanced 
nurse practitioner, advanced registered nurse practitioner, occupational or speech therapist, psychologist, 
community mental health agency that is also state-certified to provide ABA therapy. 


Psychiatric Condition 
A condition listed in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
published by the American Psychiatric Association, excluding diagnoses and treatments for substance abuse. 


Service Area 
The area in which we directly operate provider networks.  This area is made up of the states of Washington 
(except Clark County) and Alaska 


Skilled Care 
Care that's ordered by a physician and requires the medical knowledge and technical training of a licensed 
registered nurse. 


 
 







 


 77 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


Skilled Nursing Facility 
A medical facility providing services that require the direction of a physician and nursing supervised by a 
registered nurse, and that's approved by Medicare or would qualify for Medicare approval if so requested. 


Subscriber 
An enrolled employee of the Group.  Coverage under this plan is established in the subscriber's name. 


Subscription Charges 
The monthly rates to be paid by the member that are set by the Group as a condition of the member's coverage 
under the plan. 


We, Us and Our 
Means Premera Blue Cross. 







 


 


  







 


 


 
Where To Send Claims 
MAIL YOUR CLAIMS TO 
Premera Blue Cross 
P.O. Box 91059 
Seattle, WA  98111-9159 


 


PRESCRIPTION DRUG CLAIMS 
Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit Manager 


At 
Express Scripts 
P.O. Box 747000 
Cincinnati, OH 45274-7000 


1-800-391-9701 
www.express-scripts.com 


 


Customer Service 
Mailing Address Phone Numbers 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 


Physical Address Local and toll-free TTY number: 
1-800-842-5357 7001 220th St. S.W. 


Mountlake Terrace, WA 98043-2124 


Care Management 
Pre-Approval And Emergency Notification 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 
Fax: 1-800-843-1114 


 


Telehealth 
You can get telehealth care from Teladoc.  Log onto your account at 
https://member.teladoc.com/premera or call 1-855-332-4059.   


Complaints And Appeals 
Premera Blue Cross 
Attn:  Appeals Coordinator 
P.O.  Box 91102 
Seattle, WA  98111-9202 
Fax:  (425) 918-5592 


BlueCard Website 
1-800-810-BLUE(2583) 


 


Visit our website www.premera.com for 
information and secure online access to 
claims information 


 
 


 


 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association  
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INTRODUCTION 
*This booklet is for members of the Saltchuk Resources, Inc. medical plan.  This plan is self-funded by Saltchuk 
Resources, Inc., which means that Saltchuk Resources, Inc. is financially responsible for the payment of plan 
benefits.  Saltchuk Resources, Inc. (“the Group”) has the final discretionary authority to determine eligibility for 
benefits and construe the terms of the plan. 


Saltchuk Resources, Inc. has contracted with Premera Blue Cross, an Independent Licensee of the Blue Cross 
Blue Shield Association, to perform administrative duties under the plan, including the processing of claims.  
Saltchuk Resources, Inc. has delegated to Premera Blue Cross the discretionary authority to determine eligibility 
for benefits and to construe the terms used in this plan to the extent stated in our administrative services contract 
with the Group.  Premera Blue Cross does not insure the benefits of this plan. 


In this booklet Premera Blue Cross is called the “Claims Administrator.”  This booklet replaces any other benefit 
booklet you may have. 


 


This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see 
Definitions).  If Congress, federal or state regulators, or the courts make further changes or clarifications 
regarding the Affordable Care Act and its implementing regulations, including changes which become 
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated 
in this booklet or if they conflict with statements made in this booklet. 


 


Group Name: Saltchuk Resources, Inc. 


Effective Date: January 1, 2019 


Group Number: 1006087 


Plan: Your Choice (Non-Grandfathered) – Saltchuk Headquarters Group 


Certificate Form Number: 10060870119B 


 


 


 







 
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 Ave 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: 1-800-842-5357). 
 
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: 1-800-842-5357) ይደውሉ። 


 
 :(Arabic) العربیة


 معلومات الإشعار ھذا قد یحوي .ھامة معلومات الإشعار ھذا یحوي
 التغطیة التي ترید الحصولأو  طلبك بخصوص مھمة


 مھمة قد تكون ھناك تواریخ Premera Blue Cross  .خلال  من علیھا 
 للحفاظ معینة تواریخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في


یحق لك  التكالیف. دفع في للمساعدة أو الصحیة تغطیتك على
 .تكلفة أیة دون تكبد بلغتك والمساعدة ھذه المعلومات على الحصول
 اتصل بـ


800-722-1471 (TTY: 1-800-842-5357) 
 


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: 1-800-842-5357)。 
 
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: 1-800-842-5357) 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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 


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: 1-
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 
Cross 를 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: 1-800-842-5357) 로 전화하십시오. 
 
ລາວ (Lao): 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. 
ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະໝັກ 
ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue 
Cross. ອາດຈະມີວັນທີສໍາຄັນໃນແຈ້ງການນ້ີ. 
ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດເວລາສ
ະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ 
ຄວາມຊ່ວຍເຫືຼອເລ່ືອງຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. 
ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ 
ຄວາມຊ່ວຍເຫືຼອເປັນພາສາຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. 
ໃຫ້ໂທຫາ 800-722-1471 (TTY: 1-800-842-5357). 
 
��ែខ�រ (Khmer): 
េសចក�ជូីនដំណងឹេនះ�នព័ត៌�ន�៉ងស�ំន់។ 
េសចក� ីជូនដំណឹងេនះ្របែហល��នព័ត៌�ន�៉ង
សំ�ន់អំពីទ្រមង់ែបបបទ 
ឬ�រ�� ប់រងរបស់អ�ក�មរយៈ Premera Blue Cross ។ 
្របែហល��ន 
�លបរ �េច�ទសំ�ន់េ�ក� �ងេសចក� ីជូនដំណឹងេនះ។ 
អ�ក្របែហល�្រត�វ�របេ�� ញសមត��ព 
ដល់កំណត់ៃថ��ក់ច�ស់�� 
េដើម្បីនឹងរក�ទុក�រ���� ប់រងសុខ�ពរបស់អ�ក 
ឬ្រ�ក់ជំនួយេចញៃថ�។ 
អ�ក�នសិទ�ិទទួលព័ត៌�នេនះ 
និងជំនួយេ�ក� �ង��របស់អ�កេ�យមិនអសលុ
យេឡើយ។ សូមទូរស័ព� 800-722-1471  
(TTY: 1-800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨ� ਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨ� ਿਟਸ ਿਵਚ 
Premera Blue Cross ਵਲ�  ਤੁਹਾਡੀ  







 
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ ਸਕਦੀ 
ਹੈ . ਇਸ ਨ� ਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ ਹੋ ਸਕਦੀਆ ਂਹਨ. ਜੇਕਰ 
ਤੁਸੀ ਜਸਹਤ ਕਵਰੇਜ ਿਰੱਖਣੀ ਹੋਵੇ ਜਾ ਓਸ ਦੀ ਲਾਗਤ ਜਿਵੱਚ 
ਮਦਦ ਦ ੇਇਛੁੱ ਕ ਹੋ ਤ� ਤੁਹਾਨੰੂ ਅੰਤਮ ਤਾਰੀਖ਼ ਤ� ਪਿਹਲ� ਕੱੁਝ 
ਖਾਸ ਕਦਮ ਚੁੱ ਕਣ ਦੀ ਲੋੜ ਹੋ ਸਕਦੀ ਹੈ, ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ 
ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਦਾ 
ਅਿਧਕਾਰ ਹੈ, ਕਾਲ 800-722-1471 (TTY: 1-800-842-5357). 
 


یفارس  (Farsi): 
 یممکن است حاو ەاعلامي این .میباشد مھم اطلاعات یوحا ەاعلامي این


 قیشما از طر یا ەبیم پوشش یا و تقاضا فرم درباره مھم اطلاعات
Premera Blue Cross .ەتوج ەاعلامي این در مھم یھا تاریخ ەب باشد 


ا کمک در پرداخت یمھ تان یب پوشش حقظ یبرا است ممکن شما .نمایید
 یانجام کارھا یبرا یمشخص یھا تاریخ ەب تان، یدرمان ینھ ھایھز


 و اطلاعات این ەک دارید را این حق شما .اج داشتھ باشیدیاحت یخاص
کسب  ینمایید. برا رایگان دریافت طور ەب خود زبان ەب را کمک


  800-722-1471اطلاعات با شماره 
 د.ییتماس برقرار نما )800-842-5357تماس باشماره  TTY(کاربران 


 
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: 1-800-842-5357). 
 
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: 1-800-
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 


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: 1-800-842-
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
ไทย (Thai): 
ประกาศน้ีมขี้อมลูสําคญั 
ประกาศน้ีอาจมขี้อมลูทีสํ่าคญัเกีย่วกบัการการสมคัรหรอืขอบเขตประกนัสุขภาพของ
คุณผา่น Premera Blue Cross 







 
และอาจมกีาํหนดการในประกาศน้ี 
คุณอาจจะต้องดาํเนนิการภายในกาํหนดระยะเวลาทีแ่น่นอนเพือ่จะรกัษาการประกนั
สุขภาพของคุณหรอืการช่วยเหลอืทีม่คีา่ใ
ช้จา่ย 
คุณมสิีทธทิีจ่ะไดร้บัขอ้มูลและความช่วยเห
ลอืน้ีในภาษาของคุณโดยไมม่คีา่ใช้จา่ย 
โทร 800-722-1471  
(TTY: 1-800-842-5357) 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 







 


HOW TO USE THIS BOOKLET 
This booklet will help you get the most out of your benefits.  Every section contains important information, but the 
ones below may be particularly useful: 
• Summary Of Your Costs — A quick overview of what the plan covers and your costs 
• How Providers Affect Your Costs — how using in-network providers will cut your costs 
• Important Plan Information — Explains the allowed amount and gives you details on the deductible, copays, 


coinsurance, and the out-of-pocket maximum. 
• Covered Services — details about what’s covered 
• Pre-Approval – Describes the plan's pre-approval and emergency admission notification requirements. 
• Exclusions — services that are either limited or not covered under this plan 
• Who Is Eligible For Coverage? – eligibility requirements for this plan 
• How Do I File A Claim? — step-by-step instructions for claims submissions 
• Complaints And Appeals — processes to follow if you want to file a complaint or an appeal 
• Definitions — terms that have specific meanings under this plan.  Example:  “You” and “your” refer to 


members under this plan.  “We,” “us” and “our” refer to Premera Blue Cross. 


FOR MORE INFORMATION 
You'll find our contact information on the back cover of this booklet.  Please call or write Customer Service for 
help with: 
• Questions about benefits or claims 
• Questions or complaints about care you receive 
• Changes of address or other personal information 


You can also get benefit, eligibility and claim information through our Interactive Voice Response system when 
you call. 


Online information about your plan is at your fingertips whenever you need it 
You can use our Web site to: 
• Locate a health care provider near you 
• Get details about the types of expenses you're responsible for and this plan's benefit maximums 
• Check the status of your claims 
• Visit our health information resource to learn about diseases, medications, and more 
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SUMMARY OF YOUR COSTS 
This section shows a summary table of the care covered by your plan.  It also explains the amounts you pay.  
This section does not go into all the details of your coverage.  Please see Covered Services to learn more. 


First, here is a quick look at how this plan works.  Your costs are subject to all of the following. 
• The networks.  To help control the cost of your care, this plan uses Premera's Heritage network in 


Washington.  You may be able to save money if you use an in-network provider.  For more network details, see 
How Providers Affect Your Costs. 


• The allowed amount. This is the most this plan allows for a covered service.  It is often lower than the 
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over 
the allowed amount. See Important Plan Information for details.  For some covered services, you have to pay 
part of the allowed amount.  This is called your cost-share.  This plan's cost-shares are explained below.  You 
will find the amounts in the summary table. 


• The copays.  These are set dollar amounts you pay at the time you get some services.  If the amount billed is 
less than the copay, you pay only the amount billed.  Copays apply to the out-of-pocket maximum unless stated 
otherwise in the summary.  The deductible does not apply to most services that require a copay.  Any 
exceptions are shown in the table. 


• The deductible.  The total allowed amount you pay in each year for out-of-network providers' care before this 
plan starts to make payments for your covered healthcare costs.  You pay down the deductible with each claim. 


 In-Network Providers Out-of-Network Providers 


Individual deductible $350 Shared with in-network 


 In-Network Providers Out-of-Network Providers 


Family deductible (not shown in the 
summary table) 


$1,050 Shared with in-network 


• Coinsurance.  For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.  
This booklet calls your percentage “coinsurance.”  You pay less coinsurance for many benefits when you use 
an in-network provider.  Your coinsurance is shown in the summary table. 


• The out-of-pocket maximum (not shown in the summary table).  This is the most you pay each calendar year 
for any deductibles, copays and coinsurance.  Not all the amounts you have to pay count toward the out-of-
pocket maximum.  See Important Plan Information for details. 


 In-Network Providers Out-of-Network Providers 


Individual out-of-pocket maximum $2,500 None 


Family out-of-pocket maximum $7,500 None 
• Pre-Approval. Some services must be approved in advance before you get them, in order to be covered.  See 


Pre-Approval for details about the types of services and time limits.  Some services have special rules. 


This plan complies with state and federal regulations about diabetes medical treatment coverage.  Please see the 
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies, 
and Foot Care benefits. 


SUMMARY TABLE 
The summary table below shows plan limits and what you pay (your cost-shares) for covered services.  
Facility in the table below means hospitals or other medical institutions.  Professional means doctors, nurses, 
and other people who give you your care.  No charge means that you do not pay any deductible, copay or 
coinsurance for covered services.  No cost-shares means that although you do not pay any deductible, copay or 
coinsurance for covered services, the provider can bill you for amounts over the allowed amount. 
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Acupuncture   
• Office and Clinic Visits 


calendar year visit limit: 12 visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Visits outside an office setting $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Allergy Testing And Treatment $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Ambulance $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Blood Products and Services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Chemotherapy and Radiation 
Therapy 


  


Professional and facility services 
$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Clinical Trials 
Covers routine patient care during 
the trial 


Covered as any other service Covered as any other service 


Dental Care   
• Dental Anesthesia (up to age 19 


when medically necessary)   


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient surgery center 
• Anesthesiologist 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Dental Injury   


• Exams to determine treatment 
needed $20 copay per visit, deductible waived $350 deductible, then 50% 


coinsurance 


• Treatment $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Diagnostic Lab, X-Ray And 
Imaging for medical conditions or 
symptoms 
Tests, lab, imaging and scans 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Diagnostic Mammography No charge $350 deductible, then 50% 
coinsurance 


Dialysis 
For permanent kidney failure.  See 
the Dialysis benefit for details. 


  


• During Medicare's waiting period $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• After Medicare's waiting period No charge No cost-shares 
Emergency Room 
• Facility charges 


You may have additional costs 
for other services.  Examples are 
X-rays or lab tests.  See those 
covered services for details. 


$150 copay per visit, then $350 
deductible, then 10% coinsurance 


$150 copay per visit, then $350 
deductible, then 10% coinsurance 
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The copay is waived if you are 
admitted as an inpatient through 
the emergency room. 


• Professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 10% 
coinsurance 


Foot Care 
such as trimming nails or corns, 
when medically necessary due to a 
medical condition 


  


• In an office or clinic $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• All other settings $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Hearing Care 
• Hearing Exams 


Limit each calendar year: 1 
exam/test 


No charge $350 deductible, then 50% 
coinsurance 


• Hearing Hardware 


Limit per 2-calendar year period: 
$1,000 


No charge No cost-shares 


Home Health Care 
calendar year visit limit: 130 visits 


  


• Home visits 
• Prescription drugs billed by the 


home health agency 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Home Medical Equipment (HME), 
Orthotics, Prosthetics And 
Supplies 
• Sales tax for covered items 
• Foot orthotics and therapeutic 


shoes; calendar year limit:  None 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Medical vision hardware    
Hospice Care 


Lifetime limit for terminal illness: 6 
months 
Lifetime limit for non-terminal 
illness: none 
Inpatient stay limit: 10 days 
Home visits: Unlimited 
Respite care: 240 hours 


  


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Home and respite care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Prescription drugs billed by the 
hospice 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 
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Hospital   
• Inpatient Care   


• Professional $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Facility $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient Care   


• Professional* $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Facility $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


*Also see Surgery for details   


Infusion Therapy 
$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Mastectomy and Breast 
Reconstruction 


  


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Surgery and other professional 
services 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Maternity Care 
Care during pregnancy, childbirth 
and after the baby is born.  See the 
Preventive Care benefit for routine 
exams and tests during pregnancy.  


  


Abortion is also covered.   


• Professional care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient hospital, birthing 
centers and short-stay hospitals 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Medical Foods 
includes phenylketonuria (PKU) 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Mental Health Care   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient and residential facility 
care 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 
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Neurodevelopmental Therapy 
(Habilitation) 
See the Mental Health Care benefit 
for therapies for mental conditions 
such as autism. 


  


• Outpatient care 
calendar year visit limit: 45 visits   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Other outpatient services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient care 
calendar year day limit: 30 days 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Newborn Care   


• Inpatient care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Other outpatient services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Prescription Drug 
In no case will you pay more than 
the cost of the drug or supply. 


  


Covered Drugs In-Network Retail Pharmacy Out-Of-Network Retail Pharmacy 


• Preferred Generic drugs $10 copay $10 copay 
plus 40% coinsurance 


• Preferred brand name drugs $30 copay $30 copay 
plus 40% coinsurance 


• Non-preferred generic and brand 
name drugs 30% coinsurance 30% coinsurance 


plus 40% coinsurance 


 In-Network Mail-Order Pharmacy Out-Of-Network Mail-Order 
Pharmacy 


• Preferred Generic drugs $20 copay Not covered 
• Preferred brand name drugs $60 copay Not covered 
• Non-preferred generic and brand 


name drugs 
30% coinsurance Not covered 


Specialty Drugs (per prescription 
or refill). You must use a specialty 
pharmacy for these drugs to be 
covered. 


In-Network Specialty Pharmacy Out-Of-Network Specialty Pharmacy 


• Preferred specialty drugs $50 copay Not covered 
• Non-preferred specialty drugs 30% coinsurance Not covered 


PV2 Preventive Drugs 
Generic and brand-name drugs 


No charge No cost-shares 
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Exceptions 
In-Network Retail or In-Network 


Mail Order Pharmacy Out-Of-Network Retail Pharmacy 


• Needles and syringes purchased 
with diabetic drugs No charge No cost-shares 


• Certain prescription drugs and 
generic over-the-counter drugs to 
break a nicotine habit 


No charge Same as out-of-network retail 


• Drugs on the Affordable Care 
Act's preventive drug list No charge Same as out-of-network retail 


• Female birth control drugs, 
devices and supplies 
(prescription and over-the-
counter).  Includes emergency 
birth control. 


No charge Same as out-of-network retail 


Preventive Care In-Network Providers Out-of-Network Providers 
• Preventive exams, including 


vision and oral health screening 
for members under 19, diabetes 
and depression screening 


No charge Not covered 


• Department of Transportation 
physicals No charge Not covered 


• Immunizations in the doctor's 
office No charge Not covered 


• Flu shots and other seasonal 
immunizations at a pharmacy or 
mass immunizer location 


No charge No cost-shares 


• Travel immunizations at a travel 
clinic or county health 
department 


No charge No cost-shares 


• Health education and training 
(outpatient) No charge Not covered 


• Nicotine habit-breaking programs No charge Not covered 
• Fall prevention for members 65 


and older No charge Not covered 


• Nutritional counseling and 
therapy No charge $350 deductible, then 50% 


coinsurance 
• Screening tests (includes 


mammograms, colon cancer 
screening, prostate and cervical 
cancer screening) 


No charge $350 deductible, then 50% 
coinsurance 


• Colon Cancer screening No charge $350 deductible, then 50% 
coinsurance 


• Vitamin D testing No charge $350 deductible, then 50% 
coinsurance 


• Pregnant women's care (includes 
breast-feeding support and post-
partum depression screening) 


No charge $350 deductible, then 50% 
coinsurance 
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• Female birth control and 
sterilization  No charge $350 deductible, then 50% 


coinsurance 


• Male sterilization No charge $350 deductible, then 50% 
coinsurance 


Professional Visits and Services 
You may have extra costs for other 
services like lab tests and facility 
charges.  Also see Allergy Testing 
And Treatment and Therapeutic 
Injections. 


  


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Electronic visits (e-visits) $20 copay per visit, deductible waived Not covered 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Psychological and 
Neuropsychological Testing 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Rehabilitation Therapy   
• Outpatient Care 


calendar year visit limit: 45 visits   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Other outpatient services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient Care 
calendar year day limit: 30 days 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Skilled Nursing Facility Care 
calendar year day limit: 180 days 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Sleep Studies   
• In the member's home 


(members 19 or older) No charge $350 deductible, then 50% 
coinsurance 


• In an outpatient facility $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Spinal and Other Manipulations 
calendar year visit limit: 12 visits $20 copay per visit, deductible waived $350 deductible, then 50% 


coinsurance 


Substance Use Disorder   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient and residential facility 
care 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Outpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 







 YOUR SHARE OF THE ALLOWED AMOUNT 


BENEFIT IN-NETWORK PROVIDERS OUT-OF-NETWORK PROVIDERS 
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Surgery 
(includes anesthesia and blood 
transfusions)  See the Hospital and 
Surgical Center Care – Outpatient 
benefits for facility charges. 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• For certain spinal surgeries, 
cardiac procedures and knee and 
hip replacements:  


  


• Select Centers of Care $350 deductible, then 0% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$350 deductible, then 0% 
coinsurance Not applicable 


• Other providers (travel not 
covered) 


$350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• For bariatric surgery: 
Limit: $60,000 lifetime limit 


  


• Select Centers of Care $350 deductible, then 10% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$350 deductible, then 10% 
coinsurance Not applicable 


• Other providers (travel not 
covered Not covered Not covered 


Surgical Center Care – Outpatient $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Telehealth Virtual Care No charge $350 deductible, then 50% 
coinsurance 


Temporomandibular Joint 
Disorders (TMJ) Care   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Therapeutic Injections $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Transgender Services   


• Office and clinic visits $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 
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• Other professional services $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


• Inpatient facility care $350 deductible, then 10% 
coinsurance 


$350 deductible, then 50% 
coinsurance 


Transplants 
(includes donor search and 
donation costs) 


  


• Inpatient facility care  $350 deductible, then 10% 
coinsurance Not covered* 


• Office and clinic visits $20 copay per visit, deductible waived Not covered* 
• Surgery and other professional 


services 
$350 deductible, then 10% 
coinsurance Not covered* 


• Travel and lodging: $7,500 limit 
per transplant 
 


*All approved transplant centers 
covered at the in-network level 


$350 deductible, 0% coinsurance $350 deductible, 0% coinsurance 


Urgent Care 
Services at an urgent care center. 


(See Diagnostic Lab, X-Ray And 
Imaging for tests received while at 
the center. Your deductible and 
coinsurance apply to facility 
charges.) 


  


• Freestanding urgent care centers $20 copay per visit, deductible waived $350 deductible, then 50% 
coinsurance 


• Urgent care centers attached to 
or part of a hospital 


$150 copay per visit, then $350 
deductible, then 10% coinsurance 


$150 copay per visit, then $350 
deductible, then 10% coinsurance 
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HOW PROVIDERS AFFECT YOUR COSTS 
This plan's benefits and your out-of-pocket expenses depend on the providers you see.  In this section you’ll find 
out how the providers you see can affect this plan's benefits and your costs. 


In-Network Providers 
This plan is a Preferred Provider Plan (PPO).  This means that the plan provides you benefits for covered 
services from providers of your choice.  Its benefits are designed to provide lower out-of-pocket expenses when 
you receive care from in-network providers.  There are some exceptions, which are explained below. 


In-Network providers are: 
• Providers in the Heritage network in Washington.  For care in Clark County, Washington, you also have access 


to providers through the BlueCard® Program. 
• Providers in Alaska that have signed contracts with Premera Blue Cross Blue Shield of Alaska. 
• For care outside the service area (see Definitions), providers in the local Blue Cross and/or Blue Shield 


Licensee's network shown below.  (These Licensees are called “Host Blues” in this booklet.)  See Out-Of-Area 
Care later in the booklet for more details. 
• Wyoming: The Host Blue's Traditional (Participating) network 
• All Other States:  The Host Blue's PPO (Preferred) network 


In-Network pharmacies are available nationwide. 


In-Network providers provide medical care to members at negotiated fees.  These fees are the allowed amounts 
for in-network providers.  When you receive covered services from an in-network provider, your medical bills will 
be reimbursed at a higher percentage (the in-network benefit level).  This means lower cost-shares for you, as 
shown in the Summary Of Your Costs.  In-Network providers will not charge you more than the allowed amount 
for covered services.  This means that your portion of the charges for covered services will be lower. 


A list of in-network providers is in our Heritage provider directory.  You can access the directory at any time on our 
Web site at www.premera.com.  You may also ask for a copy of the directory by calling Customer Service.  The 
providers are listed by geographical area, specialty and in alphabetical order to help you select a provider that is 
right for you.  You can also call the BlueCard provider line to locate an in-network provider.  The numbers are on 
the back cover of this booklet and on your Premera Blue Cross ID card. 


We update this directory regularly but the listings can change.  Before you get care, we suggest that you call us 
for current information or to make sure that your provider, their office location or their provider group is in the 
Heritage network. 


Important Note:  You’re entitled to receive a provider directory automatically, without charge. 


Continuity Of Care 
If you are in active relationship and treatment, and your doctor or health care provider is no longer in your 
network, you may be able to continue to see that provider for a period of time.  An “active relationship” means that 
you have had three or more visits with the provider within the past 12 months. 


Continuity of care does not apply if your provider: 
• No longer holds an active license 
• Relocates out of the service area 
• Goes on leave of absence 
• Is unable to provide continuity of care because of other reasons 
• Does not meet standards of quality of care 


You must continue to be enrolled on this plan to be eligible for any continuity of care benefit. 


We will notify you immediately if the provider contract termination will happen within 30 days.  Otherwise, we will 
notify you no later than 10 days after the provider's contract ends if we know that you are under an active 







 


 11 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


treatment plan.  If we learn that you are under an active treatment plan after your provider's contract ends, we will 
notify you no later than the 10th day after we become aware of this fact. 


You can request continuity of care by contacting Care Management.  The contact information is on the back cover 
of this booklet. 


If you are approved for continuity of care, you will get continuing care from the terminating provider until the 
earliest of the following: 
• The 90th day after we notified you that your provider's contract ended 
• The 90th day after we notified you that your provider's contract ended, or the date your request for continuity of 


care was received or approved, whichever is earlier 
• The day after you complete the active course of treatment entitling you to continuity of care 
• If you are pregnant, and become eligible for continuity of care after commencement of the second trimester of 


the pregnancy, you will receive continuity of care 
• As long as you continue under an active course of treatment, but no later than the 90th day after we notified you 


that your provider's contract ended, or the date your request for continuity of care was received or approved, 
whichever is earlier 


When continuity of care ends, you may continue to receive services from this same provider, however, the plan 
will pay benefits at the out-of-network benefit level. Please see the Summary Of Your Costs for more 
information. If we deny your request for continuity of care, you may appeal the denial. Please see Complaints 
and Appeals. 


Out-Of-Network Providers 
Out-of-network providers are providers that are not in one of the networks shown above.  Your bills will be 
reimbursed at a lower percentage (the out-of-network benefit level).  This means higher cost-shares for you, as 
shown in the Summary Of Your Costs. 
• Some providers in Washington that are not in the Heritage network do have a contract with us.  Even though 


your bills will be reimbursed at the lower percentage (the out-of-network benefit level), these providers will not 
bill you for any amount above the allowed amount for a covered service.  The same is true for a provider that is 
in a different network of the local Host Blue. 


• There are also providers who do not have a contract with us, Premera Blue Cross Blue Shield of Alaska or the 
local Host Blue at all.  These providers are called “non-contracted” providers in this booklet.  Their covered 
services are based on a lower allowed amount.  See Important Plan Information.  “Non-contracted” providers 
also have the right to charge you more than the allowed amount for a covered service.  You may also be 
required to submit the claim yourself.  See How Do I File A Claim? for details. 


Amounts in excess of the allowed amount don’t count toward any applicable calendar year deductible, 
coinsurance or out-of-pocket maximum. 


Services you receive in an in-network facility may be provided by physicians, anesthesiologists, radiologists or 
other professionals who are out-of-network providers.  When you receive services from these out-of-network 
providers, you may be responsible for amounts over the allowed amount as explained above. 


In-Network Benefits For Out-Of-Network Providers 
The following covered services and supplies provided by out-of-network providers will always be covered at the 
in-network level of benefits: 
• Emergency care for a medical emergency.  (Please see the Definitions section for definitions of these terms.)  


This plan provides worldwide coverage for emergency care. 


The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and 
without regard as to whether the health care provider furnishing the services is an in-network provider.  
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level.  As 
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the 
allowed amount. 


• Services from certain categories of providers to which provider contracts are not offered.  These types of 
providers are not listed in the provider directory. 
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• Services associated with admission by an in-network provider to an in-network hospital that are provided by 
hospital-based providers. 


• Facility and hospital-based provider services received in Washington from a hospital that has a provider 
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t 
have admitting privileges at a Heritage hospital. 


• Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico 
and the U.S. Virgin Islands. 


If a covered service is not available from an in-network provider, you can receive benefits for services provided by 
an out-of-network provider at the in-network benefit level.  However, you must request this before you get the 
care.  See Pre-Approval to find out how to do this. 


IMPORTANT PLAN INFORMATION 
This section of your booklet explains the types of expenses you must pay for covered services before the benefits 
of this plan are provided.  (These are called “cost-shares” in this booklet.)  To prevent unexpected out-of-pocket 
expenses, it’s important for you to understand what you’re responsible for.   


The allowed amount is also explained. 


You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs. 


COPAYMENTS (COPAYS) 
Copayments (“copays”) are fixed up-front dollar amounts that you’re required to pay for certain covered services.  
Your provider of care may ask that you pay the copay at the time of service.  If the amount billed is less than the 
copay, you only pay the amount billed. 


Professional Visit Copay Certain services in the doctor's office don’t require a copay.  However, the 
Professional Visit Copay may apply if you have a consultation with the provider or receive other services.  
Separate copays will apply if you see more than one provider on the same day.  But only one copay per provider 
per day will apply.  If the copay amounts differ, the highest will apply. 


CALENDAR YEAR DEDUCTIBLE 
A calendar year deductible is the amount of expense you must incur in each calendar year for covered services 
and supplies before this plan provides certain benefits.  The amount credited toward the calendar year deductible 
for any covered service or supply won’t exceed the allowed amount (please see the Allowed Amount subsection 
below in this booklet). 


While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum 
number of visits or days of care that can be covered.  We don't count allowed amounts that apply to your 
individual in-network or out-of-network calendar year deductibles toward dollar benefit maximums.  But if you 
receive services or supplies covered by a benefit that has any other kind of maximum, we do count the services 
or supplies that apply to either of your individual calendar year deductibles toward that maximum. 


Individual Deductible 


An “Individual Deductible” is the amount each member must incur and satisfy before certain benefits of this plan 
are provided. 


Family Deductible 


We also keep track of the expenses applied to the individual deductible that are incurred by all enrolled family 
members combined.  When the total equals a set maximum, called the “Family Deductible,” we will consider the 
individual deductible of every enrolled family member to be met for the year.  Only the amounts used to satisfy 
each enrolled family member's individual deductible will count toward the family deductible. 


Fourth Quarter Carryover 


Expenses you incur for covered services and supplies in the last 3 months of a calendar year which are used to 
satisfy all or part of the calendar year deductible will also be used to satisfy all or part of the next year's 
deductible.  If your plan also includes an out-of-pocket maximum, however, the expenses carried over to satisfy 
the next year's deductible will not be applied to the next year's out-of-pocket maximum. 
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What Doesn’t Apply To The Calendar Year Deductible? 


Amounts that don’t accrue toward this plan’s calendar year deductible are: 
• Amounts that exceed the allowed amount 
• Charges for excluded services 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 
• Copays 
• The coinsurance for in-network pharmacies stated in the Summary Of Your Costs 


COINSURANCE  
“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive.  It's the 
percentage you’re responsible for, not including copays and the calendar year deductible, when the plan provides 
benefits at less than 100% of the allowed amount.  You will find your coinsurance in the Summary Of Your 
Costs. 


OUT-OF-POCKET MAXIMUM 
The “individual out-of-pocket maximum” is the maximum amount, made up of the cost-shares below, that each 
individual could pay each calendar year for certain covered services and supplies.  Please refer to the Summary 
Of Your Costs for the amount of out-of-pocket maximums you're responsible for. 


Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of 
allowed amounts for the remainder of that calendar year for covered services that are subject to the 
maximum. 


Cost-shares that apply to the out-of-pocket maximum are: 
• Your coinsurance 
• The calendar year deductible 


Once the family deductible is met, your individual deductible will be satisfied.  However, you must still pay any 
other cost-shares shown in the Summary Of Your Costs until your individual out-of-pocket maximum is 
reached. 


• Copays 
• The difference in cost between a brand name drug and an equivalent generic drug when the plan requires the 


generic drug to be dispensed in place of the brand name drug. 


There are some exceptions.  Expenses that do not apply to the out-of-pocket maximum are: 
• Charges above the allowed amount 
• Charges not covered by the plan 
• Your cost-shares for services of out-of-network providers.  However, benefits that always apply in-network cost-


shares, like the Emergency Room benefit, will apply toward the out-of-pocket maximum. 
• Your cost-shares for covered drugs purchased from out-of-network pharmacies. 
• Copays for exams covered under the Hearing Exams benefit 


We keep track of the total cost-shares applied to the individual out-of-pocket maximum that are incurred by all 
enrolled family members combined.  When this total equals a set maximum, called the “Family Out-of-Pocket 
Maximum,” we will consider the individual out-of-pocket maximum of every enrolled family member to be met for 
that calendar year.  Only the amounts used to satisfy each enrolled family member’s individual out-of-pocket 
maximum will count toward the family out-of-pocket maximum. 


ALLOWED AMOUNT 
This plan provides benefits based on the allowed amount for covered services.  We reserve the right to determine 
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative 
services agreement with us.  The allowed amount is described below.  There are different rules for emergency 
services.  These rules are shown below the general rules. 
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General Rules 
• Providers In Washington and Alaska Who Have Agreements With Us 


For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant 
to the applicable agreement between us and the provider.  These providers agree to seek payment from us 
when they furnish covered services to you.  You’ll be responsible only for any applicable calendar year 
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services 
and supplies not covered under this plan. 
Your liability for any applicable calendar year deductibles, coinsurance, copays and amounts applied toward 
benefit maximums will be calculated on the basis of the allowed amount. 


• Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield 
Licensees 
For covered services and supplies received outside the service area, allowed amounts are determined as 
stated in the What Do I Do If I’m Outside Washington And Alaska? section (Out-Of-Area Care) in this 
booklet. 


• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 
The allowed amount for providers in the service area that don't have a contract with us is the least of the three 
amounts shown below.  The allowed amount for providers outside the service area that don't have a contract 
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below. 
• An amount that is no less than the lowest amount we pay for the same or similar service from a comparable 


provider that has a contracting agreement with us 
• 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if 


available 
• The provider’s billed charges.  Note: Ambulances are always paid based on billed charges. 
If applicable law requires a different allowed amount than the least of the three amounts above, this plan will 
comply with that law. 


Dialysis Due To End Stage Renal Disease 
• Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees 


The allowable charge is the amount explained above in this definition. 
• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 


The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the 
Medicare-approved amount and no more than 90% of billed charges.   
The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved 
amount, even when a member who is eligible for Medicare does not enroll in Medicare.  
See the Dialysis benefit for more details. 


Emergency Care 
Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the 
following amounts: 
• The median amount that Heritage network providers have agreed to accept for the same services 
• The amount Medicare would allow for the same services 
• The amount calculated by the same method the plan uses to determine payment to out-of-network providers 
In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount. 
When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or 
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of 
the allowed amount (see the Summary Of Your Costs for further detail). 
Note:  Non-contracted ambulances are always paid based on billed charges. 


The allowed amount will be the amount allowed for out-of-network providers even when the provider's services 
are covered at the in-network benefit level. 
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If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID 
card. 


COVERED SERVICES 
This section of your booklet describes the services and supplies that the plan covers.  Benefits are available for a 
service or supply described in this section when it meets all of these requirements: 
• It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness, 


disease or injury. 
• It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a 


medically necessary setting. 
• It must not be excluded from coverage under this plan. 
• The expense for it must be incurred while you’re covered under this plan. 
• It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing 


services within the scope of his or her license or certification. 
• It must meet the standards set in our medical and payment policies.  The plan uses policies to administer the 


terms of the plan.  Medical policies are generally used to further define medical necessity or investigational 
status for specific procedures, drugs, biologic agents, devices, level of care or services.  Payment policies 
define our provider billing and payment rules.  Our policies are based on accepted clinical practice guidelines 
and industry standards accepted by organizations like the American Medical Association (AMA), other 
professional societies and the Center for Medicare and Medicaid Services (CMS).  Our policies are available to 
you and your provider at www.premera.com or by calling Customer Service. 


Benefits for some types of services and supplies may be limited or excluded under this plan.  Please refer to the 
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered 
services and supplies, limitations and exclusions.  You will find limits on days or visits and dollar limits in the 
Summary Of Your Costs. 


The Summary Of Your Costs also explains your cost-shares under each benefit. 


Acupuncture 
This benefit covers acupuncture to: 
• Relieve pain 
• Provide anesthesia for surgery 
• Treat a covered illness, injury, or condition 


Allergy Testing and Treatment 
This benefit covers: 
• Testing 
• Allergy shots 
• Serums 


Ambulance 
This benefit covers:  
• Transport to the nearest facility that can treat your condition 
• Medical care you get during the trip 
• Transport from one medical facility to another as needed for your condition 
• Transport to your home when medically necessary 


These services are only covered when:   
• Any other type of transport would put your health or safety at risk 
• The service is from a licensed ambulance 
• It is for the member who needs transport 
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Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detail. 


Blood Products and Services 
Benefits are provided for blood and blood derivatives. 


Chemotherapy And Radiation Therapy 
This benefit covers: 
• Outpatient chemotherapy and radiation therapy 
• Supplies, solutions and drugs 
• Extractions to prepare the jaw for radiation treatment 


For drugs you get from a pharmacy, see Prescription Drug.  Some services need to be pre-approved before you 
get them.  See Pre-Approval for details. 


Clinical Trials 
A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and 
other life-threatening conditions. 


This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.  
The clinical trial must be suitable for your health condition.  You also have to be enrolled in the trial at the time of 
treatment. 


Benefits are based on the type of service you get.  For example, if you have an office visit, it's covered under 
Professional Visits And Services and if you have a lab test, it's covered under Diagnostic Lab, X-Ray And 
Imaging. 


This benefit doesn't cover: 
• Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect 


information for the trial) 
• The drug, device or services being tested 
• Travel costs to and from the clinical trial 
• Housing, meals, or other nonclinical expenses 
• A service that isn't consistent with established standards of care for a certain condition 
• Services, supplies or drugs that would not be charged to you if there were no coverage. 
• Services provided to you in a clinical trial that are fully paid for by another source 
• Services that are not routine costs normally covered under this plan 


Dental Care 
This benefit will only be provided for the dental services listed below. 


Dental Anesthesia 


Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care 


This benefit covers: 
• Hospital or other facility care 
• General anesthesia provided by an anesthesia professional other than the dentist or the physician performing 


the dental care 


This benefit is covered for any one of the following reasons: 
• The member is under age 19 and failed patient management in the dental office 
• The member has a disability, medical or mental health condition making it unsafe to have care in a dental office 
• The severity and extent of the dental care prevents care in a dental office 
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Dental Injury 


Treatment of dental injuries to teeth, gum and jaw. 


This benefit covers: 
• Exams 
• Consultations 
• Dental treatment 
• Oral surgery 


This benefit is covered on sound and natural teeth that: 
• Do not have decay 
• Do not have a large number of restorations such as crowns or bridge work 
• Do not have gum disease or any condition that would make them weak 


Care is covered within 12 months of the injury.  If more time is needed, please ask your doctor to contact 
Customer Service. 


This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.  


Diagnostic Lab, X-Ray And Imaging 
Covered services include: 
• Bone density screening for osteoporosis 
• Cardiac testing 
• Pulmonary function testing 
• Diagnostic imaging and scans such as x-rays 
• Lab services 
• Mammograms (including 3-D mammograms) for a medical condition 
• Neurological and neuromuscular tests 
• Pathology tests 
• Echocardiograms 
• Ultrasounds 
• Computed Tomography (CT) scan 
• Nuclear cardiology 
• Magnetic Resonance Imaging (MRI) 
• Magnetic Resonance Angiography (MRA) 
• Positron Emission Tomography (PET) scan 
• Vitamin D testing 


For additional details see the following benefits: 
• Preventive Care 
• Hospital 
• Emergency Room  


Some tests need to be approved before you receive them.  See Pre-Approval for details. 


Dialysis 
When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare.  If eligible, it is 
important to enroll in Medicare as soon as possible.  When you enroll in Medicare, this plan and Medicare will 
coordinate benefits.  In most cases, this means that you will have little or no out-of-pocket expenses.  
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Medicare has a waiting period, generally the first 90 days after dialysis starts.  Benefits are different for dialysis 
during Medicare's waiting period than after the waiting period ends.  Please see the Summary Of Your Costs. 


In-Network providers are paid according to their provider contracts.  The amount the plan pays out-of-network 
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do 
not enroll in Medicare. 


If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will 
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered 
services.  See Allowed Amount in Important Plan Information for more information. 


Emergency Room 
This benefit covers:  
• Emergency room and doctor services 
• Equipment, supplies and drugs used in the emergency room 
• Services and exams used for stabilizing an emergency medical condition 
• Diagnostic tests performed with other emergency services 
• Medically necessary detoxification 


You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See 
Pre-Approval for details. 


You may need to pay charges over the allowed amount if you get care from a provider not in your network. See 
How Providers Affect Your Costs for details. 


Foot Care 
This benefit covers: 
• Medically necessary foot care 
• Treatment of corns and calluses 
• Treatment of certain toenail conditions 


Hearing Care 
Hearing Exams 


Hearing exam services include: 
• Examination of the inner and exterior of the ear 
• Observation and evaluation of hearing, such as whispered voice and tuning fork 
• Case history and recommendations 
• Hearing testing services, including the use of calibrated equipment. 


The Hearing Exams benefit doesn’t cover hearing hardware or fitting examinations for hearing hardware. 


Hearing Hardware 


To receive your hearing hardware benefit: 
• You must be examined by a licensed physician (M.D. or D.O.) or audiologist (CCC-A or CCC-MSPA) before 


obtaining hearing aids 
• You must purchase a hearing aid device 


Benefits are provided for the following: 
• Hearing aids (monaural or binaural) prescribed as a result of an exam 
• Ear molds 
• The hearing aid instruments 
• Hearing aid rental while the primary unit is being repaired 
• The initial batteries, cords and other necessary ancillary equipment 
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• A warranty, when provided by the manufacturer 
• A follow-up consultation within 30 days following delivery of the hearing aids with either the prescribing 


physician or audiologist 
• Repairs, servicing, and alteration of hearing aid equipment purchased under this benefit 


This benefit doesn’t cover: 
• Hearing aids purchased before your effective date of coverage under this plan 
• Batteries or other ancillary equipment other than that obtained upon purchase of the hearing aids 
• Hearing aids that exceed the specifications prescribed for correction of hearing loss 
• Expenses incurred after your coverage under this plan ends unless hearing aids were ordered before that date 


and were delivered within 90 days after the date your coverage ended 
• Charges in excess of this benefit.  These expenses are also not eligible for coverage under other benefits of 


this plan. 


Home Health Care 
Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by 
staff who works for a home health agency that is state-licensed or Medicare-certified. 


Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor. 
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in 
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the 
plan. 


This benefit covers:  
• Home visits and short-term nursing care 
• Home medical equipment, supplies and devices 
• Prescription drugs given by the home health care agency 
• Therapy, such as physical, occupational or speech therapy to help regain function 


Only the following employees of a home health agency are covered:  
• A registered nurse 
• A licensed practical nurse 
• A licensed physical or occupational therapist 
• A certified speech therapist 
• A home health aide directly supervised by one of the above listed providers 
• A person with a master’s degree in social work 


This benefit does not cover:  
• Over-the-counter drugs, solutions and nutritional supplements 
• Non-medical services, such as housekeeping 
• Services that bring you food, such as Meals on Wheels, or advice about food 
• Private duty or 24-hour nursing care.  Private duty nursing is the independent hiring of a nurse by a family or 


member to provide care without oversight by a home health agency.  The care may be skilled, supportive or 
respite in nature. 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies 
This benefit covers: 


Home Medical Equipment (HME), fitting expenses and sales tax.  This plan also covers rental of HME, not to 
exceed the purchase price.  


Covered items include: 
• Wheelchairs 
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• Hospital beds 
• Traction equipment 
• Ventilators 
• Diabetic equipment, such as an insulin pump 


Medical Supplies such as: 
• Dressings  
• Braces 
• Splints 
• Rib belts 
• Crutches  
• Blood glucose monitor and supplies 
• Supplies for an insulin pump 


Medical Vision Hardware to correct vision due to medical eye conditions such as: 
• Corneal ulcer 
• Bullous keratopathy 
• Recurrent erosion of cornea 
• Tear film insufficiency 
• Aphakia 
• Sjogren’s disease 
• Congenital cataract 
• Corneal abrasion 
• Keratoconus 
• Progressive high (degenerative) myopia 
• Irregular astigmatism 
• Aniridia 


External Prosthetics and Orthotic Devices used to: 
• Replace absent body limb and/or 
• Replace broken or failing body organ 


Orthopedic Shoes and Shoe Inserts 


Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot 
problems. 


You must have a written order for the items. Your doctor must state your condition and estimate the period of its 
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval). 


This benefit does not cover: 
• Hypodermic needles, lancets, test strips, testing agents and alcohol swabs.  These services are covered under 


Prescription Drug. 
• Supplies or equipment not primarily intended for medical use 
• Special or extra-cost convenience features 
• Items such as exercise equipment and weights 
• Over bed tables, elevators, vision aids, and telephone alert systems 
• Over-the-counter orthotic braces and/or cranial banding 
• Non-wearable external defibrillators, trusses and ultrasonic nebulizers 
• Blood pressure cuffs/monitors (even if prescribed by a physician) 
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• Enuresis alarm 
• Compression stockings which do not require a prescription 
• Physical changes to your house or personal vehicle 
• Orthopedic shoes used for sport, recreation or similar activity 
• Penile prostheses 
• Routine eye care 
• Prosthetics, intraocular lenses, equipment or devices which require surgery.  These items are covered under 


the Surgery benefit. 


Hospice Care 
To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and 
approved by a physician (M.D. or D.O.).  In the plan of care, the physician must certify that confinement in a 
hospital or skilled nursing facility would be required without hospice services. 


The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is 
licensed or certified by the state it operates in.  See the Summary Of Your Costs for limits. 


Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist 
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech, 
Language, and Hearing Association; a home health aide directly supervised by one of the above providers 
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a 
master’s degree in social work. 


The Hospice Care benefit covers: 
• Hospice care for a terminally ill member, for up to 6 months.  Benefits may be provided for up to an additional 6 


months of care when needed.  The initial 6-month period starts on the first day of covered hospice care.   
• Palliative care for a member who has a serious or life-threatening condition that is not terminal.  Coverage of 


palliative care can be extended based on the member's specific condition.  Coverage includes expanded 
access to home-based care and care coordination. 


Covered services are: 
• In-home intermittent hospice visits by one or more of the hospice employees above.   
• Respite care to relieve anyone who lives with and cares for the terminally ill member. 
• Inpatient hospice care This benefit provides for inpatient services and supplies used while you’re a hospice 


inpatient, such as solutions, medications or dressings, when ordered by the attending physician. 
• Insulin and Other Hospice Provider Prescribed Drugs Benefits are provided for prescription drugs and 


insulin furnished and billed by a hospice. 


This benefit doesn’t cover: 
• Over-the-counter drugs, solutions and nutritional supplements 
• Services provided to someone other than the ill or injured member 
• Services of family members or volunteers 
• Services, supplies or providers not in the written plan of care or not named as covered in this benefit 
• Non-medical services, such as spiritual, bereavement, legal or financial counseling 
• Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for 


those of a home health aide as prescribed by the plan of care; and transportation services 


Hospital 
This benefit covers: 
• Inpatient room and board 
• Doctor and nurse services 
• Intensive care or special care units 
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• Operating rooms, procedure rooms and recovery rooms 
• Surgical supplies and anesthesia 
• Drugs, blood, medical equipment and oxygen for use in the hospital 
• X-ray, lab and testing billed by the hospital 


Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not 
have a network contract at all.  In that case, you will have to pay any amounts over the allowed amount. 


You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers 
Affect Your Costs for details. 


We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details. 


This benefit does not cover: 
• Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or 


your condition makes inpatient care medically necessary 
• Any days of inpatient care beyond what is medically necessary to treat the condition 


Infusion Therapy 
Fluids infused into the vein through a needle or catheter as part of your course of treatment. 


Infusion examples include: 
• Drug therapy 
• Pain management 
• Total or partial parenteral nutrition (TPN or PPN) 


This benefit covers:  
• Outpatient facility and professional services 
• Professional services provided in an office or home 
• Prescription drugs, supplies and solutions used during infusion therapy 


This benefit does not cover over-the-counter:  
• Drugs and solutions 
• Nutritional supplements 


Mastectomy and Breast Reconstruction 
Mastectomy and breast reconstruction services are covered on the same basis as any other condition. 


Benefits are provided for mastectomy necessary due to disease, illness or injury. 


This benefit covers: 
• Reconstruction of the breast on which mastectomy was performed 
• Surgery and reconstruction of the other breast to produce a similar appearance 
• Physical complications of all stages of mastectomy, including lymphedema treatment and supplies 
• Inpatient care 


Planned hospital admissions require pre-approval, see Pre-Approval for details. 


Maternity Care 
Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female 
members. 


The Maternity Care benefit includes coverage for abortion. 
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Facility Care 


This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including 
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on 
accepted medical practice. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Plan benefits are also provided for medically necessary supplies related to home births. 


Professional Care 
• Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of 


congenital disorders of the fetus.  
• Delivery, including cesarean section, in a medical facility, or delivery in the home 
• Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Postpartum care includes services of the attending provider, a home health 
agency and/or registered nurse. 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.).  If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services 
received on multiple dates of service, this plan will cover those services as it would any other surgery.  Please see 
the Surgery benefit for details on surgery coverage. 


Please see the Preventive Care benefit for women's preventive care during and after pregnancy. 


Medical Foods 
Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding 
tube under strict supervision of a doctor.  They provide most of a person’s nutrition. They are designed to treat a 
specific problem that can be detected using medical tests. 


This benefit covers: 
• Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU)) 
• Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach 


and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder) 
• Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption) 


disorder 
• Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a 


tube 


Medical foods must be prescribed and supervised by doctors or other health care providers. 


This benefit does not cover: 
• Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions 
• Specialized infant formulas 
• Lactose-free foods 


Mental Health Care 
Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as 
stated below. 
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Services must be consistent with published practices that are based on evidence when available or follow clinical 
guidelines or a consensus of expert opinion published by national mental health professional organizations or 
other reputable sources.  If no such published practices apply, services must be consistent with community 
standards of practice. 


Covered mental health services are: 
• Inpatient care  
• Outpatient therapeutic visits.  “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session 


with a mental health provider of a duration consistent with relevant professional standards as defined in the 
Current Procedural Terminology manual, published by the American Medical Association. 


• Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition) 
• Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism 


spectrum disorders. 
• Applied behavioral analysis (ABA) therapy for members with one of the following: 


• Autistic disorder 
• Autism spectrum disorder 
• Asperger's disorder 
• Childhood disintegrative disorder 
• Pervasive developmental disorder 
• Rett's disorder 
Covered ABA therapy includes treatment or direct therapy for identified members and/or family members.  Also 
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy 
assistants, and communication and coordination with other providers or school staff as needed. Delivery of all 
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called 
a Program Manager.  Covered ABA services are limited to activities that are considered to be behavior 
assessments or interventions using applied behavioral analysis techniques.  ABA therapy must be provided by: 
• A licensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist 
• A licensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered 


nurse practitioner (ARNP) 
• A licensed occupational or speech therapist 
• A licensed psychologist (Ph.D.) 
• A licensed community mental health agency or behavioral health agency that is also state-certified to provide 


ABA therapy. 
• A Board-Certified Behavior Analyst (BCBA).  This means a provider who is state-licensed if the State 


licenses behavior analysts (Washington does).  If the state does not require a license, the provider must be 
certified by the Behavior Analyst Certification Board.  BCBAs are only covered for ABA therapy that is within 
the scope of their license or board certification. 


• A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by 
a licensed provider or a BCBA. 


Mental health services other than ABA therapy must be furnished by one of the following types of providers to be 
covered: 
• Hospital 
• Washington state-licensed community mental health agency 
• Licensed physician (M.D. or D.O.) 
• Licensed psychologist (Ph.D.) 
• A state hospital operated and maintained by the state of Washington for the care of the mentally ill 
• Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet) 


who is licensed or certified by the state in which the care is provided, and who is providing care within the 
scope of his or her license. 
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When medically appropriate, services may be provided in your home. 


For psychological and neuropsychological testing and evaluation benefit information, please see the 
Psychological and Neuropsychological Testing benefit. 


For chemical dependency treatment information, please see the Substance Use Disorder benefit. 


For prescription drug benefit information, please see the Prescription Drug benefit. 


The Mental Health Care benefit doesn’t cover: 
• Psychological treatment of sexual dysfunctions, including impotence and frigidity 
• Outward bound, wilderness, camping or tall ship programs or activities 
• Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered 


mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic 
evaluations, vocational, educational or academic placement evaluations. 


Neurodevelopmental Therapy (Habilitation) 
Benefits are provided for the treatment of neurodevelopmental disabilities.  The following inpatient and outpatient 
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to 
maintain function where significant physical deterioration would occur without the therapy.  This benefit includes 
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered 
neurodevelopmental therapy. 


Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism 
spectrum disorders, are covered under the Mental Health Care benefit. 


Inpatient Care Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility 
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting. 


Outpatient Care Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all of 
the following provisions: 
• The member must not be confined in a hospital or other medical facility 
• Services must be furnished and billed by a hospital, rehabilitation facility that meets our clinical standards, 


physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath 


A “visit” is a session of treatment for each type of therapy.  Each type of therapy combined accrues toward the 
above visit maximum.  Multiple therapy sessions on the same day will be counted as one visit, unless provided by 
different health care providers. 


The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition.  Once a 
calendar year maximum has been exhausted under one of these benefits, no further coverage is available. 


This benefit doesn't cover: 
• Recreational, vocational, or educational therapy; exercise or maintenance-level programs 
• Social or cultural therapy 
• Treatment that isn't actively engaged in by the ill, injured or impaired member 
• Gym or swim therapy 
• Custodial care 


Newborn Care 
Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To continue benefits beyond the 3-week period, please see the 
dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does 
Coverage Begin? sections. 


If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically 
covered for the first 3 weeks.  For newborn enrollment information, please see the Who Is Eligible For 
Coverage? and When Does Coverage Begin? sections. 
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Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and 
other provisions as specified in this plan.  Services must be consistent with accepted medical practice and 
ordered by the attending provider in consultation with the mother. 


Hospital Care 


The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in 
consultation with the mother, based on accepted medical practice.  Also covered are any required readmissions 
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn't apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Professional Care 


Benefits for services received in a provider’s office are subject to the terms of the Professional Visits And 
Services benefit.  Well-baby exams in the provider's office are covered under the Preventive Care benefit.  This 
benefit covers: 
• Inpatient newborn care, including newborn exams 
• Follow-up care consistent with accepted medical practice that's ordered by the attending provider, in 


consultation with the mother.  Follow-up care includes services of the attending provider, a home health agency 
and/or a registered nurse. 


• Circumcision 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.). 


This benefit doesn’t cover immunizations and outpatient well-baby exams.  See the Preventive Care 
benefit for coverage of immunizations and outpatient well-baby exams. 


Prescription Drug 
What’s Covered 


This benefit only covers drugs that are approved by the US Food and Drug Administration (FDA) that you get from 
a licensed pharmacy for take-home use.  Covered drugs include the drugs and items listed below.  All drugs and 
other items must be medically necessary. 


Diabetic Drugs 


Shots You Give Yourself  
• Prescribed drugs for shots that you give yourself, such as insulin 
• Needles, syringes, alcohol swabs, test strips, testing agents and lancets. 


Nicotine Habit-Breaking Drugs Prescription brand and generic drugs to help you break a nicotine habit.  
Generic over-the-counter drugs are also covered.  


Oral Chemotherapy This benefit covers drugs you can take by mouth that can be used to kill cancer cells or slow 
their growth.  This benefit only covers the drugs that you get from a pharmacy. 


Glucagon and Allergy Emergency Kits 


Prescription Vitamins 


Specialty drugs These drugs treat complex or rare health problems.  An example is rheumatoid arthritis.  
Specialty drugs also need special handling, storage, administration or patient monitoring.  They are high cost and 
can be shots you give yourself. 
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Human growth hormone Human growth hormone is covered only for medical conditions that affect growth.  It is 
not covered when the cause of short stature is unknown.  Human growth hormone is a specialty drug.  It is not 
covered under other benefits of this plan. 


Birth Control 


All FDA-approved female prescription and over-the-counter oral birth control drugs, supplies and devices.  See 
Prescription Drug in the Summary Of Your Costs.  You must buy over-the-counter supplies and devices at the 
pharmacy counter.  For sterilization, shots or devices from your doctor, see Preventive Care. 


PV2 Preventive Drugs  The plan also covers drugs on our PV2 list.  PV2 drugs are effective in controlling health 
problems such as heart disease.  Our Pharmacy Committee reviews the list throughout the year.  They update the 
PV2 list when needed.  The review process is the same as the process described in “Questions And Answers 
About Your Pharmacy Benefits” later in this benefit. 


Please call customer service or log in to the member portal on our Web site to find out if a drug is on the PV2 list.  
The phone number and our Web address are on the back of this booklet. 


Preventive Drugs Required By The Affordable Care Act that your doctor prescribes 


Off-Label Uses The US Food and Drug Administration (FDA) approves prescription drugs for specific health 
conditions or symptoms.  Some drugs are prescribed for uses other than those the FDA has approved.  The plan 
covers such drugs if the use is recognized as effective in standard drug reference guides put out by the American 
Hospital Formulary Service, the American Medical Association, the US Pharmacopoeia, or other reference guides 
also recognized by the Federal Secretary of the US Health and Human Services department or the Insurance 
Commissioner.   


Drug uses that are not recognized by one of the above standard drug reference guides can be covered if they are 
recognized by the Secretary of the US Health and Human Services department or by the majority of relevant, 
peer-reviewed medical literature.  For more details, see the definition of “prescription drug” in the Definitions 
section of this booklet. 


Compound Medications To be covered, these must contain at least one covered prescription drug 


GETTING PRESCRIPTIONS FILLED 
It is always a good idea to show your Premera Blue Cross ID card when you go to the pharmacy. 


See question 6 of Questions And Answers About Your Pharmacy Benefits for exceptions to the 
supply limits shown in this table. 


Pharmacy Supply Limit Instructions 


In-Network Retail or 
In-Network Specialty 
Pharmacies 


30 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Out-Of-Network 
Retail Pharmacies 


30 days • Pay the full cost of the drug at the pharmacy.   
• Send Premera a claim. See How Do I File A Claim? in 


this booklet for instructions. 


In-Network Mail-
Order Pharmacy 
(Out-of-network 
mail-order 
pharmacies are not 
covered) 


90 days • Allow 2 weeks for your prescription to be filled. 
• Ask your doctor to prescribe up to a 90-day supply of the 


drug you need. 
• Send your prescriptions and a pharmacy mail-order form to 


the mail-order pharmacy. You can download the form from 
our website or call us for a copy. Our website and phone 
numbers are on the back cover of this booklet. 


Exclusions 


This benefit does not cover: 
• Over-the-counter drugs and supplies, even if you have a prescription, that are not listed as covered above.  For 


example, the plan does not cover vitamins, food and dietary supplements (such as baby formula or protein 
powder), or herbal or naturopathic medicines. 
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• Drugs used to improve your looks, such as drugs to increase hair growth 
• Drugs for experimental or investigational use.  (See Definitions.) 
• Blood or blood derivatives.  See the Blood Products And Services benefit for coverage. 
• More refills than the number prescribed, or any refill dispensed more than one year after the prescriber's 


original order 
• Drugs for use while you are in a health care facility or provider’s office, or take-home drugs dispensed and 


billed by a health care facility.  The exceptions are for specialty drugs. 
• Replacement of lost or stolen items 
• Solutions and drugs that you get through a shot or through an intravenous needle, a catheter or a feeding tube.  


(The exception is a shot you give yourself.)  Please see the Infusion Therapy benefit. 
• Drugs to treat sexual dysfunction 
• Drugs to manage your weight 
• Medical equipment and supplies that are not listed as covered above.  See the Home Medical Equipment 


(HME), Orthotics, Prosthetics And Supplies benefit for coverage. 
• Immunization agents and vaccines.  See the Preventive Care benefit. 
• Drugs for fertility treatment or assisted reproduction procedures. 
• The plan does not cover some of the drugs in certain drug classes.  An example is proton pump inhibitors. 


However, except for the exclusions above, this benefit covers at least 1 drug in every drug class in the 
Essentials drug lists.  (A drug class is a group of drugs that may work in the same way, have a similar chemical 
structure, or may be used to treat the same conditions or group of conditions.)  Please call Customer Service or 
visit our website for more information or to find out if a certain drug is covered.  If your drug is not covered, 
please work with your provider to find an alternative drug in that drug class that the plan does cover. 


Pre-Approval For Prescription Drugs 
Certain prescription drugs you receive through a pharmacy must have pre-approval before you get them at a 
pharmacy, in order for the plan to provide benefits.  Your provider can ask for pre-approval by faxing a pre-
approval form to us.  This form is in the pharmacy section of our Web site at www.premera.com.  You will also 
find the specific list of prescription drugs requiring pre-approval on our Web site.  If your prescription drug is on 
this list, and you do not get pre-approval, when you go to the pharmacy to fill your prescription, your pharmacy will 
tell you that it needs to be pre-approved.  You or your pharmacy should call your provider to let them know.  Your 
provider can fax us a pre-approval form for review.  


You can buy the prescription drug before it is pre-approved, but you must pay the full cost.  If the drug is 
authorized after you bought it, you can send us a claim for reimbursement.  Reimbursement will be based on the 
allowed amount.  See How Do I File A Claim? for details. 


Sometimes, benefits for some prescription drugs may be limited to one or more of the following: 
• A set number of days’ supply 
• A specific drug or drug dose that is appropriate for a normal course of treatment 
• A specific diagnosis 
• You may need to get a prescription drug from an appropriate medical specialist 
• You may have to try a generic drug or a specified brand name drug first 


These limits are based on medical standards, the drug maker’s advice, and your specific case.  They are also 
based on FDA guidelines and medical articles and papers.  


Questions and Answers About Your Pharmacy Benefits 


1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage 
substitution for some drugs? 
Essentials Drug List 
This plan makes use of our Essentials drug list, sometimes called a “formulary.” 
Our Pharmacy and Therapeutics Committee makes the decisions about the drug list.  This committee 
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includes doctors and pharmacists from the community.  The committee reviews medical studies, scientific 
articles and papers and other information on drugs and their uses to choose safe and effective drugs for the 
list. 
The Essentials drug list includes preferred generic drugs, preferred brand name drugs, preferred specialty 
drugs, and certain non-preferred generic, brand name and specialty drugs.  (Preferred brand name drugs are 
brand name drugs that are only made by one drug company.)  Except for drugs excluded in Exclusions 
above in this benefit, the Essentials drug list covers at least 1 drug in every drug class but does not cover all 
the drugs in some drug classes.  Use the RX Search tool on our website or call Customer Service for a full 
list of drugs on the Essentials drug list. 
The plan also doesn’t cover certain categories of drugs.  These are listed under Exclusions earlier in this 
benefit. 
Certain drugs need pre-approval.  Please see Pre-Approval above in this benefit for more detail.  
Generic Drug Substitution 
This plan requires the use of appropriate generic drugs (as defined below).  When available, a generic drug 
will be dispensed in place of a brand name drug.  If there is no generic equivalent, you pay only the 
applicable brand name cost-share.  See the Summary Of Your Costs for the amount you pay.  You or the 
prescriber may request a brand name drug instead of a generic, but if a generic equivalent is available, you 
will have to pay the difference in price between the brand name drug and the generic equivalent along with 
the applicable brand name drug cost-share.  Please ask your pharmacist about the higher costs you will pay 
if you select a brand name drug. 
A “generic drug” is a prescription drug manufactured and distributed after the brand name drug patent of the 
innovator company has expired.  Generic drugs have an AB rating from the U.S. Food and Drug 
Administration (FDA).  The FDA considers them to be therapeutically equivalent to the brand name product.  
For the purposes of this plan, classification of a particular drug as a generic is based on generic product 
availability and cost as compared to the reference brand name drug. 
This benefit also covers “biological products.”  Examples are serums and antitoxins.  Generic substitution 
does not apply to biological products. 
Exceptions You or your provider may ask that the plan cover a drug or a drug dosage that is not on the 
Essentials drug list.  For the plan to cover a drug that is not in the Essentials drug list, your provider must 
show that 1 of 3 things is true: 
• You cannot tolerate the drugs that are on the Essentials drug list. 
• All covered drugs in any tier of the Essentials drug list will be (or have been) either ineffective or not as 


effective as the drug that is not on the list. 
• The dosage you need is not available in the drugs on the Essentials drug list. 
If your request to cover a drug not on the Essentials drug list is approved, the plan will cover the drug.  If your 
request is not approved, the plan will not cover the drug. 
Exception Process The request can be made in writing, electronically or by phone.  Your provider must give 
us a written or oral statement that confirms the need for the requested drug to treat your condition and states 
that the criteria above are met.  We have the right to ask for medical records that relate to the request. 
Within 15 calendar days after we get the information we need from your provider, we will let you or your 
provider know in writing if your request is approved  
If Your Request Is Urgent We will respond to your request within 72 hours after we get the information we 
need from your provider if 1 of the following is true: 
• Your health problem may put your life or health in serious danger. 
• You have already started taking the drug. 
The provider must confirm that 1 of the 2 situations above is true.  The provider must also explain the harm 
that would come to you if we did not respond to the request within 72 hours. 


2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use 
a drug I had been using? 
Our Pharmacy and Therapeutics Committee reviews the pharmacy drug list frequently throughout the year.  
It can decide to make a drug preferred or non-preferred at any point in the year.  The committee may also 
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add or remove a drug from the Essentials drug list during the year.  These changes can happen if new drugs 
appear on the market or new medical studies or other clinical information warrant the change. 
If you’re taking a drug that’s changed from preferred to non-preferred status, we'll notify you before the 
change.  We will also tell you if a drug you are taking is going to be removed from the Essentials drug list.  
The amount you pay is based on whether the drug is on the Essentials drug list as a preferred or non-
preferred drug on the date it is dispensed.  Whether the pharmacy is in the network or not on the date the 
drug is dispensed is also a factor. 


3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for 
drugs specified in this plan? 
The limitations and exclusions applicable to your prescription drug benefit, including categories of drugs for 
which no benefits are provided, are part of this plan’s overall benefit design, and can only be changed at the 
sole discretion of the Group.  The plan's rules about substitution of generic drugs are described above in 
question 1.  Please see Pre-Approval above in this benefit for more information about pre-approval. 
You can appeal any decision you disagree with.  Please see the Complaints And Appeals section in this 
booklet, or call our Customer Service department at the telephone numbers listed on the back cover of this 
booklet for information on how to submit an appeal. 


4. How much do I have to pay to get a prescription filled? 
You will find the amounts you pay for covered drugs in the Summary Of Your Costs. 


5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan? 
Yes.  You receive the highest level of benefits when you have your prescriptions filled by in-network 
pharmacies.  The majority of retail pharmacies in Washington are part of our pharmacy network.  Your 
benefit covers prescription drugs dispensed from an out-of-network pharmacy, but at a higher out-of-pocket 
cost to you as explained above. 
Our mail order program offers lower cost-shares and lets you buy larger supplies of your medications, but 
you must use our in-network mail order pharmacy. 
You can find an in-network pharmacy near you by consulting your provider directory, or calling the Pharmacy 
Locator Line at the toll-free telephone number found on the back of your ID card. 
Specialty drugs are covered only when you get them from specialty pharmacies.  Specialty pharmacies are 
pharmacies that focus on the delivery and clinical management of specialty drugs.  See the Summary Of 
Your Costs for more information. 


6. How many days’ supply of most medications can I get without paying another copay or other 
repeating charge? 
The dispensing limits (or days’ supply) for drugs dispensed at retail pharmacies and through the mail-order 
pharmacy benefit are described in the Getting Prescriptions Filled table above. 
Benefits for refills will be provided only when you have used 75% of a supply of a single medication.  The 
75% is calculated based on both of the following:  
• The number of units and days' supply dispensed on the last refill 
• The total units or days' supply dispensed for the same medication in the 180 days immediately before the 


last refill 
Exceptions to the supply limit are allowed:   
• A pharmacist can approve an early refill of a prescription for eye drops or eye ointment in some cases.  If 


you must pay a copay for the drug, the full copay is required for the early refill. 
• A different supply can be allowed so that a new drug can be refilled at the same time as drugs that you are 


already taking.  We will pro-rate the cost-shares to the exact number of days early that the refill is 
dispensed. 


The plan can also cover more than the 30-day or 90-day supply limit if the drug maker’s packaging does not 
let the exact amount be dispensed.  If you must pay a copay for the drug, you pay one copay for each 30-day 
supply from a retail pharmacy or one copay for each 90 day supply from the in-network mail-order pharmacy. 


7. What other pharmacy services does my health plan cover? 
This benefit is limited to covered prescription drugs and specified supplies and devices dispensed by a 
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licensed pharmacy.  Other services, such as consultations with a pharmacist, diabetic education or medical 
equipment, are covered by the medical benefits of this plan, and are described elsewhere in this booklet. 


Drug Discount Programs 


Pharmacy Benefit Drug Program For pharmacy benefit claims, Premera Blue Cross will pay the Group a 
prescription drug rebate payment equal to a specific amount per paid brand-name prescription drug claim.  
Prescription drug rebates Premera Blue Cross receives from its pharmacy benefit manager in connection with 
Premera Blue Cross's overall pharmacy benefit utilization may be more or less than the Group's rebate payment.  
The Group's rebate payment shall be made to the Group on a calendar year quarterly basis unless agreed upon 
otherwise. 


The allowed amount for prescription drugs may be higher than the price paid to the pharmacy benefit manager for 
those prescription drugs. 


Premera Blue Cross and the Group agree that the difference between the allowed amount for prescription drugs 
and the price paid to the pharmacy benefit manager, and the prescription drug payments received by Premera 
Blue Cross from its pharmacy benefit manager, constitutes Premera Blue Cross property, and not part of the 
compensation payable under Premera Blue Cross's contract with the Group, and that Premera Blue Cross is 
entitled to retain and shall retain such amounts and may apply them to the cost of its operations and the 
pharmacy benefit. 


Medical Benefit Drug Program The medical benefit drug program is separate from the pharmacy program.  It 
includes claims for drugs delivered as part of medical services.  For medical benefit drug claims, Premera Blue 
Cross may contract with subcontractors that have rebate contracts with various manufacturers.  Rebate 
subcontractors retain a portion of rebates collected as rebate administration fees.  Premera Blue Cross retains a 
portion of the rebate and describes the medical benefit drug rebate in the Group's annual accounting report.  The 
Group's medical benefit drug rebate payment shall be made to the Group on an annual basis when the rebate is 
$500 or more.  If less than $500, Premera will retain the medical benefit drug rebates. 


Preventive Care 
This plan pays for preventive care as shown in the Summary Of Your Costs.  Below is a summary of preventive 
care services. 


Preventive Exams 
• Routine adult and well-child exams.  Includes exams for school, sports and jobs 
• Department of Transportation physicals 
• Review of oral health for members under 19 
• Vision screening for members under 19 
• Depression screening 


Immunizations 
• Shots in a provider’s office 
• Flu shots, flu mist, whooping cough and other seasonal shots at a pharmacy or other community center 
• Shots needed for foreign travel at the county health department or a travel clinic 


Screening Tests 


Routine lab tests and imaging, such as: 
• Mammograms (includes 3D mammograms) 
• X-rays and EKG tests 
• Pap smears 
• Prostate-specific antigen tests 
• BRCA genetic tests for women at risk for certain breast cancers. 
• CBC, electrolyte panel, general health panel, hematocrit, hemoglobin, metabolic panel, thyroid stimulating 


hormone, thyroxin and urinalysis 
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Pregnant Women’s Care 
• Breastfeeding support and counseling 
• Purchase of standard electric breast pumps 
• Rental of hospital-grade breast pumps if medically necessary 
• Screening for postpartum depression 


Colon Cancer Screening 


As often as recommended by your doctor.  Includes: 
• Barium enema 
• Colonoscopy, sigmoidoscopy and fecal occult blood tests. The plan also covers a consultation before the 


colonoscopy and anesthesia your doctor thinks is medically necessary. 
• If polyps are found during a screening procedure, removing them and lab tests on them are also covered as 


preventive. 


Diabetes Screening 


Health Education and Training 


Outpatient programs and classes to help you manage pain or cope with covered conditions like heart disease, 
diabetes, or asthma. The program or class must have our approval. 


Nicotine Habit-Breaking Programs 


Programs to stop smoking, chewing tobacco or taking snuff. 


Nutritional Counseling and Therapy 


Office visits to discuss a healthy diet and eating habits and help you manage weight.  The plan covers screening 
and counseling for: 


• Members at risk for health conditions that are affected by diet and nutrition 
• Weight loss for children age 6 and older who are considered obese and for adults with a body mass index of 


30 kg/meter squared or higher.  This includes intensive behavioral interventions with more than one type of 
activity to help you set and achieve weight loss goals. 


Fall Prevention 


Risk assessments and advice on how to prevent falls for members who are age 65 or older and have a history of 
falling or have mobility issues 


Birth Control 
• Birth control devices, shots and implants. 


See Prescription Drug for coverage of prescription and over-the-counter drugs and devices. 
• Emergency contraceptives (“plan B”) 
• Tubal ligation.  When tubal ligation is done as a secondary procedure, only the charge for the procedure 


itself is covered under this benefit.  The related services, such as anesthesia, are covered as part of the 
primary procedure.  See Hospital and Surgery. 


• Vasectomy done in a doctor's office with a local anesthetic 


About Preventive Care 


Preventive care is a set of evidence-based services.  These services are based on guidelines required under 
state or federal law.  The guidelines come from: 
• Services that the United States Preventive Services Task Force has given an A or B rating 
• Immunizations that the Centers for Disease Control and Prevention recommends 
• Screening and other care for women, babies, children and teens that the Health Resources and Services 


Administration recommends. 
• Services that meet the standards in Washington state law. 
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Please go to this government website for more information: 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 


The agencies above may also change their guidelines from time to time.  If this happens, the plan will comply with 
the changes.   


Some of the covered services your doctor does during a routine exam may not be preventive at all.  The plan 
would cover them under other benefits.  They would not be covered in full.  


For example: 


During your preventive exam, your doctor may find a problem that needs further tests or screening for a proper 
diagnosis to be made.  Or, if you have a chronic disease, your doctor may check your condition with tests.  These 
types of tests help to diagnose or monitor your illness and would not be covered under the Preventive Care 
benefit.  You would have to pay the cost share under the plan benefit that covers the service or test. 


The Preventive Care benefit does not cover: 
• Take-home drugs or over-the-counter items.  Please see Prescription Drug. 
• Routine newborn exams while the child is in the hospital after birth.  Please see Newborn Care. 
• Routine or other dental care 
• Routine vision and hearing exams 
• Gym fees or exercise classes or programs 
• Services or tests for a specific illness, injury or set of symptoms.  Please see the plan's other benefits. 
• Physical exams for basic life or disability insurance 
• Work-related disability or medical disability exams 
• Purchase of hospital-grade breast pumps. 


Professional Visits And Services 
Benefits are provided for the examination, diagnosis and treatment of an illness or injury when such services are 
performed on an inpatient or outpatient basis, including your home.  Benefits are also provided for the following 
professional services when provided by a qualified provider: 
• Second opinions for any covered medical diagnosis or treatment plan 
• Biofeedback for migraines and other conditions for which biofeedback is not deemed experimental or 


investigational (see Definitions) 
• Repair of a dependent child’s congenital anomaly 
• Consultations with a pharmacist 
• Cardiac rehabilitation programs 
• Pulmonary rehabilitation programs 


For surgical procedures performed in a provider’s office, surgical suite or other facility benefit information, please 
see the Surgery benefit. 


For professional diagnostic services benefit information, please see the Diagnostic Lab, X-Ray And Imaging 
benefit. 


For home health or hospice care benefit information, please see the Home Health Care and Hospice Care 
benefits. 


For preventive or routine services, please see the Preventive Care benefit. 


For diagnosis and treatment of psychiatric conditions benefit information, please see the Mental Health Care 
benefit. 


For diagnosis and treatment of temporomandibular joint (TMJ) disorders benefit information, please see the 
Temporomandibular Joint Disorders (TMJ) Care benefit. 
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Electronic Visits 


This benefit will cover electronic visits (e-visits) from in-network providers when all the requirements below are 
met.  This benefit is only provided when three things are true: 
• Premera Blue Cross has approved the physician for e-visits.  Not all physicians have agreed to or have the 


software capabilities to provide e-visits. 
• The member has previously been treated in the approved physician's office and has established a patient-


physician relationship with that physician. 
• The e-visit is medically necessary for a covered illness or injury. 


An e-visit is a structured, secure online consultation between the approved physician and the member.  Each 
approved physician will determine which conditions and circumstances are appropriate for e-visits in their 
practice. 


Please call Customer Service at the number shown on the back cover of this booklet for help in finding a 
physician approved to provide e-visits. 


The Professional Visits and Services benefit doesn't cover: 
• Hair analysis or non-prescription drugs or medicines, such as herbal, naturopathic or homeopathic medicines or 


devices 
• EEG biofeedback or neurofeedback services 
• Rehabilitation that is not part of a cardiac or pulmonary rehabilitation program. 


Psychological and Neuropsychological Testing 
Covered services are psychological and neuropsychological testing, including interpretation and report 
preparation, necessary to prescribe an appropriate treatment plan.  This includes later re-testing to make sure the 
treatment is achieving the desired medical results.  Physical, speech or occupational therapy assessments and 
evaluations for rehabilitation are provided under the Rehabilitation Therapy benefit.   


See the Neurodevelopmental Therapy benefit for physical, speech or occupational therapy assessments and 
evaluations related to neurodevelopmental disabilities. 


Rehabilitation Therapy 
This plan covers rehabilitation therapy.  Benefits must be provided by a licensed physical therapist, occupational 
therapist, speech language pathologist or a licensed qualified provider. 


Rehabilitation therapy is therapy that helps get a part of the body back to normal health or function.  It includes 
therapy to 1) restore or improve a function that was lost because of an accidental injury, illness or surgery; or 2) to 
treat disorders caused by a physical congenital anomaly. 


Services provided for treatment of a mental health condition are provided under the Mental Health Care benefit. 


Services for pulmonary rehabilitation and cardiac rehabilitation are provided under the Professional Visits And 
Services benefit. 


Limits listed in the Summary Of Your Costs do not apply to rehabilitation related to treatment of cancer, such as 
for breast cancer rehabilitation therapy. 


Inpatient Care 


Inpatient rehabilitation care is covered when medically necessary and provided in a specialized inpatient 
rehabilitation center, which may be part of a hospital.  If you are already an inpatient, this benefit will start when 
your care becomes mainly rehabilitative and you are transferred to an inpatient rehabilitation center.  This benefit 
only covers care you receive within 24 months from the onset of the injury or illness or from the date of the 
surgery that made rehabilitation necessary. 


You must get pre-approval from us before you get treatment in an inpatient rehabilitation center.  See Pre-
Approval for details. 
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Outpatient Care 


This benefit covers the following types of outpatient therapy: 
• Physical, speech, hearing and occupational therapies.  Physical, speech, and occupational assessments and 


evaluations related to rehabilitation are also covered.  
• Cochlear implants 
• Home medical equipment, medical supplies and devices 


This benefit does not cover: 
• Pulmonary rehabilitation and cardiac rehabilitation.  See Professional Visits And Services for coverage.  
• Treatment that the ill, injured or impaired member does not actively take part in. 
• Inpatient rehabilitation received more than 24 months from the date of onset of the member’s injury or illness or 


from the date of the member’s surgery that made the rehabilitation necessary 
• Therapy for flat feet except to help you recover from surgery to correct flat feet. 


Skilled Nursing Facility Services 
This benefit includes: 
• Room and board 
• Skilled nursing services 
• Supplies and drugs 
• Skilled nursing care during some stages of recovery 
• Skilled rehabilitation provided by physical, occupational or speech therapists while in a skilled nursing facility 
• Short or long term stay immediately following a hospitalization 
• Active supervision by your doctor while in the skilled nursing facility 


We must approve all planned skilled nursing facility stays before you enter a skilled nursing facility.  See Pre-
Approval for details. 


This benefit does not cover: 
• Acute nursing care 
• Skilled nursing facility stay not immediately following hospitalization or inpatient stay 
• Skilled nursing care outside of a hospital or skilled nursing facility 
• Care or stay provided at a facility that is not qualified per our standards 


Sleep Studies 
This benefit covers medically necessary sleep studies to test for sleep apneas and for some sleep disorders that 
are not related to breathing problems. 


This plan does not cover home sleep studies for members under 19. 


Spinal and Other Manipulations 
This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


Substance Use Disorder 
This benefit covers inpatient and outpatient chemical dependency treatment and supporting services. 


Covered services include services provided by a state-approved treatment program or other licensed or certified 
provider. 


The current edition of the Patient Placement Criteria for the Treatment of Substance Related Disorders as 
published by the American Society of Addiction Medicine is used to determine if chemical dependency treatment 
is medically necessary. 
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Please Note:  Medically necessary detoxification is covered in any medically necessary setting.  Detoxification in 
the hospital is covered under the Emergency Room and Hospital benefits. 


The Substance Use Disorder benefit doesn’t cover: 
• Treatment of alcohol or drug use or abuse that does not meet the definition of “Chemical Dependency” as 


stated in the Definitions section of this booklet 
• Halfway houses, quarterway houses, recovery houses, and other sober living residences 


Surgery 
This benefit covers surgical services (including injections) that are not named as covered under other benefits, 
when performed on an inpatient or outpatient basis, in such locations as a hospital, ambulatory surgical facility, 
surgical suite or provider’s office.  Also covered under this benefit are: 
• Anesthesia or sedation and postoperative care as medically necessary. 
• Cornea transplantation, skin grafts, repair of a dependent child’s congenital anomaly, and the transfusion of 


blood or blood derivatives. 
• Colonoscopy and other scope insertion procedures are also covered under this benefit unless they qualify as 


preventive services as described in the Preventive Care benefit. 
• Surgery that is medically necessary to correct the cause of infertility. This does not include assisted 


reproduction techniques or sterilization reversal. 
• Repair of a defect that is the direct result of an injury, providing such repair is started within 12 months of the 


date of the injury. 
• Correction of functional disorders upon our review and approval. 


Select Centers Of Care 


Your health plan gives you access to Premera providers (including facilities) in Washington that have shown 
expertise and positive outcomes for certain health conditions shown in the Surgery section of the Summary Of 
Your Costs.  You also have access to Blue Distinction Centers Plus providers outside Washington for the same 
conditions.  Premera Blue Cross calls all these providers Select Centers Of Care.  Select Centers of Care can 
give you high quality care for complex medical situations.  


Services other than the specific spinal surgeries, cardiac procedures and the knee and hip replacements that are 
covered under this Select Centers Of Care benefit will be subject to your regular cost-shares, even if provided by 
a Select Center of Care.  If you do not get these services from a Select Center of Care, you also pay your regular 
cost-shares.   


Bariatric surgery is covered only when performed by a Select Center of Care. 


Pre-Approval is required.  See Pre-Approval (Prior Authorization) later in this booklet.  Premera Blue Cross will 
work with your doctor and the Select Center of Care to coordinate your care. 


Travel and Lodging 


If you live more than 50 miles from a Select Center of Care, this plan will cover travel and lodging necessary to 
get treatment from the nearest Select Center of Care that can treat you. 


Premera Blue Cross must approve the travel prior to departure and will arrange travel and lodging for you. 
• Travel:  Travel is covered only between your home and the Select Center of Care.  Round trip costs for air, 


train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and toll 
costs.   


• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 



http://www.irs.gov/
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• Costs Not Covered 
• Travel to a provider that is not a Select Center of Care 
• Travel that is not approved by Premera Blue Cross, even if the doctor refers you. 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 


• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Surgery benefit does not cover: 
• Organ, bone marrow or stem cell transplants.  Please see the Transplants benefit for coverage. 
• Services to change gender.  Please see the Transgender Services benefit. 
• Removal of excess skin or fat related to either weight loss surgery or the use of drugs for weight loss. 


Surgical Center Care – Outpatient 
Benefits are provided for services and supplies furnished by an outpatient surgical center. 


Telehealth Virtual Care 
Your plan covers real-time access to care via online and telephonic methods when medically appropriate. 


Services must be medically necessary to treat a covered illness, injury or condition. 


Your provider may provide these services or you may use our preferred telehealth provider.  See the back cover 
for contact information for the preferred telehealth provider. 


Temporomandibular Joint Disorders (TMJ) Care 
TMJ disorders are covered on the same basis as any other condition. 


TMJ disorders include those conditions that have some of the following symptoms: 
• Muscle pain linked with TMJ 
• Headaches linked with the TMJ 
• Arthritic problems linked with the TMJ 
• Clicking or locking in the jawbone joint 
• An abnormal range of motion or limited motion of the jawbone joint 


This benefit covers: 
• Exams 
• Consultations 
• Treatment  


Some services may be covered under other benefits sections of this plan with different or additional cost share, 
such as: 
• X-rays (see Diagnostic Lab, X-ray and Imaging) 
• Surgery (See Surgery) 
• Hospital (See Hospital) 


Some surgeries need to be pre-approved before you get them.  See Pre-Approval for details. 
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Therapeutic Injections 
This benefit covers: 
• Shots given in the doctor’s office 
• Supplies used during the visit, such as serums, needles and syringes 
• Three teaching doses for self-injectable specialty drugs 


This benefit does not cover: 
• Immunizations (see Preventive Care) 
• Self-injectable drugs (see Prescription Drug)  
• Infusion therapy (see Infusion Therapy) 
• Allergy shots (see Allergy Testing and Treatment) 


Transgender Services 
This benefit covers medically necessary services to change the gender you were born with.  To find the amounts 
you are responsible for, please see the Summary Of Your Costs.   


This benefit covers services which meet the standards in our medical policy.  Call Customer Service or visit our 
website at www.premera.com for the policy. 


See the Surgery benefit for gynecological, urologic and genital surgery for covered conditions other than gender 
identity disorder or gender dysphoria.  


See the Prescription Drug benefit for coverage of prescription drugs associated with transgender procedures. 


See the Mental Health Care benefit for coverage of mental health services. 


This benefit does not cover: 
• Transgender surgery for members under 18 
• Cosmetic procedures that are not medically necessary to make the gender change.  Examples are hair removal 


and procedures to change the voice. 
• Surgery to change the appearance of prior gender change procedures except when medically necessary to 


correct medical complications. 


Transplants 
The Transplants benefit is not subject to a separate benefit maximum other than the maximum for travel and 
lodging described below.  This benefit covers medical services only if provided by in-network providers or 
“Approved Transplant Centers.”  Please see the transplant benefit requirements later in this benefit for more 
information about approved transplant centers. 


Covered Transplants 


Organ transplants and bone marrow/stem cell reinfusion procedures must not be considered experimental or 
investigational for the treatment of your condition.  (Please see the Definitions section in this booklet for the 
definition of “experimental/investigational services.”)  The plan reserves the right to base coverage on all of the 
following: 
• Organ transplants and bone marrow/stem cell reinfusion procedures must meet the plan's criteria for coverage.  


The medical indications for the transplant, documented effectiveness of the procedure to treat the condition, 
and failure of medical alternatives are all reviewed. 
The types of organ transplants and bone marrow/stem cell reinfusion procedures that currently meet the plan's 
criteria for coverage are: 
• Heart 
• Heart/double lung 
• Single lung 
• Double lung 
• Liver 
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• Kidney 
• Pancreas 
• Pancreas with kidney 
• Bone marrow (autologous and allogeneic) 
• Stem cell (autologous and allogeneic) 
Please Note:  For the purposes of this plan, the term “transplant” doesn't include cornea transplantation, skin 
grafts or the transplant of blood or blood derivatives (except for bone marrow or stem cells).  These procedures 
are covered on the same basis as any other covered surgical procedure (please see the Surgery benefit). 


• Your medical condition must meet the plan's written standards. 
• The transplant or reinfusion must be furnished in an approved transplant center.  (An “approved transplant 


center” is a hospital or other provider that’s developed expertise in performing organ transplants, or bone 
marrow or stem cell reinfusion, and meets the other approval standards we use.)  We have agreements with 
approved transplant centers in Washington and Alaska, and we have access to a special network of approved 
transplant centers around the country.  Whenever medically possible, we’ll direct you to an approved transplant 
center that we’ve contracted with for transplant services. 
Of course, if none of our centers or the approved transplant centers can provide the type of transplant you 
need, this benefit will cover a transplant center that meets the written approval standards we follow. 


Recipient Costs 


This benefit covers transplant and reinfusion-related expenses, including the preparation regiment for a bone 
marrow or stem cell reinfusion.  Also covered are anti-rejection drugs administered by the transplant center during 
the inpatient or outpatient stay in which the transplant was performed. 


Donor Costs 


Covered donor services include selection, removal (harvesting) and evaluation of the donor organ, bone marrow 
or stem cell; transportation of donor organ, bone marrow and stem cells, including the surgical and harvesting 
teams; donor acquisition costs such as testing and typing expenses; and storage costs for bone marrow and stem 
cells for a period of up to 12 months. 


Travel And Lodging 


If you are getting a transplant, this benefit covers costs for your travel and lodging.  You must live more than 50 
miles from the approved transplant center, unless medically necessary treatment protocols require you to stay 
closer to the transplant center.  The plan covers travel and lodging up to the limits set by the IRS for the date you 
had the expense. 
• Travel:  Travel is covered only between your home and the approved transplant center.  Round trip costs for 


air, train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and 
toll costs.   


• Lodging:  Hotel or motel or other lodging for stays away from home. 
• Companions: Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs up to the IRS limits in place on the date you had the expense.  
The per day limits and requirements can change if IRS regulations change.  Please go to the IRS website, 
www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
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• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Transplants benefit doesn’t cover: 
• Organ, bone marrow and stem cell transplants, including any direct or indirect complications and aftereffects 


thereof, except as specifically stated under this benefit. 
• Services and supplies that are payable by any government, foundation or charitable grant.  This includes 


services performed on potential or actual living donors and recipients, and on cadavers. 
• Donor costs for an organ transplant or bone marrow or stem cell reinfusion that isn’t covered under this benefit, 


or for a recipient who isn’t a member 
• Donor costs for which benefits are available under other group or individual coverage 
• Non-human or mechanical organs, unless we determine they aren’t “experimental/investigational services” 


(please see the Definitions section in this booklet) 
• Personal care items 
• Planned storage of blood for more than 12 months against the possibility it might be used at some point in the 


future 


Urgent Care 
This benefit covers: 


Exams and treatment of: 
• Minor sprains 
• Cuts 
• Ear, nose and throat infections 
• Fever  


Some services done during the urgent care visit may be covered under other benefits of this plan with different or 
additional cost shares, such as: 
• X-rays and lab work 
• Shots or therapeutic injections  
• Office surgeries 


Urgent care centers can be part of a hospital or not. Please see the Summary of Your Costs for information 
about each type of center you may visit.  


WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? 
OUT-OF-AREA CARE 
As a member of the Blue Cross Blue Shield Association (“BCBSA”), Premera Blue Cross has arrangements with 
other Blue Cross and Blue Shield Licensees (“Host Blues”) for care outside our service area.  These 
arrangements are called “Inter-Plan Arrangements.”  Our Inter-Plan Arrangements help you get covered services 
from providers within the geographic area of a Host Blue. 


The BlueCard® Program is the Inter-Plan Arrangement that applies to most claims from Host Blues' in-network 
providers.  The Host Blue is responsible for its in-network providers and handles all interactions with them.  Other 
Inter-Plan Arrangements apply to providers that are not in the Host Blues' networks (non-contracted providers).  
This Out-Of-Area Care section explains how the plan pays both types of providers. 


Your getting services through these Inter-Plan Arrangements does not change what the plan covers, benefit 
levels, or any stated eligibility requirements.  Please call us if your care needs pre-approval. 


We process claims for the Prescription Drug benefit directly, not through an Inter-Plan Arrangement. 
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BlueCard Program 
Except for copays, we will base the amount you must pay for claims from Host Blues’ in-network providers on the 
lower of:  
• The provider’s billed charges for your covered services; or 
• The allowed amount that the Host Blue made available to us. 


Often, the allowed amount is a discount that reflects an actual price that the Host Blue pays to the provider.  
Sometimes it is an estimated price that takes into account a special arrangement with a single provider or a group 
of providers.  In other cases, it may be an average price, based on a discount that results in expected average 
savings for services from similar types of providers.  


Host Blues may use a number of factors to set estimated or average prices.  These may include settlements, 
incentive payments, and other credits or charges.  Host Blues may also need to adjust their prices to correct their 
estimates of past prices.  However, we will not apply any further adjustments to the price of a claim that has 
already been paid.  


Clark County Providers Services in Clark County, Washington are processed through the BlueCard Program.  
Some providers in Clark County do have contracts with us. These providers will submit claims directly to us, and 
benefits will be based on our allowed amount for the covered service or supply. 


Value-Based Programs You might have a provider that participates in a Host Blue's value-based program (VBP).  
Value-based programs focus on meeting standards for treatment outcomes, cost and quality, and for coordinating 
care when you are seeing more than one provider.  The Host Blue may pay VBP providers for meeting the above 
standards.  If the Host Blue includes charges for these payments in the allowed amount for a claim, you would 
pay a part of these charges if a deductible or coinsurance applies to the claim.  If the VBP pays the provider for 
coordinating your care with other providers, you will not be billed for it. 


Taxes, Surcharges and Fees 


A law or regulation may require a surcharge, tax or other fee be added to the price of a covered service.  If that 
happens, we will add that surcharge, tax or fee to the allowed amount for the claim.   


Non-Contracted Providers 


It could happen that you receive covered services from providers outside our service area that do not have a 
contract with the Host Blue.  In most cases, we will base the amount you pay for such services on either our 
allowed amount for these providers or the pricing requirements under applicable law.  Please see Allowed 
Amount in Important Plan Information in this booklet for details on allowed amounts. 


In these situations, you may owe the difference between the amount that the non-contracted provider bills and the 
payment the plan makes for the covered services as set forth above.  


Blue Cross Blue Shield Global® Core 


If you are outside the United States, Puerto Rico, and the U.S. Virgin Islands (the “BlueCard service area”), you 
may be able to take advantage of Blue Cross Blue Shield Global Core.  Blue Cross Blue Shield Global Core is 
unlike the BlueCard Program in the BlueCard service area in some ways.  For instance, although Blue Cross Blue 
Shield Global Core helps you access a provider network, you will most likely have to pay the provider and send us 
the claim yourself in order for the plan to reimburse you.  See How Do I File A Claim? for more information.  
However, if you need hospital inpatient care, the service center can often direct you to hospitals that will not 
require you to pay in full at the time of service.  In such cases, these hospitals also send in the claim for you. 


If you need to find a doctor or hospital outside the BlueCard service area, need help submitting claims or have 
other questions, please call the service center at 1-800-810-BLUE (2583).  The center is open 24 hours a day, 
seven days a week.  You can also call collect at 1-804-673-1177. 


More Questions 


If you have questions or need to find out more about the BlueCard Program, please call our Customer Service 
Department.  To find a provider, go to www.premera.com or call 1-800-810-BLUE (2583).  You can also get Blue 
Cross Blue Shield Global Core information by calling the toll-free phone number. 
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CARE MANAGEMENT 
Care Management services work to help ensure that you receive appropriate and cost-effective medical care.  
Your role in the Care Management process is simple, but important, as explained below. 


You must be eligible on the dates of service and services must be medically necessary.  We encourage you to 
call Customer Service to verify that you meet the required criteria for claims payment. 


PRE-APPROVAL (PRIOR AUTHORIZATION) 
Some services need to be pre-approved for medical necessity under this plan.  The following services need pre-
approval: 
• Planned admissions to certain facilities 
• Some home medical equipment 
• Certain medical services 
• Certain drugs.  Pre-approval for drugs is explained in the Prescription Drug benefit 
• When you want to receive in-network benefits for services from an out-of-network provider.  See Pre-Approval 


For Out-Of-Network Providers below. 


How To Get Pre-Approval 
There is a list of medical services that need to be pre-approved.  The list is on our Web site at 
www.premera.com.  Before you receive services, we suggest that you review this list.  We need to review the 
items on the list to make sure that they are medically necessary and meet the plan's other standards for 
coverage.  It is to your advantage to know ahead of time if the plan will not cover them. 


You are the one who must ask for pre-approval for the items on the list when a non-contracted provider is 
providing them. 
• You can call Customer Service to ask for pre-approval.  In-network providers will call for you. 
• You will need some details from your provider for the call, such as the procedure code for a medical service. 
• You may need to send medical records 


Even if your doctor is asking for the pre-approval, it is a good idea to call us to make sure the request was 
approved. 


We will respond to a request for a pre-approval within 5 calendar days.  However, if we need more information, 
we will let you know within that time.  We will allow 5 calendar days to get us the needed information.  We will 
then tell you our decision within 4 calendar days after we receive it. 


You may ask for an urgent review of clinically urgent services.  Once we get all the information, we will let you or 
your provider know within 48 hours.  The decision will be sent in writing. 


The pre-approval will be good for 30 days.  This is subject to your continued coverage under this plan.  If you do 
not get the services within that time, you will have to get pre-approval again. 


Exceptions 
The following services do not need pre-approval, but they do have requirements: 
• Emergency hospital admissions, including drug or alcohol detox.  If this happens, you must let us know as soon 


as reasonably possible. 
• Childbirth or a newborn needing medical care at birth that requires admission to a hospital.  If this happens, you 


must let us know as soon as reasonably possible. 
• You may have a second plan that also asks you to get pre-approval for the same service.  In that case, this 


plan will not require pre-approval for that service when two things are true: 
• Your other plan is primary to this plan.  See Coordinating Benefits With Other Health Care Plans to find 


out how to tell which plan is primary. 
• You complied with the other plan’s pre-approval process. 
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Generally this plan covers services from out-of-network providers at a lower benefit level.  If there is not an in-
network provider that can provide the service needed, you can ask for pre-approval to see an out-of-network 
provider and receive the in-network benefit level.  See Pre-Approval For Out-Of-Network Providers for more 
information. 


Pre-Approval For Out-Of-Network Providers 
This plan provides benefits for non-emergency services from out-of-network providers at a lower benefit level.  
You may receive benefits for these services at the in-network cost-share if the services are medically necessary 
and only available from an out-of-network provider.  You or your provider may request a pre-approval for the in-
network benefit before you see the out-of-network provider. 


The pre-approval request must include the following: 
• A statement that the out-of-network provider has unique skills or provides unique services that are medically 


necessary for your care, and that are not reasonably available from an in-network provider 
• Any necessary medical records supporting the request. 


If the request is approved, you pay the in-network cost-share for covered services.  However, the allowed amount 
is still the amount allowed for out-of-network providers.  See Important Plan Information. 


If the request is denied but the plan does cover the services, you will have to pay the out-of-network cost-share.  


Whether or not your request is approved, you will also have to pay any amounts over the plan's allowed 
amount for covered services. 


CLINICAL REVIEW 
Premera Blue Cross has developed or adopted guidelines and medical policies that outline clinical criteria used to 
make medical necessity determinations. The criteria are reviewed annually and are updated as needed to ensure 
our determinations are consistent with current medical practice standards and follow national and regional norms. 
Practicing community doctors are involved in the review and development of our internal criteria. Our medical 
policies are on our Web site.  You or your provider may review them at www.premera.com. You or your provider 
may also request a copy of the criteria used to make a medical necessity decision for a particular condition or 
procedure. To obtain the information, please send your request to Care Management at the address or fax 
number shown on the back cover.  


Premera Blue Cross reserves the right to deny payment for services that are not medically necessary or that are 
considered experimental/investigational. A decision by Premera Blue Cross following this review may be 
appealed in the manner described in Complaints And Appeals. 


In general, when there is more than one treatment option, the plan will cover the least costly option that will meet 
your medical needs.  Premera Blue Cross works cooperatively with you and your physician to consider effective 
alternatives to hospital stays and other high-cost care to make better use of this plan's benefits. 


PERSONAL HEALTH SUPPORT PROGRAMS 
The plan offers participation in Premera Blue Cross's personal health support services to help members with such 
things as managing complex medical conditions, a recent surgery, or admission to a hospital.  Services include: 
• Helping to overcome barriers to health improvement or following providers’ treatment plan 
• Coordinating care services including access 
• Helping to understand the health plan’s coverage 
• Finding community resources  


Participation is voluntary.  To learn more about the personal health support programs, contact Customer Service 
at the phone number listed on the back of your ID card.   


EXCLUSIONS 
This section of your booklet lists the services that are either limited or not covered by this plan.  In addition to 
services listed as not covered under Covered Services, the following are excluded from coverage under this 
plan. 
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Amounts Over The Allowed Amount 


This plan does not cover amounts over the allowed amount as defined by this plan. If you get services from a 
non-contracted provider, you will have to pay any amounts for your services that are over the allowed amount. 


Assisted Reproduction 


This plan does not cover any assisted reproduction technologies, including but not limited to: 
• Drugs to treat infertility or that are required as part of assisted reproduction procedures. 
• Artificial insemination or assisted reproduction methods, such as in-vitro fertilization.  It does not matter why 


you need the procedure. 
• Services to make you more fertile or for multiple births 
• Reversing sterilization surgery 


Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis 
as any other condition. 


Benefits From Other Sources 


This plan does not cover services that are covered by liability insurance, motor vehicle insurance, excess 
coverage, no fault coverage, or workers compensation or similar coverage for work-related conditions.  For 
details, see Third Party Recovery under What If I Have Other Coverage. 


Benefits That Have Been Exhausted 


Services in excess of benefit limitations or maximums of this plan. 


Broken Or Missed Appointments 


Charges For Records Or Reports 


Separate charges from providers for supplying records or reports, except those we request for utilization review. 


Comfort or Convenience 


This plan does not cover: 
• Items that are mainly for your convenience or that of your family. For instance, this plan does not cover 


personal services or items such as meals for guests while hospitalized, long-distance phone, radio or TV, 
personal grooming, and babysitting. 


• Normal living needs, such as food, clothes, housekeeping and transport. This does not apply to chores done by 
a home health aide as prescribed in your treatment plan. 


• Dietary assistance, including “Meals on Wheels” 


Complications 


This plan does not cover complications of a non-covered service, including follow-up services or effects of those 
services, except services defined as emergency care. See Definitions. 


Cosmetic Services 


The plan does not cover drugs, services or supplies for cosmetic services.  This includes services performed to 
reshape normal structures of the body in order to improve or alter your appearance and not primarily to restore an 
impaired function of the body.   


Counseling, Education And Training 


This plan does not cover counseling and, education or training in the absence of illness.  This includes but is not 
limited to: 
• Job help and outreach, social or fitness counseling 
• Acting as a tutor, helping a member with schoolwork, acting as an educational or other aide for a member while 


the member is at school, or providing services that are part of a school's individual education program or should 
otherwise be provided by school staff 


• Private school or boarding school tuition 
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Court-Ordered Services 


This plan does not cover services that you must get to avoid being tried, sentenced or losing the right to drive 
when they are not medically necessary. 


Custodial Care 


This plan does not cover custodial care, except when it is part of covered hospice care. 


Dental Care 


This plan does not cover dental care except as covered under Dental Care and Chemotherapy And Radiation 
Therapy 


This exclusion also doesn't apply to dental services covered under the Temporomandibular Joint Disorders 
(TMJ) Care benefit. 


Donor Breast Milk 


Environmental Therapy 


This plan does not cover therapy designed to provide a changed or controlled environment. 


Experimental Or Investigative Services 


This plan does not cover any service or supply that is experimental or investigative, see Definitions. 


Family Members Or Volunteers 


This plan does not cover services or supplies that you give furnish to yourself.  It also does not cover a provider 
who is: 
• Your spouse, mother, father, child, brother or sister 
• Your mother, father, child, brother or sister by marriage 
• Your stepmother, stepfather, stepchild, stepbrother or stepsister 
• Your grandmother, grandfather, grandchild or the spouse of one of these people 
• A volunteer, except as described in Home Health Care and Hospice Care 


Governmental Facilities 


This plan does not cover services provided by a state or federal hospital which is not an in-network facility that are 
not emergency care or required by law or regulation. 


Hair Analysis 


Hair Loss 


This plan does not cover: 
• Drugs, supplies, equipment, or procedures to replace hair, slow hair loss, or stimulate hair growth 
• Hair prostheses, such as wigs or hair weaves, transplants, and implants 


Hospital Admission Limitations 


This plan does not cover hospital stays solely for the diagnostic studies, physical examinations, checkups, 
medical evaluations or observations, unless: 
• The service cannot be provided without the use of a hospital 
• You have a medical condition that makes hospital care medically necessary 


Illegal Acts and Terrorism 


This plan does not cover illness or injury you get while committing a felony, an act of terrorism, or an act of riot or 
revolt. 


Laser Therapy 


Benefits are not provided for low-level laser therapy. 
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Military Service And War 


This plan does not cover illness or injury that is caused by or arises from: 
• Acts of war, such as armed invasion, no matter if war has been declared or not 
• Services in the armed forces of any country. This includes the air force, army, coast guard, marines, national 


guard or navy. It also includes any related civilian forces or units. 


Non-Covered Services 


This plan does not cover services or supplies: 
• Ordered when this plan is not in effect or when the person is not covered under this plan 
• Provided to someone other than the ill or injured member, other than outpatient health education services 


covered under the Preventive Care benefit. This includes health care provider training or educational services. 
• Directly related to any condition, or related to any other service or supply, that is not covered 
• You are not required to pay or would not have been charged for if this plan were not in force  
• That are not listed as covered under this plan 


Non-Treatment Charges 
• Charges for provider travel time 
• Transporting a member in place of a parent or other family member, or accompanying the member to 


appointments or other activities outside the home, such as medical appointments or shopping. Doing 
housework or chores for the member or helping the member do housework or chores. 


Non-Treatment Facilities, Institutions Or Programs  


Benefits are not provided for institutional care, housing, incarceration or programs from facilities that are not 
licensed to provide medical or behavioral health treatment for covered conditions.  Examples are prisons, nursing 
homes, and juvenile detention facilities.  Benefits are provided for medically necessary treatment received in 
these locations.  See Covered Services for specific benefit information. 


Not Medically Necessary 


Services or supplies that are not medically necessary even if they’re court-ordered.  This also includes places of 
service, such as inpatient hospital care. 


Orthodontia 


Orthodontia, regardless of condition, including casts, models, x-rays, photographs, examinations, appliances, 
braces, and retainers. 


Orthognathic Surgery 


Procedures to lengthen or shorten the jaw (orthognathic surgery), regardless of the origin of the condition that 
makes the procedure necessary.  The only exception to this exclusion is for repair of a dependent child’s 
congenital anomaly.  See Surgery for benefit information. 


Provider’s Licensing Or Certification 


This plan does not cover services that the provider’s license or certification does not allow him or her to perform.  
It also does not cover a provider that does not have the license or certification that the state requires.  The only 
exception is for applied behavior analysis providers covered under Mental Health Care and Substance Use 
Disorder.  See Definitions for provider details. 


Recreational, Camp And Activity Programs 


This plan does not cover recreational, camp and activity-based programs.  These programs are not medically 
necessary and include: 
• Gym, swim and other sports programs, camps and training 
• Creative art, play and sensory movement and dance therapy 
• Recreational programs and camps 
• Boot camp programs 
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• Equine programs and other animal-assisted programs and camps 
• Exercise and maintenance-level programs 


Serious Adverse Events And Never Events 


Members and this plan are not responsible for payment of services provided by in-network providers for serious 
adverse events, never events and resulting follow-up care.  Serious adverse events and never events are medical 
errors that are specific to a nationally-published list.  They are identified by specific diagnoses codes, procedure 
codes and specific present-on-admission indicator codes.  In-Network providers may not bill members for these 
services and members are held harmless. 


Serious Adverse Event means a hospital injury caused by medical management (rather than an underlying 
disease) that prolonged the hospitalization, and/or produces a disability at the time of discharge. 


Never Events means events that should never occur, such as a surgery on the wrong patient, a surgery on the 
wrong body part or wrong surgery. 


Not all medical errors are defined as serious adverse events or never events.  You can obtain a list of serious 
adverse events and never events by contacting us at the number listed on the back of this booklet or on the 
Centers for Medicare and Medicaid Services (CMS) Web page at www.cms.hhs.gov 


Services or Supplies For Which You Do Not Legally Have To Pay 


Services and supplies for which no charge is made, for which none would have been made if this plan were not in 
effect, or for which you are not legally required to pay. 


Sexual Dysfunction 


Diagnosis and treatment of sexual dysfunctions, regardless of origin or cause; surgical, medical or psychological 
treatment of impotence or frigidity, including drugs, medications, or penile or other implants. 


Vision Exams 


This plan does not cover routine vision exams to test visual acuity and/or to prescribe any type of vision hardware. 


Vision Hardware 
This plan does not cover vision hardware (and their fittings) used to improve visual sharpness, including 
eyeglasses and contact lenses, and related supplies, except as covered under the Home Medical Equipment 
(HME), Orthotics, Prosthetics And Supplies benefit.  This plan never covers non-prescription eyeglasses or 
contact lenses, or other special purpose vision aids (such as magnifying attachments), sunglasses or light-
sensitive lenses, even if prescribed. 


Vision Therapy 


Vision therapy, eye exercise, or any sort of training to correct muscular imbalance of the eye (orthoptics), and 
pleoptics.  Also not covered are treatment or surgeries to improve the refractive character of the cornea, including 
the treatment of any results of such treatment. 


Voluntary Support Groups 


Patient support, consumer or affinity groups such as diabetic support groups or Alcoholics Anonymous 


Weight Loss Drugs 


This plan does not cover drugs or supplements for weight loss or weight control. This is true even if you have an 
illness or injury that might be helped by weight loss drugs. 


Work-Related Illness Or Injury 


This plan does not cover any illness, condition or injury for which you get benefits by law or from separate 
coverage for illness or injury on the job. For details, see Third Party Recovery under What If I Have Other 
Coverage. 
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WHAT IF I HAVE OTHER COVERAGE? 
COORDINATING BENEFITS WITH OTHER HEALTH CARE PLANS 
You also may be covered under one or more other group or individual plans, such as one sponsored by your 
spouse's employer.  This plan includes a “coordination of benefits” feature to handle such situations. 


All of the benefits of this plan are subject to coordination of benefits.  However, please note that benefits provided 
under this plan for allowable dental expenses will be coordinated separately from allowable medical expenses. 


If you have other coverage besides this plan, we recommend that you send your claims to the primary plan first.  
In that way, the proper coordinated benefits may be most quickly determined and paid. 


Definitions Applicable To Coordination Of Benefits 


To understand coordination of benefits, it's important to know the meanings of the following terms: 
• Allowable Medical Expense means the usual, customary and reasonable charge for any medically necessary 


health care service or supply provided by a licensed medical professional when the service or supply is covered 
at least in part under this plan.  When a plan provides benefits in the form of services or supplies rather than 
cash payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense. 


• Allowable Dental Expense means the usual, customary and reasonable charge for any dentally necessary 
service or supply provided by a licensed dental professional when the service or supply is covered at least in 
part under this plan.  When a plan provides benefits in the form of services or supplies rather than cash 
payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense.  For the purposes of this plan, only those dental services to treat an injury to natural teeth 
will be considered an allowable dental expense. 


• Claim Determination Period means a calendar year. 
• Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than half of the calendar year, excluding any temporary visitation. 
• Medical Plan means all of the following health care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 
• Group coverage required or provided by any law, including Medicare.  This doesn't include workers' 


compensation 
• Group student coverage that's sponsored by a school or other educational institution and includes medical 


benefits for illness or disease 
• Dental Plan means all of the following dental care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 


Each contract or other arrangement for coverage described above is a separate plan.  It's also important to note 
that for the purpose of this plan, we'll coordinate benefits for allowable medical expenses separately from 
allowable dental expenses, as separate plans. 
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Effect On Benefits 


An important part of coordinating benefits is determining the order in which the plans provide benefits.  One plan 
is responsible for providing benefits first.  This is called the “primary” plan.  The primary plan provides its full 
benefits as if there were no other plans involved.  The other plans then become “secondary.”  When this plan is 
secondary, it will reduce its benefits for each claim so that the benefits from all medical plans aren't more than the 
allowable medical expense for that claim and the benefits from all dental plans aren't more than the allowable 
dental expense for that claim. 


We will coordinate benefits when you have other health care coverage that is primary over this plan.  Coordination 
of benefits applies whether or not a claim is filed with the primary coverage. 


Primary And Secondary Rules 


Certain governmental plans, such as Medicaid, are always secondary by law.  Except as required by law, 
Medicare supplement plans and other plans that don't coordinate benefits at all must pay as if they were primary. 


A plan that doesn't have a COB provision that complies with this plan's rules is primary to this plan unless the 
rules of both plans make this plan primary.  The exception is group coverage that supplements a package of 
benefits provided by the same group.  Such coverage can be excess to the rest of that group's plan.  An example 
is coverage paired with a closed panel plan to provide out-of-network benefits. 


The first of the rules below to apply decides which plan is primary.  If you have more than one secondary plan, the 
rules below also decide the order of the secondary plans to each other. 


Non-Dependent Or Dependent The plan that doesn't cover you as a dependent is primary to a plan that does.  
However, if you have Medicare, and federal law makes Medicare secondary to your dependent coverage and 
primary to the plan that doesn't cover you as a dependent, then the order is reversed. 


Dependent Children Unless a court decree states otherwise, the rules below apply: 
• Birthday rule When the parents are married or living together, whether or not they were ever married, the plan 


of the parent whose birthday falls earlier in the year is primary.  If both parents have the same birthday, the plan 
that has covered the parent the longest is primary. 


• When the parents are divorced, separated or not living together, whether or not they were ever married: 
• If a court decree makes one parent responsible for the child’s health care expenses or coverage, that plan is 


primary.  If the parent who is responsible has no health coverage for the dependent, but that parent's spouse 
does, that spouse's plan is primary.  This rule and the court decree rules below apply to calendar years 
starting after the plan is given notice of the court decree. 


• If a court decree assigns one parent primary financial responsibility for the child but doesn't mention 
responsibility for health care expenses, the plan of the parent with financial responsibility is primary. 


• If a court decree makes both parents responsible for the child’s health care expenses or coverage, the 
birthday rule determines which plan is primary. 


• If a court decree requires joint custody without making one parent responsible for the child's health care 
expenses or coverage, the birthday rule determines which plan is primary. 


• If there is no court decree allocating responsibility for the child’s expenses or coverage, the rules below 
apply: 
• The plan covering the custodial parent, first 
• The plan covering the spouse of the custodial parent, second 
• The plan covering the non-custodial parent, third 
• The plan covering the spouse of the non-custodial parent, last 
• If a child is covered by individuals other than parents or stepparents, the above rules apply as if those 


individuals were the parents. 


Retired Or Laid-Off Employee The plan that covers you as an active employee (an employee who is neither laid 
off nor retired) is primary to a plan covering you as a retired or laid-off employee.  The same is true if you are 
covered as both a dependent of an active employee and a dependent of a retired or laid-off employee. 
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Continuation Coverage If you have coverage under COBRA or other continuation law, that coverage is 
secondary to coverage that isn't through COBRA or other continuation law. 


Please Note:  The retiree/layoff and continuation rules don't apply when both plans don't have the rule or when 
the “non-dependent or dependent” rule can decide which of the plans is primary. 


Length Of Coverage The plan that covered you longer is primary to the plan that didn't cover you as long.  If we 
do not have your start date under the other plan, we will use the employee's hire date with the other group 
instead.  We will compare that hire date to the date your coverage started under this plan to find out which plan 
covered you for the longest time. 


If none of the rules above apply, the plans must share the allowable expenses equally. 


This plan requires you or your provider to ask for pre-approval from Premera Blue Cross before you get certain 
services or drugs.  Your other plan may also require you to get pre-approval for the same service or drug.  In that 
case, when this plan is secondary to your other plan, you will not have to ask Premera for pre-approval of any 
service or drug for which you asked for pre-approval from your other plan.  This does not mean that this plan will 
cover the service or drug.  The service or drug will be reviewed once we receive your claim. 


Right Of Recovery/Facility Of Payment 


The plan has the right to recover any payments that are greater than those required by the coordination of 
benefits provisions from one or more of the following:  the persons the plan paid or for whom the plan has paid, 
providers of service, insurance companies, service plans or other organizations.  If a payment that should have 
been made under this plan was made by another plan, the plan also has the right to pay directly to another plan 
any amount that the plan should have paid.  Such payment will be considered a benefit under this plan and will 
meet the plan's obligations to the extent of that payment.  This plan has the right to appoint a third party to act on 
its behalf in recovery efforts. 


THIRD PARTY RECOVERY 
General 
If you become ill or are injured by the actions of a third party, your medical care should be paid by that third party. 
For example, if you are hurt in a car crash, the other driver or his or her insurance company may be required 
under law to pay for your medical care.  


This plan does not pay for claims for which a third party is responsible. However, the plan may agree to advance 
benefits for your injury with the understanding that it will be repaid from any recovery received from the third party. 
By accepting plan benefits for the injury, you agree to comply with the terms and conditions of this section. 


In addition, the plan maintains a right of subrogation, meaning the right of the plan to be substituted in place of the 
member who received benefits with respect to any lawful claim, demand, or right of action against any third party 
that may be liable for the injury, illness or medical condition that resulted in payment of plan benefits.  The third 
party may not be the actual person who caused the injury and may include an insurer to which premiums have 
been paid. 


The plan administrator has discretion to interpret and to apply the terms of this section.  It has delegated such 
discretion to Premera Blue Cross and its affiliate to the extent we need in order to administer this section. 


Definitions 
The following definitions shall apply to this section: 


Injury An injury or illness that a third party is or may be liable for. 


Recovery All payments from another source that are related in any way to your injury for which plan benefits 
have also been paid. This includes any judgment, award, or settlement. It does not matter how the recovery is 
termed, allocated, or apportioned or whether any amount is specifically included or excluded as a medical 
expense. Recoveries may also include recovery for pain and suffering, non-economic damages, or general 
damages. This also includes any amounts put into a trust or constructive trust set up by or for you or your family, 
beneficiaries or estate as a result of your injury. 


Reimbursement Amount The amount of benefits paid by the plan for your injury and that you must pay back to 
the plan out of any recovery per the terms of this section. 
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Responsible Third Party A third party that is or may be responsible under the law (“liable”) to pay you back for 
your injury. 


Third Party   A person; corporation; association; government; insurance coverage, including 
uninsured/underinsured motorist (UM/UIM), personal umbrella coverage, personal injury protection (PIP) 
insurance, medical payments coverage from any source, or workers’ compensation coverage.  The third party 
may not be the actual party who caused the injury, and may include an insurer.   


Note: For this section, a third party does not include other health care plans that cover you. 


You   In this section, “you” includes any lawyer, guardian, or other representative that is acting on your behalf or 
on the behalf of your estate in pursuing a repayment from responsible third parties. 


Exclusions 
• Benefits From Other Sources Benefits are not available under this plan when coverage is available through: 


• Motor vehicle medical or motor vehicle no-fault 
• Any type of no-fault coverage, such as Personal injury protection (PIP), Medical Payment coverage, or 


Medical Premises coverage 
• Boat coverage 
• School or athletic coverage 
• Any type of liability insurance, such as home owners' coverage or commercial liability coverage 
• Any type of excess coverage 


• Work-Related Illness Or Injury 
This plan does not cover any illness, condition or injury, for which you get benefits under: 
• Separate coverage for illness or injury on the job 
• Workers’ compensation laws 
• Any other law that would pay you for an illness or injury you get on the job. 
However, this exclusion doesn’t apply to owners, partners or executive officers who are full-time employees of 
the Group if they’re exempt from the above laws and if the Group doesn’t furnish them with workers’ 
compensation coverage.  They’ll be covered under this plan for conditions arising solely from their occupations 
with the Group.  Coverage is subject to the other terms and limitations of this plan. 


These exclusions apply when the available or existing contract or insurance is either issued to a member or 
makes benefits available to a member, whether or not the member makes a claim under such coverage. Further, 
the member is responsible for any cost-sharing required by motor vehicle coverage, unless applicable state law 
requires otherwise. If other insurance is available for medical bills, the member must choose to put the benefit to 
use towards those medical bills before coverage under this plan is available. Once benefits under such contract or 
insurance have been used and exhausted or considered to no longer be injury-related under the no-fault 
provisions of the contract, this plan's benefits will be provided. 


Reimbursement and Subrogation Rights 
If the plan advances payment of benefits to you for an injury, the plan has the right to be repaid in full for those 
benefits.   
• The plan has the right to be repaid first and in full, without regard to lawyers' fees or legal expenses, make-


whole doctrine, the common fund doctrine, your negligence or fault, or any other common law doctrine or state 
statute that the plan is not required to comply with that would restrict the plan’s right to reimbursement in full. 
The reimbursement to the plan shall be made directly from the responsible third party or from you, your lawyer 
or your estate. 
• The plan shall also be entitled to reimbursement by asking for refunds from providers for the claims that it 


had already paid. 
• The plan’s right to reimbursement first and in full shall apply even if: 


• The recovery is not enough to make you whole for your injury. 
• The funds have been commingled with other assets. The plan may recover from any available funds without 


the need to trace the source of the funds. 
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• The member has died as a result of the injury and a representative is asserting a wrongful death or survivor 
claim against the third party.   


• The member is a minor, disabled person, or is not able to understand or make decisions. 
• The member did not make a claim for medical expenses as part of any claim or demand 


• Any party who distributes your recovery funds without regard to the plan’s rights will be personally liable to the 
plan for those funds. 


• In any case where the plan has the right to be repaid, the plan also has the right of subrogation.  This means 
that the Plan Administrator can choose to take over your right to receive payments from any responsible third 
party.  For example, the plan can file its own lawsuit against a responsible third party.  If this happens, you must 
co-operate with the plan as it pursues its claim. 
The plan shall also have the right to join or intervene in your suit or claim against a responsible third party. 


• You cannot assign any rights or causes of action that you might have against a third party tortfeasor, person, or 
entity, which would grant you the right to any recovery without the express, prior written consent of the plan.   


Your Responsibilities 
• If any of the requirements below are not met, the plan shall: 


• Deny or delay claims related to your injury 
• Recoup directly from you all benefits the plan has provided for your injury 
• Deduct the benefits owed from any future claims 


• You must notify Premera Blue Cross of the existence of the injury immediately and no later than 30 days of any 
claim for the injury. 


• You must notify the third parties of the plan's rights under this provision. 
• You must cooperate fully with the plan in the recovery of the benefits advanced by the plan and the plan’s 


exercise of its reimbursement and subrogation rights.  You must take no action that would prejudice the plan's 
rights.  You must also keep the plan advised of any changes in the status of your claim or lawsuit. 


• If you hire a lawyer, you must tell Premera Blue Cross right away and provide the contact information.   
Neither the plan nor Premera Blue Cross shall be liable for any costs or lawyer's fees you must pay in pursuing 
your suit or claim. You shall defend, indemnify and hold the plan and Premera Blue Cross harmless from any 
claims from your lawyer for lawyer's fees or costs. 


• You must complete and return to the plan an Incident Questionnaire and any other documents required by the 
plan. 
Claims for your injury shall not be paid until Premera Blue Cross receives a completed copy of the Incident 
Questionnaire when one was sent. 


• You must tell Premera Blue Cross if you have received a recovery.  If you have, the plan will not pay any more 
claims for the injury unless you and the plan agree otherwise. 


• You must notify the plan at least 14 days prior to any settlement or any trial or other material hearing 
concerning the suit or claim. 


Reimbursement and Subrogation Procedures 
If you receive a recovery, you or your lawyer shall hold the Recovery funds separately from other assets until the 
plan’s reimbursement rights have been satisfied. The plan shall hold a claim, equitable lien, and constructive trust 
over any and all recovery funds.  Once the plan’s reimbursement rights have been determined, you shall make 
immediate payment to the plan out of the recovery proceeds.  


If you or your lawyer do not promptly set the recovery funds apart and reimburse the plan in full from those funds, 
the plan has the right to take action to recover the reimbursement amount. Such action shall include, but shall not 
be limited to one or both of the following: 
• Initiating an action against you and/or your lawyer to compel compliance with this section. 
• Withholding plan benefits payable to you or your family until you and your lawyer complies or until the 


reimbursement amount has been fully paid to the plan. 
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WHO IS ELIGIBLE FOR COVERAGE? 
This section of your booklet describes who is eligible for coverage. 


Please note that you do not have to be a citizen of or live in the United States if you are otherwise eligible for 
coverage. 


SUBSCRIBER ELIGIBILITY 
To be covered as a subscriber under this plan, an employee must meet all of the following requirements: 
• Be a regular and active employee, owner, partner, or corporate officer of Saltchuk Headquarters Group, a 


subsidiary of Saltchuk Resources, Inc., who is paid on a regular basis through the Group's payroll system, and 
reported by the Group for Social Security purposes. 
• The employee must regularly work a minimum of 30 hours per week 


Employees Performing Employment Services In Hawaii 
For employers other than political subdivisions, such as state and local governments, and public schools and 
universities, the State of Hawaii requires that benefits for employees living and working in Hawaii (regardless of 
where the Group is located) be administered according to Hawaii law.  If the Group is not a governmental 
employer as described in this paragraph, employees who reside and perform any employment services for the 
Group in Hawaii are not eligible for coverage.  When an employee moves to Hawaii and begins performing 
employment services for the Group there, he or she will no longer be eligible for coverage. 


DEPENDENT ELIGIBILITY 
To be a dependent under this plan, the family member must be: 
• The lawful spouse of the subscriber, unless legally separated.  (“Lawful spouse” means a legal union of two 


persons that was validly formed in any jurisdiction.) 
• An eligible dependent child who is under 26 years of age 


An eligible child is one of the following: 
• A natural offspring of either or both the subscriber or spouse 
• A legally adopted child of either or both the subscriber or spouse 
• A child placed with the subscriber for the purpose of legal adoption in accordance with state law.  “Placed” 


for adoption means assumption and retention by the subscriber of a legal obligation for total or partial 
support of a child in anticipation of adoption of such child 


• A legally placed ward or foster child of the subscriber or spouse.  There must be a court or other order 
signed by a judge or state agency, which grants guardianship of the child to the subscriber or spouse as of a 
specific date.  When the court order terminates or expires, the child is no longer an eligible child. 


WHEN DOES COVERAGE BEGIN? 
ENROLLMENT 
Enrollment is timely when we receive the completed enrollment application and required subscription charges 
within 60 days of the date the employee becomes an “eligible employee” as defined in the Who Is Eligible For 
Coverage? section. When enrollment is timely, coverage for the employee and enrolled dependents will become 
effective on the latest of the applicable dates below. 


The Group may require coverage for some classes of employees to start on the actual applicable date 
below, as stated on its Group Master Application.  Please contact the Group for information. 
• The employee's date of hire 
• The date the employee enters a class of employees to which the Group offers coverage under this plan 
• The next day following the date the probationary period ends, if one is required by the Group 


If we don't receive the enrollment application within 60 days of the date you became eligible, none of the dates 
above apply.  Please see Open Enrollment and Special Enrollment later in this section. 
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Dependents Acquired Through Marriage After The Subscriber's Effective Date 


When we receive the completed enrollment application and any required subscription charges within 60 days after 
the marriage, coverage will become effective on the first of the month following the date of marriage.  If we don't 
receive the enrollment application within 60 days of marriage, please see the Open Enrollment provision later in 
this section. 


Natural Newborn Children Born On Or After The Subscriber’s Effective Date 


Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To extend the child's coverage beyond the 3-week period, the subscriber 
should follow the steps below.  If the mother isn't eligible for obstetrical care benefits, but the child qualifies as an 
eligible dependent, the subscriber should follow the steps below to enroll the child from birth. 
• An enrollment application isn't required for natural newborn children when subscription charges being paid 


already include coverage for dependent children, but we may request additional information if necessary to 
establish eligibility of the dependent child.  Coverage becomes effective for natural newborn children on the 
date of birth. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
birth.  Coverage becomes effective from the date of birth.  If we don't receive the enrollment application within 
60 days of birth, please see the Open Enrollment provision later in this section. 


Adoptive Children Acquired On Or After The Subscriber's Effective Date 
• An enrollment application isn't required for adoptive children placed with the subscriber when subscription 


charges being paid already include coverage for dependent children, but we may request additional information 
if necessary to establish eligibility of the dependent child.  Coverage becomes effective for adoptive children on 
the date of placement with the subscriber. 


• When subscription charges being paid don't already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
the date of placement with the subscriber.  Coverage becomes effective from the date of placement.  If we don't 
receive the enrollment application within 60 days of the date of placement with the subscriber, please see the 
Open Enrollment provision later in this section. 


Foster Children 


To enroll a new foster child, we must get any payment needed, a filled out enrollment form, and a copy of the 
child's foster papers.  We must get these items no more than 60 days after the date the subscriber became the 
child's foster parent.  When we get these items on time, the plan will cover the child as of the date the subscriber 
became the child's foster parent.  If we do not get the items on time, the child must wait for the Group's next open 
enrollment period to be enrolled. 


Children Acquired Through Legal Guardianship 


When we receive the completed enrollment application, any required subscription charges, and a copy of the 
guardianship papers within 60 days of the date legal guardianship began with the subscriber, coverage for an 
otherwise eligible child will begin on the date legal guardianship began.  If we don't receive the enrollment 
application within 60 days of the date legal guardianship began, please see the Open Enrollment provision later 
in this section. 


Children Covered Under Medical Child Support Orders 


When we receive the completed enrollment application within 60 days of the date of the medical child support 
order, coverage for an otherwise eligible child that is required under the order will become effective on the date of 
the order.  Otherwise, coverage will become effective on the first of the month following the date we receive the 
application for coverage.  The enrollment application may be submitted by the subscriber, the child's custodial 
parent, a state agency administering Medicaid or the state child support enforcement agency.  Please contact 
your Group for detailed procedures. 


SPECIAL ENROLLMENT 
The plan allows employees and dependents to enroll outside the plan's annual open enrollment period, if any, 
only in the cases listed below.  In order to be enrolled, the applicant may be required to give us proof of special 
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enrollment rights.  If a completed enrollment application is not received within the time limits stated below, further 
chances to enroll, if any, depend on the normal rules of the plan that govern late enrollment. 


Involuntary Loss of Other Coverage 


If an employee and/or dependent doesn't enroll in this plan or another plan sponsored by the Group when first 
eligible because they aren't required to do so, that employee and/or dependent may later enroll in this plan 
outside of the annual open enrollment period if each of the following requirements is met: 
• The employee and/or dependent was covered under group health coverage or a health insurance plan at the 


time coverage under the Group's plan is offered 
• The employee and/or dependent's coverage under the other group health coverage or health insurance plan 


ended as a result of one of the following: 
• Loss of eligibility for coverage for reasons including, but not limited to legal separation, divorce, death, 


termination of employment or the reduction in the number of hours of employment 
• Termination of employer contributions toward such coverage 
• The employee and/or dependent was covered under COBRA at the time coverage under this plan was 


previously offered and COBRA coverage has been exhausted 


An eligible employee who qualifies as stated above may also enroll all eligible dependents.  When only an eligible 
dependent qualifies for special enrollment, but the eligible employee isn't enrolled in any of the Group's plans or is 
enrolled in a different plan sponsored by the Group, the employee is also allowed to enroll in this plan in order for 
the dependent to enroll.   


We must receive the completed enrollment application and any required subscription charges from the Group 
within 60 days of the date such other coverage ended.  When the 60-day time limit is met, coverage will start on 
the first of the month that next follows the last day of the other coverage. 


Subscriber And Dependent Special Enrollment 


An eligible employee and otherwise eligible dependents who previously elected not to enroll in any of the 
employer's group health plans when such coverage was previously offered, may enroll in this plan at the same 
time a newly acquired dependent is enrolled under Enrollment in the case of marriage, birth or adoption.  The 
eligible employee may also choose to enroll alone, enroll with some or all eligible dependents, or change plans, if 
applicable. 


State Medical Assistance and Children's Health Insurance Program 


Employees and dependents who are eligible as described in Who Is Eligible For Coverage? have special 
enrollment rights under this plan if one of the statements below is true: 
• The person is eligible for state medical assistance, and the Washington State Department of Social and Health 


Services (DSHS) determines that it is cost-effective to enroll the person in this plan. 
• The person qualifies for premium assistance under the state's medical assistance program or Children's Health 


Insurance Program (CHIP). 
• The person no longer qualifies for health coverage under the state's medical assistance program or CHIP. 


To be covered, the eligible employee or dependent must apply and any required subscription charges 
must be paid no more than 60 days from the date the applicable statement above is true.  An eligible 
employee who elected not to enroll in this plan when such coverage was previously offered, must enroll in this 
plan in order for any otherwise eligible dependents to be enrolled in accordance with this provision.  Coverage for 
the employee will start on the date the dependent's coverage starts. 


OPEN ENROLLMENT 
If you're not enrolled when you first become eligible, or as allowed under Special Enrollment above, you can't be 
enrolled until the Group's next open enrollment period.  An open enrollment period occurs once a year unless 
determined otherwise by the Group.  During this period, eligible employees and their dependents can enroll for 
coverage under this plan. 


If the Group offers multiple health care plans and you're enrolled under one of the Group's other health care 
plans, enrollment for coverage under this plan can only be made during the Group's open enrollment period. 
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CHANGES IN COVERAGE 
No rights are vested under this plan.  The Group may change its terms, benefits and limitations at any time.  
Changes to this plan will apply as of the date the change becomes effective to all members and to eligible 
employees and dependents who become covered under this plan after the date the change becomes effective. 


The exception is inpatient confinements described in Extended Benefits; please see the How Do I Continue 
Coverage? section.  Changes to this plan won’t apply to inpatient stays that are covered under that provision. 


PLAN TRANSFERS 
Subscribers (with their enrolled dependents) may be allowed to transfer to this plan from another plan offered by 
the Group.  Transfers also occur if the Group replaces another plan with this plan.  All transfers to this plan must 
occur during open enrollment or on another date set by the Group. 


When you transfer from the Group's other plan, and there's no lapse in your coverage, the following provisions 
that apply to this plan will be reduced to the extent they were satisfied under the prior plan: 
• Benefit maximums 
• Out-of-pocket maximum 
• Calendar year deductible 


WHEN WILL MY COVERAGE END? 
EVENTS THAT END COVERAGE 
Coverage will end without notice, except as specified under Extended Benefits, on the last day of the month in 
which one of these events occurs: 
• For the subscriber and dependents when: 


• The next required monthly charge for coverage isn't paid when due or within the grace period 
• The subscriber dies or is otherwise no longer eligible as a subscriber 


• For a spouse when his or her marriage to the subscriber is annulled, or when he or she becomes legally 
separated or divorced from the subscriber 


• For a child when he or she cannot meet the requirements for dependent coverage shown under the Who Is 
Eligible For Coverage? section.  As required by federal law, however, the plan will extend coverage to the end 
of the month in which a covered child turns 26. 


The subscriber must promptly notify the Group when an enrolled family member is no longer eligible to be 
enrolled as a dependent under this plan. 


PLAN TERMINATION 
No rights are vested under this plan.  The Group is not required to keep the plan in force for any length of time.  
The Group reserves the right to change or terminate this plan, in whole or in part, at any time with no liability.  
Plan changes are made as described in Changes In Coverage in this booklet.  If the plan were to be terminated, 
you would only have a right to benefits for covered care you receive before the plan's end date. 


HOW DO I CONTINUE COVERAGE? 
CONTINUED ELIGIBILITY FOR A DISABLED CHILD 
Coverage may continue beyond the limiting age (shown under Dependent Eligibility) for a dependent child who 
can't support himself or herself because of a developmental or physical disability.  The child will continue to be 
eligible if all the following are met: 
• The child became disabled before reaching the limiting age 
• The child is incapable of self-sustaining employment by reason of developmental disability or physical handicap 


and is chiefly dependent upon the subscriber for support and maintenance 
• The subscriber is covered under this plan 
• The child's subscription charges, if any, continue to be paid 
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• Within 31 days of the child reaching the limiting age, the subscriber furnishes the Group with a Request for 
Certification of Handicapped Dependent form.  The Group must approve the request for certification for 
coverage to continue. 


• The subscriber provides us with proof of the child's disability and dependent status when requested.  Proof 
won't be requested more often than once a year after the 2-year period following the child's attainment of the 
limiting age. 


LEAVE OF ABSENCE 
Please refer to your employer’s Leave of Absence provision for this information. 


LABOR DISPUTE 
A subscriber may pay subscription charges through the Group to keep coverage in effect for up to 6 months in the 
event of suspension of compensation due to a lockout, strike, or other labor dispute. 


The 6-month labor dispute period counts toward the maximum COBRA continuation period. 


COBRA 
When group coverage is lost because of a “qualifying event” shown below, federal laws and regulations known as 
“COBRA” require the Group to offer qualified members an election to continue their group coverage for a limited 
time.  Under COBRA, a qualified member must apply for COBRA coverage within a certain time period and may 
also have to pay a monthly charge for it. 


The plan will provide qualified members with COBRA coverage when COBRA's enrollment and payment 
requirements are met.  But, coverage is provided only to the extent that COBRA requires and is subject to the 
other terms and limitations of this plan.  The Group, not us, is responsible for all notifications and other duties 
assigned by COBRA to the “plan administrator” within COBRA's time limits. 


The following summary of COBRA coverage is taken from COBRA.  Members' rights to this coverage and 
obligations under COBRA automatically change with further amendments of COBRA by Congress or 
interpretations of COBRA by the courts and federal regulatory agencies. 


Qualifying Events And Length Of Coverage 
Please contact the Group immediately when one of the qualifying events highlighted below occurs.  The 
continuation periods listed extend from the date of the qualifying event. 
• The Group must offer the subscriber and covered dependents an election to continue coverage for up to 18 


consecutive months if their coverage is lost because of 1 of 2 qualifying events: 
• The subscriber's work hours are reduced. 
• The subscriber's employment terminates, except for discharge due to actions defined by the Group 


as gross misconduct. 
However, if one of the events listed above follows the covered employee's entitlement to Medicare by less than 
18 months, the Group must offer the covered spouse and children an election to continue coverage for up to 36 
months starting from the date of the Medicare entitlement. 


• COBRA coverage can be extended if a member who lost coverage due to a reduction in hours or termination of 
employment is determined to be disabled under Title II (OASDI) or Title XVI (SSI) of the Social Security Act at 
any time during the first 60 days of COBRA coverage.  In such cases, all family members who elected COBRA 
may continue coverage for up to a total of 29 consecutive months from the date of the reduction in hours or 
termination. 


• The Group must offer the covered spouse or children an election to continue coverage for up to 36 consecutive 
months if their coverage is lost because of 1 of 4 qualifying events: 
• The subscriber dies. 
• The subscriber and spouse legally separate or divorce. 
• The subscriber becomes entitled to Medicare. 
• A child loses eligibility for dependent coverage. 
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In addition, the occurrence of one of these events during the 18-month period described above can extend that 
period for a continuing dependent.  This happens only if the event would have caused a similar dependent who 
was not on COBRA coverage to lose coverage under this plan.  The extended period will end no later than 36 
months from the date of the first qualifying event. 


Conditions Of COBRA Coverage 
For COBRA coverage to become effective, all of the requirements below must be met: 


You Must Give Notice Of Some Qualifying Events 


The plan will offer COBRA coverage only after the Group receives timely notice that a qualifying event has 
occurred. 


The subscriber or affected dependent must notify the Group in the event of a divorce, legal separation, child's loss 
of eligibility as a dependent, or any second qualifying event which occurs within the 18-month period as described 
in Qualifying Events and Lengths Of Coverage.  The subscriber or affected dependent must also notify the 
Group if the Social Security Administration determines that the subscriber or dependent was disabled on any of 
the first 60 days of COBRA coverage.  You also have the right to appoint someone to give the Group this notice 
for you. 


If the required notice is not given or is late, the qualified member loses the right to COBRA coverage.  
Except as described below for disability notices, the subscriber or affected dependent has 60 days in which to 
give notice to the Group.  The notice period starts on the date shown below. 
• For determinations of disability, the notice period starts on the later of: 1) the date of the subscriber's 


termination or reduction in hours; 2) the date the qualified member would lose coverage as the result of one of 
these events; or 3) date of the disability determination.  Please note:  Determinations that a qualified 
member is disabled must be given to the Group before the 18-month continuation period ends.  This 
means that the subscriber or qualified member might not have the full 60 days in which to give the 
notice.  Please include a copy of the determination with your notice to the Group. 
Note:  The subscriber or affected dependent must also notify the Group if a qualified member is deemed by the 
Social Security Administration to no longer be disabled.  See When COBRA Coverage Ends. 


• For the other events above, the 60-day notice period starts on the later of: 1) the date of the qualifying event, or 
2) the date the qualified member would lose coverage as a result of the event. 


Important Note:  The Group must tell you where to direct your notice and any other procedures that you 
must follow.  If the Group informs you of its notice procedures after the notice period start date above for 
your qualifying event, the notice period will not start until the date you're informed by the Group. 


The Group must notify qualified members of their rights under COBRA.  If the Group has named a third party as 
its plan administrator, the plan administrator is responsible to notify members on behalf of the group.  In such 
cases, the Group has 30 days in which to notify its plan administrator of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement.  The plan administrator then has 14 days after it receives 
notice of a qualifying event from the Group (or from a qualified member as stated above) in which to notify 
qualified members of their COBRA rights. 


If the Group itself is the plan administrator, it has more than 14 days in which to give notice for certain qualifying 
events.  The Group must furnish the notice required because of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement no later than 44 days after the later of 1) the date of the 
qualifying event, or 2) the date coverage would end in the absence of COBRA.  For all other qualifying events, the 
14-day notice time limit applies. 


You Must Enroll And Pay On Time 
• You must elect COBRA coverage no more than 60 days after the later of 1) the date coverage was to end 


because of the qualifying event, or 2) the date you were notified of your right to elect COBRA coverage.  You 
may be eligible for a second COBRA election period if you qualify under section 201 of the Federal Trade Act of 
2002.  Please contact the Group or your bargaining representative for more information if you believe this may 
apply to you. 
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Each qualified member will have an independent right to elect COBRA coverage.  Subscribers may elect 
COBRA coverage on behalf of their spouses, and parents may elect COBRA coverage on behalf of their 
children. 


• You must send your first payment to the Group no more than 45 days after the date you elected COBRA 
coverage. 


• Subsequent monthly payments must also be paid to the Group. 


Adding Family Members 
Eligible family members may be added after the continuation period begins, but only as allowed under Special 
Enrollment or Open Enrollment in the When Does Coverage Begin? section.  With one exception, family 
members added after COBRA begins aren't eligible for further coverage if they later have a qualifying event or if 
they are determined to be disabled as described under Qualifying Events and Lengths Of Coverage earlier in 
this COBRA section.  The exception is that a child born to or placed for adoption with a covered employee while 
the covered employee is on COBRA has the same COBRA rights as family members on coverage at the time of 
the original qualifying event.  The child will be covered for the duration of the covered employee's initial 18-month 
COBRA period, unless a second qualifying event occurs which extends the child's coverage.  COBRA coverage is 
subject to all other terms and limitations of this plan. 


Keep The Group Informed Of Address Changes 
In order to protect your rights under COBRA, you should keep the Group informed of any address changes.  It is a 
good idea to keep a copy, for your records, of any notices you send to the Group. 


When COBRA Coverage Ends 
COBRA coverage will end on the last day for which any charge required for it has been paid in the monthly period 
in which the first of the following occurs: 
• The applicable continuation period expires. 
• The next monthly payment isn't paid when due or within the 30-day COBRA grace period. 
• When coverage is extended from 18 to 29 months due to disability (see Qualifying Events and Lengths Of 


Coverage in this section), COBRA coverage beyond 18 months ends if there's a final determination that a 
qualified member is no longer disabled under the Social Security Act.  However, coverage won't end on the 
date shown above, but on the last day for which subscription charges have been paid in the first month that 
begins more than 30 days after the date of the determination.  The subscriber or affected dependent must 
provide the Group with a copy of the Social Security Administration's determination within 30 days after the 
later of: 1) the date of the determination, or 2) the date on which the subscriber or affected dependent was 
informed that this notice should be provided and given procedures to follow. 


• You become covered under another group health care plan after the date you elect COBRA coverage. 
• You become entitled to Medicare after the date you elect COBRA coverage. 
• The Group ceases to offer group health care coverage to any employee. 


If You Have Questions 
Questions about your plan or your rights under COBRA should be addressed to the plan contacts provided by the 
Group.  For more information about your rights under ERISA, 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) in your area or visit 
the EBSA Web site at www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA Offices 
are available through EBSA's Web site. 


EXTENDED BENEFITS 
Under the following circumstances, certain benefits of this plan may be extended after your coverage ends for 
reasons other than as described under Intentionally False Or Misleading Statements. 


The inpatient benefits of this plan will continue to be available after coverage ends if: 
• Your coverage didn't end because of fraud or an intentional misrepresentation of material fact under the terms 


of the coverage 
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• You were admitted to a medical facility prior to the date coverage ended 
• You remained continuously confined in a medical facility because of the same medical condition for which you 


were admitted 


Please Note:  Newborns are eligible for Extended Inpatient benefits only if they are enrolled beyond the 3-
week period specified in the Newborn Care benefit. 


Such continued inpatient coverage will end when the first of the following occurs: 
• You're covered under a health plan or contract that provides benefits for your confinement or would provide 


benefits for your confinement if coverage under this plan did not exist 
• You're discharged from that facility or from any other facility to which you were transferred 
• Inpatient care is no longer medically necessary 
• The maximum benefit for inpatient care in the medical facility has been provided.  If the calendar year ends 


before a calendar year maximum has been reached, the balance is still available for covered inpatient care you 
receive in the next year.  Once it's used up, however, a calendar year maximum benefit will not be renewed. 


CONTINUATION UNDER USERRA 
The Uniformed Services Employment And Reemployment Rights Act (USERRA) protects the job rights (including 
enrollment rights on employer-provided health care coverage) of individuals who voluntarily or involuntarily leave 
employment positions to undertake military service.  If you leave your job to perform military service, you have the 
right to elect to continue existing employer-based health plan coverage for you and your dependents for up to 24 
months while in the military.  Even if you don't elect to continue coverage during your military service, you have 
the right to be reinstated in your employer's health plan when you are re-employed, generally without any 
exclusions except for service-connected illnesses or injuries. 


Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S.  
Department of Labor at 1-866-4-USA-DOL or visit its Web site at www.dol.gov/vets.  An online guide to USERRA 
can be viewed at www.dol.gov/elaws/userra.htm. 


MEDICARE SUPPLEMENT COVERAGE 
If you're enrolled in Parts A and B of Medicare, you may be eligible for guaranteed-issue coverage under certain 
Medicare supplement plans.  You must apply within 63 days of losing coverage under this plan. 


HOW DO I FILE A CLAIM? 
Claims Other Than Prescription Drug Claims 


Many providers will submit their bills to us directly.  However, if you need to submit a claim, follow these simple 
steps: 


Step 1 


Complete a Subscriber Claim Form.  A separate Subscriber Claim Form is necessary for each patient and each 
provider.  You can order extra Subscriber Claim Forms by calling Customer Service.   


Step 2 


Attach the itemized bill.  The itemized bill must contain all of the following information: 
• Names of the subscriber and the member who incurred the expense 
• Identification numbers for both the subscriber and the Group (these are shown on the subscriber's identification 


card) 
• Name, address and IRS tax identification number of the provider 
• Information about other insurance coverage 
• Date of onset of the illness or injury 
• Diagnosis or diagnosis code from the most current edition of the International Classification of Diseases 


manual 
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• Procedure codes from the most current edition of the Current Procedural Terminology manual, the 
Healthcare Common Procedure Coding manual, or the American Dental Association Current Dental 
Terminology manual for each service 


• Dates of service and itemized charges for each service rendered 
• If the services rendered are for treatment of an injury, the date, time, location and a brief description of the 


event 


Step 3 


If you're also covered by Medicare, and Medicare is primary, you must attach a copy of the “Explanation of 
Medicare Benefits.” 


Step 4 


Check that all required information is complete.  Bills received won't be considered to be claims until all necessary 
information is included. 


Step 5 


Sign the Subscriber Claim Form in the space provided. 


Step 6 


Mail your claims to us at the mailing address shown on the back cover of this booklet. 


Prescription Drug Claims 


To make a claim for covered prescription drugs, please follow these steps: 


In-Network Pharmacies 


For retail pharmacy purchases, you don't have to send us a claim.  Just show your Premera Blue Cross ID card to 
the pharmacist, who will bill us directly.  If you don't show your ID card, you'll have to pay the full cost of the 
prescription and submit the claim yourself. 


For mail-order pharmacy purchases, you don't have to send us a claim, but you'll need to follow the instructions 
on the order form and submit it to the address printed on the form.  Please allow up to 14 days for delivery. 


Out-Of-Network Pharmacies 


You'll have to pay the full cost for new prescriptions and refills purchased at these pharmacies.  You'll need to fill 
out a prescription drug claim form, attach your prescription drug receipts and submit the information to the 
address shown on the claim form. 


If you need a supply of in-network mail-order pharmacy order forms or prescription drug claim forms, contact our 
Customer Service department at the numbers shown on the back cover of this booklet. 


Timely Filing 
You should submit all claims within 90 days of the start of service or within 30 days after the service is completed.  
We must receive claims: 
• Within 365 days of discharge for hospital or other medical facility expenses, or within 365 days of the date the 


expenses were incurred for any other services or supplies 
• For members who have Medicare, within 90 days of the process date shown on the Explanation of Medicare 


Benefits, whichever is greater 


The plan won't provide benefits for claims we receive after the later of these 2 dates except when required by law. 


Special Notice About Claims Procedure 
We'll make every effort to process your claims as quickly as possible.  We process claims in the order in which we 
receive them.  We'll tell you if this plan won't cover all or part of the claim no later than 30 days after we first 
receive it.  This notice will be in writing.  We can extend the time limit by up to 15 days if it's decided that more 
time is needed due to matters beyond our control.  We'll let you know before the 30-day time limit ends if we need 
more time.  If we need more information from you or your provider in order to decide your claim, we'll ask for that 
information in our notice and allow you or your provider at least 45 days to send us the information.  In such 







 


 62 Your Choice (Non-Grandfathered) 
  January 1, 2019 
  1006087 


 


cases, the time it takes to get the information to us doesn't count toward the decision deadline.  Once we receive 
the information we need, we have 15 days to give you our decision. 
• If your claim was denied, in whole or in part, our written notice (see Notices) will include: 
• The reasons for the denial and a reference to the provisions of this plan on which it's based 
• A description of any additional information needed to reconsider the claim and why that information is needed 
• A statement that you have the right to appeal our decision 
• A description of the plan's complaint and appeal processes 


If there were clinical reasons for the denial, you'll receive a letter stating these reasons. 


At any time, you have the right to appoint someone to pursue the claim on your behalf.  This can be a doctor, 
lawyer or a friend or relative.  You must notify us in writing and give us the name, address and telephone number 
where your appointee can be reached. 


If all you have to pay is a copay for a covered service or supply, it is not considered a claim for benefits.  
However, you always have the right to get a paper copy of your explanation of benefits for the service or supply.  
You can call Customer Service.  The phone number is on the back cover of your booklet and on your Premera ID 
card.  Or, you can visit our website for secure online access to your claims.  If your claim is denied in whole or in 
part, you may send us a complaint or appeal as outlined under Complaints And Appeals. 


If a claim for benefits or an appeal is denied or ignored, in whole or in part, or not processed within the time 
shown in this plan, you may file suit in a state or federal court. 


COMPLAINTS AND APPEALS 


We know healthcare doesn’t always work perfectly.  Our goal is to listen, take care of you, and make it simple.  If 
it doesn’t go the way you expect, you have two options: 
• Complaints – You can contact customer service if you have a complaint.  We may ask you to send the details in 


writing.  We will send a written response within 30 days.  
• Appeals – You can request a review of a specific decision we have made about your plan benefits. 


You can appeal the following adverse benefit determinations (See Definitions) 
• A decision to pay for less than the full cost of your claim 
• A limit or restriction on otherwise covered benefits 
• A decision to deny or partly deny your request for coverage of a benefit 
• A decision regarding your eligibility to enroll or stay in the plan  
• You may also appeal decisions we make regarding coverage for drugs not on the plan’s list of covered drugs.  


See Prescription Drug for details.  


INTERNAL APPEAL 
The process begins with internal appeal by Premera.  Your plan has two levels of internal appeals.  In the first 
level, people who were not part of the initial decision will review your appeal.  Medical review denials will be 
reviewed by a medical professional.  We must receive your internal appeal request within 180 days of the date 
you were notified of the initial decision. 


If you are not satisfied with the decision, you may request a level 2 appeal.  You have 60 days from the date of 
the level 1 decision letter to ask for a level 2 appeal.  You can send us new information to consider. 


Your level 2 internal appeal will be reviewed by a panel of people who were not involved in the initial decision or in 
the level 1 appeal.  If the initial decision involved medical judgment, a medical professional will be on the panel.  
You may take part in the level 2 panel meeting in person or by phone. 


WHO CAN APPEAL 
You can appeal yourself or choose someone, including your doctor, to appeal on your behalf.  If you choose 
someone else, complete an Authorization for Appeals form located on www.premera.com. 


HOW TO APPEAL 
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You can call Customer Service or you can write to us at the address listed on the back cover of this book.  By 
sending your appeal in writing, you can provide more details about your appeal.  This may include chart notes, 
medical records or a letter from your doctor. 


If you need help filing an appeal, or would like a copy of the appeals process, please call Customer Service.  You 
can also get a description of the appeals process by visiting our website. 


If you would like to review the information used for your appeal, please contact Customer Service.  The 
information will be sent as soon as possible and free of charge. 


WHAT HAPPENS WHEN YOU HAVE ONGOING CARE 
Ongoing care is continuous treatment you are currently receiving, such as residential care, care for a chronic 
condition, inpatient care and rehabilitation. 


The plan may decide to change, reduce or end coverage of ongoing care because we've determined the care is 
no longer medically necessary.  If you appeal that decision, the plan will continue to cover your care during the 
appeal period.  This continued coverage during the appeal period is not a reversal of the denial.  If the decision is 
upheld, you must repay all amounts the plan paid for ongoing care during the appeal review. 


WHAT HAPPENS WHEN IT'S URGENT 
If your situation is urgent, we will handle your appeal in an expedited (fast) manner.  Examples of urgent 
situations are: 
• Delay may put your life or health in serious danger or cause you severe pain that cannot be managed, as 


determined by medical professionals or your treating physician 
• You are requesting coverage for inpatient or emergency care that you are currently receiving 


If your situation is urgent, you may ask for an expedited external appeal at the same time you request an 
expedited internal appeal. 


Urgent appeals are only available for services you have not yet received.  


WHAT HAPPENS NEXT 
Your appeal is reviewed, and a decision is provided within the time limits below. 


Type of appeal When to expect notification of a decision 


Urgent appeals No later than 72 hours.  We will call, fax, or email you with the 
decision, and follow up in writing 


Pre-service appeals (a decision made by us 
before you received services) 


Within 15 days  


All other appeals 15-30 days 


If the first decision is upheld, or the process above is not followed, you can request an external appeal. 


EXTERNAL APPEAL 
External appeal will be done by an Independent Review Organization (IRO) that is certified by the State of 
Washington Department of Health to review medical and other important information.  There is no cost to you for 
an external appeal. 
• You may write to us directly to request an external appeal. 
• We must receive your written request for an external appeal within 4 months after the date you got our internal 


appeal letter.  You must include the signed external appeal form you received from us.  You may also include 
medical records and other information. 


We will forward your medical records and other information to the IRO.  If you have additional information on your 
appeal, we will tell you how to send it to the IRO. 
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WHAT HAPPENS NEXT 
Once the external appeal is done, the IRO will let you and us know their decision within the time limits below: 
• For urgent external appeals no later than 72 hours after receiving the request. 
• For all other appeals, within 45 days after the IRO gets the request. 


ONCE A DECISION IS MADE 
For urgent appeals, the IRO will inform you and us immediately.  We will follow up with a written decision by mail. 
For all other appeals, we will send you a written decision by mail. 


The Plan will accept the IRO decision. 


If the IRO: 
• Reverses the original decision, we will apply their decision quickly. 
• Stands by the original decision, there is no further appeal.  However, you may have other steps you can take 


under state or federal law, such as filing a lawsuit. 


If you have questions about a denial of a claim or your appeal rights, you may call Customer Service at the 
number listed on your Premera ID card. 


You can also contact the Employee Benefits Security Administration of the U.S. Department of Labor.  The phone 
number is 1-866-444-EBSA (3272). 


OTHER INFORMATION ABOUT THIS PLAN 
This section tells you about how this plan is administered.  It also includes information about federal and state 
requirements we and the Group must follow and other information that must be provided. 


Conformity With The Law 


If any provision of the plan or any amendment thereto is deemed to be in conflict with applicable state or federal 
laws or regulations, upon discovery of such conflict the plan will be administered in conformance with the 
requirements of such laws and regulations as of their effective date. 


Evidence Of Medical Necessity 


We have the right to require proof of medical necessity for any services or supplies you receive before benefits 
under this plan are provided.  This proof may be submitted by you, or on your behalf by your health care 
providers.  No benefits will be available if the proof isn't provided or acceptable to the plan. 


Health Care Providers — Independent Contractors 


All health care providers who provide services and supplies to a member do so as independent contractors.  
None of the provisions of this plan or the contract between Premera Blue Cross and the Group are intended to 
create, nor shall they be deemed or construed to create, any employment or agency relationship between us and 
the provider of service other than that of independent contractors. 


Intentionally False Or Misleading Statements 


If this plan's benefits are paid in error due to a member's or provider's commission of fraud or providing any 
intentionally false or misleading statements, the plan is entitled to recover these amounts.  Please see the Right 
Of Recovery provision later in this section. 


And, if a member commits fraud or makes any intentionally false or misleading statements on any application or 
enrollment form that affects the member's acceptability for coverage, we may, as directed by the Group: 
• Deny the member's claim 
• Reduce the amount of benefits provided for the member's claim 
• Void the member's coverage under this plan (void means to cancel coverage back to its effective date, as if it 


had never existed at all) 
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Please Note:  we cannot void your coverage based on a misrepresentation you made unless you have performed 
an act or practice that constitutes fraud; or made an intentional misrepresentation of material fact that affects your 
acceptability for coverage. 


Member Cooperation 


You're under a duty to cooperate with us and the Group in a timely and appropriate manner in our administration 
of benefits.  You're also under a duty to cooperate with us and the Group in the event of a lawsuit. 


Notice Of Information Use And Disclosure 


We may collect, use, or disclose certain information about you.  This protected personal information (PPI) may 
include health information, or personal data such as your address, telephone number or Social Security number.  
We may receive this information from, or release it to, health care providers, insurance companies, or other 
sources. 


This information is collected, used or disclosed for conducting routine business operations such as: 
• Underwriting and determining your eligibility for benefits and paying claims.  (Genetic information is not 


collected or used for underwriting or enrollment purposes.) 
• Coordinating benefits with other health care plans 
• Conducting care management or quality reviews 
• Fulfilling other legal obligations that are specified under the plan and our administrative service contract with 


the Group 


This information may also be collected, used or disclosed as required or permitted by law. 


To safeguard your privacy, we take care to ensure that your information remains confidential by having a 
company confidentiality policy and by requiring all employees to sign it. 


If a disclosure of PPI isn't related to a routine business function, we remove anything that could be used to easily 
identify you or we obtain your prior written authorization. 


You have the right to request inspection and /or amendment of records retained by us that contain your PPI.  
Please contact our Customer Service department and ask a representative to mail a request form to you. 


Notice Of Other Coverage 


As a condition of receiving benefits under this plan, you must notify us of: 
• Any legal action or claim against another party for a condition or injury for which the plan provides benefits; and 


the name and address of that party's insurance carrier 
• The name and address of any insurance carrier that provides: 


• Personal injury protection (PIP) 
• Underinsured motorist coverage 
• Uninsured motorist coverage 
• Any other insurance under which you are or may be entitled to recover compensation 


• The name of any group or individual insurance plans that cover you 


Notices 


Any notice we're required to submit to the Group or subscriber will be considered to be delivered if it's mailed to 
the Group or subscriber at the most recent address appearing on our records.  We'll use the date of postmark in 
determining the date of our notification.  If you are required to submit notice to us, it will be considered delivered 3 
days after the postmark date, or if not postmarked, the date we receive it. 


Right Of Recovery 


On behalf of the plan, we have the right to recover amounts the plan paid that exceed the amount for which the 
plan is liable.  Such amounts may be recovered from the subscriber or any other payee, including a provider.  Or, 
such amounts may be deducted from future benefits of the subscriber or any of his or her dependents (even if the 
original payment wasn't made on that member's behalf) when the future benefits would otherwise have been paid 
directly to the subscriber or to a provider that does not have a contract with us. 
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Right To And Payment Of Benefits 


Benefits of this plan are available only to members.  Except as required by law, the plan won't honor any 
attempted assignment, garnishment or attachment of any right of this plan.  In addition, members may not assign 
a payee for claims, payments or any other rights of this plan. 


At our option only, we have the right to direct the benefits of this plan to: 
• The subscriber 
• A provider 
• Another health insurance carrier 
• The member 
• Another party legally entitled under federal or state medical child support laws 
• Jointly to any of the above 


Payment to any of the above satisfies the plan's obligation as to payment of benefits. 


Venue 


All suits or legal proceedings brought against us, the plan, or the Group by you or anyone claiming any right under 
this plan must be filed: 
• Within 3 years of the date the rights or benefits claimed under this plan were denied in writing, or of the 


completion date of the independent review process if applicable; and 
• In the state of Washington or the state where you reside or are employed. 


All suits or legal or arbitration proceedings brought by the plan will be filed within the appropriate statutory period 
of limitation, and you agree that venue, at the plan's option, will be in King County, the state of Washington. 


Women's Health and Cancer Rights Act of 1998 


Your plan, as required by the Women's Health and Cancer Rights Act of 1998 (WHCRA), provides benefits for 
mastectomy-related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prostheses, and complications resulting from a mastectomy, including lymphedemas. Please see 
Covered Services. 


ERISA PLAN DESCRIPTION 
The following information has been provided by your Group to meet certain ERISA requirements for the summary 
plan description. 


This plan is an employee welfare benefit plan that's subject to the Federal Employee Retirement Income Security 
Act of 1974 (ERISA).  This employee welfare benefit plan is called the "ERISA Plan" in this section.  ERISA gives 
subscribers and dependents the right to a summary describing the ERISA Plan. 


Name Of Plan 


Saltchuk Resources, Inc., Comprehensive Premera Blue Cross Plan 


Name And Address Of Employer Or Plan Sponsor 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Subscribers and dependents may receive from the plan administrator, upon written request, information as to 
whether a particular employer or employee organization is a sponsor of the ERISA Plan and, if so, the sponsor's 
address. 


Employer Identification Number "EIN 


91-1186367 
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Plan Number 


507 


Type Of Plan 


Self-funded employee welfare benefit plan that is a group health plan.  The ERISA Plan provides hospital and 
medical benefits. 


Type Of Administration 


Third-party administration by Premera Blue Cross under the terms and conditions of its administrative service 
contract with the Group.  We do not insure this plan 


Name, Address, And Telephone Number Of ERISA Plan Administrator 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Agent For Service Of Legal Process 


Benefits Administrator 
Saltchuk Resources, Inc. 
1111 Fairview Avenue North. 
Seattle, WA  98109 
206-652-1111 
Eligibility To Participate In The Plan 


Employees and their dependents are eligible for the benefits of the plan when they meet the eligibility 
requirements in this booklet, are enrolled as described in this booklet, and all required monthly charges for them 
are and continue to be paid to the Group as required by the Group. 


Benefits 


The benefit booklet tells you the terms and limitations of each benefit of this plan.  You may have lower out-of-
pocket costs if you use providers that have signed contracts with us.  This booklet explains the provider networks, 
when applicable.  It also tells how benefits are affected if members don't use these providers.  Coverage for 
emergency care and care you receive outside the service area are also described.  The benefit sections of this 
booklet also explain what part of the cost of covered health care that you must pay. 


If you lose your benefit booklet, please contact the Group for a new one. 


Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits 


This booklet describes circumstances that may result in disqualification, ineligibility or denial, loss, forfeiture, 
suspension, reduction, offset or recovery of any benefits for members. 


Source Of Contributions 


Employees do not contribute to the cost of coverage for themselves or their dependents.  Self-payments are also 
permitted; please see the "How Do I Continue Coverage?" section in this booklet. 


Plan Changes and Termination 


The "Plan Termination" and "Changes In Coverage" portions of this booklet describe the circumstances when this 
plan may be changed or terminated.  No rights are vested under the ERISA Plan.  The Group reserves the right to 
change or terminate its ERISA Plan in whole or in part, at any time, with no liability. 


The Group will tell employees if its ERISA Plan is changed or terminated.  If the ERISA Plan were to be 
terminated, members would have a right to benefits only for covered services received before the ERISA Plan's 
end date. 


ERISA Plan Year 


The ERISA Plan year ends on each December 31st. 
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WHAT ARE MY RIGHTS UNDER ERISA? 
As participants in an employee welfare benefit plan, subscribers have certain rights and protections.  This section 
of this plan explains those rights. 


ERISA provides that all plan participants shall be entitled to: 
• Examine without charge, at the ERISA Plan administrator's office and at other specified locations (such as work 


sites and union halls), all documents governing the ERISA Plan, including insurance contracts and collective 
bargaining agreements.  If the ERISA Plan is required to file an annual report with the U.S.  Department of 
Labor, plan participants shall be entitled to examine a copy of its latest annual report (Form 5500 Series) filed 
and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


• Obtain, upon written request to the ERISA Plan administrator, copies of documents governing the operation of 
the ERISA Plan, including insurance contracts and collective bargaining agreements and updated summary 
plan descriptions.  (Please note that this booklet by itself does not meet all the requirements for a summary 
plan description.)  If the ERISA Plan is required to file an annual report with the U.S.  Department of Labor, plan 
participants shall be entitled to obtain copies of the latest annual report (Form 5500 Series).  The administrator 
may make a reasonable charge for the copies. 


• Receive a summary of the ERISA Plan's annual financial report, if ERISA requires the ERISA Plan to file an 
annual report.  The ERISA Plan administrator for such plans is required by law to furnish each participant with a 
copy of this summary annual report. 


• Continue health care coverage for yourself, spouse or dependents if there's 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 plan on the rules governing your COBRA 
continuation coverage rights. 


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee welfare benefit plan.  The people who operate your ERISA 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.  
(The Group has delegated to us the discretionary authority to determine eligibility for benefits and to construe the 
terms used in the plan to the extent stated in our administrative services contract with the Group).  No one, 
including your employer, your union, or any other person, may fire you or otherwise discriminate against you in 
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 


If your claim for a welfare benefit is denied or ignored, 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 ERISA 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 ERISA 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.  In addition, if you disagree with the ERISA 
Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in federal court. 


If it should happen that ERISA Plan fiduciaries misuse the ERISA Plan's money, or if you're 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're successful, the court may 
order the person you 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. 


Please Note:  Under ERISA, the ERISA Plan administrator is responsible for furnishing each participant and 
beneficiary with a copy of the summary plan description. 
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If you have any questions about your employee welfare benefit plan, you should contact the ERISA 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 ERISA Plan administrator, you should contact either the: 
• Office of the Employee Benefits Security Administration, U.S.  Department of Labor, 300 Fifth Ave., Suite 1110, 


Seattle, WA 98104; or 
• Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.  Department of 


Labor, 200 Constitution Ave.  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 at 1-866-444-3272. 


DEFINITIONS 
The terms listed throughout this section have specific meanings under this plan. 


Adverse Benefit Determination 
An adverse benefit determination means a decision to deny, reduce, terminate or a failure to provide or to make 
payment, in whole or in part for services.  This includes 
• A member’s or applicant’s eligibility to be or stay enrolled in this plan or health insurance coverage 
• A limitation on otherwise covered benefits 
• A clinical review decision 
• A decision that a service is experimental, investigative, not medically necessary or appropriate, or not effective 


Affordable Care Act 
The Patient Protection and Affordable Care Act of 2010 (Public Law 111-148) as amended by the Health Care 
and Education Reconciliation Act of 2010 (Public Law 111-152). 


Calendar Year 
The period of 12 consecutive months that starts each January 1 at 12:01 a.m.  and ends on the next December 
31 at midnight. 


Chemical Dependency (also called “Substance Use Disorder”) 
An illness characterized by physiological or psychological dependency, or both, on a controlled substance 
regulated under Chapter 69.50 RCW and/or alcoholic beverages.  It's further characterized by a frequent or 
intense pattern of pathological use to the extent: 
• The user exhibits a loss of self-control over the amount and circumstances of use 
• The user develops symptoms of tolerance, or psychological and/or physiological withdrawal if use of the 


controlled substance or alcoholic beverage is reduced or discontinued 
• The user's health is substantially impaired or endangered, or his or her social or economic function is 


substantially disrupted 


Clinical Trials 
An approved clinical trial means a scientific study using human subjects designed to test and improve prevention, 
diagnosis, treatment, or palliative care of cancer, or the safety and effectiveness of a drug, device, or procedure 
used in the prevention, diagnosis, treatment, or palliative care, if the study is approved by the following: 
• An institutional review board that complies with federal standards for protecting human research subjects and 
• One or more of the following: 


• The United States Department of Health and Human Services, National Institutes of Health, or its institutes 
or centers 


• The United States Department of Health and Human Services, United States Food and Drug Administration 
(FDA) 


• The United States Department of Defense 
• The United States Department of Veterans’ Affairs 
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• A nongovernmental research entity abiding by current National Institute of Health guidelines 


Community Mental Health Agency 
An agency that's licensed as such by the state of Washington to provide mental health treatment under the 
supervision of a physician or psychologist. 


Congenital Anomaly Of A Dependent Child 
A marked difference from the normal structure of an infant's body part, that's present from birth and manifests 
during infancy. 


Cost-Share 
The member’s share of the allowed amount for covered services.  Deductibles, copays, and coinsurance are all 
types of cost-shares.  See the Summary Of Your Costs to find out what your cost-share is. 


Custodial Care 
Any portion of a service, procedure or supply that is provided primarily: 
• For ongoing maintenance of the member's health and not for its therapeutic value in the treatment of an illness 


or injury 
• To assist the member in meeting the activities of daily living.  Examples are help in walking, bathing, dressing, 


eating, preparation of special diets, and supervision over self-administration of medication not requiring 
constant attention of trained medical personnel 


Detoxification 
Detoxification is active medical management of medical conditions due to substance intoxication or substance 
withdrawal, which requires repeated physical examination appropriate to the substance, and use of medication.  
Observation alone is not active medical management. 


Effective Date 
The date when your coverage under this plan begins.  If you re-enroll in this plan after a lapse in coverage, the 
date that the coverage begins again will be your effective date. 


Eligibility Waiting Period 
The length of time that must pass before an employee or dependent is eligible to be covered under the Group's 
health care plan.  If an employee or dependent enrolls under the Special Enrollment provisions of this plan or 
enrolls on a date other than when first eligible to enroll, any period prior to such enrollment isn't considered an 
eligibility waiting period, unless all or part of the initial eligibility waiting period had not been met. 


Emergency Care 
• A medical screening examination to evaluate a medical emergency that is within the capability of the 


emergency department of a hospital, including ancillary service routinely available to the emergency 
department. 


• Further medical examination and treatment to stabilize the member to the extent the services are within the 
capabilities of the hospital staff and facilities or, if necessary, to make an appropriate transfer to another 
medical facility.  “Stabilize” means to provide such medical treatment of the medical emergency as may be 
necessary to assure, within reasonable medical probability that no material deterioration of the condition is 
likely to result from or occur during the transfer of the member from a medical facility. 


• Ambulance transport as needed in support of the services above. 


Essential Health Benefits 
Benefits defined by the Secretary of Health and Human Services that shall include at least the following general 
categories: ambulatory patient services, emergency care, hospitalization, maternity and newborn care, mental 
health and chemical dependency 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, including oral and vision care.  The designation of benefits as essential shall 
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be consistent with the requirements and limitations set forth under the Affordable Care Act and applicable 
regulations as determined by the Secretary of Health and Human Services. 


Experimental/Investigational Services 
Experimental or investigational services include a treatment, procedure, equipment, drug, drug usage, medical 
device or supply that meets one or more of the following criteria: 
• A drug or device that can't be lawfully marketed without the approval of the U.S.  Food and Drug 


Administration, and hasn't been granted such approval on the date the service is provided 
• The service is subject to oversight by an Institutional Review Board 
• No reliable evidence demonstrates that the service is effective, in clinical diagnosis, evaluation, management or 


treatment of the condition 
• The service is the subject of ongoing clinical trials to determine its maximum tolerated dose, toxicity, safety or 


efficacy. 
• Evaluation of reliable evidence indicates that additional research is necessary before the service can be 


classified as equally or more effective than conventional therapies 


Reliable evidence includes but is not limited to reports and articles published in authoritative peer reviewed 
medical and scientific literature, and assessments and coverage recommendations published by the Blue Cross 
Blue Shield Association Technical Evaluation Center (TEC). 


Group 
The entity that sponsors this self-funded plan. 


Hospital 
A facility legally operating as a hospital in the state in which it operates and that meets the following requirements: 
• It has facilities for the inpatient diagnosis, treatment, and acute care of injured and ill persons by or under the 


supervision of a staff of physicians 
• It continuously provides 24-hour nursing services by or under the supervision of registered nurses 


A “hospital” will never be an institution that's run mainly: 
• As a rest, nursing or convalescent home; residential treatment center; or health resort 
• To provide hospice care for terminally ill patients 
• For the care of the elderly 
• For the treatment of chemical dependency or tuberculosis 


Illness 
A sickness, disease, medical condition or pregnancy. 


Injury 
Physical harm caused by a sudden event at a specific time and place.  It's independent of illness, except for 
infection of a cut or wound. 


In-Network Pharmacy (In-Network Retail/In-Network Mail Order Pharmacy) 
A licensed pharmacy which contracts with us or our Pharmacy Benefit Manager to provide prescription drug 
benefits. 


In-Network Provider 
A provider that is in one of the networks stated in the How Providers Affect Your Costs section. 


Inpatient 
Confined in a medical facility as an overnight bed patient. 
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Medical Emergency (also called “Emergency”) 
A medical condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such 
that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate attention to result in 1) placing the health of the individual (or with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious jeopardy; 2) serious impairment to bodily 
functions; or 3) serious dysfunction of any bodily organ or part. 


Examples of a medical emergency are severe pain, suspected heart attacks and fractures.  Examples of a non-
medical emergency are minor cuts and scrapes. 


Medical Equipment 
Mechanical equipment that can stand repeated use and is used in connection with the direct treatment of an 
illness or injury.  It's of no use in the absence of illness or injury. 


Medical Facility (also called “Facility”) 
A hospital, skilled nursing facility, state-approved chemical dependency program or hospice. 


Medically Necessary 
Those covered services and supplies that a physician, exercising prudent clinical judgment, would provide to a 
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are:  
• In accordance with generally accepted standards of medical practice;  
• Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and  
• Not primarily for the convenience of the patient, physician, or other health care provider, and not more costly 


than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.   


For these purposes, “generally accepted standards of medical practice” means standards that are based on 
credible scientific evidence published in peer reviewed medical literature generally recognized by the relevant 
medical community, physician specialty society recommendations and the views of physicians practicing in 
relevant clinical areas and any other relevant factors. 


Member (also called “You” and “Your”) 
A person covered under this plan as a subscriber or dependent. 


Non-Contracted Provider 
A provider is not in any network of Premera Blue Cross, Premera Blue Cross Blue Shield of Alaska, or the local 
Blue Cross Blue Shield licensee. 


Obstetrical Care 
Care furnished during pregnancy (antepartum, delivery and postpartum) or any condition arising from pregnancy.  
This includes the time during pregnancy and within 45 days following delivery. 


Abortion is included as part of obstetrical care. 


Orthodontia 
The branch of dentistry which specializes in the correction of tooth arrangement problems, including poor 
relationships between the upper and lower teeth (malocclusion). 


Orthotic 
A support or brace applied to an existing portion of the body for weak or ineffective joints or muscles, to aid, 
restore or improve function. 


Out-Of-Network Provider 
A provider that is not in one of the provider networks stated in the How Providers Affect Your Costs section. 
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Outpatient 
Treatment received in a setting other than an inpatient in a medical facility. 


Outpatient Surgical Center 
A facility that’s licensed or certified as required by the state it operates in and that meets all of the following: 
• It has an organized staff of physicians 
• It has permanent facilities that are equipped and operated primarily for the purpose of performing surgical 


procedures 
• It doesn’t provide inpatient services or accommodations 


Pharmacy Benefit Manager 
An entity that contracts with us to administer the Prescription Drug benefit under this plan. 


Physician 
A state-licensed: 
• Doctor of Medicine and Surgery (M.D.) 
• Doctor of Osteopathy (D.O.) 


In addition, professional services provided by one of the following types of providers will be covered under this 
plan, but only when the provider is providing a service within the scope of his or her state license; providing a 
service or supply for which benefits are specified in this plan; and providing a service for which benefits would be 
payable if the service were provided by a physician as defined above: 
• Chiropractor (D.C.) 
• Dentist (D.D.S. or D.M.D.) 
• Optometrist (O.D.) 
• Podiatrist (D.P.M.) 
• Psychologist (Ph.D.) 
• Nurse (R.N.) licensed in Washington state 


Plan (also called “This Plan”) 
The Group's self-funded plan described in this booklet. 


Prescription Drug 
Any medical substance, including biological products, the label of which, under the Federal Food, Drug and 
Cosmetic Act, as amended, is required to bear the legend:  “Caution:  Federal law prohibits dispensing without a 
prescription.” 


Benefits available under this plan will be provided for “off-label” use, including administration, of prescription drugs 
for treatment of a covered condition when use of the drug is recognized as effective for treatment of such 
condition by: 
• One of the following standard reference compendia: 


• The American Hospital Formulary Service-Drug Information 
• The American Medical Association Drug Evaluation 
• The United States Pharmacopoeia-Drug Information 
• Other authoritative compendia as identified from time to time by the Federal Secretary of Health and Human 


Services or the Insurance Commissioner 
• If not recognized by one of the standard reference compendia cited above, then recognized by the majority of 


relevant, peer-reviewed medical literature (original manuscripts of scientific studies published in medical or 
scientific journals after critical review for scientific accuracy, validity and reliability by independent, unbiased 
experts) 


• The Federal Secretary of Health and Human Services 
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“Off-label use” means the prescribed use of a drug that's other than that stated in its FDA-approved labeling. 


Benefits aren't available for any drug when the U.S.  Food and Drug Administration (FDA) has determined its use 
to be contra-indicated, or for experimental or investigational drugs not otherwise approved for any indication by 
the FDA. 


Provider 
A health care practitioner or facility that is in a licensed or certified provider category regulated by the state in 
which the practitioner or facility provides care, and that practices within the scope of such licensure or 
certification.  Also included is an employee or agent of such practitioner or facility, acting in the course of and 
within the scope of his or her employment. 


Health care facilities that are owned and operated by an agency of the U.S.  government are included as required 
by federal law.  Health care facilities owned by the political subdivision or instrumentality of a state are also 
covered. 


Board Certified Behavior Analysts (BCBAs) will be considered health care providers for the purposes of providing 
applied behavior analysis (ABA) therapy, as long as both of the following are true:  1) They’re licensed when 
required by the State in which they practice, or, if the State does not license behavior analysts, are certified as 
such by the Behavior Analyst Certification Board, and 2) The services they furnish are consistent with state law 
and the scope of their license or board certification.  Therapy assistants/behavioral technicians/paraprofessionals 
that do not meet the requirements above will also be covered providers under this plan when they provide ABA 
therapy and their services are supervised and billed by a BCBA or one of the following state-licensed provider 
types: psychiatrist, developmental pediatrician, pediatric neurologist, psychiatric nurse practitioner, advanced 
nurse practitioner, advanced registered nurse practitioner, occupational or speech therapist, psychologist, 
community mental health agency that is also state-certified to provide ABA therapy. 


Psychiatric Condition 
A condition listed in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
published by the American Psychiatric Association, excluding diagnoses and treatments for substance abuse. 


Service Area 
The area in which we directly operate provider networks.  This area is made up of the states of Washington 
(except Clark County) and Alaska 


Skilled Care 
Care that's ordered by a physician and requires the medical knowledge and technical training of a licensed 
registered nurse. 


Skilled Nursing Facility 
A medical facility providing services that require the direction of a physician and nursing supervised by a 
registered nurse, and that's approved by Medicare or would qualify for Medicare approval if so requested. 


Subscriber 
An enrolled employee of the Group.  Coverage under this plan is established in the subscriber's name. 


Subscription Charges 
The monthly rates to be paid by the member that are set by the Group as a condition of the member's coverage 
under the plan. 


We, Us and Our 
Means Premera Blue Cross. 







 


 


  







 


 


 
Where To Send Claims 
MAIL YOUR CLAIMS TO 
Premera Blue Cross 
P.O. Box 91059 
Seattle, WA  98111-9159 


 


PRESCRIPTION DRUG CLAIMS 
Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit Manager 


At 
Express Scripts 
P.O. Box 747000 
Cincinnati, OH 45274-7000 


1-800-391-9701 
www.express-scripts.com 


 


Customer Service 
Mailing Address Phone Numbers 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 


Physical Address Local and toll-free TTY number: 
1-800-842-5357 7001 220th St. S.W. 


Mountlake Terrace, WA 98043-2124 


Care Management 
Pre-Approval And Emergency Notification 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 
Fax: 1-800-843-1114 


 


Telehealth 
You can get telehealth care from Teladoc.  Log onto your account at 
https://member.teladoc.com/premera or call 1-855-332-4059.   


Complaints And Appeals 
Premera Blue Cross 
Attn:  Appeals Coordinator 
P.O.  Box 91102 
Seattle, WA  98111-9202 
Fax:  (425) 918-5592 


BlueCard Website 
1-800-810-BLUE(2583) 


 


Visit our website www.premera.com for 
information and secure online access to 
claims information 


 
 


 


 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association  
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INTRODUCTION TO YOUR HIGH DEDUCTIBLE HEALTH PLAN 
This plan meets the requirements of a high deductible health plan for use with a Health Savings Account.  
Participation in a Health Savings Account is not required for enrollment or continued eligibility on this plan.  
Premera Blue Cross is not an administrator, trustee or fiduciary of any Health Savings Account which may be 
used in conjunction with this health plan.  No feature of this plan is intended to, or should be assumed to, override 
Health Savings Account requirements.  Please contact your Health Savings Account administrator if you have 
questions about requirements for Health Savings Accounts.   


*This booklet is for members of the Saltchuk Resources, Inc. medical plan.  This plan is self-funded by Saltchuk 
Resources, Inc., which means that Saltchuk Resources, Inc. is financially responsible for payment of this plan’s 
benefits.  Saltchuk Resources, Inc. (“the Group”) has the final discretionary authority to determine eligibility for 
benefits and construe the terms of the plan.  


Saltchuk Resources, Inc. has contracted with Premera Blue Cross an Independent Licensee of the Blue Cross 
Blue Shield Association to perform administrative duties under the plan, including the processing of claims.  
Saltchuk Resources, Inc. has delegated to Premera Blue Cross the discretionary authority to determine eligibility 
for benefits and to construe the terms used in this plan to the extent stated in our administrative services contract 
with the Group.  Premera Blue Cross does not insure the benefits of this plan.   


In this booklet Premera Blue Cross is called the “Claims Administrator.”  This booklet replaces any other benefit 
booklet you may have. 
 


This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see 
Definitions).  If Congress, federal or state regulators, or the courts make further changes or clarifications 
regarding the Affordable Care Act and its implementing regulations, including changes which become 
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated 
in this booklet or if they conflict with statements made in this booklet. 


 
Group Name: Saltchuk Resources, Inc. 
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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 Ave 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: 1-800-842-5357). 
 
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: 1-800-842-5357) ይደውሉ። 


 
 :(Arabic) العربیة


 الإشعار ھذا قد یحوي .ھامة معلومات الإشعار ھذا یحوي
 التغطیة التي ترید الحصولأو  طلبك بخصوص مھمة معلومات


 قد تكون ھناك تواریخ Premera Blue Cross  .خلال  من علیھا 
 معینة تواریخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في مھمة


یحق  التكالیف. دفع في للمساعدة أو الصحیة تغطیتك على للحفاظ
 أیة دون تكبد بلغتك والمساعدة ھذه المعلومات على لك الحصول


 اتصل بـ .تكلفة
800-722-1471 (TTY: 1-800-842-5357) 


 
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: 1-800-842-5357)。 
 
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: 1-800-842-5357) 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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-
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 
Cross 를 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: 1-800-842-5357) 로 전화하십시오. 
 
ລາວ (Lao): 







 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. 
ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະໝັກ 
ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue 
Cross. ອາດຈະມີວັນທີສ າຄັນໃນແຈ້ງການນ້ີ. 
ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດເວລາສ
ະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ 
ຄວາມຊ່ວຍເຫືຼອເລ່ືອງຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. 
ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ 
ຄວາມຊ່ວຍເຫືຼອເປັນພາສາຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. 
ໃຫ້ໂທຫາ 800-722-1471 (TTY: 1-800-842-5357). 
 
��ែខ�រ (Khmer): 
េសចក� ីជូនដំណឹងេនះ�នព័ត៌�ន�៉ងសំ�
ន់។ 
េសចក� ីជូនដំណឹងេនះ្របែហល��នព័ត៌�ន
�៉ងសំ�ន់អំពីទ្រមង់ែបបបទ 
ឬ�រ�� ប់រងរបស់អ�ក�មរយៈ Premera Blue Cross 
។ ្របែហល��ន 
�លបរ �េច�ទសំ�ន់េ�ក� �ងេសចក� ីជូនដំណឹង
េនះ។ អ�ក្របែហល�្រត�វ�របេ�� ញសមត��ព 
ដល់កំណត់ៃថ��ក់ច�ស�់� 
េដើម្បីនឹងរក�ទុក�រ���� ប់រងសុខ�ពរប
ស់អ�ក ឬ្រ�ក់ជំនួយេចញៃថ�។ 
អ�ក�នសិទ�ិទទួលព័ត៌�នេនះ 
និងជំនួយេ�ក� �ង��របស់អ�កេ�យមិនអ
សលុយេឡើយ។ សូមទូរសព័� 800-722-1471  
(TTY: 1-800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨ� ਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨ� ਿਟਸ ਿਵਚ 
Premera Blue Cross ਵਲ�  ਤੁਹਾਡੀ  
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ 
ਸਕਦੀ ਹੈ . ਇਸ ਨ� ਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ ਹੋ ਸਕਦੀਆਂ 
ਹਨ. ਜੇਕਰ ਤੁਸੀ ਜਸਹਤ ਕਵਰੇਜ ਿਰੱਖਣੀ ਹੋਵੇ ਜਾ ਓਸ ਦੀ 
ਲਾਗਤ ਜਿਵੱਚ ਮਦਦ ਦੇ ਇਛੱੁਕ ਹੋ ਤ� ਤੁਹਾਨੰੂ ਅੰਤਮ 
ਤਾਰੀਖ਼ ਤ� ਪਿਹਲ� ਕੱੁਝ ਖਾਸ ਕਦਮ ਚੱੁਕਣ ਦੀ ਲੋੜ ਹੋ 
ਸਕਦੀ ਹੈ, ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ 
ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਦਾ ਅਿਧਕਾਰ ਹੈ, 
ਕਾਲ 800-722-1471 (TTY: 1-800-842-5357). 
 


یفارس  (Farsi): 
 ممکن است حاوی اعلامیھ این .میباشد مھم اطلاعات یوحا اعلامیھ این


 شما از طریق ای بیمھ پوشش یا و تقاضا فرم درباره مھم اطلاعات
Premera Blue Cross .توجھ اعلامیھ این در مھم ھای تاریخ بھ باشد 


بیمھ تان یا کمک در پرداخت  پوشش حقظ برای است ممکن شما .نمایید
مشخصی برای انجام کارھای  ھای تاریخ بھ ھزینھ ھای درمانی تان،
 کمک و اطلاعات این کھ دارید را این حق شما .خاصی احتیاج داشتھ باشید


نمایید. برای کسب اطلاعات با  رایگان دریافت طور بھ خود زبان بھ را
  800-722-1471شماره 


 تماس برقرار نمایید. )800-842-5357تماس باشماره  TTY(کاربران 
 


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: 1-800-842-5357). 
 
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: 1-800-
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: 1-800-842-
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: 1-800-842-5357). 
 







 
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: 1-800-842-
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
ไทย (Thai): 
ประกาศน้ีมขี้อมลูสําคญั 
ประกาศน้ีอาจมขี้อมลูทีสํ่าคญัเกีย่วกบัการการสมคัรหรอืขอบเขตประกนัสุขภาพของ
คุณผา่น Premera Blue Cross 
และอาจมกีาํหนดการในประกาศน้ี 
คุณอาจจะต้องดาํเนนิการภายในกาํหนดระยะเวลาทีแ่น่นอนเพือ่จะรกัษาการประกนั
สุขภาพของคุณหรอืการช่วยเหลอืทีม่คีา่ใ
ช้จา่ย 
คุณมสิีทธทิีจ่ะไดร้บัขอ้มูลและความช่วยเห
ลอืน้ีในภาษาของคุณโดยไมม่คีา่ใช้จา่ย 
โทร 800-722-1471  
(TTY: 1-800-842-5357) 
 


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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 







 


HOW TO USE THIS BOOKLET 
This booklet will help you get the most out of your benefits.  Every section contains important information, but the 
ones below may be particularly useful: 
• Summary Of Your Costs – A quick overview of what the plan covers and your costs 
• How Providers Affect Your Costs — how using in-network providers will cut your costs 
• Important Plan Information – Explains the allowed amount and gives you details on the deductible, 


coinsurance, and the out-of-pocket maximum. 
• Covered Services – details about what's covered 
• Pre-Approval – Describes the plan's pre-approval and emergency admission notification requirements. 
• Exclusions — services that are either limited or not covered under this plan 
• Who Is Eligible For Coverage? – eligibility requirements for this plan 
• How Do I File A Claim? — step-by-step instructions for claims submissions 
• Complaints And Appeals — processes to follow if you want to file a complaint or an appeal 
• Definitions — terms that have specific meanings under this plan.  Example:  “You” and “your” refer to 


members under this plan.  “We,” “us” and “our” or the “Claims Administrator” refer to Premera Blue Cross. 


FOR MORE INFORMATION 
Our contact information is on the back cover of this booklet.  Please call or write Customer Service for help with: 
• Questions about benefits or claims 
• Questions or complaints about care you receive 
• Changes of address or other personal information 


You can also get benefit, eligibility and claim information through our Interactive Voice Response system when 
you call. 


Online information about your plan is at your fingertips whenever you need it 
You can use our Web site to: 
• Locate a health care provider near you 
• Get details about the types of expenses you’re responsible for and this plan’s benefit maximums 
• Check the status of your claims 
• Visit our health information resource to learn about diseases, medications, and more 
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SUMMARY OF YOUR COSTS 
This section shows a summary table of the care covered by your plan.  It also explains the amounts you pay.  
This section does not go into all the details of your coverage.  Please see Covered Services to learn more. 


First, here is a quick look at how this plan works.  Your costs are subject to all of the following. 
• The networks.  To help control the cost of your care, this plan uses Premera's Heritage network in 


Washington.  You may be able to save money if you use an in-network provider.  For more network details, see 
How Providers Affect Your Costs. 


• The allowed amount. This is the most this plan allows for a covered service.  It is often lower than the 
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over 
the allowed amount. See Important Plan Information for details.  For some covered services, you have to pay 
part of the allowed amount.  This is called your cost-share.  This plan's cost-shares are explained below.  You 
will find the amounts in the summary table. 


• The deductible.  The total allowed amount you pay in each year before this plan starts to make payments for 
your covered healthcare costs.  You pay down the deductible with each claim.  The deductible amount depends 
on whether a subscriber enrolls with or without a spouse and/or children.  See Important Plan Information for 
more details. 


 In-Network Providers Out-of-Network Providers 


Subscriber-only deductible $1,750 Shared with in-network 


Subscriber+dependent deductible (not 
shown in the summary table) 


$3,500 Shared with in-network 


• Coinsurance.  For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.  
This booklet calls your percentage “coinsurance.”  You pay less coinsurance for many benefits when you use 
an in-network provider.  Your coinsurance is shown in the summary table. 


• The out-of-pocket maximum (not shown in the summary table).  This is the most you pay each calendar year 
for any deductibles, copays and coinsurance.  Not all the amounts you have to pay count toward the out-of-
pocket maximum.  The out-of-pocket maximum amount depends on whether a subscriber enrolls with or 
without a spouse and/or children.  See Important Plan Information for more details. 


 In-Network Providers Out-of-Network Providers 


Subscriber-only out-of-pocket maximum $3,425 None 


Subscriber+dependent out-of-pocket 
maximum 


$6,850 None 


• Pre-Approval. Some services must be approved in advance before you get them, in order to be covered.  See 
Pre-Approval for details about the types of services and time limits. Some services have special rules.  


This plan complies with state and federal regulations about diabetes medical treatment coverage.  Please see the 
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies, 
and Foot Care benefits. 


SUMMARY TABLE 
The summary table below shows plan limits and what you pay (your cost-shares) for covered services.  
Facility in the table below means hospitals or other medical institutions.  Professional means doctors, nurses, 
and other people who give you your care.  No charge means that you do not pay any deductible, copay or 
coinsurance for covered services.  No cost-shares means that although you do not pay any deductible, copay or 
coinsurance for covered services, the provider can bill you for amounts over the allowed amount. The table also 
shows the subscriber-only deductible.  The subscriber+dependent deductible is two times the deductible 
amount shown.  The deductible that applies to you depends on whether the subscriber is covering dependents 
or not. 
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Acupuncture   


Calendar year visit limit: 12 visits 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Allergy tests and shots $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Ambulance $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Blood Products and Services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Chemotherapy and Radiation 
Therapy 


  


• Professional 
• Inpatient facility care 


$1,750 deductible, then 20% 
coinsurance 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
$1,750 deductible, then 50% 
coinsurance 


Clinical Trials 
Covers routine patient care during 
the trial 


Covered as any other service Covered as any other service 


Dental Care   
• Dental Anesthesia (up to age 19 


when medically necessary)   


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient surgery center 
• Anesthesiologist 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Dental Injury $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Diagnostic Lab, X-Ray And 
Imaging for medical conditions or 
symptoms 
Tests, lab, imaging and scans 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Vitamin D Testing $1,750 deductible, then 0% 
coinsurance 


$1,750 deductible, then 0% 
coinsurance 


Dialysis 
For permanent kidney failure.  See 
the Dialysis benefit for details. 


  


• During Medicare's waiting period $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• After Medicare's waiting period $1,750 deductible, then 0% 
coinsurance 


$1,750 deductible, then 0% 
coinsurance 


Emergency Room  
• Facility charges. 


You may have additional costs 
for other services.  Examples are 
X-rays or lab tests.  See those 
covered services for details. 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 
20% coinsurance 


• Professional services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 
20% coinsurance 
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Foot Care 
such as trimming nails or corns, 
when medically necessary due to a 
medical condition 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Hearing Care  
• Hearing Exams 


Limit per calendar year: 1 
exam/test 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Hearing Hardware 
Limit per 2-calendar year period: 
$1,000 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Home Health Care 
calendar year visit limit: 130 visits 


  


• Home visits 
• Prescription drugs billed by the 


home health agency 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Home Medical Equipment (HME), 
Orthotics, Prosthetics And 
Supplies 
• Sales tax for covered items 
• Foot orthotics and therapeutic 


shoes; calendar year limit:  None 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Medical vision hardware    
Hospice Care 


Lifetime limit for terminal illness: 6 
months 
Lifetime limit for non-terminal 
illness: none 
Inpatient stay limit: 10 days 
Home visits: Unlimited 
Respite care: 240 hours 


  


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Home and respite care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Prescription drugs billed by the 
hospice 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Hospital 


Hospital Care 
  


• Professional $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Facility $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Outpatient Care   


• Professional $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
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• Facility $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


*Also see Surgery for details   


Infusion Therapy 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Mastectomy and Breast 
Reconstruction 


  


• Office and clinic visits, and other 
professional services 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Maternity Care 
Care during pregnancy, childbirth 
and after the baby is born.  See the 
Preventive Care benefit for routine 
exams and tests during pregnancy.  


  


Abortion is also covered.   


• Professional care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient hospital, birthing 
centers and short-stay hospitals 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Medical Access Transportation 
• Benefits are limited to 3 round 


trip coach air or surface 
transports per calendar year only 
for the ill or injured member.  
When transportation is for a child 
under the age of 19, this benefit 
will also cover a parent or 
guardian to accompany the child. 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Travel from Alaska to an in-
network provider for cancer 
procedures.  Benefits are 
provided for travel and lodging up 
to $10,000 per episode of care.  
Coverage for lodging is also 
limited to $300 per day.  See 
benefit for details. 


$1,750 deductible, then 20% 
coinsurance $1,750 deductible, then 20% 


Medical Foods 
includes phenylketonuria (PKU) 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Mental Health Care   
• Professional services, such as 


office or inpatient visits 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient and residential facility 
care 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 
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Neurodevelopmental Therapy 
(Habilitation) 
See the Mental Health Care benefit 
for therapies for mental conditions 
such as autism. 


  


• Outpatient care  
calendar year visit limit: 45 visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient care 
calendar year day limit: 30 days 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Newborn Care   


• Inpatient care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Prescription Drug 
In no case will you pay more than 
the cost of the drug or supply. 


  


Covered Drugs  In-Network Retail Pharmacy Out-Of-Network Retail Pharmacy 


Generic and brand-name drugs 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


 In-Network Mail-Order Pharmacy Out-Of-Network Mail-Order 
Pharmacy 


Generic and brand-name drugs $1,750 deductible, then 20% 
coinsurance 


Not covered 


Specialty Drugs In-Network Specialty Pharmacy Out-Of-Network Specialty Pharmacy 


Specialty drugs $1,750 deductible, then 20% 
coinsurance 


Not covered 


PV2 Preventive Drugs   


Generic and brand-name drugs No charge No cost-shares 


Exceptions 
In-Network Retail or In-Network 


Mail Order Pharmacy Out-Of-Network Retail Pharmacy 


• Certain prescription drugs and 
generic over-the-counter drugs to 
break a nicotine habit 


No charge No cost-shares 


• Drugs on the Affordable Care 
Act's preventive drug list No charge No cost-shares 


• Female birth control drugs, 
devices and supplies 
(prescription and over-the-
counter).  Includes emergency 
birth control. 


No charge No cost-shares 
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Preventive Care 
(Limits on how often services are 
covered and who services are 
recommended for may apply.) 


In-Network Providers Out-of-Network Providers 


• Preventive exams, including 
vision and oral health screening 
for members under 19, diabetes 
and depression screening 


No charge No cost-shares 


• Department of Transportation 
physicals No charge No cost-shares 


• Immunizations in the doctor's 
office No charge No cost-shares 


• Flu shots and other seasonal 
immunizations at a pharmacy or 
mass immunizer location 


No charge No cost-shares 


• Travel immunizations at a travel 
clinic or county health 
department 


No charge No cost-shares  


• Health education and training 
(outpatient) No charge No cost-shares 


• Nicotine habit-breaking programs No charge No cost-shares 
• Nutritional counseling and 


therapy No charge No cost-shares 


• Fall prevention for members 65 
and older No charge No cost-shares 


• Screening tests (includes 
mammograms, prostate and 
cervical cancer screening) 


No charge No cost-shares 


• Colon Cancer screening No charge No cost-shares 
• Pregnant women's care (includes 


breast-feeding support and post-
partum depression screening) 


No charge No cost-shares 


• Female birth control and 
sterilization No charge No cost-shares 


See the Surgery benefit for 
coverage of male sterilization.   


Professional Visits and Services 
Also see Allergy Testing And 
Treatment and Therapeutic 
Injections. 


  


• Office and clinic visits $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Electronic visits (e-visits) $1,750 deductible, then 20% 
coinsurance Not covered 


• Other professional services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Psychological and 
Neuropsychological Testing 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
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Rehabilitation Therapy   


• Outpatient Visits 
calendar year visit limit: 45 visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Office and clinic visits $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Other outpatient services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient Care 
calendar year day limit: 30 days 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Skilled Nursing Facility Care 
calendar year day limit: 180 days 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Sleep Studies   
• In the member's home 


(members 19 or older) 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• In an outpatient facility $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Spinal and Other Manipulations 
calendar year visit limit: 12 visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Substance Use Disorder   


• Professional services, such as 
office or inpatient visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient care and residential 
facility care 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Surgery 
(includes anesthesia and blood 
transfusions)  See the Hospital and 
Surgical Center Care -- 
Outpatient benefits for facility 
charges. 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• For certain spinal surgeries, 
cardiac procedures and knee and 
hip replacements: 


  


• Select Centers of Care $1,750 deductible, then 0% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$1,750 deductible, then 0% 
coinsurance Not applicable 


• Other providers (travel not 
covered) 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• For bariatric surgery:   


Limit: $60,000 lifetime limit   


• Select Centers of Care $1,750 deductible, then 20% 
coinsurance Not applicable 







 YOUR SHARE OF THE ALLOWED AMOUNT 
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• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$1,750 deductible, then 20% 
coinsurance 


Not applicable 


• Other providers (travel not 
covered) Not covered Not covered 


Surgical Center Care – Outpatient $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Telehealth Virtual Care 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Temporomandibular Joint 
Disorders (TMJ) Care   


• Professional services, such as 
office or inpatient visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Therapeutic Injections 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Transgender Services   
• Professional services, such as 


office or inpatient visits 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Transplants 
(includes donor search and 
donation costs) 


  


• Inpatient facility care  $1,750 deductible, then 20% 
coinsurance Not covered* 


• Office and clinic visits $1,750 deductible, then 20% 
coinsurance Not covered* 


• Surgery and other professional 
services 


$1,750 deductible, then 20% 
coinsurance Not covered* 


• Travel and lodging: $7,500 limit 
per transplant 
 


*All approved transplant centers 
covered at the in-network level 


$1,750 deductible, then 
0% coinsurance 


$1,750 deductible, then 
0% coinsurance 


Urgent Care  
Services at an urgent care center. 


(See Diagnostic Lab, X-Ray And 
Imaging for tests received while at 
the center.) 


  


• Freestanding urgent care centers $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 
20% coinsurance 


• Urgent care centers attached to 
or part of a hospital 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
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HOW DOES SELECTING A PROVIDER AFFECT MY BENEFITS? 
To help you manage the cost of health care, we’ve contracted with a network of health care facilities and 
professionals.  We also have arrangements with Blue Cross and/or Blue Shield Licensees throughout the country 
to furnish covered services to you through their provider networks.  These networks consist of hospitals and other 
health care facilities, physicians and professionals.  Throughout this section of your booklet you will find important 
information on how to manage your health care costs and out-of-pocket expenses through your choice of 
providers. 


This plan does not require use or selection of a primary care provider, or require referrals for specialty care.  
Members may self-refer to providers, including obstetricians, gynecologists and pediatricians, to receive care, and 
may do so without pre-approval. 


This plan’s benefits are designed to provide lower out-of-pocket expenses when you receive care from network 
providers.  (There are some exceptions explained in In-Network Benefits For Non-Network Hospitals later in 
this section.)  The provider networks are different depending upon the state in which you receive care.  


Throughout this booklet, the term "network" refers to the following provider networks: 


State Provider Type 


Alaska Hospitals that are in our Alaska Heritage network. 


Alaska providers other than hospitals are also treated as network providers in that they would 
be covered at this plan's in-network level of benefits.  This is true even if the provider does not 
belong to the Alaska Heritage network.  The term "network providers" in this booklet also refers 
to all the providers described in this paragraph.   


The only "non-network providers" or "providers not in the network" in Alaska are hospitals that 
are not in our Alaska Heritage network. 


Washington Hospitals in Washington that are in our Heritage network. 


Washington providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the Heritage network.  The term "network providers" in this booklet also 
refers to all the providers described in this paragraph.  In Clark County, Washington, you also 
have access to hospitals through the BlueCard Program.  See "All Other States" later in this 
list. 


The only "non-network providers" or "providers not in the network" in Washington are hospitals 
that are not in our Heritage network. 


Wyoming Hospitals in the local Blue Cross and/or Blue Shield Licensee’s Traditional (Participating) 
network.  Providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the Wyoming Blue Cross and/or Blue Shield Licensee’s Traditional network.  
The term "network providers" in this booklet also refers to all the providers described in this 
paragraph. 


The only "non-network providers" or "providers not in the network" in Wyoming are hospitals 
that are not in the Wyoming Blue Cross and/or Blue Shield Licensee’s Traditional network. 


All other states Hospitals in the local Blue Cross and/or Blue Shield Licensee’s PPO (preferred) provider 
network.  Providers other than hospitals are also treated as network providers in that they 
would be covered at this plan's in-network level of benefits.  This is true even if the provider 
does not belong to the local Blue Cross and/or Blue Shield Licensee’s PPO network.  The term 
"network providers" in this booklet also refers to all the providers described in this paragraph. 
The only "non-network providers" or "providers not in the network" are hospitals that are not in 
the local Blue Cross and/or Blue Shield Licensee’s PPO network. 


Network pharmacies are also available nationwide. 


This booklet refers to the benefits payable to network providers as "in-network" benefits and the benefits payable 
to non-network providers as "non-network" benefits.   
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This plan makes available to you sufficient numbers and types of providers to give you access to all covered 
services in compliance with applicable state regulations governing access to providers. 


You access network providers outside the service area (see "Definitions") through the BlueCard Program.  See 
"Out-Of-Area Care" later in this booklet for more information about how BlueCard works. 


You are entitled to receive a provider directory automatically, without charge. 


Our provider directory is available on our Web site.  You can also get current provider information by contacting 
our Customer Service Department.  To locate a network hospital in Clark County, Washington or other states, 
please call the BlueCard provider line or see the BlueCard Web site at http://provider.bcbs.com/.  You’ll find 
these phone numbers and our Web address listed on the back cover of this booklet. 


HOW SELECTING A PROVIDER AFFECTS YOUR OUT-OF-POCKET EXPENSES 
As explained above, this plan is designed to cover provider types other than hospitals and pharmacies at the in-
network benefit level.  This booklet refers to all of them as network providers for this reason.  However, not all 
these non-hospital providers have actually signed a network contract like the network hospitals have.  This can 
make a difference in how much you have to pay for their care. 


Network hospitals, network pharmacies and other types of providers that have network contracts promise to 
provide medical care to members at negotiated fees.  These fees are the allowable charges for these "contracted" 
providers.  Contracted providers will not charge you more than the allowable charge they have agreed to for 
covered services.  This is true of contracted providers both inside and outside our service area.  All you have to 
pay is any copay, deductible, or coinsurance this plan requires.  As a result, your share of the charges might be 
lower. 


Providers that do not have a provider contract with us or the local Blue Cross and/or Blue Shield Licensee have 
the right to charge you more than the allowable charge for a covered service.  These providers are called "non-
contracted" providers in this booklet.  They can bill you these amounts plus any copay, deductible or coinsurance 
this plan requires you to pay.   


Another difference between contracted and non-contracted providers is about submitting claims.  Contracted 
providers submit claims to Premera Blue Cross for you.  However, non-contracted providers may not do this so 
you will have to submit the claims yourself.  Please see How Do I File A Claim? for details 


In-Network Benefits For Out-Of-Network Providers 
The following covered services and supplies provided by out-of-network providers will always be covered at the 
in-network level of benefits: 
• Emergency care for a medical emergency.  (Please see the Definitions section for definitions of these terms.)  


This plan provides worldwide coverage for emergency care. 


The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and 
without regard as to whether the health care provider furnishing the services is an in-network provider.  
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level.  As 
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the 
allowed amount. 


• Services from certain categories of providers to which provider contracts are not offered.  These types of 
providers are not listed in the provider directory. 


• Services associated with admission by an in-network provider to an in-network hospital that are provided by 
hospital-based providers. 


• Facility and hospital-based provider services received in Washington from a hospital that has a provider 
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t 
have admitting privileges at a Heritage hospital. 


• Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico 
and the U.S. Virgin Islands. 


If a covered service is not available from an in-network provider, you can receive benefits for services provided by 
an out-of-network provider at the in-network benefit level.  However, you must request this before you get the 
care.  See Pre-Approval to find out how to do this. 
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IMPORTANT PLAN INFORMATION 
This section of your booklet explains the types of expenses you must pay for covered services before the benefits 
of this plan are provided.  (These are called “cost-shares” in this booklet.)  To prevent unexpected out-of-pocket 
expenses, it’s important for you to understand what you’re responsible for.   


The allowed amount is also explained. 


You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs. 


CALENDAR YEAR DEDUCTIBLE 
A calendar year deductible is the amount of expense you must incur in each calendar year for covered services 
and supplies before this plan provides benefits.  The amount credited toward the calendar year deductible for any 
covered service or supply won’t exceed the allowed amount please see the Allowed Amount subsection below in 
this booklet). 


While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum 
number of visits or days of care that can be covered.  We don't count allowed amounts that apply to your in-
network or out-of-network calendar year deductibles toward dollar benefit maximums.  But if you receive services 
or supplies covered by a benefit that has any other kind of maximum, we do count the services or supplies that 
apply to your calendar year deductible toward that maximum. 


Your calendar year deductible is dependent upon whether you’re enrolled as an individual (subscriber only) or as 
part of a family (subscriber plus one or more dependents). 


(Subscriber-Only) Deductible 


When a subscriber enrolls without dependents, the subscriber must pay a fixed amount called the subscriber-only 
deductible before certain benefits of this plan are provided.  The subscriber-only deductible does not apply to a 
subscriber when he or she enrolls with other family members. 


Subscriber+Dependent Deductible 


When a subscriber enrolls with dependents, they have a different calendar year deductible, called the 
subscriber+dependent deductible.  This is the amount that the entire family (subscriber plus one or more enrolled 
dependents) must pay in total each calendar year before benefits are provided.  The subscriber+dependent 
deductible is an "aggregate" amount, meaning that it can be met by one family member, or all family members in 
combination.  Benefits are not provided for any family member until the total subscriber+dependent deductible has 
been reached.  This is true even if the subscriber has paid an amount equal to the subscriber-only deductible. 


Please Note:  If a subscriber adds or drops dependents from coverage during the calendar year, the calendar 
year deductible will change to the subscriber-only or subscriber+dependent calendar year deductible when 
appropriate.  If the subscriber adds dependents, any amounts applied to the subscriber-only deductible would be 
credited toward the subscriber+dependent deductible. 


COINSURANCE 
“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive.  It's the 
percentage you’re responsible for, not including copays and the calendar year deductible, when the plan provides 
benefits at less than 100% of the allowed amount.  You will find your coinsurance in the Summary Of Your 
Costs. 


OUT-OF-POCKET MAXIMUM 
The out-of-pocket maximum is the maximum amount each member could pay each calendar year for covered 
services and supplies furnished by in-network providers.  There is no out-of-pocket maximum limit for services of 
out-of-network providers.  This plan has 2 out-of-pocket maximums.  One is for subscribers enrolling without 
dependents, called the subscriber-only out-of-pocket maximum.  The other is for subscribers enrolling with 
dependents.  That one is called the subscriber+dependent out-of-pocket maximum. 


The subscriber+dependent out-of-pocket maximum is an "aggregate" amount, meaning that it can be met by one 
family member, or all family members in combination.  Benefits are not provided for any family member until the 
total subscriber+dependentfamily out-of-pocket maximum has been reached.  This is true even if the subscriber 
has paid an amount equal to the subscriber-only out-of-pocket maximum. 


Please Note:  If a subscriber adds or drops dependents from coverage during the calendar year, the out-of-
pocket maximum will change to the subscriber-only or subscriber+dependent out-of-pocket maximum when 







  Your Future (Non-Grandfathered) 
  January 1, 2018 
  1006087 


12 


appropriate.  If the subscriber adds dependents, any amounts applied to the subscriber-only out-of-pocket 
maximum would be credited toward the subscriber+dependent out-of-pocket maximum. 


Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of 
allowed amounts for the remainder of that calendar year for covered services from in-network providers. 


Expenses that apply to the out-of-pocket maximum are: 
• The calendar year deductible 
• Coinsurance 


Expenses that do not apply to the out-of-pocket maximum are: 
• Charges above the allowed amount 
• Charges not covered by the plan 
• Your cost-shares for services of out-of-network providers.  However, benefits that always apply in-network cost-


shares, like the Emergency Room Services benefit, will apply toward the out-of-pocket maximum. 


ALLOWED AMOUNT 
This plan provides benefits based on the allowed amount for covered services.  We reserve the right to determine 
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative 
services agreement with us.  The allowed amount is described below.  There are different rules for dialysis due to 
end-stage renal disease and for emergency services.  These rules are shown below the general rules. 


General Rules 
• Providers In Washington and Alaska Who Have Agreements With Us 


For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant 
to the applicable agreement between us and the provider.  These providers agree to seek payment from us 
when they furnish covered services to you.  You’ll be responsible only for any applicable calendar year 
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services 
and supplies not covered under this plan. 
Your liability for any applicable calendar year deductibles, copays, coinsurance and amounts applied toward 
benefit maximums will be calculated on the basis of the allowed amount. 


• Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield 
Licensees 
For covered services and supplies received outside the service area, allowed amounts are determined as 
stated in the What Do I Do If I'm Outside Washington And Alaska? section (Out-Of-Area Care) in this 
booklet. 


• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 
The allowed amount for providers in the service area that don't have a contract with us is the least of the three 
amounts shown below.  The allowed amount for providers outside the service area that don't have a contract 
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below. 
• An amount that is no less than the lowest amount the plan pays for the same or similar service from a 


comparable provider that has a contracting agreement with us 
• 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if 


available 
• The provider’s billed charges.  Note: Ambulances are always paid based on billed charges. 
If applicable law requires a different allowed amount than the least of the three amounts above, this plan will 
comply with that law. 


Dialysis Due To End Stage Renal Disease 
• Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees 


The allowed amount is the amount explained above in this definition. 
• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 


The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the 
Medicare-approved amount and no more than 90% of billed charges.   
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The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved 
amount, even when a member who is eligible for Medicare does not enroll in Medicare.  
See the Dialysis benefit for more details. 


Emergency Care 
Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the 
following amounts: 
• The median amount that Heritage network providers have agreed to accept for the same services 
• The amount Medicare would allow for the same services 
• The amount calculated by the same method the plan uses to determine payment to out-of-network providers 
In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount. 
When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or 
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of 
the allowed amount (see the Summary Of Your Costs for further detail). 
Note:  Non-contracted ambulances are always paid based on billed charges. 


The allowed amount will be the amount allowed for out-of-network providers even when the provider's services 
are covered at the in-network benefit level. 


If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID 
card. 


COVERED SERVICES 
This section of your booklet describes the services and supplies that the plan covers.  Benefits are available for a 
service or supply described in this section when it meets all of these requirements: 
• It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness, 


disease or injury. 
• It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a 


medically necessary setting.  
• It must not be excluded from coverage under this plan. 
• The expense for it must be incurred while you’re covered under this plan. 
• It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing 


services within the scope of his or her license or certification. 
• It must meet the standards set in our medical and payment policies.  The plan uses policies to administer the 


terms of the plan.  Medical policies are generally used to further define medical necessity or investigational 
status for specific procedures, drugs, biologic agents, devices, level of care or services.  Payment policies 
define our provider billing and payment rules.  Our policies are based on accepted clinical practice guidelines 
and industry standards accepted by organizations like the American Medical Association (AMA), other 
professional societies and the Center for Medicare and Medicaid Services (CMS).  Our policies are available to 
you and your provider at www.premera.com or by calling Customer Service. 


Benefits for some types of services and supplies may be limited or excluded under this plan.  Please refer to the 
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered 
services and supplies, limitations and exclusions.  You will find limits on days or visits and dollar limits in the 
Summary Of Your Costs. 


The Summary Of Your Costs also explains your cost-shares under each benefit. 


Acupuncture 
This benefit covers acupuncture to: 
• Relieve pain 
• Provide anesthesia for surgery  
• Treat a covered illness, injury, or condition 
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Allergy Testing and Treatment 
This benefit covers: 
• Testing 
• Allergy shots 
• Serums 


Ambulance  
This benefit covers:  
• Transport to the nearest facility that can treat your condition 
• Medical care you get during the trip 
• Transport from one medical facility to another as needed for your condition 
• Transport to your home when medically necessary 


These services are only covered when:   
• Any other type of transport would put your health or safety at risk 
• The service is from a licensed ambulance 
• It is for the member who needs transport 


Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detail. 


Blood Products and Services 
Benefits are provided for blood and blood derivatives. 


Chemotherapy And Radiation Therapy 
This benefit covers: 
• Outpatient chemotherapy and radiation therapy  
• Supplies, solutions and drugs 
• Extractions to prepare the jaw for radiation treatment 


For drugs you get from a pharmacy, see Prescription Drug.  Some services need to be pre-approved before you 
get them.  See Pre-Approval for details. 


Clinical Trials 
A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and 
other life-threatening conditions. 


This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.  
The clinical trial must be suitable for your health condition.  You also have to be enrolled in the trial at the time of 
treatment. 


Benefits are based on the type of service you get.  For example, if you have an office visit, it's covered under 
Professional Visits And Services and if you have a lab test, it's covered under Diagnostic Lab, X-Ray And 
Imaging. 


This benefit doesn't cover: 
• Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect 


information for the trial) 
• The drug, device or services being tested 
• Travel costs to and from the clinical trial 
• Housing, meals, or other nonclinical expenses 
• A service that isn't consistent with established standards of care for a certain condition 
• Services, supplies or drugs that would not be charged to you if there were no coverage. 
• Services provided to you in a clinical trial that are fully paid for by another source 
• Services that are not routine costs normally covered under this plan 
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Dental Care 
Dental Anesthesia 


Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care 


This benefit covers: 
• Hospital or other facility care 
• General anesthesia provided by an anesthesia professional other than the dentist or the physician performing 


the dental care 


This benefit is covered for any one of the following reasons: 
• The member is under age 19 and failed patient management in the dental office 
• The member has a disability, medical or mental health condition making it unsafe to have care in a dental office 
• The severity and extent of the dental care prevents care in a dental office 


Dental Injury 


Treatment of dental injuries to teeth, gum and jaw. 


This benefit covers: 
• Exams 
• Consultations 
• Dental treatment 
• Oral surgery 


This benefit is covered on sound and natural teeth that: 
• Do not have decay 
• Do not have a large number of restorations such as crowns or bridge work 
• Do not have gum disease or any condition that would make them weak 


Care is covered within 12 months of the injury.  If more time is needed, please ask your doctor to contact 
Customer Service. 


This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.  


Diagnostic Lab, X-Ray And Imaging 
Covered services include: 
• Bone density screening for osteoporosis 
• Cardiac testing 
• Pulmonary function testing 
• Diagnostic imaging and scans such as x-rays 
• Lab services 
• Mammograms (including 3-D mammograms) for a medical condition 
• Neurological and neuromuscular tests 
• Pathology tests 
• Echocardiograms 
• Ultrasounds 
• Computed Tomography (CT) scan 
• Nuclear cardiology 
• Magnetic Resonance Imaging (MRI) 
• Magnetic Resonance Angiography (MRA) 
• Positron Emission Tomography (PET) scan 


For additional details see the following benefits: 
• Preventive Care 
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• Hospital 
• Emergency Room  
• Some tests need to be approved before you receive them.  See Pre-Approval for details. 


Dialysis 
When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare.  If eligible, it is 
important to enroll in Medicare as soon as possible.  When you enroll in Medicare, this plan and Medicare will 
coordinate benefits.  In most cases, this means that you will have little or no out-of-pocket expenses.  


Medicare has a waiting period, generally the first 90 days after dialysis starts.  Benefits are different for dialysis 
during Medicare's waiting period than after the waiting period ends.  Please see the Summary Of Your Costs. 


If you have a health savings account, you should ask a tax advisor how having Medicare affects your ability to put 
money into that account. 


Network providers are paid according to their provider contracts. The amount the plan pays out-of-network 
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do 
not enroll in Medicare. 


If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will 
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered 
services. 


Emergency Room 
This benefit covers:  
• Emergency room and doctor services 
• Equipment, supplies and drugs used in the emergency room 
• Services and exams used for stabilizing an emergency medical condition 
• Diagnostic tests performed with other emergency services 
• Medically necessary detoxification 


You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See 
Pre-Approval for details.  


You may need to pay charges over the allowed amount if you get care from a provider not in your network. See 
How Providers Affect Your Costs for details.   


Foot Care 
This benefit covers medically necessary routine foot care. 


Hearing Care 
Hearing Exams 
Hearing exam services include: 
• Examination of the inner and exterior of the ear 
• Observation and evaluation of hearing, such as whispered voice and tuning fork 
• Case history and recommendations 
• Hearing testing services, including the use of calibrated equipment. 


The Hearing Exams benefit doesn’t cover hearing hardware or fitting examinations for hearing hardware. 


Hearing Hardware 
To receive your hearing hardware benefit: 
• You must be examined by a licensed physician (M.D. or D.O.) or audiologist (CCC-A or CCC-MSPA) before 


obtaining hearing aids 
• You must purchase a hearing aid device 


Benefits are provided for the following: 
• Hearing aids (monaural or binaural) prescribed as a result of an exam 
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• Ear molds 
• The hearing aid instruments 
• Hearing aid rental while the primary unit is being repaired 
• The initial batteries, cords and other necessary ancillary equipment 
• A warranty, when provided by the manufacturer 
• A follow-up consultation within 30 days following delivery of the hearing aids with either the prescribing 


physician or audiologist 
• Repairs, servicing, and alteration of hearing aid equipment purchased under this benefit 


This benefit doesn’t cover: 
• Hearing aids purchased before your effective date of coverage under this plan 
• Batteries or other ancillary equipment other than that obtained upon purchase of the hearing aids 
• Hearing aids that exceed the specifications prescribed for correction of hearing loss 
• Expenses incurred after your coverage under this plan ends unless hearing aids were ordered before that date 


and were delivered within 90 days after the date your coverage ended 
• Charges in excess of this benefit.  These expenses are also not eligible for coverage under other benefits of 


this plan. 


Home Health Care 
Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by 
staff who works for a home health agency that is state-licensed or Medicare-certified. 


Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor. 
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in 
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the 
plan. 


This benefit covers:  
• Home visits and short-term nursing care 
• Home medical equipment, supplies and devices 
• Prescription drugs given by the home health care agency 
• Therapy, such as physical, occupational or speech therapy to help regain function 


Only the following employees of a home health agency are covered:  
• A registered nurse 
• A licensed practical nurse 
• A licensed physical or occupational therapist 
• A certified speech therapist 
• A home health aide directly supervised by one of the above listed providers 
• A person with a master’s degree in social work 


This benefit does not cover:  
• Over-the-counter drugs, solutions and nutritional supplements 
• Non-medical services, such as housekeeping 
• Services that bring you food, such as Meals on Wheels, or advice about food 
• Private duty or 24-hour nursing care.  Private duty nursing is the independent hiring of a nurse by a family or 


member to provide care without oversight by a home health agency.  The care may be skilled, supportive or 
respite in nature. 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies 
Home medical equipment (HME), fitting expenses and sales tax.  This plan also covers rental of HME, not to 
exceed the purchase price.  
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Covered items include: 
• Wheelchairs 
• Hospital beds 
• Traction equipment 
• Ventilators 
• Diabetic equipment, such as an insulin pump 


Medical Supplies such as: 
• Dressings  
• Braces 
• Splints 
• Rib belts 
• Crutches  
• Blood glucose monitor and supplies 
• Supplies for an insulin pump 


Medical Vision Hardware for members age 19 and older to correct vision due to medical eye conditions such as: 
• Corneal ulcer 
• Bullous keratopathy 
• Recurrent erosion of cornea 
• Tear film insufficiency 
• Aphakia 
• Sjogren’s disease 
• Congenital cataract 
• Corneal abrasion 
• Keratoconus 
• Progressive high (degenerative) myopia 
• Irregular astigmatism 
• Aniridia 


External Prosthetics and Orthotic Devices used to: 
• Replace absent body limb and/or 
• Replace broken or failing body organ 


Orthopedic Shoes and Shoe Inserts 


Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot 
problems. 


You must have a written order for the items. Your doctor must state your condition and estimate the period of its 
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval). 
Items prescribed for the treatment of diabetes are not subject to the yearly limit shown in the Summary Of Your 
Costs. 


This benefit does not cover: 
• Hypodermic needles, lancets, test strips, testing agents and alcohol swabs.  These services are covered under 


Prescription Drug. 
• Supplies or equipment not primarily intended for medical use 
• Special or extra-cost convenience features 
• Items such as exercise equipment and weights 
• Over bed tables, elevators, vision aids, and telephone alert systems 
• Over-the-counter orthotic braces and/or cranial banding 
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• Non-wearable external defibrillators, trusses and ultrasonic nebulizers 
• Blood pressure cuffs/monitors (even if prescribed by a physician) 
• Enuresis alarm 
• Compression stockings which do not require a prescription 
• Physical changes to your house or personal vehicle 
• Orthopedic shoes used for sport, recreation or similar activity 
• Penile prostheses 
• Routine eye care 
Prosthetics, intraocular lenses, equipment or devices which require surgery.  These items are covered under the 
Surgery benefit. 


Hospice Care 
To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and 
approved by a physician (M.D. or D.O.).  In the plan of care, the physician must certify that confinement in a 
hospital or skilled nursing facility would be required without hospice services. 


The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is 
licensed or certified by the state it operates in.  See the Summary Of Your Costs for limits. 


Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist 
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech, 
Language, and Hearing Association; a home health aide directly supervised by one of the above providers 
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a 
master’s degree in social work. 


The Hospice Care benefit covers: 
• Hospice care for a terminally ill member, for up to 6 months.  Benefits may be provided for up to an additional 6 


months of care when needed.  The initial 6-month period starts on the first day of covered hospice care.   
• Palliative care for a member who has a serious or life-threatening condition that is not terminal.  Coverage of 


palliative care can be extended based on the member's specific condition.  Coverage includes expanded 
access to home-based care and care coordination. 


Covered services are: 
• In-home intermittent hospice visits by one or more of the hospice employees above.   
• Respite care to relieve anyone who lives with and cares for the terminally ill member. 
• Inpatient hospice care  This benefit provides for inpatient services and supplies used while you’re a hospice 


inpatient, such as solutions, medications or dressings, when ordered by the attending physician. 
• Insulin and Other Hospice Provider Prescribed Drugs  Benefits are provided for prescription drugs and 


insulin furnished and billed by a hospice. 


This benefit doesn’t cover: 
• Over-the-counter drugs, solutions and nutritional supplements 
• Services provided to someone other than the ill or injured member 
• Services of family members or volunteers 
• Services, supplies or providers not in the written plan of care or not named as covered in this benefit 
• Non-medical services, such as spiritual, bereavement, legal or financial counseling 
Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for those 
of a home health aide as prescribed by the plan of care; and transportation services 


Hospital  
This benefit covers: 
• Inpatient room and board 
• Doctor and nurse services 
• Intensive care or special care units 
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• Operating rooms, procedure rooms and recovery rooms 
• Surgical supplies and anesthesia 
• Drugs, blood, medical equipment and oxygen for use in the hospital 
• X-ray, lab and testing billed by the hospital 


Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not 
have a network contract at all.  In that case, you will have to pay any amounts over the allowed amount. 


You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers 
Affect Your Costs for details. 


We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details. 


This benefit does not cover: 
• Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or 


your condition makes inpatient care medically necessary 
• Any days of inpatient care beyond what is medically necessary to treat the condition. 


Infusion Therapy 
Fluids infused into the vein through a needle or catheter as part of your course of treatment. 


Infusion examples include: 
• Drug therapy 
• Pain management 
• Total or partial parenteral nutrition (TPN or PPN) 


This benefit covers:  
• Outpatient facility and professional services 
• Professional services provided in an office or home 
• Prescription drugs, supplies and solutions used during infusion therapy 


This benefit does not cover over-the-counter:  
• Drugs and solutions 
• Nutritional supplements 


Mastectomy and Breast Reconstruction 
Mastectomy and breast reconstruction services are covered on the same basis as any other condition. 


Benefits are provided for mastectomy necessary due to disease, illness or injury. 


This benefit covers: 
• Reconstruction of the breast on which mastectomy was performed 
• Surgery and reconstruction of the other breast to produce a similar appearance 
• Physical complications of all stages of mastectomy, including lymphedema treatment and supplies 
• Inpatient care 


Planned hospital admissions require pre-approval, see Pre-Approval for details. 


Maternity Care 
Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female 
members. 


The Maternity Care benefit includes coverage for abortion. 


Facility Care 


This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including 
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on 
accepted medical practice. 
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Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Plan benefits are also provided for medically necessary supplies related to home births. 


Professional Care 


This benefit covers: 
• Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of 


congenital disorders of the fetus 
• Delivery, including cesarean section, in a medical facility, or delivery in the home 
• Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Postpartum care includes services of the attending provider, a home health 
agency and/or registered nurse. 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.).  If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services 
received on multiple dates of service, this plan will cover those services as it would any other surgery.  Please see 
the Surgery benefit for details on surgery coverage. 
Please see the Preventive Care benefit for women's preventive care during and after pregnancy. 


Medical Transportation Benefits  
Medical Access Transportation 


Round trip coach air or ground transportation to the closest in-network provider for a serious medical condition 
that can’t be treated locally.  Transportation outside of Alaska will be limited to Seattle WA, when the closest in-
network provider is located in Seattle WA.  Pre-approval not required. 


This benefit covers transportation via commercial carrier when you have a serious medical condition that cannot 
be treated locally.  Round-trip coach air or surface transportation by a licensed commercial carrier is provided only 
for the ill or injured member. The trip must begin in Alaska where you became ill or injured and end at the closest 
in-network provider equipped to provide treatment not available in a local facility.  Transportation outside Alaska 
will be limited to Seattle, Washington. 


Benefits are limited to 3 round trip transports per calendar year. 


When transportation is for a child under the age of 19, this benefit will also cover a parent or guardian to 
accompany the child. 


To submit a claim for these services: 
• Complete a Travel Claim Form.  A separate Travel Claim Form is needed for each patient and each 


commercial carrier or transportation service used.  You can get a Travel Claim Form on our website at 
premera.com. You can also call us for a copy of the form. 


• A statement or letter from your physician attesting to the medical necessity of the services you received that 
required the air or service travel.  


Attach one of the following forms of documentation: 
• A copy of the ticket from the airline or other transportation carrier.  The tickets must indicate the names of the 


passenger(s), dates and total cost of travel, and the origination and final destination points.  
• A copy of the detailed itinerary as issued by the airline, transportation carrier, travel agency or on-line travel 


website.  The itinerary must identify the name of the passenger(s), the dates of travel and total cost of travel, 
and the origination and final destination points.  


Please note:  Credit card statements or other payment receipts are not acceptable forms of documentation.  
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The Medical Access Travel benefit does not cover: 
• Meals and lodging 
• First class airline fees 
• Transport by taxi, bus, private car or rental car 
• Transportation for routine dental, vision and hearing services 


Travel for Cancer Treatments 


The plan will cover travel and lodging from Alaska to the nearest in-network provider in Washington that can treat 
you.  Please see the Summary Of Your Costs for benefit limits.  You must pay your travel and lodging expenses 
and then submit your receipts to Premera Blue Cross.   


Travel is covered only between your home and the in-network provider.   


Benefits are provided for the following:  
• Travel:  Round trip costs for air, train or bus travel (coach class only) are covered.  If you travel by car, the plan 


covers mileage, parking and toll costs.   
• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel within Alaska or outside Washington State 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


Medical Foods 
Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding 
tube under strict supervision of a doctor.  They provide most of a person’s nutrition. They are designed to treat a 
specific problem that can be detected using medical tests. 


This benefit covers: 
• Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU)) 
• Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach 


and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder) 
• Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption) 


disorder 
• Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a 


tube 


Medical foods must be prescribed and supervised by doctors or other health care providers. 
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This benefit does not cover: 
• Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions 
• Specialized infant formulas 
• Lactose-free foods 


Mental Health Care 
Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as 
stated below. 


Services must be consistent with published practices that are based on evidence when available or follow clinical 
guidelines or a consensus of expert opinion published by national mental health professional organizations or 
other reputable sources.  If no such published practices apply, services must be consistent with community 
standards of practice. 


Covered mental health services are: 
• Inpatient care  
• Outpatient therapeutic visits.  “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session 


with a mental health provider of a duration consistent with relevant professional standards as defined in the 
Current Procedural Terminology manual, published by the American Medical Association. 


• Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition) 
• Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism 


spectrum disorders. 
• Applied behavioral analysis (ABA) therapy for members with one of the following: 


• Autistic disorder 
• Autism spectrum disorder 
• Asperger's disorder 
• Childhood disintegrative disorder 
• Pervasive developmental disorder 
• Rett's disorder 
Covered ABA therapy includes treatment or direct therapy for identified members and/or family members.  Also 
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy 
assistants, and communication and coordination with other providers or school staff as needed.  Delivery of all 
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called 
a Program Manager.  Covered ABA services are limited to activities that are considered to be behavior 
assessments or interventions using applied behavioral analysis techniques.  ABA therapy must be provided by: 
• A licensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist 
• A licensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered 


nurse practitioner (ARNP) 
• A licensed occupational or speech therapist 
• A licensed psychologist (Ph.D.) 
• A licensed community mental health agency or behavioral health agency that is also state-certified to provide 


ABA therapy. 
• A Board-Certified Behavior Analyst (BCBA).  This means a provider who is state-licensed if the State 


licenses behavior analysts (Washington does).  If the state does not require a license, the provider must be 
certified by the Behavior Analyst Certification Board.  BCBAs are only covered for ABA therapy that is within 
the scope of their license or board certification. 


• A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by 
a licensed provider or a BCBA. 


Mental health services other than ABA therapy must be furnished by one of the following types of providers to be 
covered: 
• Hospital 
• Washington state-licensed community mental health agency 
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• Licensed physician (M.D. or D.O.) 
• Licensed psychologist (Ph.D.) 
• A state hospital operated and maintained by the state of Washington for the care of the mentally ill 
• Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet) 


who is licensed or certified by the state in which the care is provided, and who is providing care within the 
scope of his or her license. 


When medically appropriate, services may be provided in your home. 


For psychological and neuropsychological testing and evaluation benefit information, please see the 
Psychological and Neuropsychological Testing benefit. 


For chemical dependency treatment benefit information, please see the Substance Use Disorder benefit. 


For prescription drug benefit information, please see the Prescription Drug benefit. 


The Mental Health Care benefit doesn’t cover: 
• Psychological treatment of sexual dysfunctions, including impotence and frigidity 
• Outward bound, wilderness, camping or tall ship programs or activities 
• Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered 


mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic 
evaluations, vocational, educational or academic placement evaluations. 


Neurodevelopmental Therapy (Habilitation) 
Benefits are provided for the treatment of neurodevelopmental disabilities.  The following inpatient and outpatient 
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to 
maintain function where significant physical deterioration would occur without the therapy.  This benefit includes 
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered 
neurodevelopmental therapy.  


Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism 
spectrum disorders, are covered under the Mental Health Care benefit. 


Inpatient Care  Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility 
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting. 


Outpatient Care  Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all 
of the following provisions: 
• The member must not be confined in a hospital or other medical facility 
• Services must be furnished and billed by a hospital, rehabilitation facility meets our clinical standards, 


physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath 


A “visit” is a session of treatment for each type of therapy.  Each type of therapy combined accrues toward the 
above visit maximum.  Multiple therapy sessions on the same day will be counted as one visit, unless provided by 
different health care providers. 


The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition.  Once a 
calendar year maximum has been exhausted under one of these benefits, no further coverage is available. 


This benefit doesn’t cover: 
• Recreational, vocational, or educational therapy; exercise or maintenance-level programs 
• Social or cultural therapy 
• Treatment that isn’t actively engaged in by the ill, injured or impaired member 
• Gym or swim therapy 
• Custodial care 


Newborn Care 
Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To continue benefits beyond the 3-week period, please see the 
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dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does 
Coverage Begin? sections. 


If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically 
covered for the first 3 weeks.  For newborn enrollment information, please see the Who Is Eligible For 
Coverage? and When Does Coverage Begin? sections. 


Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and 
other provisions as specified in this plan.  Services must be consistent with accepted medical practice and 
ordered by the attending provider in consultation with the mother. 


Please Note:  If the newborn is admitted to an out-of-network medical facility, benefits for inpatient facility 
services are subject to your calendar year deductible and coinsurance.  For an explanation of the amount you’ll 
pay for services and supplies from out-of-network providers, please see the Summary Of Your Costs. 


The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in 
consultation with the mother, based on accepted medical practice.  Also covered are any required readmissions 
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Professional Care 


Benefits for services received in a provider’s office are subject to the terms of the Professional Visits And 
Services benefit.  Well-baby exams in the provider's office are covered under the Preventive Care benefit.  This 
benefit covers: 
• Inpatient newborn care, including newborn exams 
• Follow-up care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Follow-up care includes services of the attending provider, a home health agency 
and/or a registered nurse. 


• Circumcision 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.). 


This benefit doesn’t cover immunizations and outpatient well-baby exams.  See the Preventive Care 
benefit for coverage of immunizations and outpatient well-baby exams. 


Prescription Drug 
What’s Covered 


This benefit only covers drugs that are approved by the US Food and Drug Administration (FDA) that you get from 
a licensed pharmacy for take-home use.  Covered drugs include the drugs and items listed below.  All drugs and 
other items must be medically necessary. 


Diabetic Drugs  


Shots You Give Yourself  
• Prescribed drugs for shots that you give yourself, such as insulin 
• Needles, syringes, alcohol swabs, test strips, testing agents and lancets. 


Nicotine Habit-Breaking Drugs  Prescription brand and generic drugs to help you break a nicotine habit.  
Generic over-the-counter drugs are also covered.  


Oral Chemotherapy  This benefit covers drugs you can take by mouth that can be used to kill cancer cells or 
slow their growth.  This benefit only covers the drugs that you get from a pharmacy. 


Glucagon and Allergy Emergency Kits 
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Prescription Vitamins 


Specialty drugs  These drugs treat complex or rare health problems.  An example is rheumatoid arthritis.  
Specialty drugs also need special handling, storage, administration or patient monitoring.  They are high cost and 
can be shots you give yourself. 


Human growth hormone Human growth hormone is covered only for medical conditions that affect growth.  It is 
not covered when the cause of short stature is unknown.  Human growth hormone is a specialty drug.  It is not 
covered under other benefits of this plan. 


Birth Control 
• Female prescription oral birth control drugs and devices for women, such as diaphragms and cervical caps.  


See Prescription Drug in the Summary Of Your Costs.  For sterilization, shots or devices from your doctor, 
see Preventive Care. 


• Over the counter female birth control devices and supplies that your doctor prescribes.  You must buy over-the-
counter supplies and devices at the pharmacy counter. 


PV2 Preventive Drugs  The plan also covers drugs on our PV2 list.  PV2 drugs are effective in controlling health 
problems such as heart disease.  Our Pharmacy Committee reviews the list throughout the year.  They update the 
PV2 list when needed.  The review process is the same as the process described in “Questions And Answers 
About Your Pharmacy Benefits” later in this benefit. 


Please call customer service or log in to the member portal on our Web site to find out if a drug is on the PV2 list.  
The phone number and our Web address are on the back of this booklet. 


Preventive Drugs Required By The Affordable Care Act that your doctor prescribes 


Off-Label Uses  The US Food and Drug Administration (FDA) approves prescription drugs for specific health 
conditions or symptoms.  Some drugs are prescribed for uses other than those the FDA has approved.  The plan 
covers such drugs if the use is recognized as effective in standard drug reference guides put out by the American 
Hospital Formulary Service, the American Medical Association, the US Pharmacopoeia, or other reference guides 
also recognized by the Federal Secretary of the US Health and Human Services department or the Insurance 
Commissioner.   


Drug uses that are not recognized by one of the above standard drug reference guides can be covered if they are 
recognized by the Secretary of the US Health and Human Services department or by the majority of relevant, 
peer-reviewed medical literature.  For more details, see the definition of “prescription drug” in the Definitions 
section of this booklet. 


Compound Medications To be covered, these must contain at least one covered prescription drug 


GETTING PRESCRIPTIONS FILLED 
It is always a good idea to show your Premera Blue Cross ID card when you go to the pharmacy. 


See question 6 of Questions And Answers About Your Pharmacy Benefits for exceptions to the 
supply limits shown in this table. 


Pharmacy Supply Limit Instructions 


In-Network Retail 
Pharmacies 


90 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Out-Of-Network 
Retail Pharmacies 


90 days • Pay the full cost of the drug at the pharmacy.   
• Send Premera a claim.  See How Do I File A Claim in this 


booklet for instructions. 


In-Network Mail-
Order Pharmacy 
(Out-Of-Network 
mail-order 
pharmacies are not 
covered) 


90 days • Allow 2 weeks for your prescription to be filled. 
• Ask your doctor to prescribe up to a 90-day supply of the 


drug you need. 
• Send your prescriptions and a pharmacy mail-order form to 


the mail order pharmacy.  You can download the form from 
our website or call us for a copy.  Our website and phone 
numbers are on the back cover of this booklet. 
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In-Network Specialty 
Pharmacies 


30 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Exclusions 


This benefit does not cover: 
• Over-the-counter drugs and supplies, even if you have a prescription, that are not listed as covered above.  For 


example, the plan does not cover vitamins, food and dietary supplements (such as baby formula or protein 
powder), or herbal or naturopathic medicines 


• Drugs used to improve your looks, such as drugs to increase hair growth 
• Drugs for experimental or investigational use.  (See “Definitions.”) 
• Blood or blood derivatives.  See the Blood Products And Services benefit for coverage. 
• More refills than the number prescribed, or any refill dispensed more than one year after the prescriber's 


original order 
• Drugs for use while you are in a health care facility or provider’s office, or take-home drugs dispensed and 


billed by a health care facility.  The exceptions are for specialty drugs. 
• Replacement of lost or stolen items 
• Solutions and drugs that you get through a shot or through an intravenous needle, a catheter or a feeding tube.  


(The exception is a shot you give yourself.)  Please see the Infusion Therapy benefit. 
• Drugs to treat sexual dysfunction 
• Drugs to manage your weight 
• Medical equipment and supplies that are not listed as covered above.  See the Home Medical Equipment 


(HME), Orthotics, Prosthetics And Supplies benefit for coverage. 
• Immunization agents and vaccines.  See the Preventive Care benefit. 
• Drugs for fertility treatment or assisted reproduction procedures. 


Pre-Approval For Prescription Drugs 
Certain prescription drugs you receive through a pharmacy must have pre-approval before you get them at a 
pharmacy, in order for the plan to provide benefits.  Your provider can ask for pre-approval by faxing a pre-
approval form to us.  This form is in the pharmacy section of our Web site at www.premera.com.  You will also 
find the specific list of prescription drugs requiring pre-approval on our Web site.  If your prescription drug is on 
this list, and you do not get pre-approval, when you go to the pharmacy to fill your prescription, your pharmacy will 
tell you that it needs to be pre-approved.  You or your pharmacy should call your provider to let them know.  Your 
provider can fax us a pre-approval form for review.  


You can buy the prescription drug before it is pre-approved, but you must pay the full cost.  If the drug is 
authorized after you bought it, you can send us a claim for reimbursement.  Reimbursement will be based on the 
allowed amount.  See How Do I File A Claim? for details. 


Sometimes, benefits for some prescription drugs may be limited to one or more of the following: 
• A set number of days’ supply 
• A specific drug or drug dose that is appropriate for a normal course of treatment 
• A specific diagnosis 
• You may need to get a prescription drug from an appropriate medical specialist 
• You may have to try a generic drug or a specified brand name drug first 


These limits are based on medical standards, the drug maker’s advice, and your specific case.  They are also 
based on FDA guidelines and medical articles and papers.  


Questions And Answers About Your Prescription Drug Benefit 


1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage 
substitution for some drugs? 
Essentials Drug List 
This plan makes use of our Essentials drug list, sometimes called a "formulary."  
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Our Pharmacy and Therapeutics Committee makes the decisions about the drug list.  This committee 
includes doctors and pharmacists from the community.  The committee reviews medical studies, scientific 
articles and papers and other information to choose safe and effective drugs for the list. 
The Essentials drug list includes preferred generic drugs, preferred brand name drugs, preferred specialty 
drugs, and certain non-preferred generic, brand name and specialty drugs.  (Preferred brand name drugs are 
brand name drugs that are only made by one drug company.)  Except for drugs excluded in Exclusions 
above in this benefit, the Essentials drug list covers at least 1 drug in every drug class but does not cover all 
the drugs in some drug classes.  Use the RX Search tool on our website or call Customer Service for a full 
list of drugs on the Essentials drug list. 
The plan also doesn’t cover certain categories of drugs.  These are listed under Exclusions earlier in this 
benefit. 
Certain drugs need pre-approval.  Please see Pre-Approval above in this benefit for more detail.  
This plan encourages the use of appropriate generic drugs (as defined below).  When available and 
indicated by the prescriber, a generic drug will be dispensed in place of a brand name drug. 
A "generic drug" is a prescription drug product manufactured and distributed after the brand name drug 
patent of the innovator company has expired.  Generic drugs have obtained an AB rating from the U.S. Food 
and Drug Administration (FDA).  The FDA considers them to be therapeutically equivalent to the brand name 
product.  For the purposes of this plan, classification of a particular drug as a generic is based on generic 
product availability and cost as compared to the reference brand name drug. 
Exceptions  You or your provider may ask that the plan cover a drug or a dose that is not on the Essentials 
drug list.  The drug may be covered if 1 of 3 things is true: 
• You cannot tolerate the drugs that are on the Essentials drug list 
• All covered drugs in any tier of the Essentials drug list will be (or have been) either ineffective or not as 


effective as the drug that is not on the list 
• The dosage you need is not available in the drugs on the Essentials drug list. 
If your request to cover a drug not on the Essentials drug list is approved, the plan will cover the drug.  If your 
request is not approved, the plan will not cover the drug. 
Exception Process  The request can be made in writing, electronically or by phone.  Your provider must 
give us a written or oral statement that confirms the need for the requested drug to treat your condition and 
states that the criteria above are met.  We have the right to ask for medical records that relate to the request. 
Within 5 calendar days after we get the information we need from your provider, we will let you or your 
provider know in writing if your request is approved  
If Your Request Is Urgent  We will respond to your request within 48 hours after we get the information we 
need from your provider if 1 of the following is true: 
• Your health problem may put your life or health in serious danger. 
• You have already started taking the drug. 
The provider must confirm that 1 of the 2 situations above is true.  The provider must also explain the harm 
that would come to you if we did not respond to the request within 48 hours. 


2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use 
a drug I had been using? 
Our Pharmacy and Therapeutics Committee reviews the pharmacy drug list frequently throughout the year.  
The committee may also add or remove a drug from the Essentials drug list during the year.  These changes 
can happen if new drugs appear on the market or new medical studies or other clinical information warrant 
the change. 
We will tell you if a drug you are taking is going to be removed from the Essentials drug list. 


3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for 
drugs specified in this plan? 
The limitations and exclusions applicable to your prescription drug benefit, including categories of drugs for 
which no benefits are provided, are part of this plan’s overall benefit design, and can only be changed at the 
sole discretion of the Group.  The plan's rules about substitution of generic drugs are described above in 
question 1. 
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You can appeal any decision you disagree with.  Please see the Complaints And Appeals section in this 
booklet, or call our Customer Service department at the telephone numbers listed on the back cover of this 
booklet for information on how to submit an appeal. 


4. How much do I have to pay to get a prescription filled? 
You will find the amounts you pay for covered drugs in the Summary Of Your Costs. 


5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan? 
Yes.  You may have lower out-of-pocket costs when you have your prescriptions filled by in-network 
pharmacies.  This is because in-network pharmacies accept our allowed amount for covered drugs as 
payment in full.  The majority of retail pharmacies in Washington are part of our pharmacy network.  Your 
benefit covers prescription drugs dispensed from an out-of-network pharmacy, but at a possible higher out-
of-pocket cost to you. 
You can find an in-network pharmacy near you by consulting your provider directory, or calling the Pharmacy 
Locator Line at the toll-free telephone number found on the back of your ID card. 
Specialty drugs are covered only when you get them from specialty pharmacies.  Specialty pharmacies are 
pharmacies that focus on the delivery and clinical management of specialty drugs.  See the Summary Of 
Your Costs above for more information. 


6. How many days’ supply of most medications can I get? 
The dispensing limits (or days’ supply) for drugs dispensed at retail pharmacies are described in the Getting 
Prescriptions Filled table above. 
Benefits for refills will be provided only when you have used 75% of a supply of a single medication.  The 
75% is calculated based on both of the following:  
• The number of units and days' supply dispensed on the last refill 
• The total units or days' supply dispensed for the same medication in the 180 days immediately before the 


last refill 
Exceptions to the supply limit are allowed:   
• A pharmacist can approve an early refill of a prescription for eye drops or eye ointment in some cases. 
• A different supply can be allowed so that a new drug can be refilled at the same time as drugs that you are 


already taking.  We will pro-rate the cost-shares to the exact number of days early that the refill is 
dispensed. 


7. What other pharmacy services does my health plan cover? 
This benefit is limited to covered prescription drugs and specified supplies and devices dispensed by a 
licensed pharmacy.  Other services, such as consultation with a pharmacist, diabetic education or medical 
equipment, are covered by the medical benefits of this plan, and are described elsewhere in this booklet. 


Drug Discount Programs 


Pharmacy Benefit Drug Program  For pharmacy benefit claims, Premera Blue Cross will pay the Group a 
prescription drug rebate payment equal to a specific amount per paid brand-name prescription drug claim.  
Prescription drug rebates Premera Blue Cross receives from its pharmacy benefit manager in connection with 
Premera Blue Cross's overall pharmacy benefit utilization may be more or less than the Group's rebate payment.  
The Group's rebate payment shall be made to the Group on a calendar year quarterly basis unless agreed upon 
otherwise.. 


The allowed amount for prescription drugs may be higher than the price paid to the pharmacy benefit manager for 
those prescription drugs. 


Premera Blue Cross and the Group agree that the difference between the allowed amount for prescription drugs 
and the price paid to the pharmacy benefit manager, and the prescription drug payments received by Premera 
Blue Cross from its pharmacy benefit manager, constitutes Premera Blue Cross property, and not part of the 
compensation payable under Premera Blue Cross's contract with the Group, and that Premera Blue Cross is 
entitled to retain and shall retain such amounts and may apply them to the cost of its operations and the 
pharmacy benefit. 


Medical Benefit Drug Program  The medical benefit drug program is separate from the pharmacy program.  It 
includes claims for drugs delivered as part of medical services.  For medical benefit drug claims, Premera Blue 
Cross may contract with subcontractors that have rebate contracts with various manufacturers.  Rebate 
subcontractors retain a portion of rebates collected as a rebate administration fees.   Premera Blue Cross retains 
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a portion of the rebate and describes the medical benefit drug rebate in the Group's annual accounting report.  
The Group's medical benefit drug rebate payment shall be made to the Group on an annual basis when the 
rebate is $500 or more.  If less than $500, Premera will retain the medical benefit drug rebates. 


Preventive Care 
This plan pays for preventive care as shown in the Summary Of Your Costs.  Below is a summary of preventive 
care services. 


Preventive Exams 
• Routine adult and well-child exams.  Includes exams for school, sports and jobs 
• Department of Transportation physicals 
• Review of oral health for members under 19 
• Vision screening for members under 19 
• Depression screening 


Immunizations 
• Shots in a provider’s office 
• Flu shots, flu mist, whooping cough and other seasonal shots at a pharmacy or other community center 
• Shots needed for foreign travel at the county health department or a travel clinic 


Screening Tests 
Routine lab tests and imaging, such as: 
• Mammograms (includes 3D mammograms) 
• X-rays and EKG tests 
• Pap smears 
• Prostate-specific antigen tests 
• BRCA genetic tests for women at risk for certain breast cancers. 
• Vitamin D testing 


Pregnant Women’s Care 
• Breastfeeding support and counseling 
• Purchase of standard electric breast pumps 
• Rental of hospital-grade breast pumps if medically necessary 
• Screening for postpartum depression 


Colon Cancer Screening 
For members who are 50 or older or who are under age 50 and at high risk for colon cancer.  Includes: 
• Barium enema 
• Colonoscopy, sigmoidoscopy and fecal occult blood tests.  The plan also covers a consultation before the 


colonoscopy and anesthesia your doctor thinks is medically necessary. 
• If polyps are found during a screening procedure, removing them and lab tests on them are also covered as 


preventive.  


Diabetes Screening 


Health Education and Training 
Outpatient programs and classes to help you manage pain or cope with covered conditions like heart disease, 
diabetes, or asthma.  The program or class must have our approval. 


Nicotine Habit-Breaking Programs 
Programs to stop smoking, chewing tobacco or taking snuff. 


Nutritional Counseling and Therapy 
Office visits to discuss a healthy diet and eating habits and help you manage weight.  The plan covers 
screening and counseling for: 


• Members at risk for health conditions that are affected by diet and nutrition 
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• Weight loss for children age 6 and older who are considered obese and for adults with a body mass index 
of 30 kg/meter squared or higher.  This includes intensive behavioral interventions with more than one 
type of activity to help you set and achieve weight loss goals. 


Fall Prevention 
Risk assessments and advice on how to prevent falls for members who are age 65 or older and have a history 
of falling or have mobility issues 


Birth Control 
• Female birth control devices, shots and implants for women. 
• See Prescription Drug for coverage of prescription and over-the-counter drugs and devices. 
• Emergency contraceptives ("plan B") 
Tubal ligation.  When tubal ligation is done as a secondary procedure, only the charge for the procedure itself is 
covered under this benefit.  The related services, such as anesthesia, are covered as part of the primary 
procedure.  See Hospital and Surgery. 


About Preventive Care 


Preventive care is a set of evidence-based services.  These services are based on guidelines required under 
state or federal law.  The guidelines come from: 
• Services that the United States Preventive Services Task Force has given an A or B rating 
• Immunizations that the Centers for Disease Control and Prevention recommends 
• Screening and other care for women, babies, children and teens that the Health Resources and Services 


Administration recommends.  
• Services that meet the standards in Washington state law. 


Please go to this government website for more information: 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 


The agencies above may also change their guidelines from time to time.  If this happens, the plan will comply with 
the changes.   


Some preventive services and tests have limits on how often you should get them.  The limits are often based on 
your age or gender.  For some services, the number of visits covered as preventive depends on your medical 
needs.  After one of these limits is reached, these services are not covered in full and you may have to pay more 
out-of-pocket costs. 


Some of the covered services your doctor does during a routine exam may not be preventive at all.  The plan 
would cover them under other benefits.  They would not be covered in full.  


For example: 


During your preventive exam, your doctor may find a problem that needs further tests or screening for a proper 
diagnosis to be made.  Or, if you have a chronic disease, your doctor may check your condition with tests.  These 
types of tests help to diagnose or monitor your illness and would not be covered under the Preventive Care 
benefit.  You would have to pay the cost share under the plan benefit that covers the service or test. 


The Preventive Care benefit does not cover: 
• Take-home drugs or over-the-counter items.  Please see Prescription Drug. 
• Routine newborn exams while the child is in the hospital after birth.  Please see Newborn Care. 
• Routine or other dental care 
• Routine vision and hearing exams 
• Gym fees or exercise classes or programs 
• Services or tests for a specific illness, injury or set of symptoms.  Please see the plan's other benefits. 
• Physical exams for basic life or disability insurance 
• Work-related disability or medical disability exams 
• Purchase of hospital-grade breast pumps. 
• Male sterilization.  Please see Surgical Services. 
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Professional Visits and Services 
Benefits are provided for the examination, diagnosis and treatment of an illness or injury when such services are 
performed on an inpatient or outpatient basis, including your home.  Benefits are also provided for the following 
professional services when provided by a qualified provider: 
• Second opinions for any covered medical diagnosis or treatment plan 
• Biofeedback for migraines and other conditions for which biofeedback is not deemed experimental or 


investigational (see Definitions) 
• Repair of a dependent child’s congenital anomaly 
• Consultations with a pharmacist 
• Cardiac rehabilitation programs 
• Pulmonary rehabilitation programs 


For surgical procedures performed in a provider’s office, surgical suite or other facility benefit information, please 
see the Surgery benefit. 


For professional diagnostic services benefit information, please see the Diagnostic Lab, X-Ray And Imaging 
benefit. 


For home health or hospice care benefit information, please see the Home And Hospice Care benefit. 


For preventive or routine services, please see the Preventive Care benefit. 


For diagnosis and treatment of psychiatric conditions benefit information, please see the Mental Health Care 
benefit. 


For diagnosis and treatment of temporomandibular joint (TMJ) disorders benefit information, please see the 
Temporomandibular Joint Disorders (TMJ) Care benefit. 


Electronic Visits 


This benefit will cover electronic visits (e-visits) from in-network providers when all the requirements below are 
met.  This benefit is only provided when three things are true: 
• Premera Blue Cross has approved the physician for e-visits.  Not all physicians have agreed to or have the 


software capabilities to provide e-visits. 
• The member has previously been treated in the approved physician's office and has established a patient-


physician relationship with that physician. 
• The e-visit is medically necessary for a covered illness or injury. 


An e-visit is a structured, secure online consultation between the approved physician and the member.  Each 
approved physician will determine which conditions and circumstances are appropriate for e-visits in their 
practice. 


Please call Customer Service at the number shown on the back cover of this booklet for help in finding a 
physician approved to provide e-visits. 


The Professional Visits And Services benefit doesn’t cover: 
• Hair analysis or non-prescription drugs or medicines, such as herbal, naturopathic or homeopathic medicines or 


devices 
• EEG biofeedback or neurofeedback services 
• Rehabilitation that is not part of a cardiac or pulmonary rehabilitation program. 


Psychological and Neuropsychological Testing 
Covered services are psychological and neuropsychological testing, including interpretation and report 
preparation, necessary to prescribe an appropriate treatment plan.  This includes later re-testing to make sure the 
treatment is achieving the desired medical results.  Physical, speech or occupational therapy assessments and 
evaluations for rehabilitation are provided under the Rehabilitation Therapy benefit. 
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See the Neurodevelopmental Therapy benefit for physical, speech or occupational therapy assessments and 
evaluations related to neurodevelopmental disabilities. 


Rehabilitation Therapy 
This plan covers rehabilitation therapy.  Benefits must be provided by a licensed physical therapist, occupational 
therapist, speech language pathologist or a licensed qualified provider. 


Rehabilitation therapy is therapy that helps get a part of the body back to normal health or function.  It includes 
therapy to 1) restore or improve a function that was lost because of an accidental injury, illness or surgery; or 2) to 
treat disorders caused by a physical congenital anomaly. 


Services provided for treatment of a mental health condition are provided under the Mental Health Care benefit. 


Services for pulmonary rehabilitation and cardiac rehabilitation are provided under the Professional Visits And 
Services benefit. 


Limits listed in the Summary Of Your Costs do not apply to rehabilitation related to treatment of cancer, such as 
for breast cancer rehabilitation therapy. 


Inpatient Care 


Inpatient rehabilitation care is covered when medically necessary and provided in a specialized inpatient 
rehabilitation center, which may be part of a hospital.  If you are already an inpatient, this benefit will start when 
your care becomes mainly rehabilitative and you are transferred to an inpatient rehabilitation center.  This benefit 
only covers care you receive within 24 months from the onset of the injury or illness or from the date of the 
surgery that made rehabilitation necessary. 


You must get pre-approval from us before you get treatment in an inpatient rehabilitation center.  See Pre-
Approval for details. 
• supplies and devices 


Outpatient Care 


This benefit covers the following types of outpatient therapy: 
• Physical, speech, hearing and occupational therapies.  Physical, speech, and occupational assessments and 


evaluations related to rehabilitation are also covered.  
• Cochlear implants 
• Home medical equipment, medical supplies and devices 


This benefit does not cover: 
• Pulmonary rehabilitation and cardiac rehabilitation.  See Professional Visits And Services for coverage.  
• Treatment that the ill, injured or impaired member does not actively take part in. 
• Inpatient rehabilitation received more than 24 months from the date of onset of the member’s injury or illness or 


from the date of the member’s surgery that made the rehabilitation necessary 
• Therapy for flat feet except to help you recover from surgery to correct flat feet. 


Skilled Nursing Facility Services 
This benefit includes: 
• Room and board 
• Skilled nursing services 
• Supplies and drugs 
• Skilled nursing care during some stages of recovery 
• Skilled rehabilitation provided by physical, occupational or speech therapists while in a skilled nursing facility 
• Short or long term stay immediately following a hospitalization 
• Active supervision by your doctor while in the skilled nursing facility 


We must approve all planned skilled nursing facility stays before you enter a skilled nursing facility.  See Pre-
Approval for details. 
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This benefit does not cover: 
• Acute nursing care 
• Skilled nursing facility stay not immediately following hospitalization or inpatient stay 
• Skilled nursing care outside of a hospital or skilled nursing facility 
• Care or stay provided at a facility that is not qualified per our standards 


Sleep Studies 
This benefit covers medically necessary sleep studies to test for sleep apneas and for some sleep disorders that 
are not related to breathing problems. 


This plan does not cover home sleep studies for members under 19. 


Spinal and Other Manipulations 
This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Massage, Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


Substance Use Disorder 
This benefit covers inpatient and outpatient chemical dependency treatment and supporting services. 


Covered services include services provided by a state-approved treatment program or other licensed or certified 
provider. 


The current edition of the Patient Placement Criteria for the Treatment of Substance Related Disorders as 
published by the American Society of Addiction Medicine is used to determine if chemical dependency treatment 
is medically necessary. 


Please Note:  Medically necessary detoxification is covered in any medically necessary setting.  Detoxification in 
the hospital is covered under the Emergency Room Services and Hospital Inpatient Care benefits. 


The Substance Use Disorder benefit doesn’t cover: 
• Treatment of alcohol or drug use or abuse that does not meet the definition of "Chemical Dependency" as 


stated in the Definitions section of this booklet 
• Halfway houses, quarterway houses, recovery houses, and other sober living residences 


Surgery 
This benefit covers surgical services (including injections) that are not named as covered under other benefits, 
when performed on an inpatient or outpatient basis, in such locations as a hospital, ambulatory surgical facility, 
surgical suite or provider’s office.  Also covered under this benefit are: 
• Anesthesia or sedation and postoperative care as medically necessary.   
• Cornea transplantation, skin grafts, repair of a dependent child’s congenital anomaly, and the transfusion of 


blood or blood derivatives. 
• Colonoscopy and other scope insertion procedures are also covered under this benefit unless they qualify as 


preventive services as described in the Preventive Care benefit. 
• Surgery that is medically necessary to correct the cause of infertility. This does not include assisted 


reproduction techniques or sterilization reversal. 
• Repair of a defect that is the direct result of an injury, providing such repair is started within 12 months of the 


date of the injury. 
• Correction of functional disorders upon our review and approval. 
• Vasectomy 
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Select Centers Of Care 


Your health plan gives you access to Premera providers (including facilities) in Washington that have shown 
expertise and positive outcomes for certain health conditions shown in the Surgery section of the Summary Of 
Your Costs.  You also have access to Blue Distinction Centers Plus providers outside Washington for the same 
conditions.  Premera Blue Cross calls all these providers Select Centers Of Care.  Select Centers of Care can 
give you high quality care for complex medical situations.  


Services other than the specific spinal surgeries, cardiac procedures and the knee and hip replacements that are 
covered under this Select Centers Of Care benefit will be subject to your regular cost-shares, even if provided by 
a Select Center of Care.  If you do not get these services from a Select Center of Care, you also pay your regular 
cost-shares.   


Bariatric surgery is covered only when performed by a Select Center of Care. 


Pre-Approval is required.  See Pre-Approval (Prior Authorization) later in this booklet.  Premera Blue Cross will 
work with your doctor and the Select Center of Care to coordinate your care. 


Travel and Lodging 


If you live more than 50 miles from a Select Center of Care, this plan will cover travel and lodging necessary to 
get treatment from the nearest Select Center of Care that can treat you. 


Premera Blue Cross must approve the travel prior to departure and will arrange travel and lodging for you. 
• Travel:  Travel is covered only between your home and the Select Center of Care.  Round trip costs for air, 


train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and toll 
costs.   


• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel to a provider that is not a Select Center of Care 
• Travel that is not approved by Premera Blue Cross, even if the doctor refers you. 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Surgery benefit does not cover: 
• Organ, bone marrow or stem cell transplants.  Please see the Transplants benefit for coverage. 
• Services to change gender.  Please see the Transgender Services benefit. 
• Removal of excess skin or fat related to either weight loss surgery or the use of drugs for weight loss. 


Surgical Center Care – Surgical Center Care – Outpatient Services 
Benefits are provided for services and supplies furnished by an outpatient surgical center. 



http://www.irs.gov/
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For organ, bone marrow or stem cell transplant procedure benefit information, please see the Transplants 
benefit. 


For services to change gender, please see the Transgender Services benefit. 


This benefit does not cover removal of excess skin or fat related to either weight loss surgery or the use of drugs 
for weight loss. 


Telehealth Virtual Care 
Your plan covers real-time access to care via online and telephonic methods when medically appropriate. 


Services must be medically necessary to treat a covered illness, injury or condition. 


Your provider may provide these services or you may use our preferred telehealth provider.  See the back cover 
for contact information for the preferred telehealth provider. 


Temporomandibular Joint (TMJ) Disorders (TMJ) Care 
TMJ disorders are covered on the same basis as any other condition. 


TMJ disorders include those conditions that have some of the following symptoms: 
• Muscle pain linked with TMJ 
• Headaches linked with the TMJ 
• Arthritic problems linked with the TMJ 
• Clicking or locking in the jawbone joint 
• An abnormal range of motion or limited motion of the jawbone joint 


This benefit covers: 
• Exams 
• Consultations 
• Treatment  


Some services may be covered under other benefits sections of this plan with different or additional cost share, 
such as: 
• X-rays (see Diagnostic Lab, X-ray and Imaging) 
• Surgery (See Surgery) 
• Hospital (See Hospital) 


Some surgeries need to be pre-approved before you get them.  See Pre-Approval for details. 


Therapeutic Injections  
This benefit covers: 
• Shots given in the doctor’s office 
• Supplies used during the visit, such as serums, needles and syringes 
• Three teaching doses for self-injectable specialty drugs 


This benefit does not cover: 
• Immunizations (see Preventive Care) 
• Self-injectable drugs (see Prescription Drug)  
• Infusion therapy (see Infusion Therapy) 


Allergy shots (see Allergy Testing and Treatment) 


Transgender Services 
This benefit covers medically necessary services to change the gender you were born with.  To find the amounts 
you are responsible for, please see the Summary Of Your Costs. 


This benefit covers services which meet the standards in our medical policy.  Call Customer Service or visit our 
website at www.premera.com for the policy. 
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See the Surgery benefit for gynecological, urologic and genital surgery for covered conditions other than gender 
identity disorder or gender dysphoria.  


See the Prescription Drug benefit for coverage of prescription drugs associated with transgender procedures. 


See the Mental Health Care benefit for coverage of mental health services. 


This benefit does not cover: 
• Transgender surgery for members under 18 
• Cosmetic procedures that are not medically necessary to make the gender change.  Examples are hair removal 


and procedures to change the voice. 
• Surgery to change the appearance of prior gender change procedures except when medically necessary to 


correct medical complications. 


Transplants 
The Transplants benefit is not subject to a separate benefit maximum other than the maximum for transport and 
lodging described below.  This benefit covers medical services only if provided by in-network providers or 
“Approved Transplant Centers.”  Please see the transplant benefit requirements later in this benefit for more 
information about approved transplant centers. 


Covered Transplants 


Organ transplants and bone marrow/stem cell reinfusion procedures must not be considered experimental or 
investigational for the treatment of your condition.  (Please see the Definitions section in this booklet for the 
definition of “experimental/investigational services.”)  The plan reserves the right to base coverage on all of the 
following: 
• Organ transplants and bone marrow/stem cell reinfusion procedures must meet the plan's criteria for coverage. 


The medical indications for the transplant, documented effectiveness of the procedure to treat the condition, 
and failure of medical alternatives are all reviewed. 
The types of organ transplants and bone marrow/stem cell reinfusion procedures that currently meet the plan's 
criteria for coverage are: 
• Heart 
• Heart/double lung 
• Single lung 
• Double lung 
• Liver 
• Kidney 
• Pancreas 
• Pancreas with kidney 
• Bone marrow (autologous and allogeneic) 
• Stem cell (autologous and allogeneic) 
Please Note:  For the purposes of this plan, the term “transplant” doesn’t include cornea transplantation, skin 
grafts or the transplant of blood or blood derivatives (except for bone marrow or stem cells).  These procedures 
are covered on the same basis as any other covered surgical procedure (please see the Surgery benefit). 


• Your medical condition must meet the plan's written standards. 
• The transplant or reinfusion must be furnished in an approved transplant center.  (An “approved transplant 


center” is a hospital or other provider that’s developed expertise in performing organ transplants, or bone 
marrow or stem cell reinfusion, and meets the approval standards we use.)  We have agreements with 
approved transplant centers in Washington and Alaska, and we have access to a special network of approved 
transplant centers around the country.  Whenever medically possible, we’ll direct you to an approved transplant 
center that we’ve contracted with for transplant services. 
Of course, if none of our centers or the approved transplant centers can provide the type of transplant you 
need, this benefit will cover a transplant center that meets the written approval standards we follow. 
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Recipient Costs 


This benefit covers transplant and reinfusion-related expenses, including the preparation regiment for a bone 
marrow or stem cell reinfusion.  Also covered are anti-rejection drugs administered by the transplant center during 
the inpatient or outpatient stay in which the transplant was performed. 


Donor Costs 


Covered donor services include selection, removal (harvesting) and evaluation of the donor organ, bone marrow 
or stem cell; transportation of donor organ, bone marrow and stem cells, including the surgical and harvesting 
teams; donor acquisition costs such as testing and typing expenses; and storage costs for bone marrow and stem 
cells for a period of up to 12 months. 


Travel And Lodging 


If you are getting a transplant, this benefit covers costs for your travel and lodging.  You must live more than 50 
miles from the approved transplant center, unless medically necessary treatment protocols require you to stay 
closer to the transplant center.  The plan covers travel and lodging up to the limits set by the IRS for the date you 
had the expense. 
• Travel:  Travel is covered only between your home and the approved transplant center.  Round trip costs for 


air, train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and 
toll costs. 


• Lodging:  Hotel or motel or other lodging for stays away from home. 
• Companions: Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs up to the IRS limits in place on the date you had the expense.  
The per day limits and requirements can change if IRS regulations change.  Please go to the IRS website, 
www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Meals 
• Lodging at a family member's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Transplants benefit doesn’t cover: 
• Organ, bone marrow and stem cell transplants, including any direct or indirect complications and aftereffects 


thereof, except as specifically stated under this benefit. 
• Services and supplies that are payable by any government, foundation or charitable grant.  This includes 


services performed on potential or actual living donors and recipients, and on cadavers. 
• Donor costs for an organ transplant or bone marrow or stem cell reinfusion that isn’t covered under this benefit, 


or for a recipient who isn’t a member 
• Donor costs for which benefits are available under other group or individual coverage 
• Non-human or mechanical organs, unless we determine they aren’t “experimental/investigational services” 


(please see the Definitions section in this booklet) 
• Personal care items 
• Planned storage of blood for more than 12 months against the possibility it might be used at some point in the 


future 
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Urgent Care Centers 
This benefit covers: 


Exams and treatment of: 
• Minor sprains 
• Cuts 
• Ear, nose and throat infections 
• Fever  


Some services done during the urgent care visit may be covered under other benefits of this plan with different or 
additional cost shares, such as: 
• X-rays and lab work 
• Shots or therapeutic injections  
• Office surgeries 
• Urgent care centers can be part of a hospital or not. Please see the Summary of Your Costs for information 


about each type of center you may visit. 


WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? 
OUT-OF-AREA CARE 
As a member of the Blue Cross Blue Shield Association (“BCBSA”), Premera Blue Cross has arrangements with 
other Blue Cross and Blue Shield Licensees (“Host Blues”) for care outside our service area.  These 
arrangements are called “Inter-Plan Arrangements.”  Our Inter-Plan Arrangements help you get covered services 
from providers within the geographic area of a Host Blue.  


The BlueCard® Program is the Inter-Plan Arrangement that applies to most claims from Host Blues' in-network 
providers.  The Host Blue is responsible for its in-network providers and handles all interactions with them.  Other 
Inter-Plan Arrangements apply to providers that are not in the Host Blues' networks (non-contracted providers).  
This Out-Of-Area Care section explains how the plan pays both types of providers. 


Your getting services through these Inter-Plan Arrangements does not change what the plan covers, benefit 
levels, or any stated eligibility requirements.  Please call us if your care needs pre-approval. 


We process claims for the Prescription Drug benefit directly, not through an Inter-Plan Arrangement. 


BlueCard Program 
Except for copays, we will base the amount you must pay for claims from Host Blues' in-network providers on the 
lower of:  
• The provider’s billed charges for your covered services; or 
• The allowed amount that the Host Blue made available to us. 


Often, the allowed amount is a discount that reflects an actual price that the Host Blue pays to the provider.  
Sometimes it is an estimated price that takes into account a special arrangement with a single provider or a group 
of providers.  In other cases, it may be an average price, based on a discount that results in expected average 
savings for services from similar types of providers.  


Host Blues may use a number of factors to set estimated or average prices.  These may include settlements, 
incentive payments, and other credits or charges.  Host Blues may also need to adjust their prices to correct their 
estimates of past prices.  However, we will not apply any further adjustments to the price of a claim that has 
already been paid.  


Clark County Providers  Services in Clark County, Washington are processed through the BlueCard Program.  
Some providers in Clark County do have contracts with us. These providers will submit claims directly to us, and 
benefits will be based on our allowed amount for the covered service or supply. 


Value-Based Programs  You might have a provider that participates in a Host Blue's value-based program 
(VBP).  Value-based programs focus on meeting standards for treatment outcomes, cost and quality, and for 
coordinating care when you are seeing more than one provider.  The Host Blue may pay VBP providers for 
meeting the above standards.  If the Host Blue includes charges for these payments in the allowed amount for a 
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claim, you would pay a part of these charges if a deductible or coinsurance applies to the claim.  If the VBP pays 
the provider for coordinating your care with other providers, you will not be billed for it. 


Taxes, Surcharges and Fees 


A law or regulation may require a surcharge, tax or other fee be added to the price of a covered service.  If that 
happens, we will add that surcharge, tax or fee to the allowed amount for the claim.   


Non-Contracted Providers  


It could happen that you receive covered services from providers outside our service area that do not have a 
contract with the Host Blue.  In most cases, we will base the amount you pay for such services on either our 
allowed amount for these providers or the pricing requirements under applicable law.  Please see Allowed 
Amount in this booklet for details on allowed amounts. 


In these situations, you may owe the difference between the amount that the non-contracted provider bills and the 
payment the plan makes for the covered services as set forth above.  


Blue Cross Blue Shield Global® Core 


If you are outside the United States, Puerto Rico, and the U.S. Virgin Islands (the “BlueCard service area”), you 
may be able to take advantage of Blue Cross Blue Shield Global Core.  Blue Cross Blue Shield Global Core is 
unlike the BlueCard Program in the BlueCard service area in some ways.  For instance, although Blue Cross Blue 
Shield Global Core helps you access a provider network, you will most likely have to pay the provider and send us 
the claim yourself in order for the plan to reimburse you.  See How Do I File A Claim? for more information.  
However, if you need hospital inpatient care, the service center can often direct you to hospitals that will not 
require you to pay in full at the time of service.  In such cases, these hospitals also send in the claim for you. 


If you need to find a doctor or hospital outside the BlueCard service area, need help submitting claims or have 
other questions, please call the service center at 1-800-810-BLUE (2583).  The center is open 24 hours a day, 
seven days a week.  You can also call collect at 1-804-673-1177. 


More Questions 


If you have questions or need to find out more about the BlueCard Program, please call our Customer Service 
Department.  To find a provider, go to www.premera.com or call 1-800-810-BLUE (2583).  You can also get Blue 
Cross Blue Shield Global Core information by calling the toll-free phone number. 


CARE MANAGEMENT 
Care Management services work to help ensure that you receive appropriate and cost-effective medical care.  
Your role in the Care Management process is simple, but important, as explained below. 


You must be eligible on the dates of service and services must be medically necessary.  We encourage you to 
call Customer Service to verify that you meet the required criteria for claims payment. 


PRE-APPROVAL (PRIOR AUTHORIZATION) 
Some services need to be pre-approved for medical necessity under this plan.  The following services need pre-
approval: 
• Planned admissions to certain facilities 
• Some home medical equipment 
• Certain medical services 
• Certain drugs.  Pre-Approval for drugs is explained in the Prescription Drug benefit 
• When you want to receive in-network benefits for services from an out-of-network provider.  See Pre-Approval 


For Out-Of-Network Providers below. 


How To Get Pre-Approval 
There is a list of medical services that need to be pre-approved.  The list is on our Web site at 
www.premera.com.  Before you receive services, we suggest that you review this list.  We need to review the 
items on the list to make sure that they are medically necessary and meet the plan's other standards for 
coverage.  It is to your advantage to know ahead of time if the plan will not cover them. 


You are the one who must ask for pre-approval for the items on the list when a non-contracted provider is 
providing them. 
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• You can call Customer Service to ask for pre-approval.  In-network providers will call for you. 
• You will need some details from your provider for the call, such as the procedure code for a medical service. 
• You may need to send medical records 


Even if your doctor is asking for the pre-approval, it is a good idea to call us to make sure the request was 
approved. 


We will respond to a request for a pre-approval within 5 calendar days.  However, if we need more information, 
we will let you know within that time.  We will allow 5 calendar days to get us the needed information.  We will 
then tell you our decision within 4 calendar days after we receive it. 


You may ask for an urgent review of clinically urgent services.  Once we get all the information, we will let you or 
your provider know within 48 hours.  The decision will be sent in writing. 


The pre-approval will be good for 30 days.  This is subject to your continued coverage under this plan.  If you do 
not get the services within that time, you will have to get pre-approval again. 


Exceptions 
The following services do not need pre-approval, but they do have requirements: 
• Emergency hospital admissions, including drug or alcohol detox.  If this happens, you must let us know as soon 


as reasonably possible. 
• Childbirth or a newborn needing medical care at birth that requires admission to a hospital.  If this happens, you 


must let us know as soon as reasonably possible. 
• You may have a second plan that also asks you to get pre-approval for the same service.  In that case, this 


plan will not require pre-approval for that service when two things are true: 
• Your other plan is primary to this plan.  See Coordinating Benefits With Other Health Care Plans to find 


out how to tell which plan is primary. 
• You complied with the other plan’s pre-approval process. 


Generally this plan covers services from out-of-network providers at a lower benefit level.  If there is not an in-
network provider that can provide the service needed, you can ask for pre-approval to see an out-of-network 
provider and receive the in-network benefit level.  See Pre-Approval For Out-Of-Network Providers for more 
information. 


Pre-Approval For Out-Of-Network Providers 
This plan provides benefits for non-emergency services from out-of-network providers at a lower benefit level.  
You may receive benefits for these services at the in-network cost-share if the services are medically necessary 
and only available from an out-of-network provider.  You or your provider may request a pre-approval for the in-
network benefit before you see the out-of-network provider. 


The pre-approval request must include the following: 
• A statement that the out-of-network provider has unique skills or provides unique services that are medically 


necessary for your care, and that are not reasonably available from an in-network provider 
• Any necessary medical records supporting the request. 


If the request is approved, you pay the in-network cost-share for covered services.  However, the allowed amount 
is still the amount allowed for out-of-network providers.  See Important Plan Information. 


If the request is denied but the plan does cover the services, you will have to pay the out-of-network cost-share.  


Whether or not your request is approved, you will also have to pay any amounts over the plan's allowed 
amount for covered services. 


CLINICAL REVIEW 
Premera Blue Cross has developed or adopted guidelines and medical policies that outline clinical criteria used to 
make medical necessity determinations. The criteria are reviewed annually and are updated as needed to ensure 
our determinations are consistent with current medical practice standards and follow national and regional norms. 
Practicing community doctors are involved in the review and development of our internal criteria. Our medical 
policies are on our Web site.  You or your provider may review them at www.premera.com. You or your provider 
may also request a copy of the criteria used to make a medical necessity decision for a particular condition or 
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procedure. To obtain the information, please send your request to Care Management at the address or fax 
number shown on the back cover. 


Premera Blue Cross reserves the right to deny payment for services that are not medically necessary or that are 
considered experimental/investigational. A decision by Premera Blue Cross following this review may be 
appealed in the manner described in Complaints And Appeals. 


In general, when there is more than one treatment option, the plan will cover the least costly option that will meet 
your medical needs.  Premera Blue Cross works cooperatively with you and your physician to consider effective 
alternatives to hospital stays and other high-cost care to make better use of this plan's benefits. 


PERSONAL HEALTH SUPPORT PROGRAMS 
The plan offers participation in Premera Blue Cross's personal health support services to help members with such 
things as managing complex medical conditions, a recent surgery, or admission to a hospital.  Services include: 
• Helping to overcome barriers to health improvement or following providers’ treatment plan 
• Coordinating care services including access 
• Helping to understand the health plan’s coverage 
• Finding community resources  


Participation is voluntary.  To learn more about the personal health support programs, contact Customer Service 
at the phone number listed on the back of your ID card.  


EXCLUSIONS 
This section of your booklet lists the services that are either limited or not covered by this plan.  In addition to 
services listed as not covered under Covered Services, the following are excluded from coverage under this 
plan. 


Amounts Over The Allowed Amount 


This plan does not cover amounts over the allowed amount as defined by this plan. If you get services from a 
non-contracted provider, you will have to pay any amounts for your services that are over the allowed amount. 


Assisted Reproduction 


This plan does not cover: any assisted reproduction technologies, including but not limited to: 
• Drugs to treat infertility or that are required as part of assisted reproduction procedures. 
• Artificial insemination or Assisted reproduction methods, such as in-vitro fertilization.  It does not matter why 


you need the procedure. 
• Services to make you more fertile or for multiple births 
• Reversing sterilization surgery 


Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis 
as any other condition.  


Benefits From Other Sources 


This plan does not cover services that are covered by liability insurance, motor vehicle insurance, excess 
coverage, no fault coverage, or workers compensation or similar coverage for work-related conditions.  For 
details, see Third Party Recovery under What If I Have Other Coverage. 


Benefits That Have Been Exhausted 


Services in excess of benefit limitations or maximums of this plan. 


Broken Or Missed Appointments 


Charges For Records Or Reports 


Separate charges from providers for supplying records or reports, except those we request for utilization review. 
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Comfort or Convenience Items 


This plan does not cover: 
• Items that are mainly for your convenience or that of your family. For instance, this plan does not cover 


personal services or items such as meals for guests while hospitalized, long-distance phone, radio or TV, 
personal grooming, and babysitting. 


• Normal living needs, such as food, clothes, housekeeping and transport. This does not apply to chores done by 
a home health aide as prescribed in your treatment plan. 


• Dietary assistance, including “Meals on Wheels” 


Complications 


This plan does not cover complications of a non-covered service, including follow-up services or effects of those 
services, except services defined as emergency care. See Definitions. 


Cosmetic Services 


The plan does not cover drugs, services or supplies for cosmetic services.  This includes services performed to 
reshape normal structures of the body in order to improve or alter your appearance and not primarily to restore an 
impaired function of the body.   


Counseling, Education And Training 


This plan does not cover counseling and, education or training in the absence of illness.  This includes but is not 
limited to: 
• Job help and outreach, social or fitness counseling 
• Acting as a tutor, helping a member with schoolwork, acting as an educational or other aide for a member while 


the member is at school, or providing services that are part of a school's individual education program or should 
otherwise be provided by school staff. 


• Private school or boarding school tuition 


Court-Ordered Services 


This plan does not cover services that you must get to avoid being tried, sentenced or losing the right to drive 
when they are not medically necessary. 


Custodial Care 


This plan does not cover custodial care, except when it is part of covered hospice care. 


Dental Care 


This plan does not cover dental care except as covered under Dental Care and Chemotherapy And Radiation 
Therapy 


This exclusion also doesn't apply to dental services covered under the Temporomandibular Joint Disorders 
(TMJ) Care benefit. 


This plan does not cover therapy designed to provide a changed or controlled environment. 


Experimental Or Investigative Services 


This plan does not cover any service or supply that is experimental or investigative, see Definitions. 


Family Members Or Volunteers 


This plan does not cover services or supplies that you give furnish to yourself.  It also does not cover a provider 
who is: 
• Your spouse, mother, father, child, brother or sister 
• Your mother, father, child, brother or sister by marriage 
• Your stepmother, stepfather, stepchild, stepbrother or stepsister 
• Your grandmother, grandfather, grandchild or the spouse of one of these people 
• A volunteer, except as described in Home Health Care and Hospice Care 
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Governmental Facilities 


This plan does not cover services provided by a state or federal hospital which is not an in-network facility that are 
not emergency care or required by law or regulation. 


Hair Analysis 


Hair Loss 


This plan does not cover: 
• Drugs, supplies, equipment, or procedures to replace hair, slow hair loss, or stimulate hair growth 
• Hair prostheses, such as wigs or hair weaves, transplants, and implants 


Hospital Admission Limitations 


This plan does not cover hospital stays solely for the diagnostic studies, physical examinations, checkups, 
medical evaluations or observations, unless: 
• The service cannot be provided without the use of a hospital 
• You have a medical condition that makes hospital care medically necessary 


Illegal Acts and Terrorism 


This plan does not cover illness or injury you get while committing a felony, an act of terrorism, or an act of riot or 
revolt. 


Laser Therapy 


Benefits are not provided for low-level laser therapy. 


Military Service And War 


This plan does not cover illness or injury that is caused by or arises from: 
• Acts of war, such as armed invasion, no matter if war has been declared or not 
• Services in the armed forces of any country. This includes the air force, army, coast guard, marines, national 


guard or navy. It also includes any related civilian forces or units.  


Non-Covered Services 


This plan does not cover services or supplies: 
• Ordered when this plan is not in effect or when the person is not covered under this plan 
• Provided to someone other than the ill or injured member, other than outpatient health education services 


covered under the Preventive Care benefit. This includes health care provider training or educational services. 
• Directly related to any condition, or related to any other service or supply, that is not covered 
• You are not required to pay or would not have been charged for if this plan were not in force  
• That are not listed as covered under this plan 


Non-Treatment Charges 
• Charges for provider travel time 
• Transporting a member in place of a parent or other family member, or accompanying the member to 


appointments or other activities outside the home, such as medical appointments or shopping. Doing 
housework or chores for the member or helping the member do housework or chores. 


Non-Treatment Facilities, Institutions Or Programs  


Benefits are not provided for institutional care, housing, incarceration or programs from facilities that are not 
licensed to provide medical or behavioral health treatment for covered conditions.  Examples are prisons, nursing 
homes, and juvenile detention facilities.  Benefits are provided for medically necessary treatment received in 
these locations.  See Covered Services for specific benefit information. 


Not Medically Necessary 
• Services or supplies that are not medically necessary even if they’re court-ordered.  This also includes places 


of service, such as inpatient hospital care. 
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Orthodontia  


Orthodontia, regardless of condition, including casts, models, x-rays, photographs, examinations, appliances, 
braces, and retainers. 


Orthognathic Surgery  


Procedures to lengthen or shorten the jaw (orthognathic surgery), regardless of the origin of the condition that 
makes the procedure necessary.  The only exception to this exclusion is for repair of a dependent child’s 
congenital anomaly.  See Surgery for benefit information. 


Provider’s Licensing Or Certification 


This plan does not cover services that the provider’s license or certification does not allow him or her to perform.  
It also does not cover a provider that does not have the license or certification that the state requires.  The only 
exception is for applied behavior analysis providers covered under Mental Health Care and Substance Use 
Disorder.  See Definitions for provider details. 


Recreational, Camp And Activity Programs 


This plan does not cover recreational, camp and activity-based programs.  These programs are not medically 
necessary and include: 
• Gym, swim and other sports programs, camps and training 
• Creative art, play and sensory movement and dance therapy 
• Recreational programs and camps 
• Boot camp programs 
• Equine programs and other animal-assisted programs and camps 
• Exercise and maintenance-level programs 


Serious Adverse Events and Never Events 


Members and this plan are not responsible for payment of services provided by in-network providers for serious 
adverse events, never events and resulting follow-up care.  Serious adverse events and never events are medical 
errors that are specific to a nationally-published list.  They are identified by specific diagnoses codes, procedure 
codes and specific present-on-admission indicator codes.  In-Network providers may not bill members for these 
services and members are held harmless. 


Serious Adverse Event means a hospital injury caused by medical management (rather than an underlying 
disease) that prolonged the hospitalization, and/or produces a disability at the time of discharge. 


Never Events means events that should never occur, such as a surgery on the wrong patient, a surgery on the 
wrong body part or wrong surgery. 


Not all medical errors are defined as serious adverse events or never events.  You can obtain a list of serious 
adverse events and never events by contacting us at the number listed on the back of this booklet or on the 
Centers for Medicare and Medicaid Services (CMS) Web page at www.cms.hhs.gov. 


Services or Supplies For Which You Do Not Legally Have To Pay 


Services and supplies for which no charge is made, for which none would have been made if this plan were not in 
effect, or for which you are not legally required to pay. 


Sexual Dysfunction 


Diagnosis and treatment of sexual dysfunctions, regardless of origin or cause; surgical, medical or psychological 
treatment of impotence or frigidity, including drugs, medications, or penile or other implants 


Vision Exams 


This plan does not cover routine vision exams to test visual acuity and/or to prescribe any type of vision hardware. 


Vision Hardware 
This plan does not cover vision hardware (and their fittings) used to improve visual sharpness, including 
eyeglasses and contact lenses, and related supplies, except as covered under the Home Medical Equipment 
(HME), Orthotics, Prosthetics And Supplies benefit.  This plan never covers non-prescription eyeglasses or 
contact lenses, or other special purpose vision aids (such as magnifying attachments), sunglasses or light-
sensitive lenses, even if prescribed. 



http://www.cms.hhs.gov/
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Vision Therapy 


Vision therapy, eye exercise, or any sort of training to correct muscular imbalance of the eye (orthoptics), and 
pleoptics.  Also not covered are treatment or surgeries to improve the refractive character of the cornea, including 
the treatment of any results of such treatment. 


Voluntary Support Groups 


Patient support, consumer or affinity groups such as diabetic support groups or Alcoholics Anonymous 


Weight Loss Surgery or Drugs 


This plan does not cover drugs or supplements for weight loss or weight control.  This is true even if you have an 
illness or injury that might be helped by weight loss drugs. 


Work-Related Illness Or Injury 


This plan does not cover any illness, condition or injury for which you get benefits by law or from separate 
coverage for illness or injury on the job.  For details, see Third Party Recovery under What If I Have Other 
Coverage. 


WHAT IF I HAVE OTHER COVERAGE? 
Please Note:  If you participate in a Health Savings Account (HSA) and have other health care coverage that is 
not a high deductible health plan as defined by IRS regulations, the tax deductibility of the Health Savings 
Account contributions may not be allowed.  Contact your tax advisor or HSA plan administrator for more 
information. 
COORDINATING BENEFITS WITH OTHER HEALTH CARE PLANS 
You also may be covered under one or more other group or individual plans, such as one sponsored by your 
spouse's employer.  This plan includes a "coordination of benefits" feature to handle such situations. 


All of the benefits of this plan are subject to coordination of benefits.  However, please note that benefits provided 
under this plan for allowable dental expenses will be coordinated separately from allowable medical expenses. 


If you have other coverage besides this plan, we recommend that you send your claims to the primary plan first.  
In that way, the proper coordinated benefits may be most quickly determined and paid. 


Definitions Applicable To Coordination Of Benefits 


To understand coordination of benefits, it's important to know the meanings of the following terms: 
• Allowable Medical Expense means the usual, customary and reasonable charge for any medically necessary 


health care service or supply provided by a licensed medical professional when the service or supply is covered 
at least in part under this plan.  When a plan provides benefits in the form of services or supplies rather than 
cash payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense. 


• Allowable Dental Expense means the usual, customary and reasonable charge for any dentally necessary 
service or supply provided by a licensed dental professional when the service or supply is covered at least in 
part under this plan.  When a plan provides benefits in the form of services or supplies rather than cash 
payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense.  For the purposes of this plan, only those dental services to treat an injury to natural teeth 
will be considered an allowable dental expense. 


• Claim Determination Period means a calendar year. 
• Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than half of the calendar year, excluding any temporary visitation. 
• Medical Plan means all of the following health care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 
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• Group coverage required or provided by any law, including Medicare.  This doesn't include workers' 
compensation 


• Group student coverage that's sponsored by a school or other educational institution and includes medical 
benefits for illness or disease 


• Dental Plan means all of the following dental care coverages, even if they don't have their own coordination 
provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 


Each contract or other arrangement for coverage described above is a separate plan.  It's also important to note 
that for the purpose of this plan, we'll coordinate benefits for allowable medical expenses separately from 
allowable dental expenses, as separate plans. 


Effect On Benefits 


An important part of coordinating benefits is determining the order in which the plans provide benefits.  One plan 
is responsible for providing benefits first.  This is called the "primary" plan.  The primary plan provides its full 
benefits as if there were no other plans involved.  The other plans then become "secondary."  When this plan is 
secondary, it will reduce its benefits for each claim so that the benefits from all medical plans aren't more than the 
allowable medical expense for that claim and the benefits from all dental plans aren't more than the allowable 
dental expense for that claim. 


We will coordinate benefits when you have other health care coverage that is primary over this plan.  Coordination 
of benefits applies whether or not a claim is filed with the primary coverage. 


Primary And Secondary Rules 


Certain governmental plans, such as Medicaid, are always secondary by law.  Except as required by law, 
Medicare supplement plans and other plans that don't coordinate benefits at all must pay as if they were primary. 


A plan that doesn't have a COB provision that complies with this plan's rules is primary to this plan unless the 
rules of both plans make this plan primary.  The exception is group coverage that supplements a package of 
benefits provided by the same group.  Such coverage can be excess to the rest of that group's plan.  An example 
is coverage paired with a closed panel plan to provide out-of-network benefits. 


The first of the rules below to apply decides which plan is primary.  If you have more than one secondary plan, the 
rules below also decide the order of the secondary plans to each other. 


Non-Dependent Or Dependent  The plan that doesn't cover you as a dependent is primary to a plan that does.  
However, if you have Medicare, and federal law makes Medicare secondary to your dependent coverage and 
primary to the plan that doesn't cover you as a dependent, then the order is reversed. 


Dependent Children  Unless a court decree states otherwise, the rules below apply: 
• Birthday rule  When the parents are married or living together, whether or not they were ever married, the plan 


of the parent whose birthday falls earlier in the year is primary.  If both parents have the same birthday, the plan 
that has covered the parent the longest is primary. 


• When the parents are divorced, separated or not living together, whether or not they were ever married: 
• If a court decree makes one parent responsible for the child’s health care expenses or coverage, that plan is 


primary.  If the parent who is responsible has no health coverage for the dependent, but that parent's spouse 
does, that spouse's plan is primary.  This rule and the court decree rules below apply to calendar years 
starting after the plan is given notice of the court decree. 


• If a court decree assigns one parent primary financial responsibility for the child but doesn't mention 
responsibility for health care expenses, the plan of the parent with financial responsibility is primary. 


• If a court decree makes both parents responsible for the child's health care expenses or coverage, the 
birthday rule determines which plan is primary. 


• If a court decree requires joint custody without making one parent responsible for the child's health care 
expenses or coverage, the birthday rule determines which plan is primary. 
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• If there is no court decree allocating responsibility for the child's expenses or coverage, the rules below 
apply: 
• The plan covering the custodial parent, first 
• The plan covering the spouse of the custodial parent, second 
• The plan covering the non-custodial parent, third 
• The plan covering the spouse of the non-custodial parent, last 
• If a child is covered by individuals other than parents or stepparents, the above rules apply as if those 


individuals were the parents. 


Retired Or Laid-Off Employee  The plan that covers you as an active employee (an employee who is neither laid 
off nor retired) is primary to a plan covering you as a retired or laid-off employee.  The same is true if you are 
covered as both a dependent of an active employee and a dependent of a retired or laid-off employee. 


Continuation Coverage  If you have coverage under COBRA or other continuation law, that coverage is 
secondary to coverage that isn't through COBRA or other continuation law. 


Please Note:  The retiree/layoff and continuation rules don't apply when both plans don't have the rule or when 
the "non-dependent or dependent" rule can decide which of the plans is primary. 


Length Of Coverage  The plan that covered you longer is primary to the plan that didn't cover you as long.  If we 
do not have your start date under the other plan, we will use the employee's hire date with the other group 
instead.  We will compare that hire date to the date your coverage started under this plan to find out which plan 
covered you for the longest time. 


If none of the rules above apply, the plans must share the allowable expenses equally. 


This plan requires you or your provider to ask for pre-approval from Premera Blue Cross before you get certain 
services or drugs.  Your other plan may also require you to get pre-approval for the same service or drug.  In that 
case, when this plan is secondary to your other plan, you will not have to ask Premera for pre-approval of any 
service or drug for which you asked for pre-approval from your other plan.  This does not mean that this plan will 
cover the service or drug.  The service or drug will be reviewed once we receive your claim. 


Right Of Recovery/Facility Of Payment 


The plan has the right to recover any payments that are greater than those required by the coordination of 
benefits provisions from one or more of the following:  the persons the plan paid or for whom the plan has paid, 
providers of service, insurance companies, service plans or other organizations.  If a payment that should have 
been made under this plan was made by another plan, the plan also has the right to pay directly to another plan 
any amount that the plan should have paid.  Such payment will be considered a benefit under this plan and will 
meet the plan's obligations to the extent of that payment.  This plan has the right to appoint a third party to act on 
its behalf in recovery efforts. 


THIRD PARTY RECOVERY 
General 
If you become ill or are injured by the actions of a third party, your medical care should be paid by that third party. 
For example, if you are hurt in a car crash, the other driver or his or her insurance company may be required 
under law to pay for your medical care.  


This plan does not pay for claims for which a third party is responsible. However, the plan may agree to advance 
benefits for your injury with the understanding that it will be repaid from any recovery received from the third party. 
By accepting plan benefits for the injury, you agree to comply with the terms and conditions of this section. 


In addition, the plan maintains a right of subrogation, meaning the right of the plan to be substituted in place of the 
member who received benefits with respect to any lawful claim, demand, or right of action against any third party 
that may be liable for the injury, illness or medical condition that resulted in payment of plan benefits.  The third 
party may not be the actual person who caused the injury and may include an insurer to which premiums have 
been paid. 


The plan administrator has discretion to interpret and to apply the terms of this section.  It has delegated such 
discretion to Premera Blue Cross and its affiliate to the extent we need in order to administer this section. 
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Definitions 
The following definitions shall apply to this section: 


Injury  An injury or illness that a third party is or may be liable for. 


Recovery   All payments from another source that are related in any way to your injury for which plan benefits 
have also been paid. This includes any judgment, award, or settlement. It does not matter how the recovery is 
termed, allocated, or apportioned or whether any amount is specifically included or excluded as a medical 
expense. Recoveries may also include recovery for pain and suffering, non-economic damages, or general 
damages. This also includes any amounts put into a trust or constructive trust set up by or for you or your family, 
beneficiaries or estate as a result of your injury. 


Reimbursement Amount   The amount of benefits paid by the plan for your injury and that you must pay back to 
the plan out of any recovery per the terms of this section. 


Responsible Third Party   A third party that is or may be responsible under the law (“liable”) to pay you back for 
your injury. 


Third Party   A person; corporation; association; government; insurance coverage, including 
uninsured/underinsured motorist (UM/UIM), personal umbrella coverage, personal injury protection (PIP) 
insurance, medical payments coverage from any source, or workers’ compensation coverage.  The third party 
may not be the actual party who caused the injury, and may include an insurer.   


Note: For this section, a third party does not include other health care plans that cover you. 


You   In this section, “you” includes any lawyer, guardian, or other representative that is acting on your behalf or 
on the behalf of your estate in pursuing a repayment from responsible third parties. 


Exclusions 
• Benefits From Other Sources  Benefits are not available under this plan when coverage is available through: 


• Motor vehicle medical or motor vehicle no-fault 
• Any type of no-fault coverage, such as Personal injury protection (PIP), Medical Payment coverage, or 


Medical Premises coverage 
• Boat coverage 
• School or athletic coverage 
• Any type of liability insurance, such as home owners' coverage or commercial liability coverage 
• Any type of excess coverage 


• Work-Related Illness Or Injury 
This plan does not cover any illness, condition or injury, for which you get benefits under: 
• Separate coverage for illness or injury on the job 
• Workers’ compensation laws 
• Any other law that would pay you for an illness or injury you get on the job. 
However, this exclusion doesn’t apply to owners, partners or executive officers who are full-time employees of 
the Group if they’re exempt from the above laws and if the Group doesn’t furnish them with workers’ 
compensation coverage.  They’ll be covered under this plan for conditions arising solely from their occupations 
with the Group.  Coverage is subject to the other terms and limitations of this plan. 


These exclusions apply when the available or existing contract or insurance is either issued to a member or 
makes benefits available to a member, whether or not the member makes a claim under such coverage. Further, 
the member is responsible for any cost-sharing required by motor vehicle coverage, unless applicable state law 
requires otherwise. If other insurance is available for medical bills, the member must choose to put the benefit to 
use towards those medical bills before coverage under this plan is available. Once benefits under such contract or 
insurance have been used and exhausted or considered to no longer be injury-related under the no-fault 
provisions of the contract, this plan's benefits will be provided. 


Reimbursement and Subrogation Rights 
If the plan advances payment of benefits to you for an injury, the plan has the right to be repaid in full for those 
benefits.   
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• The plan has the right to be repaid first and in full, without regard to lawyers' fees or legal expenses, make-
whole doctrine, the common fund doctrine, your negligence or fault, or any other common law doctrine or state 
statute that the plan is not required to comply with that would restrict the plan’s right to reimbursement in full. 
The reimbursement to the plan shall be made directly from the responsible third party or from you, your lawyer 
or your estate. 
• The plan shall also be entitled to reimbursement by asking for refunds from providers for the claims that it 


had already paid. 
• The plan’s right to reimbursement first and in full shall apply even if: 


• The recovery is not enough to make you whole for your injury. 
• The funds have been commingled with other assets. The plan may recover from any available funds without 


the need to trace the source of the funds. 
• The member has died as a result of the injury and a representative is asserting a wrongful death or survivor 


claim against the third party.   
• The member is a minor, disabled person, or is not able to understand or make decisions. 
• The member did not make a claim for medical expenses as part of any claim or demand 


• Any party who distributes your recovery funds without regard to the plan’s rights will be personally liable to the 
plan for those funds. 


• In any case where the plan has the right to be repaid, the plan also has the right of subrogation.  This means 
that the Plan Administrator can choose to take over your right to receive payments from any responsible third 
party.  For example, the plan can file its own lawsuit against a responsible third party.  If this happens, you must 
co-operate with the plan as it pursues its claim. 
The plan shall also have the right to join or intervene in your suit or claim against a responsible third party. 


• You cannot assign any rights or causes of action that you might have against a third party tortfeasor, person, or 
entity, which would grant you the right to any recovery without the express, prior written consent of the plan.   


Your Responsibilities 
• If any of the requirements below are not met, the plan shall: 


• Deny or delay claims related to your injury 
• Recoup directly from you all benefits the plan has provided for your injury 
• Deduct the benefits owed from any future claims 


• You must notify Premera Blue Cross of the existence of the injury immediately and no later than 30 days of any 
claim for the injury. 


• You must notify the third parties of the plan's rights under this provision. 
• You must cooperate fully with the plan in the recovery of the benefits advanced by the plan and the plan’s 


exercise of its reimbursement and subrogation rights.  You must take no action that would prejudice the plan's 
rights.  You must also keep the plan advised of any changes in the status of your claim or lawsuit. 


• If you hire a lawyer, you must tell Premera Blue Cross right away and provide the contact information.   
Neither the plan nor Premera Blue Cross shall be liable for any costs or lawyer's fees you must pay in pursuing 
your suit or claim. You shall defend, indemnify and hold the plan and Premera Blue Cross harmless from any 
claims from your lawyer for lawyer's fees or costs. 


• You must complete and return to the plan an Incident Questionnaire and any other documents required by the 
plan. 
Claims for your injury shall not be paid until Premera Blue Cross receives a completed copy of the Incident 
Questionnaire when one was sent. 


• You must tell Premera Blue Cross if you have received a recovery.  If you have, the plan will not pay any more 
claims for the injury unless you and the plan agree otherwise. 


• You must notify the plan at least 14 days prior to any settlement or any trial or other material hearing 
concerning the suit or claim. 


Reimbursement and Subrogation Procedures 
If you receive a recovery, you or your lawyer shall hold the Recovery funds separately from other assets until the 
plan’s reimbursement rights have been satisfied. The plan shall hold a claim, equitable lien, and constructive trust 
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over any and all recovery funds.  Once the plan’s reimbursement rights have been determined, you shall make 
immediate payment to the plan out of the recovery proceeds.  


If you or your lawyer do not promptly set the recovery funds apart and reimburse the plan in full from those funds, 
the plan has the right to take action to recover the reimbursement amount. Such action shall include, but shall not 
be limited to one or both of the following: 
• Initiating an action against you and/or your lawyer to compel compliance with this section. 
• Withholding plan benefits payable to you or your family until you and your lawyer complies or until the 


reimbursement amount has been fully paid to the plan. 


WHO IS ELIGIBLE FOR COVERAGE? 
This section of your booklet describes who is eligible for coverage. 


Please note that you do not have to be a citizen of or live in the United States if you are otherwise eligible for 
coverage. 


SUBSCRIBER ELIGIBILITY 
To be covered as a subscriber under this plan, an employee must meet all of the following requirements: 
• Be a regular and active employee, owner, partner, or corporate officer of Saltchuk Headquarters Group, a 


subsidiary of Saltchuk Resources, Inc., who is paid on a regular basis through the Group's payroll system, and 
reported by the Group for Social Security purposes. 
• The employee must regularly work a minimum of 30 hours per week 


Employees Performing Employment Services In Hawaii 
For employers other than political subdivisions, such as state and local governments, and public schools and 
universities, the State of Hawaii requires that benefits for employees living and working in Hawaii (regardless of 
where the Group is located) be administered according to Hawaii law.  If the Group is not a governmental 
employer as described in this paragraph, employees who reside and perform any employment services for the 
Group in Hawaii are not eligible for coverage.  When an employee moves to Hawaii and begins performing 
employment services for the Group there, he or she will no longer be eligible for coverage. 


DEPENDENT ELIGIBILITY 
To be a dependent under this plan, the family member must be: 
• The lawful spouse of the subscriber, unless legally separated.  (“Lawful spouse” means a legal union of two 


persons that was validly formed in any jurisdiction.) 
• An eligible dependent child who is under 26 years of age 


An eligible child is one of the following: 
• A natural offspring of either or both the subscriber or spouse 
• A legally adopted child of either or both the subscriber or spouse 
• A child placed with the subscriber for the purpose of legal adoption in accordance with state law.  “Placed” 


for adoption means assumption and retention by the subscriber of a legal obligation for total or partial 
support of a child in anticipation of adoption of such child 


• A legally placed ward or foster child of the subscriber or spouse.  There must be a court or other order 
signed by a judge or state agency, which grants guardianship of the child to the subscriber or spouse as of a 
specific date.  When the court order terminates or expires, the child is no longer an eligible child. 


WHEN DOES COVERAGE BEGIN? 
ENROLLMENT 
Enrollment is timely when we receive the completed enrollment application and required subscription charges 
within 60 days of the date the employee becomes an “eligible employee” as defined in the Who Is Eligible For 
Coverage? section.  When enrollment is timely, coverage for the employee and enrolled dependents will become 
effective on the latest of the applicable dates below. 


The Group may require coverage for some classes of employees to start on the actual applicable date 
below, as stated on its Group Master Application.  Please contact the Group for information. 
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• The employee's date of hire 
• The date the employee enters a class of employees to which the Group offers coverage under this plan 
• The next day following the date the probationary period ends, if one is required by the Group 


If we don’t receive the enrollment application within 60 days of the date you became eligible, none of the dates 
above will apply.  Please see Open Enrollment and Special Enrollment later in this section. 


Dependents Acquired Through Marriage After The Subscriber’s Effective Date 


When we receive the completed enrollment application and any required subscription charges within 60 days after 
the marriage, coverage will become effective on the first of the month following the date of marriage. If we don't 
receive the enrollment application within 60 days of marriage, please see the Open Enrollment provision later in 
this section. 


Natural Newborn Children Born On Or After The Subscriber’s Effective Date 


Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To extend the child’s coverage beyond the 3-week period, the 
subscriber should follow the steps below.  If the mother isn’t eligible for obstetrical care benefits, but the child 
qualifies as an eligible dependent, the subscriber should follow the steps below to enroll the child from birth. 
• An enrollment application isn’t required for natural newborn children when subscription charges being paid 


already include coverage for dependent children, but we may request additional information if necessary to 
establish eligibility of the dependent child.  Coverage becomes effective for natural newborn children on the 
date of birth. 


• When subscription charges being paid don’t already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
birth.  Coverage becomes effective from the date of birth.  If we don’t receive the enrollment application within 
60 days of birth, please see the Open Enrollment provision later in this section. 


Adoptive Children Acquired On Or After The Subscriber’s Effective Date 
• An enrollment application isn’t required for adoptive children placed with the subscriber when subscription 


charges being paid already include coverage for dependent children, but we may request additional information 
if necessary to establish eligibility of the dependent child.  Coverage becomes effective for adoptive children on 
the date of placement with the subscriber. 


• When subscription charges being paid don’t already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
the date of placement with the subscriber.  Coverage becomes effective from the date of placement.  If we don’t 
receive the enrollment application within 60 days of the date of placement with the subscriber, please see the 
Open Enrollment provision later in this section. 


Foster Children 


To enroll a new foster child, we must get any payment needed, a filled out enrollment form, and a copy of the 
child's foster papers.  We must get these items no more than 60 days after the date the subscriber became the 
child's foster parent.  When we get these items on time, the plan will cover the child as of the date the subscriber 
became the child's foster parent.  If we do not get the items on time, the child must wait for the Group's next open 
enrollment period to be enrolled. 


Children Acquired Through Legal Guardianship 


When we receive the completed enrollment application, any required subscription charges, and a copy of the 
guardianship papers within 60 days of the date legal guardianship began with the subscriber, coverage for an 
otherwise eligible child will begin on the date legal guardianship began.  If we don’t receive the enrollment 
application within 60 days of the date legal guardianship began, please see the Open Enrollment provision later 
in this section. 


Children Covered Under Medical Child Support Orders 


When we receive the completed enrollment application within 60 days of the date of the medical child support 
order, coverage for an otherwise eligible child that is required under the order will become effective on the date of 
the order.  Otherwise, coverage will become effective on the first of the month following the date we receive the 
application for coverage.  The enrollment application may be submitted by the subscriber, the child’s custodial 
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parent, a state agency administering Medicaid or the state child support enforcement agency.  Please contact 
your Group for detailed procedures. 


Please Note:  This plan's calendar year deductible and out-of-pocket maximum amounts are higher when a 
family enrolls than when a subscriber enrolls alone.  This means that if a subscriber who had no dependents 
covered later adds dependents to the plan, the calendar year deductible and out-of-pocket maximum amounts 
would go up.   


However, in any calendar year, no one would have to pay more cost-shares than the individual out-of-pocket 
maximum shown in the Summary Of Your Costs. 


SPECIAL ENROLLMENT 
The plan allows employees and dependents to enroll outside the plan's annual open enrollment period, if any, 
only in the cases listed below.  In order to be enrolled, the applicant may be required to give us proof of special 
enrollment rights.  If a completed enrollment application is not received within the time limits stated below, further 
chances to enroll, if any, depend on the normal rules of the plan that govern late enrollment. 


Involuntary Loss of Other Coverage 


If an employee and/or dependent doesn't enroll in this plan or another plan sponsored by the Group when first 
eligible because they aren't required to do so, that employee and/or dependent may later enroll in this plan 
outside of the annual open enrollment period if each of the following requirements is met: 
• The employee and/or dependent was covered under group health coverage or a health insurance plan at the 


time coverage under the Group's plan is offered 
• The employee and/or dependent's coverage under the other group health coverage or health insurance plan 


ended as a result of one of the following: 
• Loss of eligibility for coverage for reasons including, but not limited to legal separation, divorce, death, 


termination of employment or  the reduction in the number of hours of employment 
• Termination of employer contributions toward such coverage 
• The employee and/or dependent was covered under COBRA at the time coverage under this plan was 


previously offered and COBRA coverage has been exhausted 


An eligible employee who qualifies as stated above may also enroll all eligible dependents.  When only an eligible 
dependent qualifies for special enrollment, but the eligible employee isn't enrolled in any of the Group's plans or is 
enrolled in a different plan sponsored by the Group, the employee is also allowed to enroll in this plan in order for 
the dependent to enroll.  


We must receive the completed enrollment application and any required subscription charges from the Group 
within 60 days of the date such other coverage ended.  When the 60-day time limit is met, coverage will start on 
the first of the month that next follows the last day of the other coverage. 


Subscriber And Dependent Special Enrollment 


An eligible employee and otherwise eligible dependents who previously elected not to enroll in any of the 
employer’s group health plans when such coverage was previously offered, may enroll in this plan at the same 
time a newly acquired dependent is enrolled under Enrollment in the case of marriage, birth or adoption.  The 
eligible employee may also choose to enroll alone, enroll with some or all eligible dependents or change plans, if 
applicable. 


State Medical Assistance and Children's Health Insurance Program 


Employees and dependents who are eligible as described in Who Is Eligible For Coverage? have special 
enrollment rights under this plan if one of the statements below is true: 
• The person is eligible for state medical assistance, and the Washington State Department of Social and Health 


Services (DSHS) determines that it is cost-effective to enroll the person in this plan. 
• The person qualifies for premium assistance under the state's medical assistance program or Children's Health 


Insurance Program (CHIP). 
• The person no longer qualifies for health coverage under the state's medical assistance program or CHIP. 


To be covered, the eligible employee or dependent must apply and any required subscription charges 
must be paid no more than 60 days from the date the applicable statement above is true.  An eligible 
employee who elected not to enroll in this plan when such coverage was previously offered, must enroll in this 
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plan in order for any otherwise eligible dependents to be enrolled in accordance with this provision.  Coverage for 
the employee will start on the date the dependent's coverage starts. 


OPEN ENROLLMENT 
If you're not enrolled when you first become eligible, or as allowed under Special Enrollment above, you can't be 
enrolled until the Group's next open enrollment period.  An open enrollment period occurs once a year unless 
determined otherwise by the Group.  During this period, eligible employees and their dependents can enroll for 
coverage under this plan. 


If the Group offers multiple health care plans and you're enrolled under one of the Group's other health care 
plans, enrollment for coverage under this plan can only be made during the Group's open enrollment period. 


CHANGES IN COVERAGE 
No rights are vested under this plan.  The Group may change its terms, benefits and limitations at any time.  
Changes to this plan will apply as of the date the change becomes effective to all members and to eligible 
employees and dependents who become covered under this plan after the date the change becomes effective. 


The exception is inpatient confinements described in Extended Benefits; please see the How Do I Continue 
Coverage? section.  Changes to this plan won’t apply to inpatient stays that are covered under that provision. 


PLAN TRANSFERS 
Subscribers (with their enrolled dependents) may be allowed to transfer to this plan from another plan offered by 
the Group.  Transfers also occur if the Group replaces another plan with this plan.  All transfers to this plan must 
occur during open enrollment or on another date set by the Group. 


When you transfer from the Group's other plan, and there's no lapse in your coverage, the following provisions 
that apply to this plan will be reduced to the extent they were satisfied under the prior plan. 
• Out-of-pocket maximum 
• Calendar year deductible.  Please note:  We will credit expenses applied to your prior plan's calendar year 


deductible only when they were incurred in the current calendar year.  Expenses incurred during October 
through December of the prior year are not credited toward this plan's calendar year deductible for the current 
year. 


When you transfer from another Premera Blue Cross plan offered by the Group, and there’s no lapse in your 
coverage, the benefit maximums of this plan will be reduced to the extent they were satisfied under the prior plan: 


WHEN WILL MY COVERAGE END? 
EVENTS THAT END COVERAGE 
Coverage will end without notice, except as specified under Extended Benefits, on the last day of the month in 
which one of these events occurs: 
• For the subscriber and dependents when: 


• The next required monthly charge for coverage isn't paid when due or within the grace period 
• The subscriber dies or is otherwise no longer eligible as a subscriber 


• For a spouse when his or her marriage to the subscriber is annulled, or when he or she becomes legally 
separated or divorced from the subscriber 


• For a child when he or she cannot meet the requirements for dependent coverage shown under the Who Is 
Eligible For Coverage? section.  As required by federal law, however, the plan will extend coverage to the end 
of the month in which a covered child turns 26. 


The subscriber must promptly notify the Group when an enrolled family member is no longer eligible to be 
enrolled as a dependent under this plan. 


PLAN TERMINATION 
No rights are vested under this plan.  The Group is not required to keep the plan in force for any length of time.  
The Group reserves the right to change or terminate this plan, in whole or in part, at any time with no liability.  
Plan changes are made as described in Changes In Coverage in this booklet.  If the plan were to be terminated, 
you would only have a right to benefits for covered care you receive before the plan's end date. 
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HOW DO I CONTINUE COVERAGE? 
CONTINUED ELIGIBILITY FOR A DISABLED CHILD 
Coverage may continue beyond the limiting age (shown under Dependent Eligibility) for a dependent child who 
can’t support himself or herself because of a developmental or physical disability.  The child will continue to be 
eligible if all the following are met: 
• The child became disabled before reaching the limiting age 
• The child is incapable of self-sustaining employment by reason of developmental disability or physical handicap 


and is chiefly dependent upon the subscriber for support and maintenance 
• The subscriber is covered under this plan 
• The child’s subscription charges, if any, continue to be paid 
• The subscriber provides us with proof of the child’s disability and dependent status when requested.  Proof 


won't be requested more often than once a year after the 2-year period following the child’s attainment of the 
limiting age. 


LEAVE OF ABSENCE 
Please refer to your employer’s Leave of Absence provision for this information. 


LABOR DISPUTE 
A subscriber may pay subscription charges through the Group to keep coverage in effect for up to 6 months in the 
event of suspension of compensation due to a lockout, strike, or other labor dispute. 


The 6-month labor dispute period counts toward the maximum COBRA continuation period. 


COBRA 
When group coverage is lost because of a “qualifying event” shown below, federal laws and regulations known as 
“COBRA” require the Group to offer qualified members an election to continue their group coverage for a limited 
time.  Under COBRA, a qualified member must apply for COBRA coverage within a certain time period and may 
also have to pay a monthly charge for it. 


The plan will provide qualified members with COBRA coverage when COBRA's enrollment and payment 
requirements are met.  But, coverage is provided only to the extent that COBRA requires and is subject to the 
other terms and limitations of this plan.  The Group, not us, is responsible for all notifications and other duties 
assigned by COBRA to the "plan administrator" within COBRA's time limits. 


The following summary of COBRA coverage is taken from COBRA.  Members' rights to this coverage and 
obligations under COBRA automatically change with further amendments of COBRA by Congress or 
interpretations of COBRA by the courts and federal regulatory agencies. 


Qualifying Events And Length Of Coverage 
Please contact the Group immediately when one of the qualifying events highlighted below occurs.  The 
continuation periods listed extend from the date of the qualifying event. 
• The Group must offer the subscriber and covered dependents an election to continue coverage for up to 18 


consecutive months if their coverage is lost because of 1 of 2 qualifying events: 
• The subscriber's work hours are reduced. 
• The subscriber's employment terminates, except for discharge due to actions defined by the Group 


as gross misconduct. 
However, if one of the events listed above follows the covered employee's entitlement to Medicare by less than 
18 months, the Group must offer the covered spouse and children an election to continue coverage for up to 36 
months starting from the date of the Medicare entitlement. 


• COBRA coverage can be extended if a member who lost coverage due to a reduction in hours or termination of 
employment is determined to be disabled under Title II (OASDI) or Title XVI (SSI) of the Social Security Act at 
any time during the first 60 days of COBRA coverage.  In such cases, all family members who elected COBRA 
may continue coverage for up to a total of 29 consecutive months from the date of the reduction in hours or 
termination. 
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Covered domestic partners and their children can be added as dependents when the subscriber enrolls in 
COBRA coverage.  However, they cannot be qualified beneficiaries, and they cannot have one of the qualifying 
events below.  They do not have an independent right to COBRA coverage. 


• The Group must offer the covered spouse or children an election to continue coverage for up to 36 consecutive 
months if their coverage is lost because of 1 of 4 qualifying events: 
• The subscriber dies. 
• The subscriber and spouse legally separate or divorce. 
• The subscriber becomes entitled to Medicare. 
• A child loses eligibility for dependent coverage. 
In addition, the occurrence of one of these events during the 18-month period described above can extend that 
period for a continuing dependent.  This happens only if the event would have caused a similar dependent who 
was not on COBRA coverage to lose coverage under this plan.  The extended period will end no later than 36 
months from the date of the first qualifying event. 


Conditions Of COBRA Coverage 
For COBRA coverage to become effective, all of the requirements below must be met: 


You Must Give Notice Of Some Qualifying Events 


The plan will offer COBRA coverage only after the Group receives timely notice that a qualifying event has 
occurred. 


The subscriber or affected dependent must notify the Group in the event of a divorce, legal separation, child's loss 
of eligibility as a dependent, or any second qualifying event which occurs within the 18-month period as described 
in Qualifying Events And Lengths Of Coverage.  The subscriber or affected dependent must also notify the 
Group if the Social Security Administration determines that the subscriber or dependent was disabled on any of 
the first 60 days of COBRA coverage.  You also have the right to appoint someone to give the Group this notice 
for you. 


If the required notice is not given or is late, the qualified member loses the right to COBRA coverage.  
Except as described below for disability notices, the subscriber or affected dependent has 60 days in which to 
give notice to the Group.  The notice period starts on the date shown below. 
• For determinations of disability, the notice period starts on the later of: 1) the date of the subscriber's 


termination or reduction in hours; 2) the date the qualified member would lose coverage as the result of one of 
these events; or 3) date of the disability determination.  Please note:  Determinations that a qualified 
member is disabled must be given to the Group before the 18-month continuation period ends.  This 
means that the subscriber or qualified member might not have the full 60 days in which to give the 
notice.  Please include a copy of the determination with your notice to the Group. 
Note:  The subscriber or affected dependent must also notify the Group if a qualified member is deemed by the 
Social Security Administration to no longer be disabled.  See When COBRA Coverage Ends. 


• For the other events above, the 60-day notice period starts on the later of: 1) the date of the qualifying event, or 
2) the date the qualified member would lose coverage as a result of the event. 


Important Note:  The Group must tell you where to direct your notice and any other procedures that you 
must follow.  If the Group informs you of its notice procedures after the notice period start date above for 
your qualifying event, the notice period will not start until the date you're informed by the Group. 


The Group must notify qualified members of their rights under COBRA.  If the Group has named a third party as 
its plan administrator, the plan administrator is responsible to notify members on behalf of the group.  In such 
cases, the Group has 30 days in which to notify its plan administrator of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement.  The plan administrator then has 14 days after it receives 
notice of a qualifying event from the Group (or from a qualified member as stated above) in which to notify 
qualified members of their COBRA rights.   


If the Group itself is the plan administrator, it has more than 14 days in which to give notice for certain qualifying 
events.  The Group must furnish the notice required because of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement no later than 44 days after the later of 1) the date of the 
qualifying event, or 2) the date coverage would end in the absence of COBRA.  For all other qualifying events, the 
14-day notice time limit applies. 
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You Must Enroll And Pay On Time 
• You must elect COBRA coverage no more than 60 days after the later of 1) the date coverage was to end 


because of the qualifying event, or 2) the date you were notified of your right to elect COBRA coverage.  You 
may be eligible for a second COBRA election period if you qualify under section 201 of the Federal Trade Act of 
2002.  Please contact the Group or your bargaining representative for more information if you believe this may 
apply to you. 
Each qualified member will have an independent right to elect COBRA coverage.  Subscribers may elect 
COBRA coverage on behalf of their spouses, and parents may elect COBRA coverage on behalf of their 
children. 


• You must send your first payment to the Group no more than 45 days after the date you elected COBRA 
coverage. 


• Subsequent monthly payments must also be paid to the Group. 


Adding Family Members 
Eligible family members may be added after the continuation period begins, but only as allowed under Special 
Enrollment or Open Enrollment in the When Does Coverage Begin? section.  With one exception, family 
members added after COBRA begins aren't eligible for further coverage if they later have a qualifying event or if 
they are determined to be disabled as described under Qualifying Events And Lengths Of Coverage earlier in 
this COBRA section.  The exception is that a child born to or placed for adoption with a covered employee while 
the covered employee is on COBRA has the same COBRA rights as family members on coverage at the time of 
the original qualifying event.  The child will be covered for the duration of the covered employee's initial 18-month 
COBRA period, unless a second qualifying event occurs which extends the child's coverage.  COBRA coverage is 
subject to all other terms and limitations of this plan. 


Keep The Group Informed Of Address Changes 
In order to protect your rights under COBRA, you should keep the Group informed of any address changes.  It is a 
good idea to keep a copy, for your records, of any notices you send to the Group. 


When COBRA Coverage Ends 
COBRA coverage will end on the last day for which any charge required for it has been paid in the monthly period 
in which the first of the following occurs: 
• The applicable continuation period expires. 
• The next monthly payment isn't paid when due or within the 30-day COBRA grace period. 
• When coverage is extended from 18 to 29 months due to disability (see Qualifying Events And Lengths Of 


Coverage in this section), COBRA coverage beyond 18 months ends if there's a final determination that a 
qualified member is no longer disabled under the Social Security Act.  However, coverage won't end on the 
date shown above, but on the last day for which subscription charges have been paid in the first month that 
begins more than 30 days after the date of the determination.  The subscriber or affected dependent must 
provide the Group with a copy of the Social Security Administration's determination within 30 days after the 
later of: 1) the date of the determination, or 2) the date on which the subscriber or affected dependent was 
informed that this notice should be provided and given procedures to follow. 


• You become covered under another group health care plan after the date you elect COBRA coverage. 
• You become entitled to Medicare after the date you elect COBRA coverage. 
• The Group ceases to offer group health care coverage to any employee. 


If You Have Questions 
Questions about your plan or your rights under COBRA should be addressed to the plan contacts provided by the 
Group.  For more information about your rights under ERISA, 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) in your area or visit 
the EBSA Web site at www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA Offices 
are available through EBSA's Web site. 


EXTENDED BENEFITS 
Under the following circumstances, certain benefits of this plan may be extended after your coverage ends for 
reasons other than as described under Intentionally False Or Misleading Statements. 
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The inpatient benefits of this plan will continue to be available after coverage ends if: 
• Your coverage didn't end because of fraud or an intentional misrepresentation of material fact under the terms 


of the coverage 
• You were admitted to a medical facility prior to the date coverage ended 
• You remained continuously confined in a medical facility because of the same medical condition for which you 


were admitted 


Please Note:  Newborns are eligible for Extended Inpatient benefits only if they are enrolled beyond the 3-
week period specified in the Newborn Care benefit. 


Such continued inpatient coverage will end when the first of the following occurs: 
• You're covered under a health plan or contract that provides benefits for your confinement or would provide 


benefits for your confinement if coverage under this plan did not exist 
• You're discharged from that facility or from any other facility to which you were transferred 
• Inpatient care is no longer medically necessary 
• The maximum benefit for inpatient care in the medical facility has been provided.  If the calendar year ends 


before a calendar year maximum has been reached, the balance is still available for covered inpatient care you 
receive in the next year.  Once it's used up, however, a calendar year maximum benefit will not be renewed. 


CONTINUATION UNDER USERRA 
The Uniformed Services Employment And Reemployment Rights Act (USERRA) protects the job rights (including 
enrollment rights on employer-provided health care coverage) of individuals who voluntarily or involuntarily leave 
employment positions to undertake military service.  If you leave your job to perform military service, you have the 
right to elect to continue existing employer-based health plan coverage for you and your dependents for up to 24 
months while in the military.  Even if you don't elect to continue coverage during your military service, you have 
the right to be reinstated in your employer's health plan when you are re-employed, generally without any 
exclusions except for service-connected illnesses or injuries. 


Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S. 
Department of Labor at 1-866-4-USA-DOL or visit its Web site at www.dol.gov/vets.  An online guide to 
USERRA can be viewed at www.dol.gov/elaws/userra.htm. 


MEDICARE SUPPLEMENT COVERAGE 
If you're enrolled in Parts A and B of Medicare, you may be eligible for guaranteed-issue coverage under certain 
Medicare supplement plans.  You must apply within 63 days of losing coverage under this plan. 


HOW DO I FILE A CLAIM? 
Medical Claims 


Many providers will submit their bills to us directly.  However, if you need to submit a claim to us, follow these 
simple steps: 


Step 1 


Complete a Subscriber Claim Form.  A separate Subscriber Claim Form is necessary for each patient and each 
provider.  You can order extra Subscriber Claim Forms by calling Customer Service.   


Step 2 


Attach the itemized bill.  The itemized bill must contain all of the following information: 
• Names of the subscriber and the member who incurred the expense 
• Identification numbers for both the subscriber and the Group (these are shown on the subscriber's identification 


card) 
• Name, address and IRS tax identification number of the provider 
• Information about other insurance coverage 
• Date of onset of the illness or injury 
• Diagnosis or diagnosis code from the most current edition of the International Classification of Diseases 


manual. 
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• Procedure codes from the most current edition of the Current Procedural Terminology manual, the 
Healthcare Common Procedure Coding manual, or the American Dental Association Current Dental 
Terminology manual for each service 


• Dates of service and itemized charges for each service rendered 
• If the services rendered are for treatment of an injury, the date, time, location and a brief description of the 


event 


Step 3 


If you're also covered by Medicare, and Medicare is primary, you must attach a copy of the "Explanation of 
Medicare Benefits." 


Step 4 


Check that all required information is complete.  Bills received won't be considered to be claims until all necessary 
information is included. 


Step 5 


Sign the Subscriber Claim Form in the space provided. 


Step 6 


Mail your claims to us at the mailing address shown on the back cover of this booklet. 


Prescription Drug Claims 


To make a claim for covered prescription drugs, please follow these steps: 


You'll have to pay the full cost for all new prescriptions and refills. 


In-Network Pharmacies 


For retail pharmacy purchases, you don't have to send us a claim.  Just show your Premera Blue Cross ID card to 
the pharmacist, who will bill us directly.  If you don't show your ID card you'll need to fill out a prescription drug 
claim form, attach your prescription drug receipts and submit the information to the address shown on the claim 
form. 


Out-Of-Network Pharmacies 


You'll need to fill out a prescription drug claim form, attach your prescription drug receipts and submit the 
information to the address shown on the claim form. 


If you need a supply of prescription drug claim forms, contact our Customer Service department at the numbers 
shown on the back cover of this booklet. 


Timely Filing 
You should submit all claims within 90 days of the start of service or within 30 days after the service is completed.  
We must receive claims: 
• Within 365 days of discharge for hospital or other medical facility expenses, or within 365 days of the date the 


expenses were incurred for any other services or supplies 
• For members who have Medicare, within 90 days of the process date shown on the Explanation of Medicare 


Benefits, whichever is greater 


The plan won’t provide benefits for claims we receive after the later of these 2 dates except when required by law. 


Special Notice About Claims Procedure 
We’ll make every effort to process your claims as quickly as possible.  We process claims in the order in which we 
receive them.  We’ll tell you if this plan won’t cover all or part of the claim no later than 30 days after we first 
receive it.  This notice will be in writing.  We can extend the time limit by up to 15 days if it’s decided that more 
time is needed due to matters beyond our control.  We’ll let you know before the 30-day time limit ends if we need 
more time.  If we need more information from you or your provider in order to decide your claim, we’ll ask for that 
information in our notice and allow you or your provider at least 45 days to send us the information.  In such 
cases, the time it takes to get the information to us doesn’t count toward the decision deadline.  Once we receive 
the information we need, we have 15 days to give you our decision. 
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If your claim was denied, in whole or in part, our written notice (see Notices) will include: 
• The reasons for the denial and a reference to the provisions of this plan on which it's based 
• A description of any additional information needed to reconsider the claim and why that information is needed 
• A statement that you have the right to appeal our decision 
• A description of the plan's complaint and appeal processes 


If there were clinical reasons for the denial, you'll receive a letter stating these reasons. 


At any time, you have the right to appoint someone to pursue the claim on your behalf.  This can be a doctor, 
lawyer or a friend or relative.  You must notify us in writing and give us the name, address and telephone number 
where your appointee can be reached. 


If a claim for benefits or an appeal is denied or ignored, in whole or in part, or not processed within the time 
shown in this plan, you may file suit in a state or federal court. 


COMPLAINTS AND APPEALS 


We know healthcare doesn’t always work perfectly.  Our goal is to listen, take care of you, and make it simple.  If 
it doesn’t go the way you expect, you have two options: 
• Complaints – You can contact customer service if you have a complaint.  We may ask you to send the details in 


writing.  We will send a written response within 30 days.  
• Appeals – You can request a review of a specific decisions we have made about your plan benefits. 


You can appeal the following adverse benefit determinations (See Definitions) 
• A decision to pay for less than the full cost of your claim 
• A limit or restriction on otherwise covered benefits 
• A decision to deny or partly deny your request for coverage of a benefit 
• A decision regarding your eligibility to enroll or stay in the plan  
• You may also appeal decisions regarding coverage for drugs not on the plan’s list of covered drugs.  See 


Prescription Drug for details.  


INTERNAL APPEAL 
The process begins with internal appeal by Premera.  Your plan has two levels of internal appeals.  In the first 
level, people who were not part of the initial decision will review your appeal.  Medical review denials will be 
reviewed by a medical professional.  We must receive your internal appeal request within 180 days of the date 
you were notified of the initial decision. 


If you are not satisfied with the decision, you may request a level 2II appeal.  You have 60 days from the date of 
the level 1 I decision letter to ask for a level 2 appeal.  You can send us new information to consider. 


Your level 2II internal appeal will be reviewed by a panel of people who were not involved in the initial decision or 
in the level 1I appeal.  If the initial decision involved medical judgment, a medical professional will be on the 
panel.  You may take part in the level 2 panel meeting in person or by phone. 


WHO CAN APPEAL 
You can appeal yourself or choose someone, including your doctor, to appeal on your behalf.  If you choose 
someone else, complete an Authorization for Appeals form located on premera.com. 


How To Appeal 
You can call Customer Service or you can write to us at the address listed on the back cover of this book.  By 
sending your appeal in writing, you can provide more details about your appeal.  This may include chart notes, 
medical records or a letter from your doctor.  


If you need help filing an appeal, or would like a copy of the appeals process, please call Customer Service.  You 
can also get a description of the appeals process by visiting our website. 


If you would like to review the information used for your appeal, please contact Customer Service.  The 
information will be sent as soon as possible and free of charge.  
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What Happens When You Have Ongoing Care 


Ongoing care is continuous treatment you are currently receiving, such as residential care, care for a chronic 
condition, inpatient care and rehabilitation. 


The plan may decide to change, reduce or end coverage of ongoing care because we've determined the care is 
no longer medically necessary.  If you appeal that decision, the plan will continue to cover your care during the 
appeal period.  This continued coverage during the appeal period is not a reversal of the denial.  If the decision is 
upheld, you must repay all amounts the plan paid for ongoing care during the appeal review.   


What Happens When It's Urgent 
If your situation is urgent, we will handle your appeal in an expedited (fast) manner.  Examples of urgent 
situations are: 
• Delay may put your life or health in serious danger or cause you severe pain that cannot be managed, as 


determined by medical professionals or your treating physician 
• You are requesting coverage for inpatient or emergency care that you are currently receiving 


If your situation is urgent, you may ask for an expedited external appeal at the same time you request an 
expedited internal appeal. 


Urgent appeals are only available for services you have not yet received.  


What Happens Next 
Your appeal is reviewed, and a decision is provided within the time limits below. 


Type of appeal When to expect notification of a decision 


Urgent appeals No later than 72 hours.  We will call, fax, or email you with the 
decision, and follow up in writing 


Pre-service appeals (a decision made by us 
before you received services) 


Within 15 days  


All other appeals 15-30 days 


If the first decision is upheld, or the process above is not followed, you can request an external appeal. 


External Appeal 
External appeal will be done by an Independent Review Organization (IRO) that is certified by the State of 
Washington Department of Health to review medical and other important information.  There is no cost to you for 
an external appeal. 
• You may write to us directly to request an external appeal. 
• We must receive your written request for an external appeal within 4 months after the date you got our internal 


appeal letter.  You must include the signed external appeal form you received from us.  You may also include 
medical records and other information. 


We will forward your medical records and other information to the IRO.  If you have additional information on your 
appeal, we will tell you how to send it to the IRO. 


What Happens Next 
Once the external appeal is done, the IRO will let you and us know their decision within the time limits below: 
• For urgent external appeals no later than 72 hours after receiving the request. 
• For all other appeals, within 45 days after the IRO gets the request.  


Once A Decision Is Made 
For urgent appeals, the IRO will inform you and us immediately.  We will follow up with a written decision by mail. 
For all other appeals, we will send you a written decision by mail. 


The Plan will accept the IRO decision. 
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If the IRO: 
• Reverses the original decision, we will apply their decision quickly. 
• Stands by the original decision, there is no further appeal.  However, you may have other steps you can take 


under state or federal law, such as filing a lawsuit. 


If you have questions about a denial of a claim or your appeal rights, you may call Customer Service at the 
number listed on your Premera ID card. 


You can also contact the Employee Benefits Security Administration of the U.S. Department of Labor.  The phone 
number is 1-866-444-EBSA (3272). 


OTHER INFORMATION ABOUT THIS PLAN 
This section tells you about how this plan is administered.  It also includes information about federal and state 
requirements we and the Group must follow and other information that must be provided. 


Conformity With The Law 


If any provision of the plan or any amendment thereto is deemed to be in conflict with applicable state or federal 
laws or regulations, upon discovery of such conflict the plan will be administered in conformance with the 
requirements of such laws and regulations as of their effective date. 


Evidence Of Medical Necessity 


We have the right to require proof of medical necessity for any services or supplies you receive before benefits 
under this plan are provided.  This proof may be submitted by you or on your behalf by your health care providers.  
No benefits will be available if the proof isn't provided or acceptable to the plan. 


Health Care Providers — Independent Contractors 


All health care providers who provide services and supplies to a member do so as independent contractors.  
None of the provisions of this plan or the contract between Premera Blue Cross and the Group are intended to 
create, nor shall they be deemed or construed to create, any employment or agency relationship between us and 
the provider of service other than that of independent contractors. 


Intentionally False Or Misleading Statements 


If this plan's benefits are paid in error due to a member's or provider's commission of fraud or providing any 
intentionally false or misleading statements, the plan is entitled to recover these amounts.  Please see the "Right 
Of Recovery" provision later in this section. 


And, if a member commits fraud or makes any intentionally false or misleading statements on any application or 
enrollment form that affects the member's acceptability for coverage, we may, as directed by the Group: 
• Deny the member's claim 
• Reduce the amount of benefits provided for the member's claim 
• Void the member's coverage under this plan (void means to cancel coverage back to its effective date, as if it 


had never existed at all) 


Please note:  we cannot void your coverage based on a misrepresentation you made unless you have performed 
an act or practice that constitutes fraud; or made an intentional misrepresentation of material fact that affects your 
acceptability for coverage. 


Member Cooperation 


You're under a duty to cooperate with us and the Group in a timely and appropriate manner in our administration 
of benefits.  You're also under a duty to cooperate with us and the Group in the event of a lawsuit. 


Notice Of Information Use And Disclosure 


We may collect, use, or disclose certain information about you.  This protected personal information (PPI) may 
include health information, or personal data such as your address, telephone number or Social Security number.  
We may receive this information from, or release it to, health care providers, insurance companies, or other 
sources. 


 


 







  Your Future (Non-Grandfathered) 
  January 1, 2018 
  1006087 


63 


This information is collected, used or disclosed for conducting routine business operations such as: 
• Underwriting and determining your eligibility for benefits and paying claims.  (Genetic information is not 


collected or used for underwriting or enrollment purposes.) 
• Coordinating benefits with other health care plans 
• Conducting care management or quality reviews 
• Fulfilling other legal obligations that are specified under the plan and our administrative service contract with 


the Group 


This information may also be collected, used or disclosed as required or permitted by law 


To safeguard your privacy, we take care to ensure that your information remains confidential by having a 
company confidentiality policy and by requiring all employees to sign it. 


If a disclosure of PPI isn't related to a routine business function, we remove anything that could be used to easily 
identify you or we obtain your prior written authorization. 


You have the right to request inspection and /or amendment of records retained by us that contain your PPI.  
Please contact our Customer Service department and ask a representative to mail a request form to you. 


Notice Of Other Coverage 


As a condition of receiving benefits under this plan, you must notify us of: 
• Any legal action or claim against another party for a condition or injury for which the plan provides benefits; and 


the name and address of that party's insurance carrier 
• The name and address of any insurance carrier that provides: 


• Personal injury protection (PIP) 
• Underinsured motorist coverage 
• Uninsured motorist coverage 
• Any other insurance under which you are or may be entitled to recover compensation 


• The name of any group or individual insurance plans that cover you 


Notices 


Any notice we're required to submit to the Group or subscriber will be considered to be delivered if it's mailed to 
the Group or subscriber at the most recent address appearing on our records.  We'll use the date of postmark in 
determining the date of our notification.  If you are required to submit notice to us, it will be considered delivered 3 
days after the postmark date, or if not postmarked, the date we receive it. 


Right Of Recovery 


On behalf of the plan, we have the right to recover amounts the plan paid that exceed the amount for which the 
plan is liable.  Such amounts may be recovered from the subscriber or any other payee, including a provider.  Or, 
such amounts may be deducted from future benefits of the subscriber or any of his or her dependents (even if the 
original payment wasn't made on that member's behalf) when the future benefits would otherwise have been paid 
directly to the subscriber or to a provider that does not have a contract with us. 


Right To And Payment Of Benefits 


Benefits of this plan are available only to members.  Except as required by law, the plan won't honor any 
attempted assignment, garnishment or attachment of any right of this plan.  In addition, members may not assign 
a payee for claims, payments or any other rights of this plan. 


At our option only, we have the right to direct the benefits of this plan to: 
• The subscriber 
• A provider 
• Another health insurance carrier 
• The member 
• Another party legally entitled under federal or state medical child support laws 
• Jointly to any of the above 


Payment to any of the above satisfies the plan's obligation as to payment of benefits. 
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Venue 


All suits or legal proceedings brought against us, the plan, or the Group by you or anyone claiming any right under 
this plan must be filed: 
• Within 3 years of the date the rights or benefits claimed under this plan were denied in writing, or of the 


completion date of the independent review process if applicable; and 
• In the state of Washington or the state where you reside or are employed. 


All suits or legal or arbitration proceedings brought by the plan will be filed within the appropriate statutory period 
of limitation, and you agree that venue, at the plan's option, will be in King County, the state of Washington. 


 


 


Women's Health and Cancer Rights Act of 1998 


Your plan, as required by the Women's Health and Cancer Rights Act of 1998 (WHCRA), provides benefits for 
mastectomy-related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prostheses, and complications resulting from a mastectomy, including lymphedemas. Please see 
Covered Services. 


ERISA PLAN DESCRIPTION 
The following information has been provided by your Group to meet certain ERISA requirements for the summary 
plan description. 


This plan is an employee welfare benefit plan that's subject to the Federal Employee Retirement Income Security 
Act of 1974 (ERISA).  This employee welfare benefit plan is called the "ERISA Plan" in this section.  ERISA gives 
subscribers and dependents the right to a summary describing the ERISA Plan. 


Name Of Plan 


Saltchuk Resources, Inc., Comprehensive Premera Blue Cross Plan 


Name And Address Of Employer Or Plan Sponsor 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Subscribers and dependents may receive from the plan administrator, upon written request, information as to 
whether a particular employer or employee organization is a sponsor of the ERISA Plan and, if so, the sponsor's 
address. 


Employer Identification Number "EIN 


91-1186367 


Plan Number 


507 


Type Of Plan 


Self-funded employee welfare benefit plan that is a group health plan.  The ERISA Plan provides hospital and 
medical benefits. 


Type Of Administration 


Third-party administration by Premera Blue Cross under the terms and conditions of its administrative service 
contract with the Group.  We do not insure this plan 


Name, Address, And Telephone Number Of ERISA Plan Administrator 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 
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Agent For Service Of Legal Process 


Benefits Administrator 
Saltchuk Resources, Inc. 
1111 Fairview Avenue North. 
Seattle, WA  98109 
206-652-1111 
Eligibility To Participate In The Plan 


Employees and their dependents are eligible for the benefits of the plan when they meet the eligibility 
requirements in this booklet, are enrolled as described in this booklet, and all required monthly charges for them 
are and continue to be paid to the Group as required by the Group. 


Benefits 


The benefit booklet tells you the terms and limitations of each benefit of this plan.  You may have lower out-of-
pocket costs if you use providers that have signed contracts with us.  This booklet explains the provider networks, 
when applicable.  It also tells how benefits are affected if members don't use these providers.  Coverage for 
emergency care and care you receive outside the service area are also described.  The benefit sections of this 
booklet also explain what part of the cost of covered health care that you must pay. 


If you lose your benefit booklet, please contact the Group for a new one. 


Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits 


This booklet describes circumstances that may result in disqualification, ineligibility or denial, loss, forfeiture, 
suspension, reduction, offset or recovery of any benefits for members. 


Source Of Contributions 


Employees do not contribute to the cost of coverage for themselves or their dependents.  Self-payments are also 
permitted; please see the "How Do I Continue Coverage?" section in this booklet. 


Plan Changes and Termination 


The "Plan Termination" and "Changes In Coverage" portions of this booklet describe the circumstances when this 
plan may be changed or terminated.  No rights are vested under the ERISA Plan.  The Group reserves the right to 
change or terminate its ERISA Plan in whole or in part, at any time, with no liability. 


The Group will tell employees if its ERISA Plan is changed or terminated.  If the ERISA Plan were to be 
terminated, members would have a right to benefits only for covered services received before the ERISA Plan's 
end date. 


ERISA Plan Year 


The ERISA Plan year ends on each December 31st. 


WHAT ARE MY RIGHTS UNDER ERISA? 
As participants in an employee welfare benefit plan, subscribers have certain rights and protections.  This section 
of this plan explains those rights. 


ERISA provides that all plan participants shall be entitled to: 
• Examine without charge, at the ERISA Plan administrator's office and at other specified locations (such as work 


sites and union halls), all documents governing the ERISA Plan, including insurance contracts and collective 
bargaining agreements.  If the ERISA Plan is required to file an annual report with the U.S. Department of 
Labor, plan participants shall be entitled to examine a copy of its latest annual report (Form 5500 Series) filed 
and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


• Obtain, upon written request to the ERISA Plan administrator, copies of documents governing the operation of 
the ERISA Plan, including insurance contracts and collective bargaining agreements and updated summary 
plan descriptions.  (Please note that this booklet by itself does not meet all the requirements for a summary 
plan description.)  If the ERISA Plan is required to file an annual report with the U.S. Department of Labor, plan 
participants shall be entitled to obtain copies of the latest annual report (Form 5500 Series).  The administrator 
may make a reasonable charge for the copies. 
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• Receive a summary of the ERISA Plan's annual financial report, if ERISA requires the ERISA Plan to file an 
annual report.  The ERISA Plan administrator for such plans is required by law to furnish each participant with a 
copy of this summary annual report. 


• Continue health care coverage for yourself, spouse or dependents if there's 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 plan on the rules governing your COBRA 
continuation coverage rights. 


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee welfare benefit plan.  The people who operate your ERISA 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.  
(The Group has delegated to us the discretionary authority to determine eligibility for benefits and construe the 
terms used in the plan to the extent stated in our administrative services contract with the Group.)  No one, 
including your employer, your union, or any other person, may fire you or otherwise discriminate against you in 
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 


If your claim for a welfare benefit is denied or ignored, 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 ERISA 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 ERISA 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.  In addition, if you disagree with the ERISA 
Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in federal court. 


If it should happen that ERISA Plan fiduciaries misuse the ERISA Plan's money, or if you're 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're successful, the court may 
order the person you 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. 


Please Note:  Under ERISA, the ERISA Plan administrator is responsible for furnishing each participant and 
beneficiary with a copy of the summary plan description. 


If you have any questions about your employee welfare benefit plan, you should contact the ERISA 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 ERISA Plan administrator, you should contact either the: 
• Office of the Employee Benefits Security Administration, U.S. Department of Labor, 300 Fifth Ave., Suite 1110, 


Seattle, WA 98104; or 
• Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of 


Labor, 200 Constitution Ave. 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 at 1-866-444-3272. 


DEFINITIONS 
The terms listed throughout this section have specific meanings under this plan.  


Adverse Benefit Determination 
An adverse benefit determination means a decision to deny, reduce, terminate or a failure to provide or to make 
payment, in whole or in part for services.  This includes 
• A member’s or applicant’s eligibility to be or stay enrolled in this plan or health insurance coverage 
• A limitation on otherwise covered benefits 
• A clinical review decision 
• A decision that a service is experimental, investigative, not medically necessary or appropriate, or not effective 
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Affordable Care Act 
The Patient Protection and Affordable Care Act of 2010 (Public Law 111-148) as amended by the Health Care 
and Education Reconciliation Act of 2010 (Public Law 111-152). 


Calendar Year 
The period of 12 consecutive months that starts each January 1 at 12:01 a.m. and ends on the next December 31 
at midnight. 


Chemical Dependency (also called "Substance Use Disorder") 
An illness characterized by physiological or psychological dependency, or both, on a controlled substance 
regulated under Chapter 69.50 RCW and/or alcoholic beverages.  It's further characterized by a frequent or 
intense pattern of pathological use to the extent: 
• The user exhibits a loss of self-control over the amount and circumstances of use 
• The user develops symptoms of tolerance, or psychological and/or physiological withdrawal if use of the 


controlled substance or alcoholic beverage is reduced or discontinued 
• The user's health is substantially impaired or endangered, or his or her social or economic function is 


substantially disrupted 


Clinical Trials 
An approved clinical trial means a scientific study using human subjects designed to test and improve prevention, 
diagnosis, treatment, or palliative care of cancer, or the safety and effectiveness of a drug, device, or procedure 
used in the prevention, diagnosis, treatment, or palliative care, if the study is approved by the following: 
• An institutional review board that complies with federal standards for protecting human research subjects and 
• One or more of the following: 


• The United States Department of Health and Human Services, National Institutes of Health, or its institutes 
or centers 


• The United States Department of Health and Human Services, United States Food and Drug Administration 
(FDA) 


• The United States Department of Defense 
• The United States Department of Veterans’ Affairs 
• A nongovernmental research entity abiding by current National Institute of Health guidelines 


Community Mental Health Agency 
An agency that's licensed as such by the state of Washington to provide mental health treatment under the 
supervision of a physician or psychologist. 


Congenital Anomaly Of A Dependent Child 
A marked difference from the normal structure of an infant's body part, that's present from birth and manifests 
during infancy. 


Cost-Share 
The member’s share of the allowed amount for covered services.  Deductibles, copays, and coinsurance are all 
types of cost-shares.  See the Summary Of Your Costs to find out what your cost-share is. 


Custodial Care 
Any portion of a service, procedure or supply that is provided primarily: 
• For ongoing maintenance of the member's health and not for its therapeutic value in the treatment of an illness 


or injury 
• To assist the member in meeting the activities of daily living.  Examples are help in walking, bathing, dressing, 


eating, preparation of special diets, and supervision over self-administration of medication not requiring 
constant attention of trained medical personnel 
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Detoxification 
Detoxification is active medical management of medical conditions due to substance intoxication or substance 
withdrawal, which requires repeated physical examination appropriate to the substance, and use of medication.  
Observation alone is not active medical management. 


Effective Date 
The date when your coverage under this plan begins.  If you re-enroll in this plan after a lapse in coverage, the 
date that the coverage begins again will be your effective date. 


Eligibility Waiting Period 
The length of time that must pass before an employee or dependent is eligible to be covered under the Group’s 
health care plan.  If an employee or dependent enrolls under the Open Enrollment provisions of this plan or 
enrolls on a date other than when first eligible to enroll, any period prior to such enrollment isn’t considered an 
eligibility waiting period, unless all or part of the initial eligibility waiting period had not been met. 


Emergency Care 
• A medical screening examination to evaluate a medical emergency that is within the capability of the 


emergency department of a hospital, including ancillary service routinely available to the emergency 
department. 


• Further medical examination and treatment to stabilize the member to the extent the services are within the 
capabilities of the hospital staff and facilities or, if necessary, to make an appropriate transfer to another 
medical facility.  "Stabilize" means to provide such medical treatment of the medical emergency as may be 
necessary to assure, within reasonable medical probability that no material deterioration of the condition is 
likely to result from or occur during the transfer of the member from a medical facility. 


• Ambulance transport as needed in support of the services above. 


Essential Health Benefits 
Benefits defined by the Secretary of Health and Human Services that shall include at least the following general 
categories: ambulatory patient services, emergency care, hospitalization, maternity and newborn care, mental 
health and chemical dependency 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, including oral and vision care.  The designation of benefits as essential shall 
be consistent with the requirements and limitations set forth under the Affordable Care Act and applicable 
regulations as determined by the Secretary of Health and Human Services. 


Experimental/Investigational Services 
Experimental or investigational services include a treatment, procedure, equipment, drug, drug usage, medical 
device or supply that meets one or more of the following criteria: 
• A drug or device that can't be lawfully marketed without the approval of the U.S. Food and Drug Administration, 


and hasn't been granted such approval on the date the service is provided 
• The service is subject to oversight by an Institutional Review Board 
• No reliable evidence demonstrates that the service is effective, in clinical diagnosis, evaluation, management or 


treatment of the condition 
• The service is the subject of ongoing clinical trials to determine its maximum tolerated dose, toxicity, safety or 


efficacy. 
• Evaluation of reliable evidence indicates that additional research is necessary before the service can be 


classified as equally or more effective than conventional therapies 


Reliable evidence includes but is not limited to reports and articles published in authoritative peer reviewed 
medical and scientific literature, and assessments and coverage recommendations published by the Blue Cross 
Blue Shield Association Technical Evaluation Center (TEC). 


Group 
The entity that sponsors this self-funded plan. 
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Hospital 
A facility legally operating as a hospital in the state in which it operates and that meets the following requirements: 
• It has facilities for the inpatient diagnosis, treatment, and acute care of injured and ill persons by or under the 


supervision of a staff of physicians 
• It continuously provides 24-hour nursing services by or under the supervision of registered nurses 


A "hospital" will never be an institution that's run mainly: 
• As a rest, nursing or convalescent home; residential treatment center; or health resort 
• To provide hospice care for terminally ill patients 
• For the care of the elderly 
• For the treatment of chemical dependency or tuberculosis 


Illness 
A sickness, disease, medical condition or pregnancy. 


Injury 
Physical harm caused by a sudden event at a specific time and place.  It's independent of illness, except for 
infection of a cut or wound. 


In-Network Pharmacy (In-Network Retail Pharmacy) 
A licensed pharmacy which contracts with us or our Pharmacy Benefit Manager to provide prescription drug 
benefits. 


In-Network Provider 
A provider that is in one of the networks stated in the How Providers Affect Your Costs section. 


Inpatient 
Confined in a medical facility as an overnight bed patient. 


Medical Emergency (also called "Emergency") 
A medical condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such 
that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate attention to result in 1) placing the health of the individual (or with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious jeopardy; 2) serious impairment to bodily 
functions; or 3) serious dysfunction of any bodily organ or part. 


Examples of a medical emergency are severe pain, suspected heart attacks and fractures.  Examples of a non-
medical emergency are minor cuts and scrapes. 


Medical Equipment 
Mechanical equipment that can stand repeated use and is used in connection with the direct treatment of an 
illness or injury.  It's of no use in the absence of illness or injury. 


Medical Facility (also called "Facility") 
A hospital, skilled nursing facility, state-approved chemical dependency treatment program or hospice. 


Medically Necessary 
Those covered services and supplies that a physician, exercising prudent clinical judgment, would provide to a 
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are: 
• In accordance with generally accepted standards of medical practice;  
• Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
• Not primarily for the convenience of the patient, physician, or other health care provider, and not more costly 


than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.  
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For these purposes, "generally accepted standards of medical practice" means standards that are based on 
credible scientific evidence published in peer reviewed medical literature generally recognized by the relevant 
medical community, physician specialty society recommendations and the views of physicians practicing in 
relevant clinical areas and any other relevant factors. 


Member (also called "You" and "Your") 
A person covered under this plan as a subscriber or dependent. 


Non-Contracted Provider 
A provider is not in any network of Premera Blue Cross, Premera Blue Cross Blue Shield of Alaska, or the local 
Blue Cross Blue Shield licensee. 


Obstetrical Care 
Care furnished during pregnancy (antepartum, delivery and postpartum) or any condition arising from pregnancy, 
except for complications of pregnancy.  This includes the time during pregnancy and within 45 days following 
delivery. 


Abortion is included as part of obstetrical care. 


Orthodontia 
The branch of dentistry which specializes in the correction of tooth arrangement problems, including poor 
relationships between the upper and lower teeth (malocclusion). 


Orthotic 
A support or brace applied to an existing portion of the body for weak or ineffective joints or muscles, to aid, 
restore or improve function. 


Out-Of-Network Provider 
A provider that is not in one of the provider networks stated in the How Providers Affect Your Costs section. 


Outpatient 
Treatment received in a setting other than an inpatient in a medical facility. 


Outpatient Surgical Center 
A facility that’s licensed or certified as required by the state it operates in and that meets all of the following: 
• It has an organized staff of physicians 
• It has permanent facilities that are equipped and operated primarily for the purpose of performing surgical 


procedures 
• It doesn’t provide inpatient services or accommodations 


Pharmacy Benefit Manager 
An entity that contracts with us to administer Prescription Drug benefits under this plan. 


Physician 
A state-licensed: 
• Doctor of Medicine and Surgery (M.D.) 
• Doctor of Osteopathy (D.O.) 


In addition, professional services provided by one of the following types of providers will be covered under this 
plan, but only when the provider is providing a service within the scope of his or her state license; providing a 
service or supply for which benefits are specified in this plan; and providing a service for which benefits would be 
payable if the service were provided by a physician as defined above: 
• Chiropractor (D.C.) 
• Dentist (D.D.S.  or D.M.D.) 
• Optometrist (O.D.) 
• Podiatrist (D.P.M.) 
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• Psychologist (Ph.D.) 
• Nurse (R.N.) licensed in Washington state 


Plan (also called "This Plan") 
The Group's self-funded plan described in this booklet. 


Prescription Drug 
Any medical substance, including biological products, the label of which, under the Federal Food, Drug and 
Cosmetic Act, as amended, is required to bear the legend:  "Caution:  Federal law prohibits dispensing without a 
prescription." 


Benefits available under this plan will be provided for "off-label" use, including administration, of prescription drugs 
for treatment of a covered condition when use of the drug is recognized as effective for treatment of such 
condition by: 
• One of the following standard reference compendia: 


• The American Hospital Formulary Service-Drug Information 
• The American Medical Association Drug Evaluation 
• The United States Pharmacopoeia-Drug Information 
• Other authoritative compendia as identified from time to time by the Federal Secretary of Health and Human 


Services or the Insurance Commissioner 
• If not recognized by one of the standard reference compendia cited above, then recognized by the majority of 


relevant, peer-reviewed medical literature (original manuscripts of scientific studies published in medical or 
scientific journals after critical review for scientific accuracy, validity and reliability by independent, unbiased 
experts) 


• The Federal Secretary of Health and Human Services 


"Off-label use" means the prescribed use of a drug that's other than that stated in its FDA-approved labeling. 


Benefits aren't available for any drug when the U.S. Food and Drug Administration (FDA) has determined its use 
to be contra-indicated, or for experimental or investigational drugs not otherwise approved for any indication by 
the FDA. 


Provider 
A health care practitioner or facility that is in a licensed or certified provider category regulated by the state in 
which the practitioner or facility provides care, and that practices within the scope of such licensure or 
certification.  Also included is an employee or agent of such practitioner or facility, acting in the course of and 
within the scope of his or her employment. 


Health care facilities that are owned and operated by an agency of the U.S. government are included as required 
by federal law.  Health care facilities owned by the political subdivision or instrumentality of a state are also 
covered. 


Board Certified Behavior Analysts (BCBAs) will be considered health care providers for the purposes of providing 
applied behavior analysis (ABA) therapy, as long as both of the following are true:  1) They’re licensed when 
required by the State in which they practice, or, if the State does not license behavior analysts, are certified as 
such by the Behavior Analyst Certification Board, and 2) The services they furnish are consistent with state law 
and the scope of their license or board certification.  Therapy assistants/behavioral technicians/paraprofessionals 
that do not meet the requirements above will also be covered providers under this plan when they provide ABA 
therapy and their services are supervised and billed by a BCBA or one of the following state-licensed provider 
types: psychiatrist, developmental pediatrician, pediatric neurologist, psychiatric nurse practitioner, advanced 
nurse practitioner, advanced registered nurse practitioner, occupational or speech therapist, psychologist, 
community mental health agency that is also state-certified to provide ABA therapy. 


Psychiatric Condition 
A condition listed in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
published by the American Psychiatric Association, excluding diagnoses and treatments for substance abuse. 
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Service Area 
The area in which we directly operate provider networks.  This area is made up of the states of Washington 
(except Clark County) and Alaska 


Skilled Care 
Care that's ordered by a physician and requires the medical knowledge and technical training of a licensed 
registered nurse. 


Skilled Nursing Facility 
A medical facility providing services that require the direction of a physician and nursing supervised by a 
registered nurse, and that's approved by Medicare or would qualify for Medicare approval if so requested. 


Subscriber 
An enrolled employee of the Group.  Coverage under this plan is established in the subscriber's name. 


Subscription Charges 
The monthly rates to be paid by the member that are set by the Group as a condition of the member's coverage 
under the plan. 


We, Us and Our 
Means Premera Blue Cross. 







 


 


  







 


 


 
Where To Send Claims 
MAIL YOUR CLAIMS TO 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


 


PRESCRIPTION DRUG CLAIMS 
Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit Manager 


At 
Express Scripts 
P.O.  Box 747000 
Cincinnati, OH 45274-7000 


1-800-391-9701 
www.express-scripts.com 


 


Customer Service 
Mailing Address Phone Numbers 
Premera Blue Cross 
P.O. Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 


Physical Address Local and toll-free TTY number: 
1-800-842-5357 7001 220th St. S.W. 


Mountlake Terrace, WA 98043-2124 


Care Management 
Pre-Approval And Emergency Notification 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 
Fax: 1-800-843-1114 


 


Telehealth 
You can get telehealth care from Teladoc.  Log onto your account at 
https/:member.teladoc.com/premera or call 1-855-332-4059.   


Complaints And Appeals 
Premera Blue Cross 
Attn:  Appeals Coordinator 
P.O.  Box 91102 
Seattle, WA  98111-9202 
Fax:  (425) 918-5592 


BlueCard Website 
1-800-810-BLUE(2583) 


 


Visit our website www.premera.com for 
information and secure online access to 
claims information 


 
 


     
    


   
   


    
 


   
          


  
  


    
   


 
 


 


  
    
   


   
    


    
 


       
    


 
    


    


  
     


   
   


    


    
 


  
 


 
             


      


   
   


    
   


    
    


  
 


 


     
      


  


 
 


 


 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association                 
 
 





		In-Network Benefits For Out-Of-Network Providers

		Dental Anesthesia

		This benefit doesn’t cover:

		Home Health Care

		Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies

		This benefit doesn’t cover:

		The Mental Health Care benefit doesn’t cover:

		This benefit does not cover:

		1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage substitution for some drugs?

		The Preventive Care benefit does not cover:

		Surgical Center Care – Surgical Center Care – Outpatient Services

		Travel And Lodging

		Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis as any other condition.

		Benefits From Other Sources

		Benefits That Have Been Exhausted

		Counseling, Education And Training

		Experimental Or Investigative Services

		Family Members Or Volunteers

		Governmental Facilities

		Hair Analysis

		Laser Therapy

		Weight Loss Surgery or Drugs

		Work-Related Illness Or Injury

		Foster Children

		ERISA PLAN DESCRIPTION

		Name Of Plan

		Eligibility To Participate In The Plan

		Benefits

		Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits

		Source Of Contributions

		Plan Changes and Termination
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INTRODUCTION TO YOUR HIGH DEDUCTIBLE HEALTH PLAN 
This plan meets the requirements of a high deductible health plan for use with a Health Savings Account.  
Participation in a Health Savings Account is not required for enrollment or continued eligibility on this plan.  
Premera Blue Cross is not an administrator, trustee or fiduciary of any Health Savings Account which may be 
used in conjunction with this health plan.  No feature of this plan is intended to, or should be assumed to, override 
Health Savings Account requirements.  Please contact your Health Savings Account administrator if you have 
questions about requirements for Health Savings Accounts.   


*This booklet is for members of the Saltchuk Resources, Inc. medical plan.  This plan is self-funded by Saltchuk 
Resources, Inc., which means that Saltchuk Resources, Inc. is financially responsible for payment of this plan’s 
benefits.  Saltchuk Resources, Inc. (“the Group”) has the final discretionary authority to determine eligibility for 
benefits and construe the terms of the plan.  


Saltchuk Resources, Inc. has contracted with Premera Blue Cross an Independent Licensee of the Blue Cross 
Blue Shield Association to perform administrative duties under the plan, including the processing of claims.  
Saltchuk Resources, Inc. has delegated to Premera Blue Cross the discretionary authority to determine eligibility 
for benefits and to construe the terms used in this plan to the extent stated in our administrative services contract 
with the Group.  Premera Blue Cross does not insure the benefits of this plan.   


In this booklet Premera Blue Cross is called the “Claims Administrator.”  This booklet replaces any other benefit 
booklet you may have. 
 


This plan will comply with the 2010 federal health care reform law, called the Affordable Care Act (see 
Definitions).  If Congress, federal or state regulators, or the courts make further changes or clarifications 
regarding the Affordable Care Act and its implementing regulations, including changes which become 
effective on the beginning of the calendar year, this plan will comply with them even if they are not stated 
in this booklet or if they conflict with statements made in this booklet. 


 
Group Name: Saltchuk Resources, Inc. 


Effective Date: January 1, 2019 


Group Number: 1006087 


Plan: Your Future (Non-Grandfathered) 


Certificate Form Number: 10060870119D 


 







 
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 Ave 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: 1-800-842-5357). 
 
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: 1-800-842-5357) ይደውሉ። 


 
 :(Arabic) العربیة


 الإشعار ھذا قد یحوي .ھامة معلومات الإشعار ھذا یحوي
 التغطیة التي ترید الحصولأو  طلبك بخصوص مھمة معلومات


 قد تكون ھناك تواریخ Premera Blue Cross  .خلال  من علیھا 
 معینة تواریخ في إجراء لاتخاذ تحتاج الإشعار. وقد ھذا في مھمة


یحق  التكالیف. دفع في للمساعدة أو الصحیة تغطیتك على للحفاظ
 أیة دون تكبد بلغتك والمساعدة ھذه المعلومات على لك الحصول


 اتصل بـ .تكلفة
800-722-1471 (TTY: 1-800-842-5357) 


 
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: 1-800-842-5357)。 
 
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: 1-800-842-5357) 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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 


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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
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: 1-
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 
Cross 를 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: 1-800-842-5357) 로 전화하십시오. 
 







 
ລາວ (Lao): 
ແຈ້ງການນ້ີມີຂ້ໍມູນສໍາຄັນ. 
ແຈ້ງການນ້ີອາດຈະມີຂ້ໍມູນສໍາຄັນກ່ຽວກັບຄໍາຮ້ອງສະໝັກ 
ຫືຼ ຄວາມຄຸ້ມຄອງປະກັນໄພຂອງທ່ານຜ່ານ Premera Blue 
Cross. ອາດຈະມີວັນທີສ າຄັນໃນແຈ້ງການນ້ີ. 
ທ່ານອາດຈະຈໍາເປັນຕ້ອງດໍາເນີນການຕາມກໍານົດເວລາສ
ະເພາະເພ່ືອຮັກສາຄວາມຄຸ້ມຄອງປະກັນສຸຂະພາບ ຫືຼ 
ຄວາມຊ່ວຍເຫືຼອເລ່ືອງຄ່າໃຊ້ຈ່າຍຂອງທ່ານໄວ້. 
ທ່ານມີສິດໄດ້ຮັບຂ້ໍມູນນ້ີ ແລະ 
ຄວາມຊ່ວຍເຫືຼອເປັນພາສາຂອງທ່ານໂດຍບ່ໍເສຍຄ່າ. 
ໃຫ້ໂທຫາ 800-722-1471 (TTY: 1-800-842-5357). 
 
��ែខ�រ (Khmer): 
េសចក� ីជូនដំណឹងេនះ�នព័ត៌�ន�៉ងសំ�
ន់។ 
េសចក� ីជូនដំណឹងេនះ្របែហល��នព័ត៌�ន
�៉ងសំ�ន់អំពីទ្រមង់ែបបបទ 
ឬ�រ�� ប់រងរបស់អ�ក�មរយៈ Premera Blue Cross 
។ ្របែហល��ន 
�លបរ �េច�ទសំ�ន់េ�ក� �ងេសចក� ីជូនដំណឹង
េនះ។ អ�ក្របែហល�្រត�វ�របេ�� ញសមត��ព 
ដល់កំណត់ៃថ��ក់ច�ស�់� 
េដើម្បីនឹងរក�ទុក�រ���� ប់រងសុខ�ពរប
ស់អ�ក ឬ្រ�ក់ជំនួយេចញៃថ�។ 
អ�ក�នសិទ�ិទទួលព័ត៌�នេនះ 
និងជំនួយេ�ក� �ង��របស់អ�កេ�យមិនអ
សលុយេឡើយ។ សូមទូរសព័� 800-722-1471  
(TTY: 1-800-842-5357)។ 
 
ਪੰਜਾਬੀ (Punjabi): 
ਇਸ ਨ� ਿਟਸ ਿਵਚ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ. ਇਸ ਨ� ਿਟਸ ਿਵਚ 
Premera Blue Cross ਵਲ�  ਤੁਹਾਡੀ  
ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੋ 
ਸਕਦੀ ਹੈ . ਇਸ ਨ� ਿਜਸ ਜਵਚ ਖਾਸ ਤਾਰੀਖਾ ਹੋ ਸਕਦੀਆਂ 
ਹਨ. ਜੇਕਰ ਤੁਸੀ ਜਸਹਤ ਕਵਰੇਜ ਿਰੱਖਣੀ ਹੋਵੇ ਜਾ ਓਸ ਦੀ 
ਲਾਗਤ ਜਿਵੱਚ ਮਦਦ ਦੇ ਇਛੱੁਕ ਹੋ ਤ� ਤੁਹਾਨੰੂ ਅੰਤਮ 
ਤਾਰੀਖ਼ ਤ� ਪਿਹਲ� ਕੱੁਝ ਖਾਸ ਕਦਮ ਚੱੁਕਣ ਦੀ ਲੋੜ ਹੋ 
ਸਕਦੀ ਹੈ, ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਿਵੱਚ ਤੇ ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ 
ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਦਾ ਅਿਧਕਾਰ ਹੈ, 
ਕਾਲ 800-722-1471 (TTY: 1-800-842-5357). 
 


یفارس  (Farsi): 
 ممکن است حاوی اعلامیھ این .میباشد مھم اطلاعات یوحا اعلامیھ این


 شما از طریق ای بیمھ پوشش یا و تقاضا فرم درباره مھم اطلاعات
Premera Blue Cross .توجھ اعلامیھ این در مھم ھای تاریخ بھ باشد 


بیمھ تان یا کمک در پرداخت  پوشش حقظ برای است ممکن شما .نمایید
مشخصی برای انجام کارھای  ھای تاریخ بھ ھزینھ ھای درمانی تان،
 کمک و اطلاعات این کھ دارید را این حق شما .خاصی احتیاج داشتھ باشید


نمایید. برای کسب اطلاعات با  رایگان دریافت طور بھ خود زبان بھ را
  800-722-1471شماره 


 تماس برقرار نمایید. )800-842-5357تماس باشماره  TTY(کاربران 
 


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: 1-800-842-5357). 
 
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: 1-800-
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: 1-800-842-
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: 1-800-842-5357). 
 







 
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: 1-800-842-
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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 
ไทย (Thai): 
ประกาศน้ีมขี้อมลูสําคญั 
ประกาศน้ีอาจมขี้อมลูทีสํ่าคญัเกีย่วกบัการการสมคัรหรอืขอบเขตประกนัสุขภาพของ
คุณผา่น Premera Blue Cross 
และอาจมกีาํหนดการในประกาศน้ี 
คุณอาจจะต้องดาํเนนิการภายในกาํหนดระยะเวลาทีแ่น่นอนเพือ่จะรกัษาการประกนั
สุขภาพของคุณหรอืการช่วยเหลอืทีม่คีา่ใ
ช้จา่ย 
คุณมสิีทธทิีจ่ะไดร้บัขอ้มูลและความช่วยเห
ลอืน้ีในภาษาของคุณโดยไมม่คีา่ใช้จา่ย 
โทร 800-722-1471  
(TTY: 1-800-842-5357) 
 


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: 1-800-842-5357). 
 
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: 1-800-842-5357). 
 







 


HOW TO USE THIS BOOKLET 
This booklet will help you get the most out of your benefits.  Every section contains important information, but the 
ones below may be particularly useful: 
• Summary Of Your Costs – A quick overview of what the plan covers and your costs 
• How Providers Affect Your Costs — how using in-network providers will cut your costs 
• Important Plan Information – Explains the allowed amount and gives you details on the deductible, 


coinsurance, and the out-of-pocket maximum. 
• Covered Services – details about what's covered 
• Pre-Approval – Describes the plan's pre-approval and emergency admission notification requirements. 
• Exclusions — services that are either limited or not covered under this plan 
• Who Is Eligible For Coverage? – eligibility requirements for this plan 
• How Do I File A Claim? — step-by-step instructions for claims submissions 
• Complaints And Appeals — processes to follow if you want to file a complaint or an appeal 
• Definitions — terms that have specific meanings under this plan.  Example:  “You” and “your” refer to 


members under this plan.  “We,” “us” and “our” or the “Claims Administrator” refer to Premera Blue Cross. 


FOR MORE INFORMATION 
Our contact information is on the back cover of this booklet.  Please call or write Customer Service for help with: 
• Questions about benefits or claims 
• Questions or complaints about care you receive 
• Changes of address or other personal information 


You can also get benefit, eligibility and claim information through our Interactive Voice Response system when 
you call. 


Online information about your plan is at your fingertips whenever you need it 
You can use our Web site to: 
• Locate a health care provider near you 
• Get details about the types of expenses you’re responsible for and this plan’s benefit maximums 
• Check the status of your claims 
• Visit our health information resource to learn about diseases, medications, and more 
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SUMMARY OF YOUR COSTS 
This section shows a summary table of the care covered by your plan.  It also explains the amounts you pay.  
This section does not go into all the details of your coverage.  Please see Covered Services to learn more. 


First, here is a quick look at how this plan works.  Your costs are subject to all of the following. 
• The networks.  To help control the cost of your care, this plan uses Premera's Heritage network in 


Washington.  You may be able to save money if you use an in-network provider.  For more network details, see 
How Providers Affect Your Costs. 


• The allowed amount. This is the most this plan allows for a covered service.  It is often lower than the 
provider's billed charge. Providers not in one of the plan's networks have the right to bill you for amounts over 
the allowed amount. See Important Plan Information for details.  For some covered services, you have to pay 
part of the allowed amount.  This is called your cost-share.  This plan's cost-shares are explained below.  You 
will find the amounts in the summary table. 


The deductible.  The total allowed amount you pay in each year before this plan starts to make payments for 
your covered healthcare costs.  You pay down the deductible with each claim.  The deductible amount depends 
on whether a subscriber enrolls with or without a spouse and/or children.  See Important Plan Information for 
more details. 


 In-Network Providers Out-of-Network Providers 


Subscriber-only deductible $1,750 Shared with in-network 


Subscriber+dependent deductible (not 
shown in the summary table) 


$3,500 Shared with in-network 


• Coinsurance.  For some healthcare, you pay a percentage of the allowed amount, and the plan pays the rest.  
This booklet calls your percentage “coinsurance.”  You pay less coinsurance for many benefits when you use 
an in-network provider.  Your coinsurance is shown in the summary table. 


• The out-of-pocket maximum (not shown in the summary table).  This is the most you pay each calendar year 
for any deductibles, copays and coinsurance.  Not all the amounts you have to pay count toward the out-of-
pocket maximum.  The out-of-pocket maximum amount depends on whether a subscriber enrolls with or 
without a spouse and/or children.  See Important Plan Information for more details. 


 In-Network Providers Out-of-Network Providers 


Subscriber-only out-of-pocket maximum $3,425 None 


Subscriber+dependent out-of-pocket 
maximum 


$6,850 None 


• Pre-Approval. Some services must be approved in advance before you get them, in order to be covered.  See 
Pre-Approval for details about the types of services and time limits. Some services have special rules.  


This plan complies with state and federal regulations about diabetes medical treatment coverage.  Please see the 
Preventive Care, Prescription Drug, Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies, 
and Foot Care benefits. 


SUMMARY TABLE 
The summary table below shows plan limits and what you pay (your cost-shares) for covered services.  
Facility in the table below means hospitals or other medical institutions.  Professional means doctors, nurses, 
and other people who give you your care.  No charge means that you do not pay any deductible, copay or 
coinsurance for covered services.  No cost-shares means that although you do not pay any deductible, copay or 
coinsurance for covered services, the provider can bill you for amounts over the allowed amount. The table also 
shows the subscriber-only deductible.  The subscriber+dependent deductible is two times the deductible 
amount shown.  The deductible that applies to you depends on whether the subscriber is covering dependents 
or not. 
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Acupuncture   


Calendar year visit limit: 12 visits 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Allergy tests and shots $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Ambulance $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Blood Products and Services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Chemotherapy and Radiation 
Therapy 


  


Professional and facility services 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Clinical Trials 
Covers routine patient care during 
the trial 


Covered as any other service Covered as any other service 


Dental Care   
• Dental Anesthesia (up to age 19 


when medically necessary)   


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient surgery center 
• Anesthesiologist 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Dental Injury $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Diagnostic Lab, X-Ray And 
Imaging for medical conditions or 
symptoms 
Tests, lab, imaging and scans 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Vitamin D Testing $1,750 deductible, then 0% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Dialysis 
For permanent kidney failure.  See 
the Dialysis benefit for details. 


  


• During Medicare's waiting period $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• After Medicare's waiting period $1,750 deductible, then 0% 
coinsurance 


$1,750 deductible, then 0% 
coinsurance 


Emergency Room  
• Facility charges. 


You may have additional costs 
for other services.  Examples are 
X-rays or lab tests.  See those 
covered services for details. 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 
20% coinsurance 


• Professional services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
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Foot Care 
such as trimming nails or corns, 
when medically necessary due to a 
medical condition 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Hearing Care  
• Hearing Exams 


Limit per calendar year: 1 
exam/test 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Hearing Hardware 
Limit per 2-calendar year period: 
$1,000 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 


Home Health Care 
calendar year visit limit: 130 visits 


  


• Home visits 
• Prescription drugs billed by the 


home health agency 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Home Medical Equipment (HME), 
Orthotics, Prosthetics And 
Supplies 
• Sales tax for covered items 
• Foot orthotics and therapeutic 


shoes; calendar year limit:  None 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Medical vision hardware    
Hospice Care 


Lifetime limit for terminal illness: 6 
months 
Lifetime limit for non-terminal 
illness: none 
Inpatient stay limit: 10 days 
Home visits: Unlimited 
Respite care: 240 hours 


  


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Home and respite care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Prescription drugs billed by the 
hospice 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Hospital 


Hospital Care 
  


• Professional $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Facility $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Outpatient Care   


• Professional $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Facility $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 
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*Also see Surgery for details   


Infusion Therapy 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Mastectomy and Breast 
Reconstruction 


  


• Office and clinic visits, and other 
professional services 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Maternity Care 
Care during pregnancy, childbirth 
and after the baby is born.  See the 
Preventive Care benefit for routine 
exams and tests during pregnancy.  


  


Abortion is also covered.   


• Professional care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient hospital, birthing 
centers and short-stay hospitals 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Medical Foods 
includes phenylketonuria (PKU) 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Mental Health Care   
• Professional services, such as 


office or inpatient visits 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient and residential facility 
care 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Neurodevelopmental Therapy 
(Habilitation) 
See the Mental Health Care benefit 
for therapies for mental conditions 
such as autism. 


  


• Outpatient care  
calendar year visit limit: 45 visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient care 
calendar year day limit: 30 days 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Newborn Care   


• Inpatient care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Prescription Drug 
In no case will you pay more than 
the cost of the drug or supply. 


  


Covered Drugs  In-Network Retail Pharmacy Out-Of-Network Retail Pharmacy 


Generic and brand-name drugs 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
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 In-Network Mail-Order Pharmacy Out-Of-Network Mail-Order 
Pharmacy 


Generic and brand-name drugs $1,750 deductible, then 20% 
coinsurance 


Not covered 


Specialty Drugs In-Network Specialty Pharmacy Out-Of-Network Specialty Pharmacy 


Specialty drugs $1,750 deductible, then 20% 
coinsurance 


Not covered 


PV2 Preventive Drugs 
Generic and brand-name drugs 


No charge No cost-shares 


Exceptions 
In-Network Retail or In-Network 


Mail Order Pharmacy Out-Of-Network Retail Pharmacy 


• Certain prescription drugs and 
generic over-the-counter drugs to 
break a nicotine habit 


No charge No cost-shares 


• Drugs on the Affordable Care 
Act's preventive drug list No charge No cost-shares 


• Female birth control drugs, 
devices and supplies 
(prescription and over-the-
counter).  Includes emergency 
birth control. 


No charge No cost-shares 


Preventive Care 
(Limits on how often services are 
covered and who services are 
recommended for may apply.) 


In-Network Providers Out-of-Network Providers 


• Preventive exams, including 
vision and oral health screening 
for members under 19, diabetes 
and depression screening 


No charge Not covered 


• Department of Transportation 
physicals No charge Not covered 


• Immunizations in the doctor's 
office No charge Not covered 


• Flu shots and other seasonal 
immunizations at a pharmacy or 
mass immunizer location 


No charge No cost-shares 


• Travel immunizations at a travel 
clinic or county health 
department 


No charge No cost-shares  


• Health education and training 
(outpatient) No charge Not covered 


• Nicotine habit-breaking programs No charge Not covered 
• Nutritional counseling and 


therapy No charge $1,750 deductible, then 50% 
coinsurance 


• Fall prevention for members 65 
and older No charge Not covered 


• Screening tests (includes 
mammograms, prostate and 
cervical cancer screening) 


No charge $1,750 deductible, then 50% 
coinsurance 
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• Colon Cancer screening No charge $1,750 deductible, then 50% 
coinsurance 


• Pregnant women's care (includes 
breast-feeding support and post-
partum depression screening) 


No charge $1,750 deductible, then 50% 
coinsurance 


• Female birth control and 
sterilization No charge $1,750 deductible, then 50% 


coinsurance 
See the Surgery benefit for 
coverage of male sterilization.   


Professional Visits and Services 
Also see Allergy Testing And 
Treatment and Therapeutic 
Injections. 


  


• Office and clinic visits $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Electronic visits (e-visits) $1,750 deductible, then 20% 
coinsurance Not covered 


• Other professional services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Psychological and 
Neuropsychological Testing 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Rehabilitation Therapy   


• Outpatient Visits 
calendar year visit limit: 45 visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Office and clinic visits $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Other outpatient services $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient Care 
calendar year day limit: 30 days 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Skilled Nursing Facility Care 
calendar year day limit: 180 days 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Sleep Studies   
• In the member's home 


(members 19 or older) Same as outpatient facility $1,750 deductible, then 50% 
coinsurance 


• In an outpatient facility $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Spinal and Other Manipulations 
calendar year visit limit: 12 visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Substance Use Disorder   


• Professional services, such as 
office or inpatient visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient care and residential 
facility care 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Outpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 







 YOUR SHARE OF THE ALLOWED AMOUNT 


BENEFIT IN-NETWORK PROVIDERS OUT-OF-NETWORK PROVIDERS 
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Surgery 
(includes anesthesia and blood 
transfusions)  See the Hospital and 
Surgical Center Care -- 
Outpatient benefits for facility 
charges. 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• For certain spinal surgeries, 
cardiac procedures and knee and 
hip replacements: 


  


• Select Centers of Care $1,750 deductible, then 0% 
coinsurance Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$1,750 deductible, then 0% 
coinsurance Not applicable 


• Other providers (travel not 
covered) 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• For bariatric surgery: 
Limit: $60,000 lifetime limit   


• Select Centers of Care $1,750 deductible, then 20% 
coinsurance 


Not applicable 


• Travel to the nearest Select 
Center of Care and lodging 
(up to $7,500 for each 
episode of care.  See benefit 
for details.) 


$1,750 deductible, then 20% 
coinsurance 


Not applicable 


• Other providers (travel not 
covered) Not covered Not covered 


Surgical Center Care – Outpatient $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Telehealth Virtual Care 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Temporomandibular Joint 
Disorders (TMJ) Care   


• Professional services, such as 
office or inpatient visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


Therapeutic Injections 
$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Professional services, such as 
office or inpatient visits 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Inpatient facility care $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 







 YOUR SHARE OF THE ALLOWED AMOUNT 


BENEFIT IN-NETWORK PROVIDERS OUT-OF-NETWORK PROVIDERS 
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Transplants 
(includes donor search and 
donation costs) 


  


• Inpatient facility care  $1,750 deductible, then 20% 
coinsurance Not covered* 


• Office and clinic visits $1,750 deductible, then 20% 
coinsurance Not covered* 


• Surgery and other professional 
services 


$1,750 deductible, then 20% 
coinsurance Not covered* 


• Travel and lodging: $7,500 limit 
per transplant 
 


*All approved transplant centers 
covered at the in-network level 


$1,750 deductible, then 
0% coinsurance 


$1,750 deductible, then 
0% coinsurance 


Urgent Care  
Services at an urgent care center. 


(See Diagnostic Lab, X-Ray And 
Imaging for tests received while at 
the center.) 


  


• Freestanding urgent care centers $1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 50% 
coinsurance 


• Urgent care centers attached to 
or part of a hospital 


$1,750 deductible, then 20% 
coinsurance 


$1,750 deductible, then 20% 
coinsurance 
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HOW PROVIDERS AFFECT YOUR COSTS 
This plan's benefits and your out-of-pocket expenses depend on the providers you see.  In this section you’ll find 
out how the providers you see can affect this plan's benefits and your costs. 


In-Network Providers 
This plan is a Preferred Provider Plan (PPO).  This means that the plan provides you benefits for covered 
services from providers of your choice.  Its benefits are designed to provide lower out-of-pocket expenses when 
you receive care from in-network providers.  There are some exceptions, which are explained below. 


In-Network providers are: 
• Providers in the Heritage network in Washington.  For care in Clark County, Washington, you also have access 


to providers through the BlueCard® Program. 
• Providers in Alaska that have signed contracts with Premera Blue Cross Blue Shield of Alaska. 
• For care outside the service area (see Definitions), providers in the local Blue Cross and/or Blue Shield 


Licensee's network shown below.  (These Licensees are called "Host Blues" in this booklet.)  See Out-Of-Area 
Care later in the booklet for more details. 
• Wyoming:  The Host Blue's Traditional (Participating) network 
• All Other States:  The Host Blue's PPO (Preferred) network 


In-Network pharmacies are available nationwide. 


In-network providers provide medical care to members at negotiated fees.  These fees are the allowed amounts 
for in-network providers.  When you receive covered services from an in-network provider, your medical bills will 
be reimbursed at a higher percentage (the in-network benefit level).  This means lower cost-shares for you, as 
shown in the Summary Of Your Costs.  In-network providers will not charge you more than the allowed amount 
for covered services.  This means that your portion of the charges for covered services will be lower. 


A list of in-network providers is in our Heritage provider directory.  You can access the directory at any time on our 
Web site at www.premera.com.  You may also ask for a copy of the directory by calling Customer Service.  The 
providers are listed by geographical area, specialty and in alphabetical order to help you select a provider that is 
right for you.  You can also call the BlueCard provider line to locate an in-network provider.  The numbers are on 
the back cover of this booklet and on your Premera Blue Cross ID card. 


We update this directory regularly but the listings can change.  Before you get care, we suggest that you call us 
for current information or to make sure that your provider, their office location or their provider group is in the 
Heritage network. 


Important Note:  You’re entitled to receive a provider directory automatically, without charge. 


Continuity Of Care 
If you are in active relationship and treatment, and your doctor or health care provider is no longer in your 
network, you may be able to continue to see that provider for a period of time.  An “active relationship” means that 
you have had three or more visits with the provider within the past 12 months. 


Continuity of care does not apply if your provider: 
• No longer holds an active license 
• Relocates out of the service area 
• Goes on leave of absence 
• Is unable to provide continuity of care because of other reasons 
• Does not meet standards of quality of care 


You must continue to be enrolled on this plan to be eligible for any continuity of care benefit. 


We will notify you immediately if the provider contract termination will happen within 30 days.  Otherwise, we will 
notify you no later than 10 days after the provider's contract ends if we know that you are under an active 
treatment plan.  If we learn that you are under an active treatment plan after your provider's contract ends, we will 
notify you no later than the 10th day after we become aware of this fact. 
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You can request continuity of care by contacting Care Management.  The contact information is on the back cover 
of this booklet. 


If you are approved for continuity of care, you will get continuing care from the terminating provider until the 
earliest of the following: 
• The 90th day after we notified you that your provider's contract ended 
• The 90th day after we notified you that your provider's contract ended, or the date your request for continuity of 


care was received or approved, whichever is earlier 
• The day after you complete the active course of treatment entitling you to continuity of care 
• If you are pregnant, and become eligible for continuity of care after commencement of the second trimester of 


the pregnancy, you will receive continuity of care 
• As long as you continue under an active course of treatment, but no later than the 90th day after we notified you 


that your provider's contract ended, or the date your request for continuity of care was received or approved, 
whichever is earlier 


When continuity of care ends, you may continue to receive services from this same provider, however, the plan 
will pay benefits at the out-of-network benefit level. Please see the Summary Of Your Costs for more 
information. If we deny your request for continuity of care, you may appeal the denial. Please see Complaints 
and Appeals. 


Out-Of-Network Providers 
Out-of-network providers are providers that are not in one of the networks shown above.  Your bills will be 
reimbursed at a lower percentage (the out-of-network benefit level).  This means higher cost-shares for you, as 
shown in the Summary Of Your Costs. 
• Some providers in Washington that are not in the Heritage network do have a contract with us.  Even though 


your bills will be reimbursed at the lower percentage (the out-of-network benefit level), these providers will not 
bill you for any amount above the allowed amount for a covered service.  The same is true for a provider that is 
in a different network of the local Host Blue. 


• There are also providers who do not have a contract with us, Premera Blue Cross Blue Shield of Alaska or the 
local Host Blue at all.  These providers are called “non-contracted” providers in this booklet.  Their covered 
services are based on a lower allowed amount.  See Important Plan Information.  “Non-contracted” providers 
also have the right to charge you more than the allowed amount for a covered service.  You may also be 
required to submit the claim yourself.  See How Do I File A Claim? for details. 


Amounts in excess of the allowed amount don’t count toward any applicable calendar year deductible, 
coinsurance or out-of-pocket maximum. 


Services you receive in an in-network facility may be provided by physicians, anesthesiologists, radiologists or 
other professionals who are out-of-network providers.  When you receive services from these out-of-network 
providers, you may be responsible for amounts over the allowed amount as explained above. 


In-Network Benefits For Out-Of-Network Providers 
The following covered services and supplies provided by out-of-network providers will always be covered at the 
in-network level of benefits: 
• Emergency care for a medical emergency.  (Please see the Definitions section for definitions of these terms.)  


This plan provides worldwide coverage for emergency care. 


The benefits of this plan will be provided for covered emergency care without the need for any pre-approval and 
without regard as to whether the health care provider furnishing the services is an in-network provider.  
Emergency care furnished by an out-of-network provider will be reimbursed at the in-network benefit level.  As 
explained above, if you see an out-of-network provider, you may be responsible for amounts that exceed the 
allowed amount. 


• Services from certain categories of providers to which provider contracts are not offered.  These types of 
providers are not listed in the provider directory. 


• Services associated with admission by an in-network provider to an in-network hospital that are provided by 
hospital-based providers. 
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• Facility and hospital-based provider services received in Washington from a hospital that has a provider 
contract with Premera Blue Cross, if you were admitted to that hospital by a Heritage provider who doesn’t 
have admitting privileges at a Heritage hospital. 


• Covered services received from providers located outside the United States, the Commonwealth of Puerto Rico 
and the U.S. Virgin Islands. 


If a covered service is not available from an in-network provider, you can receive benefits for services provided by 
an out-of-network provider at the in-network benefit level.  However, you must request this before you get the 
care.  See Pre-Approval to find out how to do this. 


IMPORTANT PLAN INFORMATION 
This section of your booklet explains the types of expenses you must pay for covered services before the benefits 
of this plan are provided.  (These are called “cost-shares” in this booklet.)  To prevent unexpected out-of-pocket 
expenses, it’s important for you to understand what you’re responsible for.   


The allowed amount is also explained. 


You'll find the dollar amounts for these expenses and when they apply in the Summary Of Your Costs. 


CALENDAR YEAR DEDUCTIBLE 
A calendar year deductible is the amount of expense you must incur in each calendar year for covered services 
and supplies before this plan provides benefits.  The amount credited toward the calendar year deductible for any 
covered service or supply won’t exceed the allowed amount please see the Allowed Amount subsection below in 
this booklet). 


While some benefits have dollar maximums, others have different kinds of maximums, such as a maximum 
number of visits or days of care that can be covered.  We don't count allowed amounts that apply to your in-
network or out-of-network calendar year deductibles toward dollar benefit maximums.  But if you receive services 
or supplies covered by a benefit that has any other kind of maximum, we do count the services or supplies that 
apply to your calendar year deductible toward that maximum. 


Your calendar year deductible is dependent upon whether you’re enrolled as an individual (subscriber only) or as 
part of a family (subscriber plus one or more dependents). 


(Subscriber-Only) Deductible 


When a subscriber enrolls without dependents, the subscriber must pay a fixed amount called the subscriber-only 
deductible before certain benefits of this plan are provided.  The subscriber-only deductible does not apply to a 
subscriber when he or she enrolls with other family members. 


Subscriber+Dependent Deductible 


When a subscriber enrolls with dependents, they have a different calendar year deductible, called the 
subscriber+dependent deductible.  This is the amount that the entire family (subscriber plus one or more enrolled 
dependents) must pay in total each calendar year before benefits are provided.  The subscriber+dependent 
deductible is an "aggregate" amount, meaning that it can be met by one family member, or all family members in 
combination.  Benefits are not provided for any family member until the total subscriber+dependent deductible has 
been reached.  This is true even if the subscriber has paid an amount equal to the subscriber-only deductible. 


Please Note:  If a subscriber adds or drops dependents from coverage during the calendar year, the calendar 
year deductible will change to the subscriber-only or subscriber+dependent calendar year deductible when 
appropriate.  If the subscriber adds dependents, any amounts applied to the subscriber-only deductible would be 
credited toward the subscriber+dependent deductible. 


COINSURANCE 
“Coinsurance” is a defined percentage of allowed amounts for covered services and supplies you receive.  It's the 
percentage you’re responsible for, not including copays and the calendar year deductible, when the plan provides 
benefits at less than 100% of the allowed amount.  You will find your coinsurance in the Summary Of Your 
Costs. 


OUT-OF-POCKET MAXIMUM 
The out-of-pocket maximum is the maximum amount each member could pay each calendar year for covered 
services and supplies furnished by in-network providers.  There is no out-of-pocket maximum limit for services of 
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out-of-network providers.  This plan has 2 out-of-pocket maximums.  One is for subscribers enrolling without 
dependents, called the subscriber-only out-of-pocket maximum.  The other is for subscribers enrolling with 
dependents.  That one is called the subscriber+dependent out-of-pocket maximum. 


The subscriber+dependent out-of-pocket maximum is an "aggregate" amount, meaning that it can be met by one 
family member, or all family members in combination.  Benefits are not provided for any family member until the 
total subscriber+dependentfamily out-of-pocket maximum has been reached.  This is true even if the subscriber 
has paid an amount equal to the subscriber-only out-of-pocket maximum. 


Please Note:  If a subscriber adds or drops dependents from coverage during the calendar year, the out-of-
pocket maximum will change to the subscriber-only or subscriber+dependent out-of-pocket maximum when 
appropriate.  If the subscriber adds dependents, any amounts applied to the subscriber-only out-of-pocket 
maximum would be credited toward the subscriber+dependent out-of-pocket maximum. 


Once the out-of-pocket maximum has been satisfied, the benefits of this plan will be provided at 100% of 
allowed amounts for the remainder of that calendar year for covered services from in-network providers. 


Expenses that apply to the out-of-pocket maximum are: 
• The calendar year deductible 
• Coinsurance 


Expenses that do not apply to the out-of-pocket maximum are: 
• Charges above the allowed amount 
• Charges not covered by the plan 
• Your cost-shares for services of out-of-network providers.  However, benefits that always apply in-network cost-


shares, like the Emergency Room Services benefit, will apply toward the out-of-pocket maximum. 


ALLOWED AMOUNT 
This plan provides benefits based on the allowed amount for covered services.  We reserve the right to determine 
the amount allowed for any given service or supply unless otherwise specified in the Group's administrative 
services agreement with us.  The allowed amount is described below.  There are different rules for dialysis due to 
end-stage renal disease and for emergency services.  These rules are shown below the general rules. 


General Rules 
• Providers In Washington and Alaska Who Have Agreements With Us 


For any given service or supply, the amount these providers have agreed to accept as payment in full pursuant 
to the applicable agreement between us and the provider.  These providers agree to seek payment from us 
when they furnish covered services to you.  You’ll be responsible only for any applicable calendar year 
deductibles, copays, coinsurance, charges in excess of the stated benefit maximums and charges for services 
and supplies not covered under this plan. 
Your liability for any applicable calendar year deductibles, copays, coinsurance and amounts applied toward 
benefit maximums will be calculated on the basis of the allowed amount. 


• Providers Outside The Service Area Who Have Agreements With Other Blue Cross Blue Shield 
Licensees 
For covered services and supplies received outside the service area, allowed amounts are determined as 
stated in the What Do I Do If I'm Outside Washington And Alaska? section (Out-Of-Area Care) in this 
booklet. 


• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 
The allowed amount for providers in the service area that don't have a contract with us is the least of the three 
amounts shown below.  The allowed amount for providers outside the service area that don't have a contract 
with us or the local Blue Cross and/or Blue Shield Licensee is also the least of the three amounts shown below. 
• An amount that is no less than the lowest amount the plan pays for the same or similar service from a 


comparable provider that has a contracting agreement with us 
• 125% of the fee schedule determined by the Centers for Medicare and Medicaid Services (Medicare), if 


available 
• The provider’s billed charges.  Note: Ambulances are always paid based on billed charges. 
If applicable law requires a different allowed amount than the least of the three amounts above, this plan will 
comply with that law. 
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Dialysis Due To End Stage Renal Disease 
• Providers Who Have Agreements With Us Or Other Blue Cross Blue Shield Licensees 


The allowed amount is the amount explained above in this definition. 
• Providers Who Don’t Have Agreements With Us Or Another Blue Cross Blue Shield Licensee 


The amount the plan allows for dialysis during Medicare’s waiting period will be no less than 125% of the 
Medicare-approved amount and no more than 90% of billed charges.   
The amount the plan allows for dialysis after Medicare’s waiting period is 125% of the Medicare-approved 
amount, even when a member who is eligible for Medicare does not enroll in Medicare.  
See the Dialysis benefit for more details. 


Emergency Care 
Consistent with the requirements of the Affordable Care Act, the allowed amount will be the greatest of the 
following amounts: 
• The median amount that Heritage network providers have agreed to accept for the same services 
• The amount Medicare would allow for the same services 
• The amount calculated by the same method the plan uses to determine payment to out-of-network providers 
In addition to your deductible, copays and coinsurance, you will be responsible for charges received from out-
of-network providers above the allowed amount. 
When you receive services from providers that don’t have agreements with us or the local Blue Cross and/or 
Blue Shield Licensee, your liability is for any amount above the allowed amount, and for your normal share of 
the allowed amount (see the Summary Of Your Costs for further detail). 
Note:  Non-contracted ambulances are always paid based on billed charges. 


The allowed amount will be the amount allowed for out-of-network providers even when the provider's services 
are covered at the in-network benefit level. 


If you have questions about this information, please call us at the number listed on your Premera Blue Cross ID 
card. 


COVERED SERVICES 
This section of your booklet describes the services and supplies that the plan covers.  Benefits are available for a 
service or supply described in this section when it meets all of these requirements: 
• It must be furnished in connection with either the prevention or diagnosis and treatment of a covered illness, 


disease or injury. 
• It must be medically necessary (please see the Definitions section in this booklet) and must be furnished in a 


medically necessary setting.  
• It must not be excluded from coverage under this plan. 
• The expense for it must be incurred while you’re covered under this plan. 
• It must be furnished by a “provider” (please see the Definitions section in this booklet) who’s performing 


services within the scope of his or her license or certification. 
• It must meet the standards set in our medical and payment policies.  The plan uses policies to administer the 


terms of the plan.  Medical policies are generally used to further define medical necessity or investigational 
status for specific procedures, drugs, biologic agents, devices, level of care or services.  Payment policies 
define our provider billing and payment rules.  Our policies are based on accepted clinical practice guidelines 
and industry standards accepted by organizations like the American Medical Association (AMA), other 
professional societies and the Center for Medicare and Medicaid Services (CMS).  Our policies are available to 
you and your provider at www.premera.com or by calling Customer Service. 


Benefits for some types of services and supplies may be limited or excluded under this plan.  Please refer to the 
actual benefit provisions throughout this section and the Exclusions section for a complete description of covered 
services and supplies, limitations and exclusions.  You will find limits on days or visits and dollar limits in the 
Summary Of Your Costs. 


The Summary Of Your Costs also explains your cost-shares under each benefit. 
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Acupuncture 
This benefit covers acupuncture to: 
• Relieve pain 
• Provide anesthesia for surgery  
• Treat a covered illness, injury, or condition 


Allergy Testing and Treatment 
This benefit covers: 
• Testing 
• Allergy shots 
• Serums 


Ambulance  
This benefit covers:  
• Transport to the nearest facility that can treat your condition 
• Medical care you get during the trip 
• Transport from one medical facility to another as needed for your condition 
• Transport to your home when medically necessary 


These services are only covered when:   
• Any other type of transport would put your health or safety at risk 
• The service is from a licensed ambulance 
• It is for the member who needs transport 


Ambulance services that are not for an emergency need to be pre-approved. See Pre-Approval for detail. 


Blood Products and Services 
Benefits are provided for blood and blood derivatives. 


Chemotherapy And Radiation Therapy 
This benefit covers: 
• Outpatient chemotherapy and radiation therapy  
• Supplies, solutions and drugs 
• Extractions to prepare the jaw for radiation treatment 


For drugs you get from a pharmacy, see Prescription Drug.  Some services need to be pre-approved before you 
get them.  See Pre-Approval for details. 


Clinical Trials 
A qualified clinical trial (see Definitions) is a scientific study that tests and improves treatments of cancer and 
other life-threatening conditions. 


This benefit covers qualified clinical trial medical services and drugs that are already covered under this plan.  
The clinical trial must be suitable for your health condition.  You also have to be enrolled in the trial at the time of 
treatment. 


Benefits are based on the type of service you get.  For example, if you have an office visit, it's covered under 
Professional Visits And Services and if you have a lab test, it's covered under Diagnostic Lab, X-Ray And 
Imaging. 


This benefit doesn't cover: 
• Costs for treatment that are not primarily for the care of the patient (such as lab tests performed just to collect 


information for the trial) 
• The drug, device or services being tested 
• Travel costs to and from the clinical trial 
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• Housing, meals, or other nonclinical expenses 
• A service that isn't consistent with established standards of care for a certain condition 
• Services, supplies or drugs that would not be charged to you if there were no coverage. 
• Services provided to you in a clinical trial that are fully paid for by another source 
• Services that are not routine costs normally covered under this plan 


Dental Care 
Dental Anesthesia 


Anesthesia and facility care done outside of the dentist’s office for medically necessary dental care 


This benefit covers: 
• Hospital or other facility care 
• General anesthesia provided by an anesthesia professional other than the dentist or the physician performing 


the dental care 


This benefit is covered for any one of the following reasons: 
• The member is under age 19 and failed patient management in the dental office 
• The member has a disability, medical or mental health condition making it unsafe to have care in a dental office 
• The severity and extent of the dental care prevents care in a dental office 


Dental Injury 


Treatment of dental injuries to teeth, gum and jaw. 


This benefit covers: 
• Exams 
• Consultations 
• Dental treatment 
• Oral surgery 


This benefit is covered on sound and natural teeth that: 
• Do not have decay 
• Do not have a large number of restorations such as crowns or bridge work 
• Do not have gum disease or any condition that would make them weak 


Care is covered within 12 months of the injury.  If more time is needed, please ask your doctor to contact 
Customer Service. 


This benefit does not cover injuries from biting or chewing, including injuries from a foreign object in food.  


Diagnostic Lab, X-Ray And Imaging 
Covered services include: 
• Bone density screening for osteoporosis 
• Cardiac testing 
• Pulmonary function testing 
• Diagnostic imaging and scans such as x-rays 
• Lab services 
• Mammograms (including 3-D mammograms) for a medical condition 
• Neurological and neuromuscular tests 
• Pathology tests 
• Echocardiograms 
• Ultrasounds 
• Computed Tomography (CT) scan 
• Nuclear cardiology 
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• Magnetic Resonance Imaging (MRI) 
• Magnetic Resonance Angiography (MRA) 
• Positron Emission Tomography (PET) scan 


For additional details see the following benefits: 
• Preventive Care 
• Hospital 
• Emergency Room  
• Some tests need to be approved before you receive them.  See Pre-Approval for details. 


Dialysis 
When you have end-stage renal disease (ESRD) you may be eligible to enroll in Medicare.  If eligible, it is 
important to enroll in Medicare as soon as possible.  When you enroll in Medicare, this plan and Medicare will 
coordinate benefits.  In most cases, this means that you will have little or no out-of-pocket expenses.  


Medicare has a waiting period, generally the first 90 days after dialysis starts.  Benefits are different for dialysis 
during Medicare's waiting period than after the waiting period ends.  Please see the Summary Of Your Costs. 


If you have a health savings account, you should ask a tax advisor how having Medicare affects your ability to put 
money into that account. 


Network providers are paid according to their provider contracts. The amount the plan pays out-of-network 
providers for dialysis after Medicare’s waiting period is 125% of the Medicare-approved amount, even if you do 
not enroll in Medicare. 


If the dialysis services are provided by a non-contracted provider and you do not enroll in Medicare, then you will 
owe the difference between the non-contracted provider's billed charges and the plan's payment for the covered 
services. 


Emergency Room 
This benefit covers:  
• Emergency room and doctor services 
• Equipment, supplies and drugs used in the emergency room 
• Services and exams used for stabilizing an emergency medical condition 
• Diagnostic tests performed with other emergency services 
• Medically necessary detoxification 


You need to let us know if you are admitted to the hospital from the emergency room as soon as possible. See 
Pre-Approval for details.  


You may need to pay charges over the allowed amount if you get care from a provider not in your network. See 
How Providers Affect Your Costs for details.   


Foot Care 
This benefit covers medically necessary routine foot care. 


Hearing Care 
Hearing Exams 
Hearing exam services include: 
• Examination of the inner and exterior of the ear 
• Observation and evaluation of hearing, such as whispered voice and tuning fork 
• Case history and recommendations 
• Hearing testing services, including the use of calibrated equipment. 


The Hearing Exams benefit doesn’t cover hearing hardware or fitting examinations for hearing hardware. 
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Hearing Hardware 
To receive your hearing hardware benefit: 
• You must be examined by a licensed physician (M.D. or D.O.) or audiologist (CCC-A or CCC-MSPA) before 


obtaining hearing aids 
• You must purchase a hearing aid device 


Benefits are provided for the following: 
• Hearing aids (monaural or binaural) prescribed as a result of an exam 
• Ear molds 
• The hearing aid instruments 
• Hearing aid rental while the primary unit is being repaired 
• The initial batteries, cords and other necessary ancillary equipment 
• A warranty, when provided by the manufacturer 
• A follow-up consultation within 30 days following delivery of the hearing aids with either the prescribing 


physician or audiologist 
• Repairs, servicing, and alteration of hearing aid equipment purchased under this benefit 


This benefit doesn’t cover: 
• Hearing aids purchased before your effective date of coverage under this plan 
• Batteries or other ancillary equipment other than that obtained upon purchase of the hearing aids 
• Hearing aids that exceed the specifications prescribed for correction of hearing loss 
• Expenses incurred after your coverage under this plan ends unless hearing aids were ordered before that date 


and were delivered within 90 days after the date your coverage ended 
• Charges in excess of this benefit.  These expenses are also not eligible for coverage under other benefits of 


this plan. 


Home Health Care 
Care is covered when a doctor states in writing that care is needed in your home. The care needs to be done by 
staff who works for a home health agency that is state-licensed or Medicare-certified. 


Home health care provided as an alternative to hospitalization must have a written plan of care from your doctor. 
This type of care is not subject to any visit limit shown in the Summary of Your Costs. Medically intensive care in 
the home, or skilled hourly care provided as an alternative to facility-based care must be pre-approved by the 
plan. 


This benefit covers:  
• Home visits and short-term nursing care 
• Home medical equipment, supplies and devices 
• Prescription drugs given by the home health care agency 
• Therapy, such as physical, occupational or speech therapy to help regain function 


Only the following employees of a home health agency are covered:  
• A registered nurse 
• A licensed practical nurse 
• A licensed physical or occupational therapist 
• A certified speech therapist 
• A home health aide directly supervised by one of the above listed providers 
• A person with a master’s degree in social work 


This benefit does not cover:  
• Over-the-counter drugs, solutions and nutritional supplements 
• Non-medical services, such as housekeeping 
• Services that bring you food, such as Meals on Wheels, or advice about food 
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• Private duty or 24-hour nursing care.  Private duty nursing is the independent hiring of a nurse by a family or 
member to provide care without oversight by a home health agency.  The care may be skilled, supportive or 
respite in nature. 


Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies 
Home medical equipment (HME), fitting expenses and sales tax.  This plan also covers rental of HME, not to 
exceed the purchase price.  


Covered items include: 
• Wheelchairs 
• Hospital beds 
• Traction equipment 
• Ventilators 
• Diabetic equipment, such as an insulin pump 


Medical Supplies such as: 
• Dressings  
• Braces 
• Splints 
• Rib belts 
• Crutches  
• Blood glucose monitor and supplies 
• Supplies for an insulin pump 


Medical Vision Hardware for members age 19 and older to correct vision due to medical eye conditions such as: 
• Corneal ulcer 
• Bullous keratopathy 
• Recurrent erosion of cornea 
• Tear film insufficiency 
• Aphakia 
• Sjogren’s disease 
• Congenital cataract 
• Corneal abrasion 
• Keratoconus 
• Progressive high (degenerative) myopia 
• Irregular astigmatism 
• Aniridia 


External Prosthetics and Orthotic Devices used to: 
• Replace absent body limb and/or 
• Replace broken or failing body organ 


Orthopedic Shoes and Shoe Inserts 


Orthopedic shoes for the treatment of complications from diabetes or other medical disorders that cause foot 
problems. 


You must have a written order for the items. Your doctor must state your condition and estimate the period of its 
need. Not all equipment or supplies are covered. Some items need pre-approval from us (see Pre-Approval). 
Items prescribed for the treatment of diabetes are not subject to the yearly limit shown in the Summary Of Your 
Costs. 
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This benefit does not cover: 
• Hypodermic needles, lancets, test strips, testing agents and alcohol swabs.  These services are covered under 


Prescription Drug. 
• Supplies or equipment not primarily intended for medical use 
• Special or extra-cost convenience features 
• Items such as exercise equipment and weights 
• Over bed tables, elevators, vision aids, and telephone alert systems 
• Over-the-counter orthotic braces and/or cranial banding 
• Non-wearable external defibrillators, trusses and ultrasonic nebulizers 
• Blood pressure cuffs/monitors (even if prescribed by a physician) 
• Enuresis alarm 
• Compression stockings which do not require a prescription 
• Physical changes to your house or personal vehicle 
• Orthopedic shoes used for sport, recreation or similar activity 
• Penile prostheses 
• Routine eye care 
Prosthetics, intraocular lenses, equipment or devices which require surgery.  These items are covered under the 
Surgery benefit. 


Hospice Care 
To be covered, hospice care must be part of a written plan of care prescribed, periodically reviewed, and 
approved by a physician (M.D. or D.O.).  In the plan of care, the physician must certify that confinement in a 
hospital or skilled nursing facility would be required without hospice services. 


The plan provides benefits for covered services furnished and billed by a hospice that is Medicare-certified or is 
licensed or certified by the state it operates in.  See the Summary Of Your Costs for limits. 


Covered employees of a hospice are a registered nurse; a licensed practical nurse; a licensed physical therapist 
or occupational therapist; a certified respiratory therapist; a speech therapist certified by the American Speech, 
Language, and Hearing Association; a home health aide directly supervised by one of the above providers 
(performing services prescribed in the plan of care to achieve the desired medical results); and a person with a 
master’s degree in social work. 


The Hospice Care benefit covers: 
• Hospice care for a terminally ill member, for up to 6 months.  Benefits may be provided for up to an additional 6 


months of care when needed.  The initial 6-month period starts on the first day of covered hospice care.   
• Palliative care for a member who has a serious or life-threatening condition that is not terminal.  Coverage of 


palliative care can be extended based on the member's specific condition.  Coverage includes expanded 
access to home-based care and care coordination. 


Covered services are: 
• In-home intermittent hospice visits by one or more of the hospice employees above.   
• Respite care to relieve anyone who lives with and cares for the terminally ill member. 
• Inpatient hospice care  This benefit provides for inpatient services and supplies used while you’re a hospice 


inpatient, such as solutions, medications or dressings, when ordered by the attending physician. 
• Insulin and Other Hospice Provider Prescribed Drugs  Benefits are provided for prescription drugs and 


insulin furnished and billed by a hospice. 


This benefit doesn’t cover: 
• Over-the-counter drugs, solutions and nutritional supplements 
• Services provided to someone other than the ill or injured member 
• Services of family members or volunteers 
• Services, supplies or providers not in the written plan of care or not named as covered in this benefit 
• Non-medical services, such as spiritual, bereavement, legal or financial counseling 
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Normal living expenses, such as food, clothing, and household supplies; housekeeping services, except for those 
of a home health aide as prescribed by the plan of care; and transportation services 


Hospital  
This benefit covers: 
• Inpatient room and board 
• Doctor and nurse services 
• Intensive care or special care units 
• Operating rooms, procedure rooms and recovery rooms 
• Surgical supplies and anesthesia 
• Drugs, blood, medical equipment and oxygen for use in the hospital 
• X-ray, lab and testing billed by the hospital 


Even though you stay at an in-network hospital, you may get care from doctors or other providers who do not 
have a network contract at all.  In that case, you will have to pay any amounts over the allowed amount. 


You pay out-of-network cost shares if you get care from a provider not in your network. See How Providers 
Affect Your Costs for details. 


We must approve all planned inpatient stays before you enter the hospital. See Pre-Approval for details. 


This benefit does not cover: 
• Hospital stays that are only for testing, unless the tests cannot be done without inpatient hospital facilities, or 


your condition makes inpatient care medically necessary 
• Any days of inpatient care beyond what is medically necessary to treat the condition. 


Infusion Therapy 
Fluids infused into the vein through a needle or catheter as part of your course of treatment. 


Infusion examples include: 
• Drug therapy 
• Pain management 
• Total or partial parenteral nutrition (TPN or PPN) 


This benefit covers:  
• Outpatient facility and professional services 
• Professional services provided in an office or home 
• Prescription drugs, supplies and solutions used during infusion therapy 


This benefit does not cover over-the-counter:  
• Drugs and solutions 
• Nutritional supplements 


Mastectomy and Breast Reconstruction 
Mastectomy and breast reconstruction services are covered on the same basis as any other condition. 


Benefits are provided for mastectomy necessary due to disease, illness or injury. 


This benefit covers: 
• Reconstruction of the breast on which mastectomy was performed 
• Surgery and reconstruction of the other breast to produce a similar appearance 
• Physical complications of all stages of mastectomy, including lymphedema treatment and supplies 
• Inpatient care 


Planned hospital admissions require pre-approval, see Pre-Approval for details. 
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Maternity Care 
Benefits for pregnancy and childbirth are provided on the same basis as any other condition for all female 
members. 


The Maternity Care benefit includes coverage for abortion. 


Facility Care 


This benefit covers inpatient hospital, birthing center, outpatient hospital and emergency room services, including 
post-delivery care as determined necessary by the attending provider, in consultation with the mother, based on 
accepted medical practice. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Plan benefits are also provided for medically necessary supplies related to home births. 


Professional Care 


This benefit covers: 
• Prenatal care, including diagnostic and screening procedures, and genetic counseling for prenatal diagnosis of 


congenital disorders of the fetus 
• Delivery, including cesarean section, in a medical facility, or delivery in the home 
• Postpartum care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Postpartum care includes services of the attending provider, a home health 
agency and/or registered nurse. 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.).  If the attending provider bills a global fee that includes prenatal, delivery and/or postpartum services 
received on multiple dates of service, this plan will cover those services as it would any other surgery.  Please see 
the Surgery benefit for details on surgery coverage. 
Please see the Preventive Care benefit for women's preventive care during and after pregnancy. 


Medical Foods 
Medical foods are foods that are specially prepared to be consumed or given directly into the stomach by feeding 
tube under strict supervision of a doctor.  They provide most of a person’s nutrition. They are designed to treat a 
specific problem that can be detected using medical tests. 


This benefit covers: 
• Dietary replacement to treat inborn errors of metabolism (example phenylketonuria (PKU)) 
• Dietary replacement when you have a severe allergy to most foods based on white blood cells in the stomach 


and intestine that cause inflammation (eosinophilic gastrointestinal associated disorder) 
• Other severe conditions when your body cannot take in nutrient from food in the small intestine (malabsorption) 


disorder 
• Disorders where you cannot swallow due to a blockage or a muscular problem and need to be fed through a 


tube 


Medical foods must be prescribed and supervised by doctors or other health care providers. 


This benefit does not cover: 
• Oral nutrition or supplements not used to treat inborn errors of metabolism or any of the above listed conditions 
• Specialized infant formulas 
• Lactose-free foods 
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Mental Health Care 
Benefits for mental health services to manage or lessen the effects of a psychiatric condition are provided as 
stated below. 


Services must be consistent with published practices that are based on evidence when available or follow clinical 
guidelines or a consensus of expert opinion published by national mental health professional organizations or 
other reputable sources.  If no such published practices apply, services must be consistent with community 
standards of practice. 


Covered mental health services are: 
• Inpatient care  
• Outpatient therapeutic visits.  “Outpatient therapeutic visit” (outpatient visit) means a clinical treatment session 


with a mental health provider of a duration consistent with relevant professional standards as defined in the 
Current Procedural Terminology manual, published by the American Medical Association. 


• Treatment of eating disorders (such as anorexia nervosa, bulimia or any similar condition) 
• Physical, speech or occupational therapy provided for treatment of psychiatric conditions, such as autism 


spectrum disorders. 
• Applied behavioral analysis (ABA) therapy for members with one of the following: 


• Autistic disorder 
• Autism spectrum disorder 
• Asperger's disorder 
• Childhood disintegrative disorder 
• Pervasive developmental disorder 
• Rett's disorder 
Covered ABA therapy includes treatment or direct therapy for identified members and/or family members.  Also 
covered are an initial evaluation and assessment, treatment review and planning, supervision of therapy 
assistants, and communication and coordination with other providers or school staff as needed.  Delivery of all 
ABA services for a member may be managed by a BCBA or one of the licensed providers below, who is called 
a Program Manager.  Covered ABA services are limited to activities that are considered to be behavior 
assessments or interventions using applied behavioral analysis techniques.  ABA therapy must be provided by: 
• A licensed physician (M.D. or D.O.) who is a psychiatrist, developmental pediatrician or pediatric neurologist 
• A licensed psychiatric nurse practitioner (NP), advanced nurse practitioner (ANP) or advanced registered 


nurse practitioner (ARNP) 
• A licensed occupational or speech therapist 
• A licensed psychologist (Ph.D.) 
• A licensed community mental health agency or behavioral health agency that is also state-certified to provide 


ABA therapy. 
• A Board-Certified Behavior Analyst (BCBA).  This means a provider who is state-licensed if the State 


licenses behavior analysts (Washington does).  If the state does not require a license, the provider must be 
certified by the Behavior Analyst Certification Board.  BCBAs are only covered for ABA therapy that is within 
the scope of their license or board certification. 


• A therapy assistant/behavioral technician/paraprofessional, when their services are supervised and billed by 
a licensed provider or a BCBA. 


Mental health services other than ABA therapy must be furnished by one of the following types of providers to be 
covered: 
• Hospital 
• Washington state-licensed community mental health agency 
• Licensed physician (M.D. or D.O.) 
• Licensed psychologist (Ph.D.) 
• A state hospital operated and maintained by the state of Washington for the care of the mentally ill 
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• Any other provider listed under the definition of “provider” (please see the Definitions section in this booklet) 
who is licensed or certified by the state in which the care is provided, and who is providing care within the 
scope of his or her license. 


When medically appropriate, services may be provided in your home. 


For psychological and neuropsychological testing and evaluation benefit information, please see the 
Psychological and Neuropsychological Testing benefit. 


For chemical dependency treatment benefit information, please see the Substance Use Disorder benefit. 


For prescription drug benefit information, please see the Prescription Drug benefit. 


The Mental Health Care benefit doesn’t cover: 
• Psychological treatment of sexual dysfunctions, including impotence and frigidity 
• Outward bound, wilderness, camping or tall ship programs or activities 
• Mental health evaluations for purposes other than evaluating the presence of or planning treatment for covered 


mental health disorders, including, but not limited to, custody evaluations, competency evaluation, forensic 
evaluations, vocational, educational or academic placement evaluations. 


Neurodevelopmental Therapy (Habilitation) 
Benefits are provided for the treatment of neurodevelopmental disabilities.  The following inpatient and outpatient 
neurodevelopmental therapy services must be medically necessary to restore and improve function, or to 
maintain function where significant physical deterioration would occur without the therapy.  This benefit includes 
physical, speech, and occupational therapy assessments and evaluations related to treatment of covered 
neurodevelopmental therapy.  


Physical, speech and occupational therapy provided for treatment of psychiatric conditions, such as autism 
spectrum disorders, are covered under the Mental Health Care benefit. 


Inpatient Care  Inpatient facility services must be furnished and billed by a hospital or by a rehabilitation facility 
that meets our clinical standards, and will only be covered when services can’t be done in a less intensive setting. 


Outpatient Care  Benefits for outpatient physical, speech, occupational, and massage therapy are subject to all 
of the following provisions: 
• The member must not be confined in a hospital or other medical facility 
• Services must be furnished and billed by a hospital, rehabilitation facility meets our clinical standards, 


physician, physical, occupational or speech therapist, chiropractor, massage practitioner or naturopath 


A “visit” is a session of treatment for each type of therapy.  Each type of therapy combined accrues toward the 
above visit maximum.  Multiple therapy sessions on the same day will be counted as one visit, unless provided by 
different health care providers. 


The plan won’t provide this benefit and the Rehabilitation Therapy benefit for the same condition.  Once a 
calendar year maximum has been exhausted under one of these benefits, no further coverage is available. 


This benefit doesn’t cover: 
• Recreational, vocational, or educational therapy; exercise or maintenance-level programs 
• Social or cultural therapy 
• Treatment that isn’t actively engaged in by the ill, injured or impaired member 
• Gym or swim therapy 
• Custodial care 


Newborn Care 
Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To continue benefits beyond the 3-week period, please see the 
dependent eligibility and enrollment guidelines outlined in the Who Is Eligible For Coverage? and When Does 
Coverage Begin? sections. 


If the mother isn’t eligible to receive obstetrical care benefits under this plan, the newborn isn’t automatically 
covered for the first 3 weeks.  For newborn enrollment information, please see the Who Is Eligible For 
Coverage? and When Does Coverage Begin? sections. 
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Benefits are provided on the same basis as any other care, subject to the child's own cost-shares, if any, and 
other provisions as specified in this plan.  Services must be consistent with accepted medical practice and 
ordered by the attending provider in consultation with the mother. 


Please Note:  If the newborn is admitted to an out-of-network medical facility, benefits for inpatient facility 
services are subject to your calendar year deductible and coinsurance.  For an explanation of the amount you’ll 
pay for services and supplies from out-of-network providers, please see the Summary Of Your Costs. 


The Newborn Care benefit covers hospital nursery care as determined necessary by the attending provider, in 
consultation with the mother, based on accepted medical practice.  Also covered are any required readmissions 
to a hospital and outpatient or emergency room services for medically necessary treatment of an illness or injury. 


Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a cesarean section.  However, this restriction doesn’t apply in 
any case where the decision to discharge the mother or her newborn child before the expiration of the minimum 
length of stay is made by an attending provider in consultation with the mother.  In any case, plans and issuers 
also may not, under Federal law, require that a provider get authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours or 96 hours as applicable. 


Professional Care 


Benefits for services received in a provider’s office are subject to the terms of the Professional Visits And 
Services benefit.  Well-baby exams in the provider's office are covered under the Preventive Care benefit.  This 
benefit covers: 
• Inpatient newborn care, including newborn exams 
• Follow-up care consistent with accepted medical practice that’s ordered by the attending provider, in 


consultation with the mother.  Follow-up care includes services of the attending provider, a home health agency 
and/or a registered nurse. 


• Circumcision 


Please Note:  Attending provider as used in this benefit means a physician (M.D. or D.O.), a physician’s 
assistant, a certified nurse midwife (C.N.M.), a licensed midwife or an advanced registered nurse practitioner 
(A.R.N.P.). 


This benefit doesn’t cover immunizations and outpatient well-baby exams.  See the Preventive Care 
benefit for coverage of immunizations and outpatient well-baby exams. 


Prescription Drug 
What’s Covered 


This benefit only covers drugs that are approved by the US Food and Drug Administration (FDA) that you get from 
a licensed pharmacy for take-home use.  Covered drugs include the drugs and items listed below.  All drugs and 
other items must be medically necessary. 


Diabetic Drugs  


Shots You Give Yourself  
• Prescribed drugs for shots that you give yourself, such as insulin 
• Needles, syringes, alcohol swabs, test strips, testing agents and lancets. 


Nicotine Habit-Breaking Drugs  Prescription brand and generic drugs to help you break a nicotine habit.  
Generic over-the-counter drugs are also covered.  


Oral Chemotherapy  This benefit covers drugs you can take by mouth that can be used to kill cancer cells or 
slow their growth.  This benefit only covers the drugs that you get from a pharmacy. 


Glucagon and Allergy Emergency Kits 


Prescription Vitamins 


Specialty drugs  These drugs treat complex or rare health problems.  An example is rheumatoid arthritis.  
Specialty drugs also need special handling, storage, administration or patient monitoring.  They are high cost and 
can be shots you give yourself. 
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Human growth hormone Human growth hormone is covered only for medical conditions that affect growth.  It is 
not covered when the cause of short stature is unknown.  Human growth hormone is a specialty drug.  It is not 
covered under other benefits of this plan. 


Birth Control 
• Female prescription oral birth control drugs and devices for women, such as diaphragms and cervical caps.  


See Prescription Drug in the Summary Of Your Costs.  For sterilization, shots or devices from your doctor, 
see Preventive Care. 


• Over the counter female birth control devices and supplies that your doctor prescribes.  You must buy over-the-
counter supplies and devices at the pharmacy counter. 


PV2 Preventive Drugs  The plan also covers drugs on our PV2 list.  PV2 drugs are effective in controlling health 
problems such as heart disease.  Our Pharmacy Committee reviews the list throughout the year.  They update the 
PV2 list when needed.  The review process is the same as the process described in “Questions And Answers 
About Your Pharmacy Benefits” later in this benefit. 


Please call customer service or log in to the member portal on our Web site to find out if a drug is on the PV2 list.  
The phone number and our Web address are on the back of this booklet. 


Preventive Drugs Required By The Affordable Care Act that your doctor prescribes 


Off-Label Uses  The US Food and Drug Administration (FDA) approves prescription drugs for specific health 
conditions or symptoms.  Some drugs are prescribed for uses other than those the FDA has approved.  The plan 
covers such drugs if the use is recognized as effective in standard drug reference guides put out by the American 
Hospital Formulary Service, the American Medical Association, the US Pharmacopoeia, or other reference guides 
also recognized by the Federal Secretary of the US Health and Human Services department or the Insurance 
Commissioner.   


Drug uses that are not recognized by one of the above standard drug reference guides can be covered if they are 
recognized by the Secretary of the US Health and Human Services department or by the majority of relevant, 
peer-reviewed medical literature.  For more details, see the definition of “prescription drug” in the Definitions 
section of this booklet. 


Compound Medications To be covered, these must contain at least one covered prescription drug 


GETTING PRESCRIPTIONS FILLED 
It is always a good idea to show your Premera Blue Cross ID card when you go to the pharmacy. 


See question 6 of Questions And Answers About Your Pharmacy Benefits for exceptions to the 
supply limits shown in this table. 


Pharmacy Supply Limit Instructions 


In-Network Retail 
Pharmacies 


90 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 


Out-Of-Network 
Retail Pharmacies 


90 days • Pay the full cost of the drug at the pharmacy.   
• Send Premera a claim.  See How Do I File A Claim in this 


booklet for instructions. 


In-Network Mail-
Order Pharmacy 
(Out-Of-Network 
mail-order 
pharmacies are not 
covered) 


90 days • Allow 2 weeks for your prescription to be filled. 
• Ask your doctor to prescribe up to a 90-day supply of the 


drug you need. 
• Send your prescriptions and a pharmacy mail-order form to 


the mail order pharmacy.  You can download the form from 
our website or call us for a copy.  Our website and phone 
numbers are on the back cover of this booklet. 


In-Network Specialty 
Pharmacies 


30 days Pay the cost-share in the Summary Of Your Costs at the 
pharmacy 
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Exclusions 


This benefit does not cover: 
• Over-the-counter drugs and supplies, even if you have a prescription, that are not listed as covered above.  For 


example, the plan does not cover vitamins, food and dietary supplements (such as baby formula or protein 
powder), or herbal or naturopathic medicines 


• Drugs used to improve your looks, such as drugs to increase hair growth 
• Drugs for experimental or investigational use.  (See “Definitions.”) 
• Blood or blood derivatives.  See the Blood Products And Services benefit for coverage. 
• More refills than the number prescribed, or any refill dispensed more than one year after the prescriber's 


original order 
• Drugs for use while you are in a health care facility or provider’s office, or take-home drugs dispensed and 


billed by a health care facility.  The exceptions are for specialty drugs. 
• Replacement of lost or stolen items 
• Solutions and drugs that you get through a shot or through an intravenous needle, a catheter or a feeding tube.  


(The exception is a shot you give yourself.)  Please see the Infusion Therapy benefit. 
• Drugs to treat sexual dysfunction 
• Drugs to manage your weight 
• Medical equipment and supplies that are not listed as covered above.  See the Home Medical Equipment 


(HME), Orthotics, Prosthetics And Supplies benefit for coverage. 
• Immunization agents and vaccines.  See the Preventive Care benefit. 
• Drugs for fertility treatment or assisted reproduction procedures. 


Pre-Approval For Prescription Drugs 
Certain prescription drugs you receive through a pharmacy must have pre-approval before you get them at a 
pharmacy, in order for the plan to provide benefits.  Your provider can ask for pre-approval by faxing a pre-
approval form to us.  This form is in the pharmacy section of our Web site at www.premera.com.  You will also 
find the specific list of prescription drugs requiring pre-approval on our Web site.  If your prescription drug is on 
this list, and you do not get pre-approval, when you go to the pharmacy to fill your prescription, your pharmacy will 
tell you that it needs to be pre-approved.  You or your pharmacy should call your provider to let them know.  Your 
provider can fax us a pre-approval form for review.  


You can buy the prescription drug before it is pre-approved, but you must pay the full cost.  If the drug is 
authorized after you bought it, you can send us a claim for reimbursement.  Reimbursement will be based on the 
allowed amount.  See How Do I File A Claim? for details. 


Sometimes, benefits for some prescription drugs may be limited to one or more of the following: 
• A set number of days’ supply 
• A specific drug or drug dose that is appropriate for a normal course of treatment 
• A specific diagnosis 
• You may need to get a prescription drug from an appropriate medical specialist 
• You may have to try a generic drug or a specified brand name drug first 


These limits are based on medical standards, the drug maker’s advice, and your specific case.  They are also 
based on FDA guidelines and medical articles and papers.  


Questions And Answers About Your Prescription Drug Benefit 


1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage 
substitution for some drugs? 
Essentials Drug List 
This plan makes use of our Essentials drug list, sometimes called a "formulary."  
Our Pharmacy and Therapeutics Committee makes the decisions about the drug list.  This committee 
includes doctors and pharmacists from the community.  The committee reviews medical studies, scientific 
articles and papers and other information to choose safe and effective drugs for the list. 
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The Essentials drug list includes preferred generic drugs, preferred brand name drugs, preferred specialty 
drugs, and certain non-preferred generic, brand name and specialty drugs.  (Preferred brand name drugs are 
brand name drugs that are only made by one drug company.)  Except for drugs excluded in Exclusions 
above in this benefit, the Essentials drug list covers at least 1 drug in every drug class but does not cover all 
the drugs in some drug classes.  Use the RX Search tool on our website or call Customer Service for a full 
list of drugs on the Essentials drug list. 
The plan also doesn’t cover certain categories of drugs.  These are listed under Exclusions earlier in this 
benefit. 
Certain drugs need pre-approval.  Please see Pre-Approval above in this benefit for more detail.  
This plan encourages the use of appropriate generic drugs (as defined below).  When available and 
indicated by the prescriber, a generic drug will be dispensed in place of a brand name drug. 
A "generic drug" is a prescription drug product manufactured and distributed after the brand name drug 
patent of the innovator company has expired.  Generic drugs have obtained an AB rating from the U.S. Food 
and Drug Administration (FDA).  The FDA considers them to be therapeutically equivalent to the brand name 
product.  For the purposes of this plan, classification of a particular drug as a generic is based on generic 
product availability and cost as compared to the reference brand name drug. 
Exceptions  You or your provider may ask that the plan cover a drug or a dose that is not on the Essentials 
drug list.  The drug may be covered if 1 of 3 things is true: 
• You cannot tolerate the drugs that are on the Essentials drug list 
• All covered drugs in any tier of the Essentials drug list will be (or have been) either ineffective or not as 


effective as the drug that is not on the list 
• The dosage you need is not available in the drugs on the Essentials drug list. 
If your request to cover a drug not on the Essentials drug list is approved, the plan will cover the drug.  If your 
request is not approved, the plan will not cover the drug. 
Exception Process  The request can be made in writing, electronically or by phone.  Your provider must 
give us a written or oral statement that confirms the need for the requested drug to treat your condition and 
states that the criteria above are met.  We have the right to ask for medical records that relate to the request. 
Within 5 calendar days after we get the information we need from your provider, we will let you or your 
provider know in writing if your request is approved  
If Your Request Is Urgent  We will respond to your request within 48 hours after we get the information we 
need from your provider if 1 of the following is true: 
• Your health problem may put your life or health in serious danger. 
• You have already started taking the drug. 
The provider must confirm that 1 of the 2 situations above is true.  The provider must also explain the harm 
that would come to you if we did not respond to the request within 48 hours. 


2. When can my plan change the pharmacy drug list?  If a change occurs, will I have to pay more to use 
a drug I had been using? 
Our Pharmacy and Therapeutics Committee reviews the pharmacy drug list frequently throughout the year.  
The committee may also add or remove a drug from the Essentials drug list during the year.  These changes 
can happen if new drugs appear on the market or new medical studies or other clinical information warrant 
the change. 
We will tell you if a drug you are taking is going to be removed from the Essentials drug list. 


3. What should I do if I want a change from limitations, exclusions, substitutions or cost increases for 
drugs specified in this plan? 
The limitations and exclusions applicable to your prescription drug benefit, including categories of drugs for 
which no benefits are provided, are part of this plan’s overall benefit design, and can only be changed at the 
sole discretion of the Group.  The plan's rules about substitution of generic drugs are described above in 
question 1. 
You can appeal any decision you disagree with.  Please see the Complaints And Appeals section in this 
booklet, or call our Customer Service department at the telephone numbers listed on the back cover of this 
booklet for information on how to submit an appeal. 


4. How much do I have to pay to get a prescription filled? 
You will find the amounts you pay for covered drugs in the Summary Of Your Costs. 
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5. Do I have to use certain pharmacies to pay the least out of my own pocket under this plan? 
Yes.  You may have lower out-of-pocket costs when you have your prescriptions filled by in-network 
pharmacies.  This is because in-network pharmacies accept our allowed amount for covered drugs as 
payment in full.  The majority of retail pharmacies in Washington are part of our pharmacy network.  Your 
benefit covers prescription drugs dispensed from an out-of-network pharmacy, but at a possible higher out-
of-pocket cost to you. 
You can find an in-network pharmacy near you by consulting your provider directory, or calling the Pharmacy 
Locator Line at the toll-free telephone number found on the back of your ID card. 
Specialty drugs are covered only when you get them from specialty pharmacies.  Specialty pharmacies are 
pharmacies that focus on the delivery and clinical management of specialty drugs.  See the Summary Of 
Your Costs above for more information. 


6. How many days’ supply of most medications can I get? 
The dispensing limits (or days’ supply) for drugs dispensed at retail pharmacies are described in the Getting 
Prescriptions Filled table above. 
Benefits for refills will be provided only when you have used 75% of a supply of a single medication.  The 
75% is calculated based on both of the following:  
• The number of units and days' supply dispensed on the last refill 
• The total units or days' supply dispensed for the same medication in the 180 days immediately before the 


last refill 
Exceptions to the supply limit are allowed:   
• A pharmacist can approve an early refill of a prescription for eye drops or eye ointment in some cases. 
• A different supply can be allowed so that a new drug can be refilled at the same time as drugs that you are 


already taking.  We will pro-rate the cost-shares to the exact number of days early that the refill is 
dispensed. 


7. What other pharmacy services does my health plan cover? 
This benefit is limited to covered prescription drugs and specified supplies and devices dispensed by a 
licensed pharmacy.  Other services, such as consultation with a pharmacist, diabetic education or medical 
equipment, are covered by the medical benefits of this plan, and are described elsewhere in this booklet. 


Drug Discount Programs 


Pharmacy Benefit Drug Program  For pharmacy benefit claims, Premera Blue Cross will pay the Group a 
prescription drug rebate payment equal to a specific amount per paid brand-name prescription drug claim.  
Prescription drug rebates Premera Blue Cross receives from its pharmacy benefit manager in connection with 
Premera Blue Cross's overall pharmacy benefit utilization may be more or less than the Group's rebate payment.  
The Group's rebate payment shall be made to the Group on a calendar year quarterly basis unless agreed upon 
otherwise.. 


The allowed amount for prescription drugs may be higher than the price paid to the pharmacy benefit manager for 
those prescription drugs. 


Premera Blue Cross and the Group agree that the difference between the allowed amount for prescription drugs 
and the price paid to the pharmacy benefit manager, and the prescription drug payments received by Premera 
Blue Cross from its pharmacy benefit manager, constitutes Premera Blue Cross property, and not part of the 
compensation payable under Premera Blue Cross's contract with the Group, and that Premera Blue Cross is 
entitled to retain and shall retain such amounts and may apply them to the cost of its operations and the 
pharmacy benefit. 


Medical Benefit Drug Program  The medical benefit drug program is separate from the pharmacy program.  It 
includes claims for drugs delivered as part of medical services.  For medical benefit drug claims, Premera Blue 
Cross may contract with subcontractors that have rebate contracts with various manufacturers.  Rebate 
subcontractors retain a portion of rebates collected as a rebate administration fees.   Premera Blue Cross retains 
a portion of the rebate and describes the medical benefit drug rebate in the Group's annual accounting report.  
The Group's medical benefit drug rebate payment shall be made to the Group on an annual basis when the 
rebate is $500 or more.  If less than $500, Premera will retain the medical benefit drug rebates. 
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Preventive Care 
This plan pays for preventive care as shown in the Summary Of Your Costs.  Below is a summary of preventive 
care services. 


Preventive Exams 
• Routine adult and well-child exams.  Includes exams for school, sports and jobs 
• Department of Transportation physicals 
• Review of oral health for members under 19 
• Vision screening for members under 19 
• Depression screening 


Immunizations 
• Shots in a provider’s office 
• Flu shots, flu mist, whooping cough and other seasonal shots at a pharmacy or other community center 
• Shots needed for foreign travel at the county health department or a travel clinic 


Screening Tests 
Routine lab tests and imaging, such as: 
• Mammograms (includes 3D mammograms) 
• X-rays and EKG tests 
• Pap smears 
• Prostate-specific antigen tests 
• BRCA genetic tests for women at risk for certain breast cancers. 


Pregnant Women’s Care 
• Breastfeeding support and counseling 
• Purchase of standard electric breast pumps 
• Rental of hospital-grade breast pumps if medically necessary 
• Screening for postpartum depression 


Colon Cancer Screening 
For members who are 50 or older or who are under age 50 and at high risk for colon cancer.  Includes: 
• Barium enema 
• Colonoscopy, sigmoidoscopy and fecal occult blood tests.  The plan also covers a consultation before the 


colonoscopy and anesthesia your doctor thinks is medically necessary. 
• If polyps are found during a screening procedure, removing them and lab tests on them are also covered as 


preventive.  


Diabetes Screening 


Health Education and Training 
Outpatient programs and classes to help you manage pain or cope with covered conditions like heart disease, 
diabetes, or asthma.  The program or class must have our approval. 


Nicotine Habit-Breaking Programs 
Programs to stop smoking, chewing tobacco or taking snuff. 


Nutritional Counseling and Therapy 
Office visits to discuss a healthy diet and eating habits and help you manage weight.  The plan covers 
screening and counseling for: 


• Members at risk for health conditions that are affected by diet and nutrition 
• Weight loss for children age 6 and older who are considered obese and for adults with a body mass index 


of 30 kg/meter squared or higher.  This includes intensive behavioral interventions with more than one 
type of activity to help you set and achieve weight loss goals. 
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Fall Prevention 
Risk assessments and advice on how to prevent falls for members who are age 65 or older and have a history 
of falling or have mobility issues 


Birth Control 
• Female birth control devices, shots and implants for women. 
• See Prescription Drug for coverage of prescription and over-the-counter drugs and devices. 
• Emergency contraceptives ("plan B") 
• Tubal ligation.  When tubal ligation is done as a secondary procedure, only the charge for the procedure itself is 


covered under this benefit.  The related services, such as anesthesia, are covered as part of the primary 
procedure.  See Hospital and Surgery. 


About Preventive Care 


Preventive care is a set of evidence-based services.  These services are based on guidelines required under 
state or federal law.  The guidelines come from: 
• Services that the United States Preventive Services Task Force has given an A or B rating 
• Immunizations that the Centers for Disease Control and Prevention recommends 
• Screening and other care for women, babies, children and teens that the Health Resources and Services 


Administration recommends.  
• Services that meet the standards in Washington state law. 


Please go to this government website for more information: 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 


The agencies above may also change their guidelines from time to time.  If this happens, the plan will comply with 
the changes.   


Some preventive services and tests have limits on how often you should get them.  The limits are often based on 
your age or gender.  For some services, the number of visits covered as preventive depends on your medical 
needs.  After one of these limits is reached, these services are not covered in full and you may have to pay more 
out-of-pocket costs. 


Some of the covered services your doctor does during a routine exam may not be preventive at all.  The plan 
would cover them under other benefits.  They would not be covered in full.  


For example: 


During your preventive exam, your doctor may find a problem that needs further tests or screening for a proper 
diagnosis to be made.  Or, if you have a chronic disease, your doctor may check your condition with tests.  These 
types of tests help to diagnose or monitor your illness and would not be covered under the Preventive Care 
benefit.  You would have to pay the cost share under the plan benefit that covers the service or test. 


The Preventive Care benefit does not cover: 
• Take-home drugs or over-the-counter items.  Please see Prescription Drug. 
• Routine newborn exams while the child is in the hospital after birth.  Please see Newborn Care. 
• Routine or other dental care 
• Routine vision and hearing exams 
• Gym fees or exercise classes or programs 
• Services or tests for a specific illness, injury or set of symptoms.  Please see the plan's other benefits. 
• Physical exams for basic life or disability insurance 
• Work-related disability or medical disability exams 
• Purchase of hospital-grade breast pumps. 
• Male sterilization.  Please see Surgical Services. 
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Professional Visits and Services 
Benefits are provided for the examination, diagnosis and treatment of an illness or injury when such services are 
performed on an inpatient or outpatient basis, including your home.  Benefits are also provided for the following 
professional services when provided by a qualified provider: 
• Second opinions for any covered medical diagnosis or treatment plan 
• Biofeedback for migraines and other conditions for which biofeedback is not deemed experimental or 


investigational (see Definitions) 
• Repair of a dependent child’s congenital anomaly 
• Consultations with a pharmacist 
• Cardiac rehabilitation programs 
• Pulmonary rehabilitation programs 


For surgical procedures performed in a provider’s office, surgical suite or other facility benefit information, please 
see the Surgery benefit. 


For professional diagnostic services benefit information, please see the Diagnostic Lab, X-Ray And Imaging 
benefit. 


For home health or hospice care benefit information, please see the Home And Hospice Care benefit. 


For preventive or routine services, please see the Preventive Care benefit. 


For diagnosis and treatment of psychiatric conditions benefit information, please see the Mental Health Care 
benefit. 


For diagnosis and treatment of temporomandibular joint (TMJ) disorders benefit information, please see the 
Temporomandibular Joint Disorders (TMJ) Care benefit. 


Electronic Visits 


This benefit will cover electronic visits (e-visits) from in-network providers when all the requirements below are 
met.  This benefit is only provided when three things are true: 
• Premera Blue Cross has approved the physician for e-visits.  Not all physicians have agreed to or have the 


software capabilities to provide e-visits. 
• The member has previously been treated in the approved physician's office and has established a patient-


physician relationship with that physician. 
• The e-visit is medically necessary for a covered illness or injury. 


An e-visit is a structured, secure online consultation between the approved physician and the member.  Each 
approved physician will determine which conditions and circumstances are appropriate for e-visits in their 
practice. 


Please call Customer Service at the number shown on the back cover of this booklet for help in finding a 
physician approved to provide e-visits. 


The Professional Visits And Services benefit doesn’t cover: 
• Hair analysis or non-prescription drugs or medicines, such as herbal, naturopathic or homeopathic medicines or 


devices 
• EEG biofeedback or neurofeedback services 
• Rehabilitation that is not part of a cardiac or pulmonary rehabilitation program. 


Psychological and Neuropsychological Testing 
Covered services are psychological and neuropsychological testing, including interpretation and report 
preparation, necessary to prescribe an appropriate treatment plan.  This includes later re-testing to make sure the 
treatment is achieving the desired medical results.  Physical, speech or occupational therapy assessments and 
evaluations for rehabilitation are provided under the Rehabilitation Therapy benefit. 


See the Neurodevelopmental Therapy benefit for physical, speech or occupational therapy assessments and 
evaluations related to neurodevelopmental disabilities. 
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Rehabilitation Therapy 
This plan covers rehabilitation therapy.  Benefits must be provided by a licensed physical therapist, occupational 
therapist, speech language pathologist or a licensed qualified provider. 


Rehabilitation therapy is therapy that helps get a part of the body back to normal health or function.  It includes 
therapy to 1) restore or improve a function that was lost because of an accidental injury, illness or surgery; or 2) to 
treat disorders caused by a physical congenital anomaly. 


Services provided for treatment of a mental health condition are provided under the Mental Health Care benefit. 


Services for pulmonary rehabilitation and cardiac rehabilitation are provided under the Professional Visits And 
Services benefit. 


Limits listed in the Summary Of Your Costs do not apply to rehabilitation related to treatment of cancer, such as 
for breast cancer rehabilitation therapy. 


Inpatient Care 


Inpatient rehabilitation care is covered when medically necessary and provided in a specialized inpatient 
rehabilitation center, which may be part of a hospital.  If you are already an inpatient, this benefit will start when 
your care becomes mainly rehabilitative and you are transferred to an inpatient rehabilitation center.  This benefit 
only covers care you receive within 24 months from the onset of the injury or illness or from the date of the 
surgery that made rehabilitation necessary. 


You must get pre-approval from us before you get treatment in an inpatient rehabilitation center.  See Pre-
Approval for details. 
• supplies and devices 


Outpatient Care 


This benefit covers the following types of outpatient therapy: 
• Physical, speech, hearing and occupational therapies.  Physical, speech, and occupational assessments and 


evaluations related to rehabilitation are also covered.  
• Cochlear implants 
• Home medical equipment, medical supplies and devices 


This benefit does not cover: 
• Pulmonary rehabilitation and cardiac rehabilitation.  See Professional Visits And Services for coverage.  
• Treatment that the ill, injured or impaired member does not actively take part in. 
• Inpatient rehabilitation received more than 24 months from the date of onset of the member’s injury or illness or 


from the date of the member’s surgery that made the rehabilitation necessary 
• Therapy for flat feet except to help you recover from surgery to correct flat feet. 


Skilled Nursing Facility Services 
This benefit includes: 
• Room and board 
• Skilled nursing services 
• Supplies and drugs 
• Skilled nursing care during some stages of recovery 
• Skilled rehabilitation provided by physical, occupational or speech therapists while in a skilled nursing facility 
• Short or long term stay immediately following a hospitalization 
• Active supervision by your doctor while in the skilled nursing facility 


We must approve all planned skilled nursing facility stays before you enter a skilled nursing facility.  See Pre-
Approval for details. 


This benefit does not cover: 
• Acute nursing care 
• Skilled nursing facility stay not immediately following hospitalization or inpatient stay 
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• Skilled nursing care outside of a hospital or skilled nursing facility 
• Care or stay provided at a facility that is not qualified per our standards 


Sleep Studies 
This benefit covers medically necessary sleep studies to test for sleep apneas and for some sleep disorders that 
are not related to breathing problems. 


This plan does not cover home sleep studies for members under 19. 


Spinal and Other Manipulations 
This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


This benefit covers medically necessary manipulations to treat a covered illness, injury or condition. 


Rehabilitation therapy, such as massage or physical therapy, provided with manipulations is covered under the 
Massage, Rehabilitation Therapy and Neurodevelopmental Therapy benefits. 


Substance Use Disorder 
This benefit covers inpatient and outpatient chemical dependency treatment and supporting services. 


Covered services include services provided by a state-approved treatment program or other licensed or certified 
provider. 


The current edition of the Patient Placement Criteria for the Treatment of Substance Related Disorders as 
published by the American Society of Addiction Medicine is used to determine if chemical dependency treatment 
is medically necessary. 


Please Note:  Medically necessary detoxification is covered in any medically necessary setting.  Detoxification in 
the hospital is covered under the Emergency Room Services and Hospital Inpatient Care benefits. 


The Substance Use Disorder benefit doesn’t cover: 
• Treatment of alcohol or drug use or abuse that does not meet the definition of "Chemical Dependency" as 


stated in the Definitions section of this booklet 
• Halfway houses, quarterway houses, recovery houses, and other sober living residences 


Surgery 
This benefit covers surgical services (including injections) that are not named as covered under other benefits, 
when performed on an inpatient or outpatient basis, in such locations as a hospital, ambulatory surgical facility, 
surgical suite or provider’s office.  Also covered under this benefit are: 
• Anesthesia or sedation and postoperative care as medically necessary.   
• Cornea transplantation, skin grafts, repair of a dependent child’s congenital anomaly, and the transfusion of 


blood or blood derivatives. 
• Colonoscopy and other scope insertion procedures are also covered under this benefit unless they qualify as 


preventive services as described in the Preventive Care benefit. 
• Surgery that is medically necessary to correct the cause of infertility. This does not include assisted 


reproduction techniques or sterilization reversal. 
• Repair of a defect that is the direct result of an injury, providing such repair is started within 12 months of the 


date of the injury. 
• Correction of functional disorders upon our review and approval. 
• Vasectomy 


Select Centers Of Care 


Your health plan gives you access to Premera providers (including facilities) in Washington that have shown 
expertise and positive outcomes for certain health conditions shown in the Surgery section of the Summary Of 
Your Costs.  You also have access to Blue Distinction Centers Plus providers outside Washington for the same 
conditions.  Premera Blue Cross calls all these providers Select Centers Of Care.  Select Centers of Care can 
give you high quality care for complex medical situations.  
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Services other than the specific spinal surgeries, cardiac procedures and the knee and hip replacements that are 
covered under this Select Centers Of Care benefit will be subject to your regular cost-shares, even if provided by 
a Select Center of Care.  If you do not get these services from a Select Center of Care, you also pay your regular 
cost-shares.   


Bariatric surgery is covered only when performed by a Select Center of Care. 


Pre-Approval is required.  See Pre-Approval (Prior Authorization) later in this booklet.  Premera Blue Cross will 
work with your doctor and the Select Center of Care to coordinate your care. 


Travel and Lodging 


If you live more than 50 miles from a Select Center of Care, this plan will cover travel and lodging necessary to 
get treatment from the nearest Select Center of Care that can treat you. 


Premera Blue Cross must approve the travel prior to departure and will arrange travel and lodging for you. 
• Travel:  Travel is covered only between your home and the Select Center of Care.  Round trip costs for air, 


train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and toll 
costs.   


• Lodging:  Hotel, motel or other lodging for stays away from home. 
• Companions:  Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs according to IRS guidelines.  Lodging expenses will be 
reimbursed but expenses above the IRS limits will be reported to the Group and the subscriber for tax 
purposes.  The per day limits and requirements can change if IRS regulations change.  Please go to the IRS 
website, www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Travel to a provider that is not a Select Center of Care 
• Travel that is not approved by Premera Blue Cross, even if the doctor refers you. 
• Meals 
• Lodging at a family member's or friend's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Surgery benefit does not cover: 
• Organ, bone marrow or stem cell transplants.  Please see the Transplants benefit for coverage. 
• Services to change gender.  Please see the Transgender Services benefit. 
Removal of excess skin or fat related to either weight loss surgery or the use of drugs for weight loss. 


Surgical Center Care – Surgical Center Care – Outpatient Services 
Benefits are provided for services and supplies furnished by an outpatient surgical center. 


For organ, bone marrow or stem cell transplant procedure benefit information, please see the Transplants 
benefit. 


For services to change gender, please see the Transgender Services benefit. 


This benefit does not cover removal of excess skin or fat related to either weight loss surgery or the use of drugs 
for weight loss. 


 



http://www.irs.gov/
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Telehealth Virtual Care 
Your plan covers real-time access to care via online and telephonic methods when medically appropriate. 


Services must be medically necessary to treat a covered illness, injury or condition. 


Your provider may provide these services or you may use our preferred telehealth provider.  See the back cover 
for contact information for the preferred telehealth provider. 


Temporomandibular Joint (TMJ) Disorders (TMJ) Care 
TMJ disorders are covered on the same basis as any other condition. 


TMJ disorders include those conditions that have some of the following symptoms: 
• Muscle pain linked with TMJ 
• Headaches linked with the TMJ 
• Arthritic problems linked with the TMJ 
• Clicking or locking in the jawbone joint 
• An abnormal range of motion or limited motion of the jawbone joint 


This benefit covers: 
• Exams 
• Consultations 
• Treatment  


Some services may be covered under other benefits sections of this plan with different or additional cost share, 
such as: 
• X-rays (see Diagnostic Lab, X-ray and Imaging) 
• Surgery (See Surgery) 
• Hospital (See Hospital) 


Some surgeries need to be pre-approved before you get them.  See Pre-Approval for details. 


Therapeutic Injections  
This benefit covers: 
• Shots given in the doctor’s office 
• Supplies used during the visit, such as serums, needles and syringes 
• Three teaching doses for self-injectable specialty drugs 


This benefit does not cover: 
• Immunizations (see Preventive Care) 
• Self-injectable drugs (see Prescription Drug)  
• Infusion therapy (see Infusion Therapy) 


Allergy shots (see Allergy Testing and Treatment) 


Transgender Services 
This benefit covers medically necessary services to change the gender you were born with.  To find the amounts 
you are responsible for, please see the Summary Of Your Costs. 


This benefit covers services which meet the standards in our medical policy.  Call Customer Service or visit our 
website at www.premera.com for the policy. 


See the Surgery benefit for gynecological, urologic and genital surgery for covered conditions other than gender 
identity disorder or gender dysphoria.  


See the Prescription Drug benefit for coverage of prescription drugs associated with transgender procedures. 


See the Mental Health Care benefit for coverage of mental health services. 
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This benefit does not cover: 
• Transgender surgery for members under 18 
• Cosmetic procedures that are not medically necessary to make the gender change.  Examples are hair removal 


and procedures to change the voice. 
• Surgery to change the appearance of prior gender change procedures except when medically necessary to 


correct medical complications. 


Transplants 
The Transplants benefit is not subject to a separate benefit maximum other than the maximum for transport and 
lodging described below.  This benefit covers medical services only if provided by in-network providers or 
“Approved Transplant Centers.”  Please see the transplant benefit requirements later in this benefit for more 
information about approved transplant centers. 


Covered Transplants 


Organ transplants and bone marrow/stem cell reinfusion procedures must not be considered experimental or 
investigational for the treatment of your condition.  (Please see the Definitions section in this booklet for the 
definition of “experimental/investigational services.”)  The plan reserves the right to base coverage on all of the 
following: 
• Organ transplants and bone marrow/stem cell reinfusion procedures must meet the plan's criteria for coverage. 


The medical indications for the transplant, documented effectiveness of the procedure to treat the condition, 
and failure of medical alternatives are all reviewed. 
The types of organ transplants and bone marrow/stem cell reinfusion procedures that currently meet the plan's 
criteria for coverage are: 
• Heart 
• Heart/double lung 
• Single lung 
• Double lung 
• Liver 
• Kidney 
• Pancreas 
• Pancreas with kidney 
• Bone marrow (autologous and allogeneic) 
• Stem cell (autologous and allogeneic) 
Please Note:  For the purposes of this plan, the term “transplant” doesn’t include cornea transplantation, skin 
grafts or the transplant of blood or blood derivatives (except for bone marrow or stem cells).  These procedures 
are covered on the same basis as any other covered surgical procedure (please see the Surgery benefit). 


• Your medical condition must meet the plan's written standards. 
• The transplant or reinfusion must be furnished in an approved transplant center.  (An “approved transplant 


center” is a hospital or other provider that’s developed expertise in performing organ transplants, or bone 
marrow or stem cell reinfusion, and meets the approval standards we use.)  We have agreements with 
approved transplant centers in Washington and Alaska, and we have access to a special network of approved 
transplant centers around the country.  Whenever medically possible, we’ll direct you to an approved transplant 
center that we’ve contracted with for transplant services. 
Of course, if none of our centers or the approved transplant centers can provide the type of transplant you 
need, this benefit will cover a transplant center that meets the written approval standards we follow. 


Recipient Costs 


This benefit covers transplant and reinfusion-related expenses, including the preparation regiment for a bone 
marrow or stem cell reinfusion.  Also covered are anti-rejection drugs administered by the transplant center during 
the inpatient or outpatient stay in which the transplant was performed. 
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Donor Costs 


Covered donor services include selection, removal (harvesting) and evaluation of the donor organ, bone marrow 
or stem cell; transportation of donor organ, bone marrow and stem cells, including the surgical and harvesting 
teams; donor acquisition costs such as testing and typing expenses; and storage costs for bone marrow and stem 
cells for a period of up to 12 months. 


Travel And Lodging 


If you are getting a transplant, this benefit covers costs for your travel and lodging.  You must live more than 50 
miles from the approved transplant center, unless medically necessary treatment protocols require you to stay 
closer to the transplant center.  The plan covers travel and lodging up to the limits set by the IRS for the date you 
had the expense. 
• Travel:  Travel is covered only between your home and the approved transplant center.  Round trip costs for 


air, train or bus travel (coach class only) are covered.  If you travel by car, the plan covers mileage, parking and 
toll costs. 


• Lodging:  Hotel or motel or other lodging for stays away from home. 
• Companions: Travel and lodging for 1 companion is covered if the companion has to come with the member 


due to medical necessity or safety.  For a child under age 19, the plan will cover one companion automatically.  
Costs for a second companion are only covered when medically necessary. 


• Limits:  The plan covers travel and lodging costs up to the IRS limits in place on the date you had the expense.  
The per day limits and requirements can change if IRS regulations change.  Please go to the IRS website, 
www.irs.gov, for details.  This summary is not and should not be assumed to be tax advice. 


• Costs Not Covered 
• Meals 
• Lodging at a family member's home 
• Alcohol or tobacco 
• Car rental 
• Entertainment, such as movies, visits to museums, or mileage for sightseeing 
• Costs for people other than you and your covered companion(s) 
• Costs for pets or animals, other than service animals 
• Personal care items, such as shampoo or a toothbrush 
• Tourist items, such as T-shirts, sweatshirts, or toys 
• Phone calls 


The Transplants benefit doesn’t cover: 
• Organ, bone marrow and stem cell transplants, including any direct or indirect complications and aftereffects 


thereof, except as specifically stated under this benefit. 
• Services and supplies that are payable by any government, foundation or charitable grant.  This includes 


services performed on potential or actual living donors and recipients, and on cadavers. 
• Donor costs for an organ transplant or bone marrow or stem cell reinfusion that isn’t covered under this benefit, 


or for a recipient who isn’t a member 
• Donor costs for which benefits are available under other group or individual coverage 
• Non-human or mechanical organs, unless we determine they aren’t “experimental/investigational services” 


(please see the Definitions section in this booklet) 
• Personal care items 
• Planned storage of blood for more than 12 months against the possibility it might be used at some point in the 


future 


Urgent Care Centers 
This benefit covers: 


Exams and treatment of: 
• Minor sprains 







  Your Future (Non-Grandfathered) 
  January 1, 2018 
  1006087 


38 


• Cuts 
• Ear, nose and throat infections 
• Fever  


Some services done during the urgent care visit may be covered under other benefits of this plan with different or 
additional cost shares, such as: 
• X-rays and lab work 
• Shots or therapeutic injections  
• Office surgeries 
• Urgent care centers can be part of a hospital or not. Please see the Summary of Your Costs for information 


about each type of center you may visit. 


WHAT DO I DO IF I'M OUTSIDE WASHINGTON AND ALASKA? 
OUT-OF-AREA CARE 
As a member of the Blue Cross Blue Shield Association (“BCBSA”), Premera Blue Cross has arrangements with 
other Blue Cross and Blue Shield Licensees (“Host Blues”) for care outside our service area.  These 
arrangements are called “Inter-Plan Arrangements.”  Our Inter-Plan Arrangements help you get covered services 
from providers within the geographic area of a Host Blue.  


The BlueCard® Program is the Inter-Plan Arrangement that applies to most claims from Host Blues' in-network 
providers.  The Host Blue is responsible for its in-network providers and handles all interactions with them.  Other 
Inter-Plan Arrangements apply to providers that are not in the Host Blues' networks (non-contracted providers).  
This Out-Of-Area Care section explains how the plan pays both types of providers. 


Your getting services through these Inter-Plan Arrangements does not change what the plan covers, benefit 
levels, or any stated eligibility requirements.  Please call us if your care needs pre-approval. 


We process claims for the Prescription Drug benefit directly, not through an Inter-Plan Arrangement. 


BlueCard Program 
Except for copays, we will base the amount you must pay for claims from Host Blues' in-network providers on the 
lower of:  
• The provider’s billed charges for your covered services; or 
• The allowed amount that the Host Blue made available to us. 


Often, the allowed amount is a discount that reflects an actual price that the Host Blue pays to the provider.  
Sometimes it is an estimated price that takes into account a special arrangement with a single provider or a group 
of providers.  In other cases, it may be an average price, based on a discount that results in expected average 
savings for services from similar types of providers.  


Host Blues may use a number of factors to set estimated or average prices.  These may include settlements, 
incentive payments, and other credits or charges.  Host Blues may also need to adjust their prices to correct their 
estimates of past prices.  However, we will not apply any further adjustments to the price of a claim that has 
already been paid.  


Clark County Providers  Services in Clark County, Washington are processed through the BlueCard Program.  
Some providers in Clark County do have contracts with us. These providers will submit claims directly to us, and 
benefits will be based on our allowed amount for the covered service or supply. 


Value-Based Programs  You might have a provider that participates in a Host Blue's value-based program 
(VBP).  Value-based programs focus on meeting standards for treatment outcomes, cost and quality, and for 
coordinating care when you are seeing more than one provider.  The Host Blue may pay VBP providers for 
meeting the above standards.  If the Host Blue includes charges for these payments in the allowed amount for a 
claim, you would pay a part of these charges if a deductible or coinsurance applies to the claim.  If the VBP pays 
the provider for coordinating your care with other providers, you will not be billed for it. 


Taxes, Surcharges and Fees 


A law or regulation may require a surcharge, tax or other fee be added to the price of a covered service.  If that 
happens, we will add that surcharge, tax or fee to the allowed amount for the claim.   
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Non-Contracted Providers  


It could happen that you receive covered services from providers outside our service area that do not have a 
contract with the Host Blue.  In most cases, we will base the amount you pay for such services on either our 
allowed amount for these providers or the pricing requirements under applicable law.  Please see Allowed 
Amount in this booklet for details on allowed amounts. 


In these situations, you may owe the difference between the amount that the non-contracted provider bills and the 
payment the plan makes for the covered services as set forth above.  


Blue Cross Blue Shield Global® Core 


If you are outside the United States, Puerto Rico, and the U.S. Virgin Islands (the “BlueCard service area”), you 
may be able to take advantage of Blue Cross Blue Shield Global Core.  Blue Cross Blue Shield Global Core is 
unlike the BlueCard Program in the BlueCard service area in some ways.  For instance, although Blue Cross Blue 
Shield Global Core helps you access a provider network, you will most likely have to pay the provider and send us 
the claim yourself in order for the plan to reimburse you.  See How Do I File A Claim? for more information.  
However, if you need hospital inpatient care, the service center can often direct you to hospitals that will not 
require you to pay in full at the time of service.  In such cases, these hospitals also send in the claim for you. 


If you need to find a doctor or hospital outside the BlueCard service area, need help submitting claims or have 
other questions, please call the service center at 1-800-810-BLUE (2583).  The center is open 24 hours a day, 
seven days a week.  You can also call collect at 1-804-673-1177. 


More Questions 


If you have questions or need to find out more about the BlueCard Program, please call our Customer Service 
Department.  To find a provider, go to www.premera.com or call 1-800-810-BLUE (2583).  You can also get Blue 
Cross Blue Shield Global Core information by calling the toll-free phone number. 


CARE MANAGEMENT 
Care Management services work to help ensure that you receive appropriate and cost-effective medical care.  
Your role in the Care Management process is simple, but important, as explained below. 


You must be eligible on the dates of service and services must be medically necessary.  We encourage you to 
call Customer Service to verify that you meet the required criteria for claims payment. 


PRE-APPROVAL (PRIOR AUTHORIZATION) 
Some services need to be pre-approved for medical necessity under this plan.  The following services need pre-
approval: 
• Planned admissions to certain facilities 
• Some home medical equipment 
• Certain medical services 
• Certain drugs.  Pre-Approval for drugs is explained in the Prescription Drug benefit 
• When you want to receive in-network benefits for services from an out-of-network provider.  See Pre-Approval 


For Out-Of-Network Providers below. 


How To Get Pre-Approval 
There is a list of medical services that need to be pre-approved.  The list is on our Web site at 
www.premera.com.  Before you receive services, we suggest that you review this list.  We need to review the 
items on the list to make sure that they are medically necessary and meet the plan's other standards for 
coverage.  It is to your advantage to know ahead of time if the plan will not cover them. 


You are the one who must ask for pre-approval for the items on the list when a non-contracted provider is 
providing them. 
• You can call Customer Service to ask for pre-approval.  In-network providers will call for you. 
• You will need some details from your provider for the call, such as the procedure code for a medical service. 
• You may need to send medical records 


Even if your doctor is asking for the pre-approval, it is a good idea to call us to make sure the request was 
approved. 
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We will respond to a request for a pre-approval within 5 calendar days.  However, if we need more information, 
we will let you know within that time.  We will allow 5 calendar days to get us the needed information.  We will 
then tell you our decision within 4 calendar days after we receive it. 


You may ask for an urgent review of clinically urgent services.  Once we get all the information, we will let you or 
your provider know within 48 hours.  The decision will be sent in writing. 


The pre-approval will be good for 30 days.  This is subject to your continued coverage under this plan.  If you do 
not get the services within that time, you will have to get pre-approval again. 


Exceptions 
The following services do not need pre-approval, but they do have requirements: 
• Emergency hospital admissions, including drug or alcohol detox.  If this happens, you must let us know as soon 


as reasonably possible. 
• Childbirth or a newborn needing medical care at birth that requires admission to a hospital.  If this happens, you 


must let us know as soon as reasonably possible. 
• You may have a second plan that also asks you to get pre-approval for the same service.  In that case, this 


plan will not require pre-approval for that service when two things are true: 
• Your other plan is primary to this plan.  See Coordinating Benefits With Other Health Care Plans to find 


out how to tell which plan is primary. 
• You complied with the other plan’s pre-approval process. 


Generally this plan covers services from out-of-network providers at a lower benefit level.  If there is not an in-
network provider that can provide the service needed, you can ask for pre-approval to see an out-of-network 
provider and receive the in-network benefit level.  See Pre-Approval For Out-Of-Network Providers for more 
information. 


Pre-Approval For Out-Of-Network Providers 
This plan provides benefits for non-emergency services from out-of-network providers at a lower benefit level.  
You may receive benefits for these services at the in-network cost-share if the services are medically necessary 
and only available from an out-of-network provider.  You or your provider may request a pre-approval for the in-
network benefit before you see the out-of-network provider. 


The pre-approval request must include the following: 
• A statement that the out-of-network provider has unique skills or provides unique services that are medically 


necessary for your care, and that are not reasonably available from an in-network provider 
• Any necessary medical records supporting the request. 


If the request is approved, you pay the in-network cost-share for covered services.  However, the allowed amount 
is still the amount allowed for out-of-network providers.  See Important Plan Information. 


If the request is denied but the plan does cover the services, you will have to pay the out-of-network cost-share.  


Whether or not your request is approved, you will also have to pay any amounts over the plan's allowed 
amount for covered services. 


CLINICAL REVIEW 
Premera Blue Cross has developed or adopted guidelines and medical policies that outline clinical criteria used to 
make medical necessity determinations. The criteria are reviewed annually and are updated as needed to ensure 
our determinations are consistent with current medical practice standards and follow national and regional norms. 
Practicing community doctors are involved in the review and development of our internal criteria. Our medical 
policies are on our Web site.  You or your provider may review them at www.premera.com. You or your provider 
may also request a copy of the criteria used to make a medical necessity decision for a particular condition or 
procedure. To obtain the information, please send your request to Care Management at the address or fax 
number shown on the back cover. 


Premera Blue Cross reserves the right to deny payment for services that are not medically necessary or that are 
considered experimental/investigational. A decision by Premera Blue Cross following this review may be 
appealed in the manner described in Complaints And Appeals. 
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In general, when there is more than one treatment option, the plan will cover the least costly option that will meet 
your medical needs.  Premera Blue Cross works cooperatively with you and your physician to consider effective 
alternatives to hospital stays and other high-cost care to make better use of this plan's benefits. 


PERSONAL HEALTH SUPPORT PROGRAMS 
The plan offers participation in Premera Blue Cross's personal health support services to help members with such 
things as managing complex medical conditions, a recent surgery, or admission to a hospital.  Services include: 
• Helping to overcome barriers to health improvement or following providers’ treatment plan 
• Coordinating care services including access 
• Helping to understand the health plan’s coverage 
• Finding community resources  


Participation is voluntary.  To learn more about the personal health support programs, contact Customer Service 
at the phone number listed on the back of your ID card.  


EXCLUSIONS 
This section of your booklet lists the services that are either limited or not covered by this plan.  In addition to 
services listed as not covered under Covered Services, the following are excluded from coverage under this 
plan. 


Amounts Over The Allowed Amount 


This plan does not cover amounts over the allowed amount as defined by this plan. If you get services from a 
non-contracted provider, you will have to pay any amounts for your services that are over the allowed amount. 


Assisted Reproduction 


This plan does not cover: any assisted reproduction technologies, including but not limited to: 
• Drugs to treat infertility or that are required as part of assisted reproduction procedures. 
• Artificial insemination or Assisted reproduction methods, such as in-vitro fertilization.  It does not matter why 


you need the procedure. 
• Services to make you more fertile or for multiple births 
• Reversing sterilization surgery 


Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis 
as any other condition.  


Benefits From Other Sources 


This plan does not cover services that are covered by liability insurance, motor vehicle insurance, excess 
coverage, no fault coverage, or workers compensation or similar coverage for work-related conditions.  For 
details, see Third Party Recovery under What If I Have Other Coverage. 


Benefits That Have Been Exhausted 


Services in excess of benefit limitations or maximums of this plan. 


Broken Or Missed Appointments 


Charges For Records Or Reports 


Separate charges from providers for supplying records or reports, except those we request for utilization review. 


Comfort or Convenience Items 


This plan does not cover: 
• Items that are mainly for your convenience or that of your family. For instance, this plan does not cover 


personal services or items such as meals for guests while hospitalized, long-distance phone, radio or TV, 
personal grooming, and babysitting. 


• Normal living needs, such as food, clothes, housekeeping and transport. This does not apply to chores done by 
a home health aide as prescribed in your treatment plan. 


• Dietary assistance, including “Meals on Wheels” 
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Complications 


This plan does not cover complications of a non-covered service, including follow-up services or effects of those 
services, except services defined as emergency care. See Definitions. 


Cosmetic Services 


The plan does not cover drugs, services or supplies for cosmetic services.  This includes services performed to 
reshape normal structures of the body in order to improve or alter your appearance and not primarily to restore an 
impaired function of the body.   


Counseling, Education And Training 


This plan does not cover counseling and, education or training in the absence of illness.  This includes but is not 
limited to: 
• Job help and outreach, social or fitness counseling 
• Acting as a tutor, helping a member with schoolwork, acting as an educational or other aide for a member while 


the member is at school, or providing services that are part of a school's individual education program or should 
otherwise be provided by school staff. 


• Private school or boarding school tuition 


Court-Ordered Services 


This plan does not cover services that you must get to avoid being tried, sentenced or losing the right to drive 
when they are not medically necessary. 


Custodial Care 


This plan does not cover custodial care, except when it is part of covered hospice care. 


Dental Care 


This plan does not cover dental care except as covered under Dental Care and Chemotherapy And Radiation 
Therapy 


This exclusion also doesn't apply to dental services covered under the Temporomandibular Joint Disorders 
(TMJ) Care benefit. 


This plan does not cover therapy designed to provide a changed or controlled environment. 


Experimental Or Investigative Services 


This plan does not cover any service or supply that is experimental or investigative, see Definitions. 


Family Members Or Volunteers 


This plan does not cover services or supplies that you give furnish to yourself.  It also does not cover a provider 
who is: 
• Your spouse, mother, father, child, brother or sister 
• Your mother, father, child, brother or sister by marriage 
• Your stepmother, stepfather, stepchild, stepbrother or stepsister 
• Your grandmother, grandfather, grandchild or the spouse of one of these people 
• A volunteer, except as described in Home Health Care and Hospice Care 


Governmental Facilities 


This plan does not cover services provided by a state or federal hospital which is not an in-network facility that are 
not emergency care or required by law or regulation. 


Hair Analysis 


Hair Loss 


This plan does not cover: 
• Drugs, supplies, equipment, or procedures to replace hair, slow hair loss, or stimulate hair growth 
• Hair prostheses, such as wigs or hair weaves, transplants, and implants 
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Hospital Admission Limitations 


This plan does not cover hospital stays solely for the diagnostic studies, physical examinations, checkups, 
medical evaluations or observations, unless: 
• The service cannot be provided without the use of a hospital 
• You have a medical condition that makes hospital care medically necessary 


Illegal Acts and Terrorism 


This plan does not cover illness or injury you get while committing a felony, an act of terrorism, or an act of riot or 
revolt. 


Laser Therapy 


Benefits are not provided for low-level laser therapy. 


Military Service And War 


This plan does not cover illness or injury that is caused by or arises from: 
• Acts of war, such as armed invasion, no matter if war has been declared or not 
• Services in the armed forces of any country. This includes the air force, army, coast guard, marines, national 


guard or navy. It also includes any related civilian forces or units.  


Non-Covered Services 


This plan does not cover services or supplies: 
• Ordered when this plan is not in effect or when the person is not covered under this plan 
• Provided to someone other than the ill or injured member, other than outpatient health education services 


covered under the Preventive Care benefit. This includes health care provider training or educational services. 
• Directly related to any condition, or related to any other service or supply, that is not covered 
• You are not required to pay or would not have been charged for if this plan were not in force  
• That are not listed as covered under this plan 


Non-Treatment Charges 
• Charges for provider travel time 
• Transporting a member in place of a parent or other family member, or accompanying the member to 


appointments or other activities outside the home, such as medical appointments or shopping. Doing 
housework or chores for the member or helping the member do housework or chores. 


Non-Treatment Facilities, Institutions Or Programs  


Benefits are not provided for institutional care, housing, incarceration or programs from facilities that are not 
licensed to provide medical or behavioral health treatment for covered conditions.  Examples are prisons, nursing 
homes, and juvenile detention facilities.  Benefits are provided for medically necessary treatment received in 
these locations.  See Covered Services for specific benefit information. 


Not Medically Necessary 
• Services or supplies that are not medically necessary even if they’re court-ordered.  This also includes places 


of service, such as inpatient hospital care. 


Orthodontia  


Orthodontia, regardless of condition, including casts, models, x-rays, photographs, examinations, appliances, 
braces, and retainers. 


Orthognathic Surgery  


Procedures to lengthen or shorten the jaw (orthognathic surgery), regardless of the origin of the condition that 
makes the procedure necessary.  The only exception to this exclusion is for repair of a dependent child’s 
congenital anomaly.  See Surgery for benefit information. 


Provider’s Licensing Or Certification 


This plan does not cover services that the provider’s license or certification does not allow him or her to perform.  
It also does not cover a provider that does not have the license or certification that the state requires.  The only 
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exception is for applied behavior analysis providers covered under Mental Health Care and Substance Use 
Disorder.  See Definitions for provider details. 


Recreational, Camp And Activity Programs 


This plan does not cover recreational, camp and activity-based programs.  These programs are not medically 
necessary and include: 
• Gym, swim and other sports programs, camps and training 
• Creative art, play and sensory movement and dance therapy 
• Recreational programs and camps 
• Boot camp programs 
• Equine programs and other animal-assisted programs and camps 
• Exercise and maintenance-level programs 


Serious Adverse Events and Never Events 


Members and this plan are not responsible for payment of services provided by in-network providers for serious 
adverse events, never events and resulting follow-up care.  Serious adverse events and never events are medical 
errors that are specific to a nationally-published list.  They are identified by specific diagnoses codes, procedure 
codes and specific present-on-admission indicator codes.  In-Network providers may not bill members for these 
services and members are held harmless. 


Serious Adverse Event means a hospital injury caused by medical management (rather than an underlying 
disease) that prolonged the hospitalization, and/or produces a disability at the time of discharge. 


Never Events means events that should never occur, such as a surgery on the wrong patient, a surgery on the 
wrong body part or wrong surgery. 


Not all medical errors are defined as serious adverse events or never events.  You can obtain a list of serious 
adverse events and never events by contacting us at the number listed on the back of this booklet or on the 
Centers for Medicare and Medicaid Services (CMS) Web page at www.cms.hhs.gov. 


Services or Supplies For Which You Do Not Legally Have To Pay 


Services and supplies for which no charge is made, for which none would have been made if this plan were not in 
effect, or for which you are not legally required to pay. 


Sexual Dysfunction 


Diagnosis and treatment of sexual dysfunctions, regardless of origin or cause; surgical, medical or psychological 
treatment of impotence or frigidity, including drugs, medications, or penile or other implants 


Vision Exams 


This plan does not cover routine vision exams to test visual acuity and/or to prescribe any type of vision hardware. 


Vision Hardware 
This plan does not cover vision hardware (and their fittings) used to improve visual sharpness, including 
eyeglasses and contact lenses, and related supplies, except as covered under the Home Medical Equipment 
(HME), Orthotics, Prosthetics And Supplies benefit.  This plan never covers non-prescription eyeglasses or 
contact lenses, or other special purpose vision aids (such as magnifying attachments), sunglasses or light-
sensitive lenses, even if prescribed. 


Vision Therapy 


Vision therapy, eye exercise, or any sort of training to correct muscular imbalance of the eye (orthoptics), and 
pleoptics.  Also not covered are treatment or surgeries to improve the refractive character of the cornea, including 
the treatment of any results of such treatment. 


Voluntary Support Groups 


Patient support, consumer or affinity groups such as diabetic support groups or Alcoholics Anonymous 


Weight Loss Surgery or Drugs 


This plan does not cover surgery, drugs or supplements for weight loss or weight control.  This is true even if you 
have an illness or injury that might be helped by weight loss surgery or drugs. 



http://www.cms.hhs.gov/
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Work-Related Illness Or Injury 


This plan does not cover any illness, condition or injury for which you get benefits by law or from separate 
coverage for illness or injury on the job.  For details, see Third Party Recovery under What If I Have Other 
Coverage. 


WHAT IF I HAVE OTHER COVERAGE? 
Please Note:  If you participate in a Health Savings Account (HSA) and have other health care coverage that is 
not a high deductible health plan as defined by IRS regulations, the tax deductibility of the Health Savings 
Account contributions may not be allowed.  Contact your tax advisor or HSA plan administrator for more 
information. 
COORDINATING BENEFITS WITH OTHER HEALTH CARE PLANS 
You also may be covered under one or more other group or individual plans, such as one sponsored by your 
spouse's employer.  This plan includes a "coordination of benefits" feature to handle such situations. 


All of the benefits of this plan are subject to coordination of benefits.  However, please note that benefits provided 
under this plan for allowable dental expenses will be coordinated separately from allowable medical expenses. 


If you have other coverage besides this plan, we recommend that you send your claims to the primary plan first.  
In that way, the proper coordinated benefits may be most quickly determined and paid. 


Definitions Applicable To Coordination Of Benefits 


To understand coordination of benefits, it's important to know the meanings of the following terms: 
• Allowable Medical Expense means the usual, customary and reasonable charge for any medically necessary 


health care service or supply provided by a licensed medical professional when the service or supply is covered 
at least in part under this plan.  When a plan provides benefits in the form of services or supplies rather than 
cash payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense. 


• Allowable Dental Expense means the usual, customary and reasonable charge for any dentally necessary 
service or supply provided by a licensed dental professional when the service or supply is covered at least in 
part under this plan.  When a plan provides benefits in the form of services or supplies rather than cash 
payments, the reasonable cash value of each service rendered or supply provided shall be considered an 
allowable expense.  For the purposes of this plan, only those dental services to treat an injury to natural teeth 
will be considered an allowable dental expense. 


• Claim Determination Period means a calendar year. 
• Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than half of the calendar year, excluding any temporary visitation. 
• Medical Plan means all of the following health care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 


• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 
• Group coverage required or provided by any law, including Medicare.  This doesn't include workers' 


compensation 
• Group student coverage that's sponsored by a school or other educational institution and includes medical 


benefits for illness or disease 
• Dental Plan means all of the following dental care coverages, even if they don't have their own coordination 


provisions: 
• Group, individual or blanket disability insurance policies and health care service contractor and health 


maintenance organization group or individual agreements issued by insurers, health care service 
contractors, and health maintenance organizations 
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• Labor-management trusteed plans, labor organization plans, employer organization plans or employee 
benefit organization plans 


• Government programs that provide benefits for their own civilian employees or their dependents 


Each contract or other arrangement for coverage described above is a separate plan.  It's also important to note 
that for the purpose of this plan, we'll coordinate benefits for allowable medical expenses separately from 
allowable dental expenses, as separate plans. 


Effect On Benefits 


An important part of coordinating benefits is determining the order in which the plans provide benefits.  One plan 
is responsible for providing benefits first.  This is called the "primary" plan.  The primary plan provides its full 
benefits as if there were no other plans involved.  The other plans then become "secondary."  When this plan is 
secondary, it will reduce its benefits for each claim so that the benefits from all medical plans aren't more than the 
allowable medical expense for that claim and the benefits from all dental plans aren't more than the allowable 
dental expense for that claim. 


We will coordinate benefits when you have other health care coverage that is primary over this plan.  Coordination 
of benefits applies whether or not a claim is filed with the primary coverage. 


Primary And Secondary Rules 


Certain governmental plans, such as Medicaid, are always secondary by law.  Except as required by law, 
Medicare supplement plans and other plans that don't coordinate benefits at all must pay as if they were primary. 


A plan that doesn't have a COB provision that complies with this plan's rules is primary to this plan unless the 
rules of both plans make this plan primary.  The exception is group coverage that supplements a package of 
benefits provided by the same group.  Such coverage can be excess to the rest of that group's plan.  An example 
is coverage paired with a closed panel plan to provide out-of-network benefits. 


The first of the rules below to apply decides which plan is primary.  If you have more than one secondary plan, the 
rules below also decide the order of the secondary plans to each other. 


Non-Dependent Or Dependent  The plan that doesn't cover you as a dependent is primary to a plan that does.  
However, if you have Medicare, and federal law makes Medicare secondary to your dependent coverage and 
primary to the plan that doesn't cover you as a dependent, then the order is reversed. 


Dependent Children  Unless a court decree states otherwise, the rules below apply: 
• Birthday rule  When the parents are married or living together, whether or not they were ever married, the plan 


of the parent whose birthday falls earlier in the year is primary.  If both parents have the same birthday, the plan 
that has covered the parent the longest is primary. 


• When the parents are divorced, separated or not living together, whether or not they were ever married: 
• If a court decree makes one parent responsible for the child’s health care expenses or coverage, that plan is 


primary.  If the parent who is responsible has no health coverage for the dependent, but that parent's spouse 
does, that spouse's plan is primary.  This rule and the court decree rules below apply to calendar years 
starting after the plan is given notice of the court decree. 


• If a court decree assigns one parent primary financial responsibility for the child but doesn't mention 
responsibility for health care expenses, the plan of the parent with financial responsibility is primary. 


• If a court decree makes both parents responsible for the child's health care expenses or coverage, the 
birthday rule determines which plan is primary. 


• If a court decree requires joint custody without making one parent responsible for the child's health care 
expenses or coverage, the birthday rule determines which plan is primary. 


• If there is no court decree allocating responsibility for the child's expenses or coverage, the rules below 
apply: 
• The plan covering the custodial parent, first 
• The plan covering the spouse of the custodial parent, second 
• The plan covering the non-custodial parent, third 
• The plan covering the spouse of the non-custodial parent, last 
• If a child is covered by individuals other than parents or stepparents, the above rules apply as if those 


individuals were the parents. 
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Retired Or Laid-Off Employee  The plan that covers you as an active employee (an employee who is neither laid 
off nor retired) is primary to a plan covering you as a retired or laid-off employee.  The same is true if you are 
covered as both a dependent of an active employee and a dependent of a retired or laid-off employee. 


Continuation Coverage  If you have coverage under COBRA or other continuation law, that coverage is 
secondary to coverage that isn't through COBRA or other continuation law. 


Please Note:  The retiree/layoff and continuation rules don't apply when both plans don't have the rule or when 
the "non-dependent or dependent" rule can decide which of the plans is primary. 


Length Of Coverage  The plan that covered you longer is primary to the plan that didn't cover you as long.  If we 
do not have your start date under the other plan, we will use the employee's hire date with the other group 
instead.  We will compare that hire date to the date your coverage started under this plan to find out which plan 
covered you for the longest time. 


If none of the rules above apply, the plans must share the allowable expenses equally. 


This plan requires you or your provider to ask for pre-approval from Premera Blue Cross before you get certain 
services or drugs.  Your other plan may also require you to get pre-approval for the same service or drug.  In that 
case, when this plan is secondary to your other plan, you will not have to ask Premera for pre-approval of any 
service or drug for which you asked for pre-approval from your other plan.  This does not mean that this plan will 
cover the service or drug.  The service or drug will be reviewed once we receive your claim. 


Right Of Recovery/Facility Of Payment 


The plan has the right to recover any payments that are greater than those required by the coordination of 
benefits provisions from one or more of the following:  the persons the plan paid or for whom the plan has paid, 
providers of service, insurance companies, service plans or other organizations.  If a payment that should have 
been made under this plan was made by another plan, the plan also has the right to pay directly to another plan 
any amount that the plan should have paid.  Such payment will be considered a benefit under this plan and will 
meet the plan's obligations to the extent of that payment.  This plan has the right to appoint a third party to act on 
its behalf in recovery efforts. 


THIRD PARTY RECOVERY 
General 
If you become ill or are injured by the actions of a third party, your medical care should be paid by that third party. 
For example, if you are hurt in a car crash, the other driver or his or her insurance company may be required 
under law to pay for your medical care.  


This plan does not pay for claims for which a third party is responsible. However, the plan may agree to advance 
benefits for your injury with the understanding that it will be repaid from any recovery received from the third party. 
By accepting plan benefits for the injury, you agree to comply with the terms and conditions of this section. 


In addition, the plan maintains a right of subrogation, meaning the right of the plan to be substituted in place of the 
member who received benefits with respect to any lawful claim, demand, or right of action against any third party 
that may be liable for the injury, illness or medical condition that resulted in payment of plan benefits.  The third 
party may not be the actual person who caused the injury and may include an insurer to which premiums have 
been paid. 


The plan administrator has discretion to interpret and to apply the terms of this section.  It has delegated such 
discretion to Premera Blue Cross and its affiliate to the extent we need in order to administer this section. 


Definitions 
The following definitions shall apply to this section: 


Injury  An injury or illness that a third party is or may be liable for. 


Recovery   All payments from another source that are related in any way to your injury for which plan benefits 
have also been paid. This includes any judgment, award, or settlement. It does not matter how the recovery is 
termed, allocated, or apportioned or whether any amount is specifically included or excluded as a medical 
expense. Recoveries may also include recovery for pain and suffering, non-economic damages, or general 
damages. This also includes any amounts put into a trust or constructive trust set up by or for you or your family, 
beneficiaries or estate as a result of your injury. 
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Reimbursement Amount   The amount of benefits paid by the plan for your injury and that you must pay back to 
the plan out of any recovery per the terms of this section. 


Responsible Third Party   A third party that is or may be responsible under the law (“liable”) to pay you back for 
your injury. 


Third Party   A person; corporation; association; government; insurance coverage, including 
uninsured/underinsured motorist (UM/UIM), personal umbrella coverage, personal injury protection (PIP) 
insurance, medical payments coverage from any source, or workers’ compensation coverage.  The third party 
may not be the actual party who caused the injury, and may include an insurer.   


Note: For this section, a third party does not include other health care plans that cover you. 


You   In this section, “you” includes any lawyer, guardian, or other representative that is acting on your behalf or 
on the behalf of your estate in pursuing a repayment from responsible third parties. 


Exclusions 
• Benefits From Other Sources  Benefits are not available under this plan when coverage is available through: 


• Motor vehicle medical or motor vehicle no-fault 
• Any type of no-fault coverage, such as Personal injury protection (PIP), Medical Payment coverage, or 


Medical Premises coverage 
• Boat coverage 
• School or athletic coverage 
• Any type of liability insurance, such as home owners' coverage or commercial liability coverage 
• Any type of excess coverage 


• Work-Related Illness Or Injury 
This plan does not cover any illness, condition or injury, for which you get benefits under: 
• Separate coverage for illness or injury on the job 
• Workers’ compensation laws 
• Any other law that would pay you for an illness or injury you get on the job. 
However, this exclusion doesn’t apply to owners, partners or executive officers who are full-time employees of 
the Group if they’re exempt from the above laws and if the Group doesn’t furnish them with workers’ 
compensation coverage.  They’ll be covered under this plan for conditions arising solely from their occupations 
with the Group.  Coverage is subject to the other terms and limitations of this plan. 


These exclusions apply when the available or existing contract or insurance is either issued to a member or 
makes benefits available to a member, whether or not the member makes a claim under such coverage. Further, 
the member is responsible for any cost-sharing required by motor vehicle coverage, unless applicable state law 
requires otherwise. If other insurance is available for medical bills, the member must choose to put the benefit to 
use towards those medical bills before coverage under this plan is available. Once benefits under such contract or 
insurance have been used and exhausted or considered to no longer be injury-related under the no-fault 
provisions of the contract, this plan's benefits will be provided. 


Reimbursement and Subrogation Rights 
If the plan advances payment of benefits to you for an injury, the plan has the right to be repaid in full for those 
benefits.   
• The plan has the right to be repaid first and in full, without regard to lawyers' fees or legal expenses, make-


whole doctrine, the common fund doctrine, your negligence or fault, or any other common law doctrine or state 
statute that the plan is not required to comply with that would restrict the plan’s right to reimbursement in full. 
The reimbursement to the plan shall be made directly from the responsible third party or from you, your lawyer 
or your estate. 
• The plan shall also be entitled to reimbursement by asking for refunds from providers for the claims that it 


had already paid. 
• The plan’s right to reimbursement first and in full shall apply even if: 


• The recovery is not enough to make you whole for your injury. 
• The funds have been commingled with other assets. The plan may recover from any available funds without 


the need to trace the source of the funds. 
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• The member has died as a result of the injury and a representative is asserting a wrongful death or survivor 
claim against the third party.   


• The member is a minor, disabled person, or is not able to understand or make decisions. 
• The member did not make a claim for medical expenses as part of any claim or demand 


• Any party who distributes your recovery funds without regard to the plan’s rights will be personally liable to the 
plan for those funds. 


• In any case where the plan has the right to be repaid, the plan also has the right of subrogation.  This means 
that the Plan Administrator can choose to take over your right to receive payments from any responsible third 
party.  For example, the plan can file its own lawsuit against a responsible third party.  If this happens, you must 
co-operate with the plan as it pursues its claim. 
The plan shall also have the right to join or intervene in your suit or claim against a responsible third party. 


• You cannot assign any rights or causes of action that you might have against a third party tortfeasor, person, or 
entity, which would grant you the right to any recovery without the express, prior written consent of the plan.   


Your Responsibilities 
• If any of the requirements below are not met, the plan shall: 


• Deny or delay claims related to your injury 
• Recoup directly from you all benefits the plan has provided for your injury 
• Deduct the benefits owed from any future claims 


• You must notify Premera Blue Cross of the existence of the injury immediately and no later than 30 days of any 
claim for the injury. 


• You must notify the third parties of the plan's rights under this provision. 
• You must cooperate fully with the plan in the recovery of the benefits advanced by the plan and the plan’s 


exercise of its reimbursement and subrogation rights.  You must take no action that would prejudice the plan's 
rights.  You must also keep the plan advised of any changes in the status of your claim or lawsuit. 


• If you hire a lawyer, you must tell Premera Blue Cross right away and provide the contact information.   
Neither the plan nor Premera Blue Cross shall be liable for any costs or lawyer's fees you must pay in pursuing 
your suit or claim. You shall defend, indemnify and hold the plan and Premera Blue Cross harmless from any 
claims from your lawyer for lawyer's fees or costs. 


• You must complete and return to the plan an Incident Questionnaire and any other documents required by the 
plan. 
Claims for your injury shall not be paid until Premera Blue Cross receives a completed copy of the Incident 
Questionnaire when one was sent. 


• You must tell Premera Blue Cross if you have received a recovery.  If you have, the plan will not pay any more 
claims for the injury unless you and the plan agree otherwise. 


• You must notify the plan at least 14 days prior to any settlement or any trial or other material hearing 
concerning the suit or claim. 


Reimbursement and Subrogation Procedures 
If you receive a recovery, you or your lawyer shall hold the Recovery funds separately from other assets until the 
plan’s reimbursement rights have been satisfied. The plan shall hold a claim, equitable lien, and constructive trust 
over any and all recovery funds.  Once the plan’s reimbursement rights have been determined, you shall make 
immediate payment to the plan out of the recovery proceeds.  


If you or your lawyer do not promptly set the recovery funds apart and reimburse the plan in full from those funds, 
the plan has the right to take action to recover the reimbursement amount. Such action shall include, but shall not 
be limited to one or both of the following: 
• Initiating an action against you and/or your lawyer to compel compliance with this section. 
• Withholding plan benefits payable to you or your family until you and your lawyer complies or until the 


reimbursement amount has been fully paid to the plan. 


WHO IS ELIGIBLE FOR COVERAGE? 
This section of your booklet describes who is eligible for coverage. 
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Please note that you do not have to be a citizen of or live in the United States if you are otherwise eligible for 
coverage. 


SUBSCRIBER ELIGIBILITY 
To be covered as a subscriber under this plan, an employee must meet all of the following requirements: 
• Be a regular and active employee, owner, partner, or corporate officer of Saltchuk Headquarters Group, a 


subsidiary of Saltchuk Resources, Inc., who is paid on a regular basis through the Group's payroll system, and 
reported by the Group for Social Security purposes. 
• The employee must regularly work a minimum of 30 hours per week 


Employees Performing Employment Services In Hawaii 
For employers other than political subdivisions, such as state and local governments, and public schools and 
universities, the State of Hawaii requires that benefits for employees living and working in Hawaii (regardless of 
where the Group is located) be administered according to Hawaii law.  If the Group is not a governmental 
employer as described in this paragraph, employees who reside and perform any employment services for the 
Group in Hawaii are not eligible for coverage.  When an employee moves to Hawaii and begins performing 
employment services for the Group there, he or she will no longer be eligible for coverage. 


DEPENDENT ELIGIBILITY 
To be a dependent under this plan, the family member must be: 
• The lawful spouse of the subscriber, unless legally separated.  (“Lawful spouse” means a legal union of two 


persons that was validly formed in any jurisdiction.) 
• An eligible dependent child who is under 26 years of age 


An eligible child is one of the following: 
• A natural offspring of either or both the subscriber or spouse 
• A legally adopted child of either or both the subscriber or spouse 
• A child placed with the subscriber for the purpose of legal adoption in accordance with state law.  “Placed” 


for adoption means assumption and retention by the subscriber of a legal obligation for total or partial 
support of a child in anticipation of adoption of such child 


• A legally placed ward or foster child of the subscriber or spouse.  There must be a court or other order 
signed by a judge or state agency, which grants guardianship of the child to the subscriber or spouse as of a 
specific date.  When the court order terminates or expires, the child is no longer an eligible child. 


WHEN DOES COVERAGE BEGIN? 
ENROLLMENT 
Enrollment is timely when we receive the completed enrollment application and required subscription charges 
within 60 days of the date the employee becomes an “eligible employee” as defined in the Who Is Eligible For 
Coverage? section.  When enrollment is timely, coverage for the employee and enrolled dependents will become 
effective on the latest of the applicable dates below. 


The Group may require coverage for some classes of employees to start on the actual applicable date 
below, as stated on its Group Master Application.  Please contact the Group for information. 
• The employee's date of hire 
• The date the employee enters a class of employees to which the Group offers coverage under this plan 
• The next day following the date the probationary period ends, if one is required by the Group 


If we don’t receive the enrollment application within 60 days of the date you became eligible, none of the dates 
above will apply.  Please see Open Enrollment and Special Enrollment later in this section. 


Dependents Acquired Through Marriage After The Subscriber’s Effective Date 


When we receive the completed enrollment application and any required subscription charges within 60 days after 
the marriage, coverage will become effective on the first of the month following the date of marriage. If we don't 
receive the enrollment application within 60 days of marriage, please see the Open Enrollment provision later in 
this section. 
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Natural Newborn Children Born On Or After The Subscriber’s Effective Date 


Newborn children are covered automatically for the first 3 weeks from birth when the mother is eligible to receive 
obstetrical care benefits under this plan.  To extend the child’s coverage beyond the 3-week period, the 
subscriber should follow the steps below.  If the mother isn’t eligible for obstetrical care benefits, but the child 
qualifies as an eligible dependent, the subscriber should follow the steps below to enroll the child from birth. 
• An enrollment application isn’t required for natural newborn children when subscription charges being paid 


already include coverage for dependent children, but we may request additional information if necessary to 
establish eligibility of the dependent child.  Coverage becomes effective for natural newborn children on the 
date of birth. 


• When subscription charges being paid don’t already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
birth.  Coverage becomes effective from the date of birth.  If we don’t receive the enrollment application within 
60 days of birth, please see the Open Enrollment provision later in this section. 


Adoptive Children Acquired On Or After The Subscriber’s Effective Date 
• An enrollment application isn’t required for adoptive children placed with the subscriber when subscription 


charges being paid already include coverage for dependent children, but we may request additional information 
if necessary to establish eligibility of the dependent child.  Coverage becomes effective for adoptive children on 
the date of placement with the subscriber. 


• When subscription charges being paid don’t already include coverage for dependent children, a completed 
enrollment application and any required subscription charges must be submitted to us within 60 days following 
the date of placement with the subscriber.  Coverage becomes effective from the date of placement.  If we don’t 
receive the enrollment application within 60 days of the date of placement with the subscriber, please see the 
Open Enrollment provision later in this section. 


Foster Children 


To enroll a new foster child, we must get any payment needed, a filled out enrollment form, and a copy of the 
child's foster papers.  We must get these items no more than 60 days after the date the subscriber became the 
child's foster parent.  When we get these items on time, the plan will cover the child as of the date the subscriber 
became the child's foster parent.  If we do not get the items on time, the child must wait for the Group's next open 
enrollment period to be enrolled. 


Children Acquired Through Legal Guardianship 


When we receive the completed enrollment application, any required subscription charges, and a copy of the 
guardianship papers within 60 days of the date legal guardianship began with the subscriber, coverage for an 
otherwise eligible child will begin on the date legal guardianship began.  If we don’t receive the enrollment 
application within 60 days of the date legal guardianship began, please see the Open Enrollment provision later 
in this section. 


Children Covered Under Medical Child Support Orders 


When we receive the completed enrollment application within 60 days of the date of the medical child support 
order, coverage for an otherwise eligible child that is required under the order will become effective on the date of 
the order.  Otherwise, coverage will become effective on the first of the month following the date we receive the 
application for coverage.  The enrollment application may be submitted by the subscriber, the child’s custodial 
parent, a state agency administering Medicaid or the state child support enforcement agency.  Please contact 
your Group for detailed procedures. 


Please Note:  This plan's calendar year deductible and out-of-pocket maximum amounts are higher when a 
family enrolls than when a subscriber enrolls alone.  This means that if a subscriber who had no dependents 
covered later adds dependents to the plan, the calendar year deductible and out-of-pocket maximum amounts 
would go up.   


However, in any calendar year, no one would have to pay more cost-shares than the individual out-of-pocket 
maximum shown in the Summary Of Your Costs. 


SPECIAL ENROLLMENT 
The plan allows employees and dependents to enroll outside the plan's annual open enrollment period, if any, 
only in the cases listed below.  In order to be enrolled, the applicant may be required to give us proof of special 
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enrollment rights.  If a completed enrollment application is not received within the time limits stated below, further 
chances to enroll, if any, depend on the normal rules of the plan that govern late enrollment. 


Involuntary Loss of Other Coverage 


If an employee and/or dependent doesn't enroll in this plan or another plan sponsored by the Group when first 
eligible because they aren't required to do so, that employee and/or dependent may later enroll in this plan 
outside of the annual open enrollment period if each of the following requirements is met: 
• The employee and/or dependent was covered under group health coverage or a health insurance plan at the 


time coverage under the Group's plan is offered 
• The employee and/or dependent's coverage under the other group health coverage or health insurance plan 


ended as a result of one of the following: 
• Loss of eligibility for coverage for reasons including, but not limited to legal separation, divorce, death, 


termination of employment or the reduction in the number of hours of employment 
• Termination of employer contributions toward such coverage 
• The employee and/or dependent was covered under COBRA at the time coverage under this plan was 


previously offered and COBRA coverage has been exhausted 


An eligible employee who qualifies as stated above may also enroll all eligible dependents.  When only an eligible 
dependent qualifies for special enrollment, but the eligible employee isn't enrolled in any of the Group's plans or is 
enrolled in a different plan sponsored by the Group, the employee is also allowed to enroll in this plan in order for 
the dependent to enroll.  


We must receive the completed enrollment application and any required subscription charges from the Group 
within 60 days of the date such other coverage ended.  When the 60-day time limit is met, coverage will start on 
the first of the month that next follows the last day of the other coverage. 


Subscriber And Dependent Special Enrollment 


An eligible employee and otherwise eligible dependents who previously elected not to enroll in any of the 
employer’s group health plans when such coverage was previously offered, may enroll in this plan at the same 
time a newly acquired dependent is enrolled under Enrollment in the case of marriage, birth or adoption.  The 
eligible employee may also choose to enroll alone, enroll with some or all eligible dependents or change plans, if 
applicable. 


State Medical Assistance and Children's Health Insurance Program 


Employees and dependents who are eligible as described in Who Is Eligible For Coverage? have special 
enrollment rights under this plan if one of the statements below is true: 
• The person is eligible for state medical assistance, and the Washington State Department of Social and Health 


Services (DSHS) determines that it is cost-effective to enroll the person in this plan. 
• The person qualifies for premium assistance under the state's medical assistance program or Children's Health 


Insurance Program (CHIP). 
• The person no longer qualifies for health coverage under the state's medical assistance program or CHIP. 


To be covered, the eligible employee or dependent must apply and any required subscription charges 
must be paid no more than 60 days from the date the applicable statement above is true.  An eligible 
employee who elected not to enroll in this plan when such coverage was previously offered, must enroll in this 
plan in order for any otherwise eligible dependents to be enrolled in accordance with this provision.  Coverage for 
the employee will start on the date the dependent's coverage starts. 


OPEN ENROLLMENT 
If you're not enrolled when you first become eligible, or as allowed under Special Enrollment above, you can't be 
enrolled until the Group's next open enrollment period.  An open enrollment period occurs once a year unless 
determined otherwise by the Group.  During this period, eligible employees and their dependents can enroll for 
coverage under this plan. 


If the Group offers multiple health care plans and you're enrolled under one of the Group's other health care 
plans, enrollment for coverage under this plan can only be made during the Group's open enrollment period. 
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CHANGES IN COVERAGE 
No rights are vested under this plan.  The Group may change its terms, benefits and limitations at any time.  
Changes to this plan will apply as of the date the change becomes effective to all members and to eligible 
employees and dependents who become covered under this plan after the date the change becomes effective. 


The exception is inpatient confinements described in Extended Benefits; please see the How Do I Continue 
Coverage? section.  Changes to this plan won’t apply to inpatient stays that are covered under that provision. 


PLAN TRANSFERS 
Subscribers (with their enrolled dependents) may be allowed to transfer to this plan from another plan offered by 
the Group.  Transfers also occur if the Group replaces another plan with this plan.  All transfers to this plan must 
occur during open enrollment or on another date set by the Group. 


When you transfer from the Group's other plan, and there's no lapse in your coverage, the following provisions 
that apply to this plan will be reduced to the extent they were satisfied under the prior plan. 
• Out-of-pocket maximum 
• Calendar year deductible.  Please note:  We will credit expenses applied to your prior plan's calendar year 


deductible only when they were incurred in the current calendar year.  Expenses incurred during October 
through December of the prior year are not credited toward this plan's calendar year deductible for the current 
year. 


When you transfer from another Premera Blue Cross plan offered by the Group, and there’s no lapse in your 
coverage, the benefit maximums of this plan will be reduced to the extent they were satisfied under the prior plan: 


WHEN WILL MY COVERAGE END? 
EVENTS THAT END COVERAGE 
Coverage will end without notice, except as specified under Extended Benefits, on the last day of the month in 
which one of these events occurs: 
• For the subscriber and dependents when: 


• The next required monthly charge for coverage isn't paid when due or within the grace period 
• The subscriber dies or is otherwise no longer eligible as a subscriber 


• For a spouse when his or her marriage to the subscriber is annulled, or when he or she becomes legally 
separated or divorced from the subscriber 


• For a child when he or she cannot meet the requirements for dependent coverage shown under the Who Is 
Eligible For Coverage? section.  As required by federal law, however, the plan will extend coverage to the end 
of the month in which a covered child turns 26. 


The subscriber must promptly notify the Group when an enrolled family member is no longer eligible to be 
enrolled as a dependent under this plan. 


PLAN TERMINATION 
No rights are vested under this plan.  The Group is not required to keep the plan in force for any length of time.  
The Group reserves the right to change or terminate this plan, in whole or in part, at any time with no liability.  
Plan changes are made as described in Changes In Coverage in this booklet.  If the plan were to be terminated, 
you would only have a right to benefits for covered care you receive before the plan's end date. 


HOW DO I CONTINUE COVERAGE? 
CONTINUED ELIGIBILITY FOR A DISABLED CHILD 
Coverage may continue beyond the limiting age (shown under Dependent Eligibility) for a dependent child who 
can’t support himself or herself because of a developmental or physical disability.  The child will continue to be 
eligible if all the following are met: 
• The child became disabled before reaching the limiting age 
• The child is incapable of self-sustaining employment by reason of developmental disability or physical handicap 


and is chiefly dependent upon the subscriber for support and maintenance 
• The subscriber is covered under this plan 
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• The child’s subscription charges, if any, continue to be paid 
• The subscriber provides us with proof of the child’s disability and dependent status when requested.  Proof 


won't be requested more often than once a year after the 2-year period following the child’s attainment of the 
limiting age. 


LEAVE OF ABSENCE 
Please refer to your employer’s Leave of Absence provision for this information. 


LABOR DISPUTE 
A subscriber may pay subscription charges through the Group to keep coverage in effect for up to 6 months in the 
event of suspension of compensation due to a lockout, strike, or other labor dispute. 


The 6-month labor dispute period counts toward the maximum COBRA continuation period. 


COBRA 
When group coverage is lost because of a “qualifying event” shown below, federal laws and regulations known as 
“COBRA” require the Group to offer qualified members an election to continue their group coverage for a limited 
time.  Under COBRA, a qualified member must apply for COBRA coverage within a certain time period and may 
also have to pay a monthly charge for it. 


The plan will provide qualified members with COBRA coverage when COBRA's enrollment and payment 
requirements are met.  But, coverage is provided only to the extent that COBRA requires and is subject to the 
other terms and limitations of this plan.  The Group, not us, is responsible for all notifications and other duties 
assigned by COBRA to the "plan administrator" within COBRA's time limits. 


The following summary of COBRA coverage is taken from COBRA.  Members' rights to this coverage and 
obligations under COBRA automatically change with further amendments of COBRA by Congress or 
interpretations of COBRA by the courts and federal regulatory agencies. 


Qualifying Events And Length Of Coverage 
Please contact the Group immediately when one of the qualifying events highlighted below occurs.  The 
continuation periods listed extend from the date of the qualifying event. 
• The Group must offer the subscriber and covered dependents an election to continue coverage for up to 18 


consecutive months if their coverage is lost because of 1 of 2 qualifying events: 
• The subscriber's work hours are reduced. 
• The subscriber's employment terminates, except for discharge due to actions defined by the Group 


as gross misconduct. 
However, if one of the events listed above follows the covered employee's entitlement to Medicare by less than 
18 months, the Group must offer the covered spouse and children an election to continue coverage for up to 36 
months starting from the date of the Medicare entitlement. 


• COBRA coverage can be extended if a member who lost coverage due to a reduction in hours or termination of 
employment is determined to be disabled under Title II (OASDI) or Title XVI (SSI) of the Social Security Act at 
any time during the first 60 days of COBRA coverage.  In such cases, all family members who elected COBRA 
may continue coverage for up to a total of 29 consecutive months from the date of the reduction in hours or 
termination. 
Covered domestic partners and their children can be added as dependents when the subscriber enrolls in 
COBRA coverage.  However, they cannot be qualified beneficiaries, and they cannot have one of the qualifying 
events below.  They do not have an independent right to COBRA coverage. 


• The Group must offer the covered spouse or children an election to continue coverage for up to 36 consecutive 
months if their coverage is lost because of 1 of 4 qualifying events: 
• The subscriber dies. 
• The subscriber and spouse legally separate or divorce. 
• The subscriber becomes entitled to Medicare. 
• A child loses eligibility for dependent coverage. 
In addition, the occurrence of one of these events during the 18-month period described above can extend that 
period for a continuing dependent.  This happens only if the event would have caused a similar dependent who 
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was not on COBRA coverage to lose coverage under this plan.  The extended period will end no later than 36 
months from the date of the first qualifying event. 


Conditions Of COBRA Coverage 
For COBRA coverage to become effective, all of the requirements below must be met: 


You Must Give Notice Of Some Qualifying Events 


The plan will offer COBRA coverage only after the Group receives timely notice that a qualifying event has 
occurred. 


The subscriber or affected dependent must notify the Group in the event of a divorce, legal separation, child's loss 
of eligibility as a dependent, or any second qualifying event which occurs within the 18-month period as described 
in Qualifying Events And Lengths Of Coverage.  The subscriber or affected dependent must also notify the 
Group if the Social Security Administration determines that the subscriber or dependent was disabled on any of 
the first 60 days of COBRA coverage.  You also have the right to appoint someone to give the Group this notice 
for you. 


If the required notice is not given or is late, the qualified member loses the right to COBRA coverage.  
Except as described below for disability notices, the subscriber or affected dependent has 60 days in which to 
give notice to the Group.  The notice period starts on the date shown below. 
• For determinations of disability, the notice period starts on the later of: 1) the date of the subscriber's 


termination or reduction in hours; 2) the date the qualified member would lose coverage as the result of one of 
these events; or 3) date of the disability determination.  Please note:  Determinations that a qualified 
member is disabled must be given to the Group before the 18-month continuation period ends.  This 
means that the subscriber or qualified member might not have the full 60 days in which to give the 
notice.  Please include a copy of the determination with your notice to the Group. 
Note:  The subscriber or affected dependent must also notify the Group if a qualified member is deemed by the 
Social Security Administration to no longer be disabled.  See When COBRA Coverage Ends. 


• For the other events above, the 60-day notice period starts on the later of: 1) the date of the qualifying event, or 
2) the date the qualified member would lose coverage as a result of the event. 


Important Note:  The Group must tell you where to direct your notice and any other procedures that you 
must follow.  If the Group informs you of its notice procedures after the notice period start date above for 
your qualifying event, the notice period will not start until the date you're informed by the Group. 


The Group must notify qualified members of their rights under COBRA.  If the Group has named a third party as 
its plan administrator, the plan administrator is responsible to notify members on behalf of the group.  In such 
cases, the Group has 30 days in which to notify its plan administrator of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement.  The plan administrator then has 14 days after it receives 
notice of a qualifying event from the Group (or from a qualified member as stated above) in which to notify 
qualified members of their COBRA rights.   


If the Group itself is the plan administrator, it has more than 14 days in which to give notice for certain qualifying 
events.  The Group must furnish the notice required because of a subscriber's termination of employment, 
reduction in hours, death or Medicare entitlement no later than 44 days after the later of 1) the date of the 
qualifying event, or 2) the date coverage would end in the absence of COBRA.  For all other qualifying events, the 
14-day notice time limit applies. 


You Must Enroll And Pay On Time 
• You must elect COBRA coverage no more than 60 days after the later of 1) the date coverage was to end 


because of the qualifying event, or 2) the date you were notified of your right to elect COBRA coverage.  You 
may be eligible for a second COBRA election period if you qualify under section 201 of the Federal Trade Act of 
2002.  Please contact the Group or your bargaining representative for more information if you believe this may 
apply to you. 
Each qualified member will have an independent right to elect COBRA coverage.  Subscribers may elect 
COBRA coverage on behalf of their spouses, and parents may elect COBRA coverage on behalf of their 
children. 


• You must send your first payment to the Group no more than 45 days after the date you elected COBRA 
coverage. 


• Subsequent monthly payments must also be paid to the Group. 
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Adding Family Members 
Eligible family members may be added after the continuation period begins, but only as allowed under Special 
Enrollment or Open Enrollment in the When Does Coverage Begin? section.  With one exception, family 
members added after COBRA begins aren't eligible for further coverage if they later have a qualifying event or if 
they are determined to be disabled as described under Qualifying Events And Lengths Of Coverage earlier in 
this COBRA section.  The exception is that a child born to or placed for adoption with a covered employee while 
the covered employee is on COBRA has the same COBRA rights as family members on coverage at the time of 
the original qualifying event.  The child will be covered for the duration of the covered employee's initial 18-month 
COBRA period, unless a second qualifying event occurs which extends the child's coverage.  COBRA coverage is 
subject to all other terms and limitations of this plan. 


Keep The Group Informed Of Address Changes 
In order to protect your rights under COBRA, you should keep the Group informed of any address changes.  It is a 
good idea to keep a copy, for your records, of any notices you send to the Group. 


When COBRA Coverage Ends 
COBRA coverage will end on the last day for which any charge required for it has been paid in the monthly period 
in which the first of the following occurs: 
• The applicable continuation period expires. 
• The next monthly payment isn't paid when due or within the 30-day COBRA grace period. 
• When coverage is extended from 18 to 29 months due to disability (see Qualifying Events And Lengths Of 


Coverage in this section), COBRA coverage beyond 18 months ends if there's a final determination that a 
qualified member is no longer disabled under the Social Security Act.  However, coverage won't end on the 
date shown above, but on the last day for which subscription charges have been paid in the first month that 
begins more than 30 days after the date of the determination.  The subscriber or affected dependent must 
provide the Group with a copy of the Social Security Administration's determination within 30 days after the 
later of: 1) the date of the determination, or 2) the date on which the subscriber or affected dependent was 
informed that this notice should be provided and given procedures to follow. 


• You become covered under another group health care plan after the date you elect COBRA coverage. 
• You become entitled to Medicare after the date you elect COBRA coverage. 
• The Group ceases to offer group health care coverage to any employee. 


If You Have Questions 
Questions about your plan or your rights under COBRA should be addressed to the plan contacts provided by the 
Group.  For more information about your rights under ERISA, 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) in your area or visit 
the EBSA Web site at www.dol.gov/ebsa.  Addresses and phone numbers of Regional and District EBSA Offices 
are available through EBSA's Web site. 


EXTENDED BENEFITS 
Under the following circumstances, certain benefits of this plan may be extended after your coverage ends for 
reasons other than as described under Intentionally False Or Misleading Statements. 


The inpatient benefits of this plan will continue to be available after coverage ends if: 
• Your coverage didn't end because of fraud or an intentional misrepresentation of material fact under the terms 


of the coverage 
• You were admitted to a medical facility prior to the date coverage ended 
• You remained continuously confined in a medical facility because of the same medical condition for which you 


were admitted 


Please Note:  Newborns are eligible for Extended Inpatient benefits only if they are enrolled beyond the 3-
week period specified in the Newborn Care benefit. 


Such continued inpatient coverage will end when the first of the following occurs: 
• You're covered under a health plan or contract that provides benefits for your confinement or would provide 


benefits for your confinement if coverage under this plan did not exist 
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• You're discharged from that facility or from any other facility to which you were transferred 
• Inpatient care is no longer medically necessary 
• The maximum benefit for inpatient care in the medical facility has been provided.  If the calendar year ends 


before a calendar year maximum has been reached, the balance is still available for covered inpatient care you 
receive in the next year.  Once it's used up, however, a calendar year maximum benefit will not be renewed. 


CONTINUATION UNDER USERRA 
The Uniformed Services Employment And Reemployment Rights Act (USERRA) protects the job rights (including 
enrollment rights on employer-provided health care coverage) of individuals who voluntarily or involuntarily leave 
employment positions to undertake military service.  If you leave your job to perform military service, you have the 
right to elect to continue existing employer-based health plan coverage for you and your dependents for up to 24 
months while in the military.  Even if you don't elect to continue coverage during your military service, you have 
the right to be reinstated in your employer's health plan when you are re-employed, generally without any 
exclusions except for service-connected illnesses or injuries. 


Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S. 
Department of Labor at 1-866-4-USA-DOL or visit its Web site at www.dol.gov/vets.  An online guide to 
USERRA can be viewed at www.dol.gov/elaws/userra.htm. 


MEDICARE SUPPLEMENT COVERAGE 
If you're enrolled in Parts A and B of Medicare, you may be eligible for guaranteed-issue coverage under certain 
Medicare supplement plans.  You must apply within 63 days of losing coverage under this plan. 


HOW DO I FILE A CLAIM? 
Medical Claims 


Many providers will submit their bills to us directly.  However, if you need to submit a claim to us, follow these 
simple steps: 


Step 1 


Complete a Subscriber Claim Form.  A separate Subscriber Claim Form is necessary for each patient and each 
provider.  You can order extra Subscriber Claim Forms by calling Customer Service.   


Step 2 


Attach the itemized bill.  The itemized bill must contain all of the following information: 
• Names of the subscriber and the member who incurred the expense 
• Identification numbers for both the subscriber and the Group (these are shown on the subscriber's identification 


card) 
• Name, address and IRS tax identification number of the provider 
• Information about other insurance coverage 
• Date of onset of the illness or injury 
• Diagnosis or diagnosis code from the most current edition of the International Classification of Diseases 


manual. 
• Procedure codes from the most current edition of the Current Procedural Terminology manual, the 


Healthcare Common Procedure Coding manual, or the American Dental Association Current Dental 
Terminology manual for each service 


• Dates of service and itemized charges for each service rendered 
• If the services rendered are for treatment of an injury, the date, time, location and a brief description of the 


event 


Step 3 


If you're also covered by Medicare, and Medicare is primary, you must attach a copy of the "Explanation of 
Medicare Benefits." 
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Step 4 


Check that all required information is complete.  Bills received won't be considered to be claims until all necessary 
information is included. 


Step 5 


Sign the Subscriber Claim Form in the space provided. 


Step 6 


Mail your claims to us at the mailing address shown on the back cover of this booklet. 


Prescription Drug Claims 


To make a claim for covered prescription drugs, please follow these steps: 


You'll have to pay the full cost for all new prescriptions and refills. 


In-Network Pharmacies 


For retail pharmacy purchases, you don't have to send us a claim.  Just show your Premera Blue Cross ID card to 
the pharmacist, who will bill us directly.  If you don't show your ID card you'll need to fill out a prescription drug 
claim form, attach your prescription drug receipts and submit the information to the address shown on the claim 
form. 


Out-Of-Network Pharmacies 


You'll need to fill out a prescription drug claim form, attach your prescription drug receipts and submit the 
information to the address shown on the claim form. 


If you need a supply of prescription drug claim forms, contact our Customer Service department at the numbers 
shown on the back cover of this booklet. 


Timely Filing 
You should submit all claims within 90 days of the start of service or within 30 days after the service is completed.  
We must receive claims: 
• Within 365 days of discharge for hospital or other medical facility expenses, or within 365 days of the date the 


expenses were incurred for any other services or supplies 
• For members who have Medicare, within 90 days of the process date shown on the Explanation of Medicare 


Benefits, whichever is greater 


The plan won’t provide benefits for claims we receive after the later of these 2 dates except when required by law. 


Special Notice About Claims Procedure 
We’ll make every effort to process your claims as quickly as possible.  We process claims in the order in which we 
receive them.  We’ll tell you if this plan won’t cover all or part of the claim no later than 30 days after we first 
receive it.  This notice will be in writing.  We can extend the time limit by up to 15 days if it’s decided that more 
time is needed due to matters beyond our control.  We’ll let you know before the 30-day time limit ends if we need 
more time.  If we need more information from you or your provider in order to decide your claim, we’ll ask for that 
information in our notice and allow you or your provider at least 45 days to send us the information.  In such 
cases, the time it takes to get the information to us doesn’t count toward the decision deadline.  Once we receive 
the information we need, we have 15 days to give you our decision. 


If your claim was denied, in whole or in part, our written notice (see Notices) will include: 
• The reasons for the denial and a reference to the provisions of this plan on which it's based 
• A description of any additional information needed to reconsider the claim and why that information is needed 
• A statement that you have the right to appeal our decision 
• A description of the plan's complaint and appeal processes 


If there were clinical reasons for the denial, you'll receive a letter stating these reasons. 


At any time, you have the right to appoint someone to pursue the claim on your behalf.  This can be a doctor, 
lawyer or a friend or relative.  You must notify us in writing and give us the name, address and telephone number 
where your appointee can be reached. 
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If a claim for benefits or an appeal is denied or ignored, in whole or in part, or not processed within the time 
shown in this plan, you may file suit in a state or federal court. 


COMPLAINTS AND APPEALS 


We know healthcare doesn’t always work perfectly.  Our goal is to listen, take care of you, and make it simple.  If 
it doesn’t go the way you expect, you have two options: 
• Complaints – You can contact customer service if you have a complaint.  We may ask you to send the details in 


writing.  We will send a written response within 30 days.  
• Appeals – You can request a review of a specific decisions we have made about your plan benefits. 


You can appeal the following adverse benefit determinations (See Definitions) 
• A decision to pay for less than the full cost of your claim 
• A limit or restriction on otherwise covered benefits 
• A decision to deny or partly deny your request for coverage of a benefit 
• A decision regarding your eligibility to enroll or stay in the plan  
• You may also appeal decisions regarding coverage for drugs not on the plan’s list of covered drugs.  See 


Prescription Drug for details.  


INTERNAL APPEAL 
The process begins with internal appeal by Premera.  Your plan has two levels of internal appeals.  In the first 
level, people who were not part of the initial decision will review your appeal.  Medical review denials will be 
reviewed by a medical professional.  We must receive your internal appeal request within 180 days of the date 
you were notified of the initial decision. 


If you are not satisfied with the decision, you may request a level 2II appeal.  You have 60 days from the date of 
the level 1 I decision letter to ask for a level 2 appeal.  You can send us new information to consider. 


Your level 2II internal appeal will be reviewed by a panel of people who were not involved in the initial decision or 
in the level 1I appeal.  If the initial decision involved medical judgment, a medical professional will be on the 
panel.  You may take part in the level 2 panel meeting in person or by phone. 


WHO CAN APPEAL 
You can appeal yourself or choose someone, including your doctor, to appeal on your behalf.  If you choose 
someone else, complete an Authorization for Appeals form located on premera.com. 


How To Appeal 
You can call Customer Service or you can write to us at the address listed on the back cover of this book.  By 
sending your appeal in writing, you can provide more details about your appeal.  This may include chart notes, 
medical records or a letter from your doctor.  


If you need help filing an appeal, or would like a copy of the appeals process, please call Customer Service.  You 
can also get a description of the appeals process by visiting our website. 


If you would like to review the information used for your appeal, please contact Customer Service.  The 
information will be sent as soon as possible and free of charge.  


What Happens When You Have Ongoing Care 
Ongoing care is continuous treatment you are currently receiving, such as residential care, care for a chronic 
condition, inpatient care and rehabilitation. 


The plan may decide to change, reduce or end coverage of ongoing care because we've determined the care is 
no longer medically necessary.  If you appeal that decision, the plan will continue to cover your care during the 
appeal period.  This continued coverage during the appeal period is not a reversal of the denial.  If the decision is 
upheld, you must repay all amounts the plan paid for ongoing care during the appeal review.   
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What Happens When It's Urgent 
If your situation is urgent, we will handle your appeal in an expedited (fast) manner.  Examples of urgent 
situations are: 
• Delay may put your life or health in serious danger or cause you severe pain that cannot be managed, as 


determined by medical professionals or your treating physician 
• You are requesting coverage for inpatient or emergency care that you are currently receiving 


If your situation is urgent, you may ask for an expedited external appeal at the same time you request an 
expedited internal appeal. 


Urgent appeals are only available for services you have not yet received.  


What Happens Next 
Your appeal is reviewed, and a decision is provided within the time limits below. 


Type of appeal When to expect notification of a decision 


Urgent appeals No later than 72 hours.  We will call, fax, or email you with the 
decision, and follow up in writing 


Pre-service appeals (a decision made by us 
before you received services) 


Within 15 days  


All other appeals 15-30 days 


If the first decision is upheld, or the process above is not followed, you can request an external appeal. 


External Appeal 
External appeal will be done by an Independent Review Organization (IRO) that is certified by the State of 
Washington Department of Health to review medical and other important information.  There is no cost to you for 
an external appeal. 
• You may write to us directly to request an external appeal. 
• We must receive your written request for an external appeal within 4 months after the date you got our internal 


appeal letter.  You must include the signed external appeal form you received from us.  You may also include 
medical records and other information. 


We will forward your medical records and other information to the IRO.  If you have additional information on your 
appeal, we will tell you how to send it to the IRO. 


What Happens Next 
Once the external appeal is done, the IRO will let you and us know their decision within the time limits below: 
• For urgent external appeals no later than 72 hours after receiving the request. 
• For all other appeals, within 45 days after the IRO gets the request.  


Once A Decision Is Made 
For urgent appeals, the IRO will inform you and us immediately.  We will follow up with a written decision by mail. 
For all other appeals, we will send you a written decision by mail. 


The Plan will accept the IRO decision. 


If the IRO: 
• Reverses the original decision, we will apply their decision quickly. 
• Stands by the original decision, there is no further appeal.  However, you may have other steps you can take 


under state or federal law, such as filing a lawsuit. 


If you have questions about a denial of a claim or your appeal rights, you may call Customer Service at the 
number listed on your Premera ID card. 


You can also contact the Employee Benefits Security Administration of the U.S. Department of Labor.  The phone 
number is 1-866-444-EBSA (3272). 
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OTHER INFORMATION ABOUT THIS PLAN 
This section tells you about how this plan is administered.  It also includes information about federal and state 
requirements we and the Group must follow and other information that must be provided. 


Conformity With The Law 


If any provision of the plan or any amendment thereto is deemed to be in conflict with applicable state or federal 
laws or regulations, upon discovery of such conflict the plan will be administered in conformance with the 
requirements of such laws and regulations as of their effective date. 


Evidence Of Medical Necessity 


We have the right to require proof of medical necessity for any services or supplies you receive before benefits 
under this plan are provided.  This proof may be submitted by you or on your behalf by your health care providers.  
No benefits will be available if the proof isn't provided or acceptable to the plan. 


Health Care Providers — Independent Contractors 


All health care providers who provide services and supplies to a member do so as independent contractors.  
None of the provisions of this plan or the contract between Premera Blue Cross and the Group are intended to 
create, nor shall they be deemed or construed to create, any employment or agency relationship between us and 
the provider of service other than that of independent contractors. 


Intentionally False Or Misleading Statements 


If this plan's benefits are paid in error due to a member's or provider's commission of fraud or providing any 
intentionally false or misleading statements, the plan is entitled to recover these amounts.  Please see the "Right 
Of Recovery" provision later in this section. 


And, if a member commits fraud or makes any intentionally false or misleading statements on any application or 
enrollment form that affects the member's acceptability for coverage, we may, as directed by the Group: 
• Deny the member's claim 
• Reduce the amount of benefits provided for the member's claim 
• Void the member's coverage under this plan (void means to cancel coverage back to its effective date, as if it 


had never existed at all) 


Please note:  we cannot void your coverage based on a misrepresentation you made unless you have performed 
an act or practice that constitutes fraud; or made an intentional misrepresentation of material fact that affects your 
acceptability for coverage. 


Member Cooperation 


You're under a duty to cooperate with us and the Group in a timely and appropriate manner in our administration 
of benefits.  You're also under a duty to cooperate with us and the Group in the event of a lawsuit. 


Notice Of Information Use And Disclosure 


We may collect, use, or disclose certain information about you.  This protected personal information (PPI) may 
include health information, or personal data such as your address, telephone number or Social Security number.  
We may receive this information from, or release it to, health care providers, insurance companies, or other 
sources. 


This information is collected, used or disclosed for conducting routine business operations such as: 
• Underwriting and determining your eligibility for benefits and paying claims.  (Genetic information is not 


collected or used for underwriting or enrollment purposes.) 
• Coordinating benefits with other health care plans 
• Conducting care management or quality reviews 
• Fulfilling other legal obligations that are specified under the plan and our administrative service contract with 


the Group 


This information may also be collected, used or disclosed as required or permitted by law 


To safeguard your privacy, we take care to ensure that your information remains confidential by having a 
company confidentiality policy and by requiring all employees to sign it. 
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If a disclosure of PPI isn't related to a routine business function, we remove anything that could be used to easily 
identify you or we obtain your prior written authorization. 


You have the right to request inspection and /or amendment of records retained by us that contain your PPI.  
Please contact our Customer Service department and ask a representative to mail a request form to you. 


Notice Of Other Coverage 


As a condition of receiving benefits under this plan, you must notify us of: 
• Any legal action or claim against another party for a condition or injury for which the plan provides benefits; and 


the name and address of that party's insurance carrier 
• The name and address of any insurance carrier that provides: 


• Personal injury protection (PIP) 
• Underinsured motorist coverage 
• Uninsured motorist coverage 
• Any other insurance under which you are or may be entitled to recover compensation 


• The name of any group or individual insurance plans that cover you 


Notices 


Any notice we're required to submit to the Group or subscriber will be considered to be delivered if it's mailed to 
the Group or subscriber at the most recent address appearing on our records.  We'll use the date of postmark in 
determining the date of our notification.  If you are required to submit notice to us, it will be considered delivered 3 
days after the postmark date, or if not postmarked, the date we receive it. 


Right Of Recovery 


On behalf of the plan, we have the right to recover amounts the plan paid that exceed the amount for which the 
plan is liable.  Such amounts may be recovered from the subscriber or any other payee, including a provider.  Or, 
such amounts may be deducted from future benefits of the subscriber or any of his or her dependents (even if the 
original payment wasn't made on that member's behalf) when the future benefits would otherwise have been paid 
directly to the subscriber or to a provider that does not have a contract with us. 


Right To And Payment Of Benefits 


Benefits of this plan are available only to members.  Except as required by law, the plan won't honor any 
attempted assignment, garnishment or attachment of any right of this plan.  In addition, members may not assign 
a payee for claims, payments or any other rights of this plan. 


At our option only, we have the right to direct the benefits of this plan to: 
• The subscriber 
• A provider 
• Another health insurance carrier 
• The member 
• Another party legally entitled under federal or state medical child support laws 
• Jointly to any of the above 


Payment to any of the above satisfies the plan's obligation as to payment of benefits. 


Venue 


All suits or legal proceedings brought against us, the plan, or the Group by you or anyone claiming any right under 
this plan must be filed: 
• Within 3 years of the date the rights or benefits claimed under this plan were denied in writing, or of the 


completion date of the independent review process if applicable; and 
• In the state of Washington or the state where you reside or are employed. 


All suits or legal or arbitration proceedings brought by the plan will be filed within the appropriate statutory period 
of limitation, and you agree that venue, at the plan's option, will be in King County, the state of Washington. 
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Women's Health and Cancer Rights Act of 1998 


Your plan, as required by the Women's Health and Cancer Rights Act of 1998 (WHCRA), provides benefits for 
mastectomy-related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prostheses, and complications resulting from a mastectomy, including lymphedemas. Please see 
Covered Services. 


ERISA PLAN DESCRIPTION 
The following information has been provided by your Group to meet certain ERISA requirements for the summary 
plan description. 


This plan is an employee welfare benefit plan that's subject to the Federal Employee Retirement Income Security 
Act of 1974 (ERISA).  This employee welfare benefit plan is called the "ERISA Plan" in this section.  ERISA gives 
subscribers and dependents the right to a summary describing the ERISA Plan. 


Name Of Plan 


Saltchuk Resources, Inc., Comprehensive Premera Blue Cross Plan 


Name And Address Of Employer Or Plan Sponsor 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Subscribers and dependents may receive from the plan administrator, upon written request, information as to 
whether a particular employer or employee organization is a sponsor of the ERISA Plan and, if so, the sponsor's 
address. 


Employer Identification Number "EIN 


91-1186367 


Plan Number 


507 


Type Of Plan 


Self-funded employee welfare benefit plan that is a group health plan.  The ERISA Plan provides hospital and 
medical benefits. 


Type Of Administration 


Third-party administration by Premera Blue Cross under the terms and conditions of its administrative service 
contract with the Group.  We do not insure this plan 


Name, Address, And Telephone Number Of ERISA Plan Administrator 


Saltchuk Resources, Inc. 
1111 Fairview Avenue North 
Seattle, WA  98109 
206-652-1111 


Agent For Service Of Legal Process 


Benefits Administrator 
Saltchuk Resources, Inc. 
1111 Fairview Avenue North. 
Seattle, WA  98109 
206-652-1111 
Eligibility To Participate In The Plan 


Employees and their dependents are eligible for the benefits of the plan when they meet the eligibility 
requirements in this booklet, are enrolled as described in this booklet, and all required monthly charges for them 
are and continue to be paid to the Group as required by the Group. 
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Benefits 


The benefit booklet tells you the terms and limitations of each benefit of this plan.  You may have lower out-of-
pocket costs if you use providers that have signed contracts with us.  This booklet explains the provider networks, 
when applicable.  It also tells how benefits are affected if members don't use these providers.  Coverage for 
emergency care and care you receive outside the service area are also described.  The benefit sections of this 
booklet also explain what part of the cost of covered health care that you must pay. 


If you lose your benefit booklet, please contact the Group for a new one. 


Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits 


This booklet describes circumstances that may result in disqualification, ineligibility or denial, loss, forfeiture, 
suspension, reduction, offset or recovery of any benefits for members. 


Source Of Contributions 


Employees do not contribute to the cost of coverage for themselves or their dependents.  Self-payments are also 
permitted; please see the "How Do I Continue Coverage?" section in this booklet. 


Plan Changes and Termination 


The "Plan Termination" and "Changes In Coverage" portions of this booklet describe the circumstances when this 
plan may be changed or terminated.  No rights are vested under the ERISA Plan.  The Group reserves the right to 
change or terminate its ERISA Plan in whole or in part, at any time, with no liability. 


The Group will tell employees if its ERISA Plan is changed or terminated.  If the ERISA Plan were to be 
terminated, members would have a right to benefits only for covered services received before the ERISA Plan's 
end date. 


ERISA Plan Year 


The ERISA Plan year ends on each December 31st. 


WHAT ARE MY RIGHTS UNDER ERISA? 
As participants in an employee welfare benefit plan, subscribers have certain rights and protections.  This section 
of this plan explains those rights. 


ERISA provides that all plan participants shall be entitled to: 
• Examine without charge, at the ERISA Plan administrator's office and at other specified locations (such as work 


sites and union halls), all documents governing the ERISA Plan, including insurance contracts and collective 
bargaining agreements.  If the ERISA Plan is required to file an annual report with the U.S. Department of 
Labor, plan participants shall be entitled to examine a copy of its latest annual report (Form 5500 Series) filed 
and available at the Public Disclosure Room of the Employee Benefits Security Administration. 


• Obtain, upon written request to the ERISA Plan administrator, copies of documents governing the operation of 
the ERISA Plan, including insurance contracts and collective bargaining agreements and updated summary 
plan descriptions.  (Please note that this booklet by itself does not meet all the requirements for a summary 
plan description.)  If the ERISA Plan is required to file an annual report with the U.S. Department of Labor, plan 
participants shall be entitled to obtain copies of the latest annual report (Form 5500 Series).  The administrator 
may make a reasonable charge for the copies. 


• Receive a summary of the ERISA Plan's annual financial report, if ERISA requires the ERISA Plan to file an 
annual report.  The ERISA Plan administrator for such plans is required by law to furnish each participant with a 
copy of this summary annual report. 


• Continue health care coverage for yourself, spouse or dependents if there's 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 plan on the rules governing your COBRA 
continuation coverage rights. 


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for 
the operation of the employee welfare benefit plan.  The people who operate your ERISA 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.  
(The Group has delegated to us the discretionary authority to determine eligibility for benefits and construe the 
terms used in the plan to the extent stated in our administrative services contract with the Group.)  No one, 
including your employer, your union, or any other person, may fire you or otherwise discriminate against you in 
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 
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If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was 
done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within 
certain time schedules. 


Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request a copy of 
plan documents or the latest annual report from the ERISA 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 ERISA 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.  In addition, if you disagree with the ERISA 
Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in federal court. 


If it should happen that ERISA Plan fiduciaries misuse the ERISA Plan's money, or if you're 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're successful, the court may 
order the person you 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. 


Please Note:  Under ERISA, the ERISA Plan administrator is responsible for furnishing each participant and 
beneficiary with a copy of the summary plan description. 


If you have any questions about your employee welfare benefit plan, you should contact the ERISA 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 ERISA Plan administrator, you should contact either the: 
• Office of the Employee Benefits Security Administration, U.S. Department of Labor, 300 Fifth Ave., Suite 1110, 


Seattle, WA 98104; or 
• Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of 


Labor, 200 Constitution Ave. 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 at 1-866-444-3272. 


DEFINITIONS 
The terms listed throughout this section have specific meanings under this plan.  


Adverse Benefit Determination 
An adverse benefit determination means a decision to deny, reduce, terminate or a failure to provide or to make 
payment, in whole or in part for services.  This includes 
• A member’s or applicant’s eligibility to be or stay enrolled in this plan or health insurance coverage 
• A limitation on otherwise covered benefits 
• A clinical review decision 
• A decision that a service is experimental, investigative, not medically necessary or appropriate, or not effective 


Affordable Care Act 
The Patient Protection and Affordable Care Act of 2010 (Public Law 111-148) as amended by the Health Care 
and Education Reconciliation Act of 2010 (Public Law 111-152). 


Calendar Year 
The period of 12 consecutive months that starts each January 1 at 12:01 a.m. and ends on the next December 31 
at midnight. 


Chemical Dependency (also called "Substance Use Disorder") 
An illness characterized by physiological or psychological dependency, or both, on a controlled substance 
regulated under Chapter 69.50 RCW and/or alcoholic beverages.  It's further characterized by a frequent or 
intense pattern of pathological use to the extent: 
• The user exhibits a loss of self-control over the amount and circumstances of use 
• The user develops symptoms of tolerance, or psychological and/or physiological withdrawal if use of the 


controlled substance or alcoholic beverage is reduced or discontinued 
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• The user's health is substantially impaired or endangered, or his or her social or economic function is 
substantially disrupted 


Clinical Trials 
An approved clinical trial means a scientific study using human subjects designed to test and improve prevention, 
diagnosis, treatment, or palliative care of cancer, or the safety and effectiveness of a drug, device, or procedure 
used in the prevention, diagnosis, treatment, or palliative care, if the study is approved by the following: 
• An institutional review board that complies with federal standards for protecting human research subjects and 
• One or more of the following: 


• The United States Department of Health and Human Services, National Institutes of Health, or its institutes 
or centers 


• The United States Department of Health and Human Services, United States Food and Drug Administration 
(FDA) 


• The United States Department of Defense 
• The United States Department of Veterans’ Affairs 
• A nongovernmental research entity abiding by current National Institute of Health guidelines 


Community Mental Health Agency 
An agency that's licensed as such by the state of Washington to provide mental health treatment under the 
supervision of a physician or psychologist. 


Congenital Anomaly Of A Dependent Child 
A marked difference from the normal structure of an infant's body part, that's present from birth and manifests 
during infancy. 


Cost-Share 
The member’s share of the allowed amount for covered services.  Deductibles, copays, and coinsurance are all 
types of cost-shares.  See the Summary Of Your Costs to find out what your cost-share is. 


Custodial Care 
Any portion of a service, procedure or supply that is provided primarily: 
• For ongoing maintenance of the member's health and not for its therapeutic value in the treatment of an illness 


or injury 
• To assist the member in meeting the activities of daily living.  Examples are help in walking, bathing, dressing, 


eating, preparation of special diets, and supervision over self-administration of medication not requiring 
constant attention of trained medical personnel 


Detoxification 
Detoxification is active medical management of medical conditions due to substance intoxication or substance 
withdrawal, which requires repeated physical examination appropriate to the substance, and use of medication.  
Observation alone is not active medical management. 


Effective Date 
The date when your coverage under this plan begins.  If you re-enroll in this plan after a lapse in coverage, the 
date that the coverage begins again will be your effective date. 


Eligibility Waiting Period 
The length of time that must pass before an employee or dependent is eligible to be covered under the Group’s 
health care plan.  If an employee or dependent enrolls under the Open Enrollment provisions of this plan or 
enrolls on a date other than when first eligible to enroll, any period prior to such enrollment isn’t considered an 
eligibility waiting period, unless all or part of the initial eligibility waiting period had not been met. 


Emergency Care 
• A medical screening examination to evaluate a medical emergency that is within the capability of the 


emergency department of a hospital, including ancillary service routinely available to the emergency 
department. 
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• Further medical examination and treatment to stabilize the member to the extent the services are within the 
capabilities of the hospital staff and facilities or, if necessary, to make an appropriate transfer to another 
medical facility.  "Stabilize" means to provide such medical treatment of the medical emergency as may be 
necessary to assure, within reasonable medical probability that no material deterioration of the condition is 
likely to result from or occur during the transfer of the member from a medical facility. 


• Ambulance transport as needed in support of the services above. 


Essential Health Benefits 
Benefits defined by the Secretary of Health and Human Services that shall include at least the following general 
categories: ambulatory patient services, emergency care, hospitalization, maternity and newborn care, mental 
health and chemical dependency 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, including oral and vision care.  The designation of benefits as essential shall 
be consistent with the requirements and limitations set forth under the Affordable Care Act and applicable 
regulations as determined by the Secretary of Health and Human Services. 


Experimental/Investigational Services 
Experimental or investigational services include a treatment, procedure, equipment, drug, drug usage, medical 
device or supply that meets one or more of the following criteria: 
• A drug or device that can't be lawfully marketed without the approval of the U.S. Food and Drug Administration, 


and hasn't been granted such approval on the date the service is provided 
• The service is subject to oversight by an Institutional Review Board 
• No reliable evidence demonstrates that the service is effective, in clinical diagnosis, evaluation, management or 


treatment of the condition 
• The service is the subject of ongoing clinical trials to determine its maximum tolerated dose, toxicity, safety or 


efficacy. 
• Evaluation of reliable evidence indicates that additional research is necessary before the service can be 


classified as equally or more effective than conventional therapies 


Reliable evidence includes but is not limited to reports and articles published in authoritative peer reviewed 
medical and scientific literature, and assessments and coverage recommendations published by the Blue Cross 
Blue Shield Association Technical Evaluation Center (TEC). 


Group 
The entity that sponsors this self-funded plan. 


Hospital 
A facility legally operating as a hospital in the state in which it operates and that meets the following requirements: 
• It has facilities for the inpatient diagnosis, treatment, and acute care of injured and ill persons by or under the 


supervision of a staff of physicians 
• It continuously provides 24-hour nursing services by or under the supervision of registered nurses 


A "hospital" will never be an institution that's run mainly: 
• As a rest, nursing or convalescent home; residential treatment center; or health resort 
• To provide hospice care for terminally ill patients 
• For the care of the elderly 
• For the treatment of chemical dependency or tuberculosis 


Illness 
A sickness, disease, medical condition or pregnancy. 


Injury 
Physical harm caused by a sudden event at a specific time and place.  It's independent of illness, except for 
infection of a cut or wound. 
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In-Network Pharmacy (In-Network Retail Pharmacy) 
A licensed pharmacy which contracts with us or our Pharmacy Benefit Manager to provide prescription drug 
benefits. 


In-Network Provider 
A provider that is in one of the networks stated in the How Providers Affect Your Costs section. 


Inpatient 
Confined in a medical facility as an overnight bed patient. 


Medical Emergency (also called "Emergency") 
A medical condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such 
that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect 
the absence of immediate attention to result in 1) placing the health of the individual (or with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious jeopardy; 2) serious impairment to bodily 
functions; or 3) serious dysfunction of any bodily organ or part. 


Examples of a medical emergency are severe pain, suspected heart attacks and fractures.  Examples of a non-
medical emergency are minor cuts and scrapes. 


Medical Equipment 
Mechanical equipment that can stand repeated use and is used in connection with the direct treatment of an 
illness or injury.  It's of no use in the absence of illness or injury. 


Medical Facility (also called "Facility") 
A hospital, skilled nursing facility, state-approved chemical dependency treatment program or hospice. 


Medically Necessary 
Those covered services and supplies that a physician, exercising prudent clinical judgment, would provide to a 
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are: 
• In accordance with generally accepted standards of medical practice;  
• Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the 


patient's illness, injury or disease; and 
• Not primarily for the convenience of the patient, physician, or other health care provider, and not more costly 


than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or 
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.  


For these purposes, "generally accepted standards of medical practice" means standards that are based on 
credible scientific evidence published in peer reviewed medical literature generally recognized by the relevant 
medical community, physician specialty society recommendations and the views of physicians practicing in 
relevant clinical areas and any other relevant factors. 


Member (also called "You" and "Your") 
A person covered under this plan as a subscriber or dependent. 


Non-Contracted Provider 
A provider is not in any network of Premera Blue Cross, Premera Blue Cross Blue Shield of Alaska, or the local 
Blue Cross Blue Shield licensee. 


Obstetrical Care 
Care furnished during pregnancy (antepartum, delivery and postpartum) or any condition arising from pregnancy, 
except for complications of pregnancy.  This includes the time during pregnancy and within 45 days following 
delivery. 


Abortion is included as part of obstetrical care. 
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Orthodontia 
The branch of dentistry which specializes in the correction of tooth arrangement problems, including poor 
relationships between the upper and lower teeth (malocclusion). 


Orthotic 
A support or brace applied to an existing portion of the body for weak or ineffective joints or muscles, to aid, 
restore or improve function. 


Out-Of-Network Provider 
A provider that is not in one of the provider networks stated in the How Providers Affect Your Costs section. 


Outpatient 
Treatment received in a setting other than an inpatient in a medical facility. 


Outpatient Surgical Center 
A facility that’s licensed or certified as required by the state it operates in and that meets all of the following: 
• It has an organized staff of physicians 
• It has permanent facilities that are equipped and operated primarily for the purpose of performing surgical 


procedures 
• It doesn’t provide inpatient services or accommodations 


Pharmacy Benefit Manager 
An entity that contracts with us to administer Prescription Drug benefits under this plan. 


Physician 
A state-licensed: 
• Doctor of Medicine and Surgery (M.D.) 
• Doctor of Osteopathy (D.O.) 


In addition, professional services provided by one of the following types of providers will be covered under this 
plan, but only when the provider is providing a service within the scope of his or her state license; providing a 
service or supply for which benefits are specified in this plan; and providing a service for which benefits would be 
payable if the service were provided by a physician as defined above: 
• Chiropractor (D.C.) 
• Dentist (D.D.S.  or D.M.D.) 
• Optometrist (O.D.) 
• Podiatrist (D.P.M.) 
• Psychologist (Ph.D.) 
• Nurse (R.N.) licensed in Washington state 


Plan (also called "This Plan") 
The Group's self-funded plan described in this booklet. 


Prescription Drug 
Any medical substance, including biological products, the label of which, under the Federal Food, Drug and 
Cosmetic Act, as amended, is required to bear the legend:  "Caution:  Federal law prohibits dispensing without a 
prescription." 


Benefits available under this plan will be provided for "off-label" use, including administration, of prescription drugs 
for treatment of a covered condition when use of the drug is recognized as effective for treatment of such 
condition by: 
• One of the following standard reference compendia: 


• The American Hospital Formulary Service-Drug Information 
• The American Medical Association Drug Evaluation 
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• The United States Pharmacopoeia-Drug Information 
• Other authoritative compendia as identified from time to time by the Federal Secretary of Health and Human 


Services or the Insurance Commissioner 
• If not recognized by one of the standard reference compendia cited above, then recognized by the majority of 


relevant, peer-reviewed medical literature (original manuscripts of scientific studies published in medical or 
scientific journals after critical review for scientific accuracy, validity and reliability by independent, unbiased 
experts) 


• The Federal Secretary of Health and Human Services 


"Off-label use" means the prescribed use of a drug that's other than that stated in its FDA-approved labeling. 


Benefits aren't available for any drug when the U.S. Food and Drug Administration (FDA) has determined its use 
to be contra-indicated, or for experimental or investigational drugs not otherwise approved for any indication by 
the FDA. 


Provider 
A health care practitioner or facility that is in a licensed or certified provider category regulated by the state in 
which the practitioner or facility provides care, and that practices within the scope of such licensure or 
certification.  Also included is an employee or agent of such practitioner or facility, acting in the course of and 
within the scope of his or her employment. 


Health care facilities that are owned and operated by an agency of the U.S. government are included as required 
by federal law.  Health care facilities owned by the political subdivision or instrumentality of a state are also 
covered. 


Board Certified Behavior Analysts (BCBAs) will be considered health care providers for the purposes of providing 
applied behavior analysis (ABA) therapy, as long as both of the following are true:  1) They’re licensed when 
required by the State in which they practice, or, if the State does not license behavior analysts, are certified as 
such by the Behavior Analyst Certification Board, and 2) The services they furnish are consistent with state law 
and the scope of their license or board certification.  Therapy assistants/behavioral technicians/paraprofessionals 
that do not meet the requirements above will also be covered providers under this plan when they provide ABA 
therapy and their services are supervised and billed by a BCBA or one of the following state-licensed provider 
types: psychiatrist, developmental pediatrician, pediatric neurologist, psychiatric nurse practitioner, advanced 
nurse practitioner, advanced registered nurse practitioner, occupational or speech therapist, psychologist, 
community mental health agency that is also state-certified to provide ABA therapy. 


Psychiatric Condition 
A condition listed in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) 
published by the American Psychiatric Association, excluding diagnoses and treatments for substance abuse. 


Service Area 
The area in which we directly operate provider networks.  This area is made up of the states of Washington 
(except Clark County) and Alaska 


Skilled Care 
Care that's ordered by a physician and requires the medical knowledge and technical training of a licensed 
registered nurse. 


Skilled Nursing Facility 
A medical facility providing services that require the direction of a physician and nursing supervised by a 
registered nurse, and that's approved by Medicare or would qualify for Medicare approval if so requested. 


Subscriber 
An enrolled employee of the Group.  Coverage under this plan is established in the subscriber's name. 


Subscription Charges 
The monthly rates to be paid by the member that are set by the Group as a condition of the member's coverage 
under the plan. 
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We, Us and Our 
Means Premera Blue Cross. 







 


 


  







 


 


 
Where To Send Claims 
MAIL YOUR CLAIMS TO 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


 


PRESCRIPTION DRUG CLAIMS 
Mail Your Prescription Drug Claims To Contact the Pharmacy Benefit Manager 


At 
Express Scripts 
P.O.  Box 747000 
Cincinnati, OH 45274-7000 


1-800-391-9701 
www.express-scripts.com 


 


Customer Service 
Mailing Address Phone Numbers 
Premera Blue Cross 
P.O. Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 


Physical Address Local and toll-free TTY number: 
1-800-842-5357 7001 220th St. S.W. 


Mountlake Terrace, WA 98043-2124 


Care Management 
Pre-Approval And Emergency Notification 
Premera Blue Cross 
P.O.  Box 91059 
Seattle, WA  98111-9159 


Local and toll-free number: 
1-800-722-1471 
Fax: 1-800-843-1114 


 


Telehealth 
You can get telehealth care from Teladoc.  Log onto your account at 
https/:member.teladoc.com/premera or call 1-855-332-4059.   


Complaints And Appeals 
Premera Blue Cross 
Attn:  Appeals Coordinator 
P.O.  Box 91102 
Seattle, WA  98111-9202 
Fax:  (425) 918-5592 


BlueCard Website 
1-800-810-BLUE(2583) 


 


Visit our website www.premera.com for 
information and secure online access to 
claims information 


 
 


     
    


   
   


    
 


   
          


  
  


    
   


 
 


 


  
    
   


   
    


    
 


       
    


 
    


    


  
     


   
   


    


    
 


  
 


 
             


      


   
   


    
   


    
    


  
 


 


     
      


  


 
 


 


 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association                 
 
 





		In-Network Benefits For Out-Of-Network Providers

		Dental Anesthesia

		This benefit doesn’t cover:

		Home Health Care

		Home Medical Equipment (HME), Orthotics, Prosthetics And Supplies

		This benefit doesn’t cover:

		The Mental Health Care benefit doesn’t cover:

		This benefit does not cover:

		1. Does this plan exclude certain drugs my health care provider may prescribe, or encourage substitution for some drugs?

		The Preventive Care benefit does not cover:

		Surgical Center Care – Surgical Center Care – Outpatient Services

		Travel And Lodging

		Diagnosis and treatment of underlying medical conditions that may cause infertility are covered on the same basis as any other condition.

		Benefits From Other Sources

		Benefits That Have Been Exhausted

		Counseling, Education And Training

		Experimental Or Investigative Services

		Family Members Or Volunteers

		Governmental Facilities

		Hair Analysis

		Laser Therapy

		Weight Loss Surgery or Drugs

		Work-Related Illness Or Injury

		Foster Children

		ERISA PLAN DESCRIPTION

		Name Of Plan

		Eligibility To Participate In The Plan

		Benefits

		Disqualification, Ineligibility Or Denial, Loss, Forfeiture, Or Suspension Of Any Benefits

		Source Of Contributions

		Plan Changes and Termination






 
 


 
 


 


Saltchuk Resources, Inc. 
Delta Dental of Washington, a Delta Dental Plan 


Plan No. 00036 


Plan Changes Effective: January 1, 2016 
 
 
 
 


This insert supplements your Dental Care Service Contract with Delta Dental of Washington.   


This notice forms part of and must be read together with your Benefits Booklet.   


Your Benefit Booklet wording is amended as detailed on the following page(s). All other terms and 
conditions remain unchanged. 
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Benefit Booklet Insert 
 


Group Number: 00036 
Group Name: Saltchuk Resources, Inc. 


 


We are pleased to inform you that there have been no changes to your covered benefits for your 2016 
renewal. 


Changes to your Benefit Booklet are outlined below and do NOT represent a change in benefits, but have been made to 
provide additional information, for clarity or to ensure accuracy with how your Plan is administered.  


New language is underlined and deleted language is shown with a strike through it.  


Benefit Changes 


None  


Plan Administration Changes 


Retroactive Terminations/Additions: The timeframe for allowing retroactive additions and terminations has been 
updated to 180 days.  


Text Revisions for Clarity and Accuracy – Benefits Section 


Class II Sedation 
Covered Dental Benefits 


Covered Dental Benefits 
— General anesthesia when administered by a licensed Dentist or other Licensed Professional who meets the 


educational, credentialing and privileging guidelines established by the Dental Quality Assurance Commission of 
the state of Washington or as determined by the state in which the services are provided. 


— General Anesthesia 


Limitations 


— General Anesthesia and Intravenous Sedation is a Covered Dental Benefit when administered by a licensed 
Dentist or other Licensed Professional who meets the educational, credentialing and privileging guidelines 
established by the Dental Quality Assurance Commission of the state of Washington or as determined by the 
state in which the services are provided.  


 


Well Baby Checkups 


The Well Baby Checkups section has been removed and replaced in its entirety with the following text:   


For your infant child, Delta Dental of Washington offers access to oral evaluation and fluoride through your family 
physician. Please ensure your infant child is enrolled in your dental plan to receive these benefits. Many 
physicians are trained to offer these evaluations, so please inquire when scheduling an appointment to be sure 
your physician offers this type of service. When visiting a physician with your infant (age 0-3), DDWA will 
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reimburse the physician, as a Non-Participating provider, on your behalf for Oral Evaluation and Topical 
Application of Fluoride services performed. Reimbursement will be based on 100 percent of the applicable Non-
Participating provider fee for either Oral Evaluation or Topical Application of Fluoride, or both, depending on 
actual services provided. 


Please see the “Benefits Covered by Your Plan” section of this booklet for any other limitations. Also, please be 
aware that Delta Dental of Washington has no control over the charges or billing practices of non-dentist 
providers which may affect the amount Delta Dental of Washington will pay and your financial responsibility. 


If your provider has received training regarding Well Baby Checkups from DDWA they will have been provided 
instructions on how to submit a claim form. If your provider has not received training from DDWA, or if any 
provider has questions regarding how to file a claim they may contact us at 800-554-1907 for information on 
submitting a standard claim form for this service.  If you have paid your provider directly and have a receipt for 
these services, please call us at 800-554-1907 for information on how to obtain reimbursement. 


General Exclusions 


2. Application of desensitizing agents (treatment for sensitivity or adhesive resin application) 


6. Analgesics such as nitrous oxide, conscious sedation, euphoric drugs or injections of anesthetic not in conjunction 
with a dental service; or injection of any medication or drug not associated with the delivery of a covered dental 
service. 


Text Revisions for Clarity and Accuracy – Plan Administration 


Choosing a Dentist 


The Choosing a Dentist section has been removed and replaced in its entirety with the following text:   


With DDWA, you may select any licensed dentist to provide services under this Plan; however, if you choose a dentist 
outside of the Delta Dental PPO Network, your costs may be higher than if you were to choose a Delta Dental PPO 
Dentist.  Dentists that do not participate in the Delta Dental PPO Network have not contracted with DDWA to charge 
our established PPO fees for covered services.  As a result, your choice of dentists could substantially impact your out-
of-pocket costs. 


Once you choose a dentist, tell them that you are covered by a DDWA dental plan and provide them the name and 
number of your group and your member identification number.  Your group information can be found on the 
identification card document provided to you at enrollment.  Additionally, you may obtain your group information and 
your member identification number by calling our customer service number at 800-554-1907 or through our website 
at www.DeltaDentalWA.com. 


Delta Dental of Washington assigns a randomly selected identification number to ensure the privacy of your 
information and to address concerns about identify theft.  Please note that ID cards are not required to see your 
dentist, but are provided for your convenience.  


Delta Dental Participating Dentists 
The Delta Dental Participating Dentist section has been removed and replaced in its entirety with the following text:  


Dentists who have agreed to provide treatment to patients covered by a DDWA plan are called ‘Participating’ Dentists, 
because they participate in our program of plans.  For your Plan, Participating Dentists may be either Delta Dental 
Premier Dentists or Delta Dental PPO Dentists. You can find the most current listing of Participating Dentists by going 
online to the Delta Dental of Washington website at www.DeltaDentalWA.com. You may also call us at 800-554-1907. 


Delta Dental Premier Dentists 


Premier Dentists have agreed to provide services for their filed fee under our standard agreement. 


Delta Dental PPO Dentists 
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Some dentists also offer our patients a more value-added option by agreeing to provide services at a fee lower 
than their original filed fee.  These are our PPO Dentists. 


If you select either a Delta Dental Premier Dentist or a Delta Dental PPO Dentist, they will complete and submit claim 
forms, and receive payment directly from DDWA on your behalf. You will not be charged more than the Participating 
Dentist’s approved fee. You will be responsible only for stated coinsurances, deductibles, any amount over the plan 
maximum and for any elective care you choose to receive outside the Covered Dental Benefits. 


Non-Participating Dentists 


The Delta Dental Non-Participating Dentist section has been removed and replaced in its entirety with the following 
text:   
If you select a dentist who is not a Delta Dental Participating Dentist, you are responsible for ensuring your dentist 
complete and submit a claim form. We accept any American Dental Association-approved claim form that your dentist 
may provide. You can also download claim forms from our website at www.DeltaDentalWA.com or obtain a form by 
calling us at 800-554-1907.  


Payment for services performed by a Non-Participating Dentist will be based on their actual charges or DDWA’s 
maximum allowable fees for Non-Participating Dentists, whichever is less. You will be responsible to the dentist for 
any balance remaining. Please be aware that DDWA has no control over Non-Participating Dentist’s charges or billing 
practices.  


Claim Forms  
DDWA is not obligated to pay for treatment performed for which claim forms are not submitted within 6 months after 
the date of treatment or as soon as medically possible. No claims will be accepted later than 12 months from the date 
of treatment unless the Enrolled Person is legally incapacitated throughout the year. 


Claim Forms  


For orthodontia claims the initial banding date, which is the date the appliance is placed, is the treatment date used to 
start this 6-month period. 


Conversion Option 


If your dental coverage stops because your employment or eligibility ends, the group policy ends, or there is an 
extended strike, or lockout or labor dispute, you may apply directly to DDWA to convert your coverage to an individual 
policy a Delta Dental Individual plan. You must apply within 31 days after termination of your group coverage or 31 
days after you receive notice of termination of coverage, whichever is later. The benefits and premium costs of a Delta 
Dental Individual plan may be different from those available under your current plan. There may be a gap in coverage 
between the dates your coverage under your current Plan ends and the date that coverage begins under an individual 
policy. 


You may learn about our Individual Plans and apply for coverage under a DDWA individual Plan online at 
DeltaDentalCoversMe.com or by calling (800) 286-1885 to have an application sent to you. Converted policies are 
subject to certain benefits and limits 888-899-3734. 


Subrogation 


The Subrogation section has been removed and replaced in its entirety with the following text:   
If we pay benefits under this policy, and you are paid by someone else for the same procedures we pay for, we have 
the right to recover what we paid from the excess received by you, after full compensation for your loss is received.  
Any legal fees for recovery will be pro-rated between the parties based on the percentage of the recovery received.  
You have to sign and deliver to us any documents relating to the recovery that we reasonably request. 


The Following Sections have been removed: 


• Estimate Request  
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• Limitations and Exclusions  
• Finding a Dentist 
• MySmile® Personal Benefits Center 
• Children’s Health Insurance Plan Reauthorization Act (CHIPRA) 


Global General Text Revisions 


Confirmation of Treatment and Cost (Formerly Called Predeterminations) 


The term “Predetermination of Benefits” has been replaced with the new name for this service, “Confirmation of 
Treatment and Cost”, throughout. 


How to Contact DDWA 


Telephone numbers (800-554-1907) for subscribers to contact us for assistance have been added after any reference 
to our website. 


Fraud and HIPAA hotlines have been updated to reference our customer service telephone number (800-554-1907). 


Non-substantive Revision to Text 


 Revisions have been made to correct typos, grammar and punctuation throughout. 


 Revisions have been made to add clarity or to provide additional information throughout. 
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		Well Baby Checkups

		the Well Baby Checkups section has been removed and replaced in its entirety with the following text:

		General Exclusions



		Choosing a Dentist

		the Choosing a Dentist section has been removed and replaced in its entirety with the following text:

		Delta Dental Participating Dentists

		Non-Participating Dentists



		the Delta Dental Non-Participating Dentist section has been removed and replaced in its entirety with the following text:

		Conversion Option

		Subrogation



		the Subrogation section has been removed and replaced in its entirety with the following text:

		The Following Sections have been removed:
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Questions Regarding Your Plan 


If you have questions regarding your dental benefits plan, you may call: 


Delta Dental of Washington Customer Service 


 (800) 554-1907 


Written inquiries may be sent to: 


Delta Dental of Washington  


Customer Service Department 


P.O. Box 75983 


Seattle, WA 98175-0983 


You can also reach us by e-mail at info@DeltaDentalWA.com. 


For the most current listing of Delta Dental participating dentists, visit our online directory at 


www.DeltaDentalWA.com or call 1-800-554-1907. 


Communication Access for Individuals who are Deaf, Hard of Hearing, Deaf-blind or 
Speech-disabled 


Communications with Delta Dental of Washington for people who are deaf, hard of hearing, deaf-blind and/or 


speech disabled is available through Washington Relay Service. This is a free telecommunications relay service 


provided by the Washington State Office of the Deaf and Hard of Hearing. 


The relay service allows individuals who use a Teletypewriter (TTY) to communicate with Delta Dental of 


Washington through specially trained communications assistants. 


Anyone wishing to use Washington Relay Service can simply dial 711 (the statewide telephone relay number) or 


1-800-833-6384 to connect with a communications assistant. Ask the communications assistant to dial Delta 


Dental of Washington Customer Service at 1-800-554-1907. The communications assistant will then relay the 


conversation between you and the Delta Dental of Washington customer service representative. 


This service is free of charge in local calling areas. Calls can be made anywhere in the world, 24 hours a day, 365 


days a year, with no restrictions on the number, length or type of calls. All calls are confidential, and no records of 


any conversation are maintained. 


  



http://www.deltadentalwa.com/
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Summary of Benefits 


Reimbursement Levels for Allowable Benefits 


In Network – Delta Dental PPO Dentists  


Class I ................................................................................................................................. Constant 100 percent 


Class II .................................................................................................................................. Constant 90 percent 


Class III ................................................................................................................................. Constant 60 percent 


Orthodontic procedures ....................................................................................................... Constant 100 percent
 


Annual Deductible per Person ........................................................................................................................... $0 


Annual Deductible — Family Maximum ............................................................................................................. $0 


Out-of-Network – Non-Delta Dental PPO  


Class I ................................................................................................................................. Constant 100 percent 


Class II .................................................................................................................................. Constant 80 percent 


Class III ................................................................................................................................. Constant 50 percent 


Orthodontic procedures ....................................................................................................... Constant 100 percent
 


Annual Deductible per Person ........................................................................................................................... $0 


Annual Deductible — Family Maximum ............................................................................................................. $0 


Plan Maximum 


Annual Plan Maximum per Person ............................................................................................................. $1,500
 


Lifetime Orthodontic Benefits per Person ................................................................................................... $1,500 


The payment level for covered dental expenses arising as a direct result of an accidental injury is 100 percent up 


to the unused Plan maximum.  


All Enrolled Employees and Enrolled Dependents are eligible for Class I, Class II, Class III covered dental 


benefits, orthodontic benefits and accidental injury benefits. 


Introduction 


Welcome to the Delta Dental PPO Plan, which is administered by Delta Dental of Washington (DDWA), the 


state’s largest and most experienced dental benefits carrier. DDWA is a member of the nationwide Delta Dental 


Plans Association. With a Delta Dental Plan from DDWA, you join more than 50 million people across the nation 


who have discovered the value of our coverage. This benefit booklet is your Certificate of Coverage and sets 


forth, in summary form, an explanation of the coverage available under your dental plan.  


How to Use Your Plan 


The best way to take full advantage of your dental Plan is to understand its features. You can do this most easily 


by reading this benefit booklet before you go to the dentist. This benefit booklet is designed to give you a clear 


understanding of how your dental coverage works and how to make it work for you. It also answers some 


common questions and defines a few technical terms. If this benefit booklet does not answer all of your questions, 


or if you do not understand something, call a DDWA customer service representative at (800) 554-1907. Please 


be sure to consult your provider regarding any charges that may be your responsibility before treatment begins. 
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Choosing a Dentist 


With DDWA, you may select any licensed dentist; however, your benefits may be paid at a higher level and your 


out-of-pocket expenses may be lower if you choose a participating Delta Dental dentist. Tell your dentist that you 


are covered by a DDWA dental Plan and provide your identification number, the Plan name and the group 


number. 


Delta Dental Participating Dentists 


If you select a dentist who is a Delta Dental participating provider, that dentist has agreed to provide treatment for 


Enrolled Persons covered by DDWA plans. You will not have to hassle with sending in claim forms. Participating 


dentists complete claim forms and submit them directly to DDWA. Payment will be based on the pre-approved 


fees your dentist has filed with the local Delta Dental plan and will be sent directly to the dentist from DDWA. You 


will be responsible only for stated coinsurances, deductibles, any amount over the Plan maximum and for any 


elective care you choose to receive outside the covered dental benefits. You will not be charged more than the 


participating dentist’s approved fee or the fee that the Delta Dental dentist has filed with us.  


Delta Dental PPOSM Dentists 


PPO dentists must be Delta Dental Premier
®
 dentists in order to participate in the PPO network. PPO dentists 


receive payment based on their PPO filed fees at the percentage levels listed on your Plan for PPO dentists. 


Patients are responsible only for percentage coinsurance up to the PPO filed fees. PPO is a point-of-service 


plan, meaning that you can choose any dentist — in or out of the PPO network — at the time you need 


treatment. However, if you select a dentist who is a PPO dentist, your benefits will likely be paid at a higher 


level and your out-of-pocket expenses may be lower. 


Delta Dental Premier® Dentists (non-PPO) 


Premier dentists also have contracts with DDWA, but they are not part of the PPO network. Premier dentists 


will submit claim forms for you and receive payment directly from DDWA.  


Nonparticipating Dentists 


If you select a dentist who is not a Delta Dental participating dentist, you are responsible for having your dentist 


complete and sign an appropriate claim form. We accept any American Dental Association-approved claim form 


that your dentist may provide. You may also download a claim form from our website at 


www.DeltaDentalWA.com. It is up to you to ensure that the claim is sent to DDWA. Payment by DDWA to 


nonparticipating dentist for services will be based on the dentist’s actual charges or DDWA’s maximum allowable 


fees for nonparticipating dentists in the state in which the services are performed,, whichever is less. You will be 


responsible for any balance remaining. Please be aware that DDWA has no control over nonparticipating dentists’ 


charges or billing practices. 


Finding a Dentist 


You can find the most current listing of participating dentists by going online to the Delta Dental of Washington 


website at www.DeltaDentalWA.com. Click on the Patients tab and then select Find a Dentist to begin your 


search. Be sure to click on the Delta Dental PPO Plan and follow the prompts. 


You can find the most current listing of participating dentists outside the State of Washington on the Delta Dental 


of Washington website at www.DeltaDentalWA.com, click on the Patients tab and then, under Find a Dentist, click 


on Search the National Directory. Be sure to select Delta Dental PPO under Network Selection before entering 


your address. 



http://www.deltadentalwa.com/
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Claim Forms 


American Dental Association-approved claim forms may be obtained from your dentist, or you may download 


claim forms from our website at www.DeltaDentalWA.com. 


DDWA is not obligated to pay for treatment performed for which claim forms are not submitted within 6 months 


after the date of treatment or as soon as medically possible. No claims will be accepted later than 12 months from 


the date of treatment unless the Enrolled Person is legally incapacitated throughout the year. For orthodontia 


claims, the initial banding date is the treatment date used to start these 6-month and 12-month periods. 


Estimate Request 


If you would like an estimate of your benefits and costs before treatment, you may ask your dentist to complete 


and submit a request for an estimate, also known as a “predetermination of benefits.” This will allow you to know 


in advance which procedures may be covered, the amount DDWA may pay towards those procedures, and your 


expected financial responsibility.   


Please see the “Predetermination of Benefits” Section under Claim Review and Appeals for more information. 


Limitations and Exclusions 


Dental plans typically include limitations and exclusions, meaning that the plans do not cover every aspect of 


dental care. This can affect the type of procedures performed or the number of visits. These limitations are 


detailed in this benefit booklet under the sections called “Benefits Covered by Your Plan”, “General Limitations” 


and “General Exclusions.” They warrant careful reading. 


Reimbursement Levels 


Your dental Plan offers three classes of covered treatment. Each class also specifies limitations and exclusions. 


For a summary of reimbursement levels for your plan, see the “Summary of Benefits” section in the front of this 


benefit booklet. 


Refer to the “Benefits Covered by Your Plan” section of this benefit booklet for specific covered dental benefits 


under this plan. 


Reimbursement Levels for Other Procedures 


The payment level for covered orthodontic procedures is 100 percent.  


The payment level for covered dental expenses arising as a direct result of an accidental injury is 100 percent, up 


to the unused Plan maximum.
    


Coinsurance 


DDWA will pay a predetermined percentage of the cost of your treatment (see “Reimbursement Levels for 


Allowable Benefits” under the Summary of Benefits) and you are responsible for paying the balance. What you 


pay is called the coinsurance.  


Plan Maximum 


For your plan, the maximum amount payable by DDWA for Class I,
 
II and III covered dental benefits (including 


Accidental Injury benefits) per Enrolled Person is $1,500 each benefit period. Charges for dental procedures 


requiring multiple treatment dates are considered incurred on the date the services are completed. Amounts paid 


for such procedures will be applied to the Plan maximum based on the incurred date. 


The lifetime maximum amount payable by DDWA for orthodontic benefits is $1,500 per Enrolled Person. 
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Benefit Period 


Most dental benefits are calculated within a “benefit period,” which is typically for one year. For this plan, the 


benefit period is the 12-month period starting the first day of January and ending the last day of December.  


Plan Deductible  


This Plan does not have a deductible requirement. 


Employee Eligibility, Enrollment, and Termination 


Enrolled Employees are all full-time Eligible Employees who have completed the enrollment process and for 


whom employer contributions are made. 


New employees are eligible to enroll in this Plan on the first day of the calendar month following date of hire. 


NAC Eligibility 


New managers are eligible to enroll in this Plan on the first day of the calendar month following 30 days from date 


of hire.  All other employees are eligible to enroll in this Plan on first day of the calendar month following 90 days 


from date of hire. 


You must complete the enrollment process in order to receive benefits. DDWA must receive completed 


enrollment information within 60 days of employee’s Eligibility Date. If the enrollment information is not received 


within 60 days, enrollment will not be accepted until the next Open Enrollment Period.  


Eligibility and Coverage terminates at the end of the month in which you cease to be an employee, or at the end 


of the month for which a timely payment of monthly Premiums was made by Group on your behalf to DDWA, or 


upon termination of Group’s Contract with DDWA, whichever occurs first. 


In the event of a suspension or termination of compensation directly or indirectly as a result of a strike, lockout, or 


other labor dispute, an Enrolled Employee may remain enrolled by paying the applicable Premium directly to the 


employer for a period not to exceed six months. Payment of Premiums must be made when due, or DDWA may 


terminate the coverage. 


The benefits under your DDWA dental Plan may be continued provided you are eligible for Federal Family and 


Medical Leave Act (FMLA) and you are on a leave of absence that meets the FMLA criteria. For further 


information, contact your employer. 


Dependent Eligibility, Enrollment and Termination 


Eligible Dependents are your spouse or state-registered domestic partner (with the exception of groups that do 


not cover domestic partners) and children of yours, your spouse or your domestic partner, from birth through age 


25. Children include biological children, stepchildren, foster children and adopted children. A dependent’s spouse 


and/or child(ren) are not eligible for coverage under this plan. 


A child will be considered an Eligible Dependent as an adopted child if one of the following conditions are met: 1) 


the child has been placed with the eligible Enrolled Employee for the purpose of adoption under the laws of the 


state in which the employee resides; or 2) the employee has assumed a legal obligation for total or partial support 


of the child in anticipation of adoption. When additional Premium is not required, we encourage enrollment as 


soon as possible to prevent delays in claims processing (see “Special Enrollment”). 
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Coverage for a dependent child over the limiting age will not be terminated if the child is and continues to be both 


1) incapable of self-sustaining employment by reasons of developmental disability (including mental retardation, 


cerebral palsy, epilepsy, autism, or another neurological condition closely related to mental retardation or to 


require treatment similar to that required for mentally retarded individuals) or physical handicap and 2) chiefly 


dependent upon the Enrolled Person for support and maintenance, provided proof of incapacity and dependency 


is furnished to DDWA within 31 days of the child’s attainment of the limiting age and the child was an Enrolled 


Dependent upon attainment of the limiting age. DDWA reserves the right to periodically verify the disability and 


dependency but not more frequently than annually after the first two years. 


Pursuant to the terms of a Qualified Medical Child Support Order (QMCSO), the Plan also provides coverage for 


a child, even if the parent does not have legal custody of the child or the child is not dependent on the parent for 


support. This applies regardless of any enrollment season restrictions that might otherwise exist for dependent 


coverage. If parent is not enrolled in dental benefits, he/she must enroll for coverage for himself/herself and the 


child. If the Plan receives a valid QMCSO and the parent does not enroll the dependent child, the custodial parent 


or state agency may do so. 


A QMCSO may be either a National Medical Child Support Notice issued by a state child support agency or an 


order or judgment from a state court or administrative body directing the company to cover a child under the plan. 


Federal law provides that a QMCSO must meet certain form and content requirements to be valid. A custodial 


parent, a state agency or an alternate recipient may enroll a dependent child under the terms of a valid QMCSO. 


A child who is eligible for coverage through a QMCSO may not enroll dependents for coverage under the plan. 


Unless otherwise indicated, an Eligible Dependent shall cease to be eligible to enroll in this Plan on the last day of 


the month of the Enrolled Employees employment, or when the person no longer meets the definition of an 


Eligible Dependent, whichever occurs first. 


Unless otherwise indicated, an Enrolled Dependent shall cease to be enrolled on the last day of the month of the 


Enrolled Employees employment, or when the person no longer meets the definition of an Eligible Dependent, or 


the end of the calendar month for which Group has made timely payment of the monthly Premiums on behalf of 


the Enrolled Employee to DDWA, or upon termination of Group’s Contract with DDWA, whichever occurs first. 


You may terminate coverage of an Enrolled Dependent only coincident with a subsequent renewal or extension of 


the dental plan. Once an Enrolled Employee terminates such Enrolled Dependent’s coverage, the coverage 


cannot be reinstated, unless there is a change in family status. 


A new family member, with the exception of newborns and adopted and foster children, should be enrolled on the 


first day of the month following the date he or she qualifies as an Eligible Dependent (see “Special Enrollment”). 


A newborn shall be covered from and after the moment of birth, and an adopted child shall be covered from the 


date of assumption of a legal obligation for total or partial support. A foster child is covered from the time of 


placement.  When additional Premium is not required, we encourage enrollment as soon as possible to prevent 


delays in claims processing (see “Special Enrollment”) but coverage will be provided in any event. Dental 


coverage provided shall include, but is not limited to, coverage for congenital anomalies of infant children. 


Eligible Employees who choose not to enroll an Eligible Dependent during the initial enrollment period of the 


dental Plan may enroll the Eligible Dependent only during an open enrollment, except under special enrollment. 


Special Enrollment Periods 


Enrollment is allowed at Open Enrollment times, and also during Special Enrollment Periods, which are triggered 


by the following situations: 


1. Loss of Other Coverage 


If you and/or your Eligible Dependents involuntarily lose coverage under another dental plan, you may apply 


for coverage under this Plan if the following applies: 


 You declined enrollment in this Plan. 
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 You lose eligibility in another health Plan or your coverage is terminated due to the following: 


o Legal separation or divorce 


o Cessation of dependent status 


o Death of Employee 


o Termination of employment or employer contributions 


o Reduction in hours 


o Loss of individual or group market coverage because of move from Plan area or termination of benefit 


plan 


o Exhaustion of COBRA coverage 


 Your application to enroll in this Plan is received by DDWA within 31 days of losing other coverage. 


Coverage will be effective the first day of the month following receipt of application. 


If these conditions are not met, you must wait until the next Open Enrollment Period to apply for coverage. 


DDWA or Group may require confirmation that when initially offered coverage the Eligible Person submitted a 


written statement declining because the Eligible Person or Eligible Dependent has other coverage. DDWA 


requests that application for coverage under this Plan must be made within 31 days of the termination of 


previous coverage. If an additional Premium for coverage is required and enrollment and payment is not 


completed within the 31 days, such Eligible Dependent may be enrolled during the next Open Enrollment.  


2. Marriage, Birth or Adoption 


If you declined enrollment in this Plan, you may apply for coverage for yourself and your Eligible Dependents 


in the event of marriage, birth of a child(ren), or when you or your spouse assume legal obligation for total or 


partial support of a child(ren) in anticipation of adoption.  


 Marriage or Domestic Partner Registration — DDWA requests the application for coverage be made 


within 31 days of the date of marriage/registration. If enrollment and payment are not completed within 


the 31 days, the Eligible Dependent may be enrolled during the next open enrollment. 


DDWA considers the terms spouse, marriage, marital, husband, wife, widow, widower, next of kin and 


family to apply equally to domestic partnerships or individuals in domestic partnerships, as well as to 


marital relationships and married persons. References to dissolution of marriage will apply equally to 


domestic partnerships that have been terminated, dissolved or invalidated. Where necessary, gender-


specific terms such as husband and wife used in any part of this benefit booklet will be considered as 


gender neutral and applicable to individuals in domestic partnerships. DDWA and the group will follow all 


applicable state and federal requirements, including any applicable regulations.  


 Birth — A newborn shall be covered from and after the moment of birth. DDWA requests the application 


for coverage be made within 90 days of the date of birth. Enrollment may be completed at any time up to 


the fourth birthday. If enrollment is completed after 90 days, the enrollment becomes effective on the first 


day of the month in which enrollment occurs. Enrollment after the fourth birthday must be coincident with 


an open enrollment period. 


 Adoption —DDWA requests the application for coverage be made within 90 days
 
of the date of 


assumption of a legal obligation for total or partial support of the child in anticipation of adoption. If an 


additional Premium for coverage is required and enrollment and payment is not completed within the 90 


days, the Eligible Dependent may be enrolled during the next open enrollment.  


Extension of Benefits 


In the event a person ceases to be eligible for enrollment, or ceases to be enrolled, or in the event of termination 


of this Plan, DDWA shall not be required to pay for services beyond the termination date. The exception will be for 


the completion (within 21 days of the termination date) of procedures requiring multiple visits to complete the work 


started while coverage was in effect and that are otherwise benefits under the terms of this plan. 
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How to Report Suspicion of Fraud 


If you suspect a dental provider, an insurance producer or an individual might be committing insurance fraud, 


please contact the DDWA hotline for Fraud & Abuse at (800) 211-0359. You may also want to alert any of the 


appropriate law enforcement authorities listed: 


 The National Insurance Crime Bureau (NICB). You can reach the NICB at 1 (800) 835-6422 (callers do 


not have to disclose their names when reporting fraud to the NICB). 


 The Office of the Insurance Commissioner (OIC) at (360) 725-7263 or go to www.insurance.wa.gov for 


more information. 


Continuation of Coverage — “COBRA” 


The “Continuation of Coverage” legislation passed into federal law (PL 99-272 and as amended by PL 104-191) 


requires that should certain qualifying events occur which would have previously terminated coverage, coverage 


may continue for a period of time on a self-pay basis. 


When you terminate for reasons other than gross misconduct, you may continue your dental benefits up to 18 
months, or until you are covered under another group dental plan, by self-paying the required Premium. 


If a dependent no longer meets the eligibility requirements due to the death or divorce of the employee, or does 


not meet the age requirement for children, coverage may continue up to three years, or until the dependent is 


covered under another group dental plan, by self-paying the required Premium. 


Contact your employer for further clarification and details of how they plan to implement this continuation of 


coverage for eligible persons. 


MySmile® Personal Benefits Center 


The MySmile
®
 personal benefits center, available on Delta Dental of Washington’s website a, is customized to 


your individual needs and provides you with the answers to your most pressing questions about your dental 


coverage. A simple, task-oriented, self-service interface, MySmile lets you search for a dentist in your Plan 


network, review your recent dental activity, check details of your Plan coverage, view and print your ID card, 


check the status of current claims, and more. 


For your convenience, your DDWA dental benefits ID card can be found — and printed — directly from the 


website. 


Health Insurance Portability and Accountability Act (HIPAA) 


Delta Dental of Washington is committed to protecting the privacy of your dental health information. 


The Health Insurance Portability and Accountability Act (HIPAA) requires DDWA to alert you of the availability of 


our Notice of Privacy Practices (NPP), which you may view and print by visiting www.DeltaDentalWA.com. You 


may also request a printed copy by calling the DDWA privacy hotline at (800) 211-0359.
 


Uniformed Services Employment & Re-Employment Rights Act (USERRA) 


Employees called to military service have the right to continue dental coverage for up to 24 months by paying the 


monthly Premiums, even if they are employed by groups that are too small to comply with COBRA. USERRA 


contains other employment-related requirements, including (but not limited to) the employer having to hold the 


employee’s position until he/she returns from service. For further information on this act, please contact your legal 


counsel or insurance producer. 
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Children’s Health Insurance Plan Reauthorization Act (CHIPRA) 


CHIPRA allows special enrollment rights and allows states to subsidize Premiums for employer-provided group 


health coverage for eligible children (excluding benefits provided under health FSA’s and high-deductible health 


plans).  


 Employees and dependents that are eligible but not enrolled for coverage may enroll under the following 


conditions: 


 An employee or dependent loses Medicaid or CHIP coverage due to loss of eligibility, and the employee 


requests coverage within 60 days after the termination. 


 An employee or dependent becomes eligible for a premium assistance subsidy under Medicaid of CHIP 


and the employee requests coverage within 60 days after the termination. 


Contact your employer for further clarification and details of how they plan to implement this coverage for eligible 


persons. 


Conversion Option 


If your dental coverage stops because your employment or eligibility ends or the group policy ends, you may 


apply directly to DDWA to convert your coverage to an individual policy. You must apply within 31 days after 


termination of your group coverage. The benefits and Premium costs may be different from those available under 


your current plan. There may be a gap in coverage between the dates your coverage under your current Plan 


ends and the date that coverage begins under an individual policy. 


You may apply for coverage under a DDWA individual Plan online at www.DeltaDentalWA.com/Individual or by 


calling (800) 286-1885 to have an application sent to you. Converted policies are subject to certain benefits and 


limits. 


Necessary vs. Not Covered Treatment 


You and your provider should discuss which services may not be covered dental benefits. Not all necessary 


treatment is covered, and there may be additional charges. The majority of required dental services are covered 


by your plan. However, there are certain treatments that remain the responsibility of the patient. 


Benefits Covered By Your Plan 


The following are the covered dental benefits under this Plan and are subject to the limitations and exclusions 


(refer also to “General Limitations and General Exclusions”) contained in this benefit booklet. Such benefits (as 


defined) are available only when provided by a licensed dentist or other licensed professional when appropriate 


and necessary as determined by the standards of generally accepted dental practice and DDWA. 


Note: Please be sure to consult your provider before treatment begins regarding any charges that may be your 


responsibility. 


The amounts payable by DDWA for covered dental benefits are described on your Summary of Benefits section 


of this benefit booklet. 


  



http://www.deltadentalwa.com/Individual
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Class I Benefits 


Class I Diagnostic 


Covered Dental Benefits 


— Diagnostic evaluation for routine or emergency purposes 


— X-rays 


Limitations 


— Comprehensive or detailed and extensive oral evaluation is covered once in the patient’s lifetime by the 


same dentist. Subsequent comprehensive or detailed and extensive oral evaluation from the same dentist 


is paid as a periodic oral evaluation. 


— Routine evaluation is covered twice in a benefit period. Routine evaluation includes all evaluations except 


limited, problem-focused evaluations. 


— Limited problem-focused evaluations are covered twice in a benefit period. 


— A complete series or a panoramic X-ray is covered once in a five-year period from the date of service. 


o Any number or combination of X-rays, billed for the same date of service, which equals or exceeds 


the allowed fee for a complete series, is considered a complete series for payment purposes. 


— Supplementary bitewing X-rays are covered once in a benefit period. 
— Diagnostic services and X-rays related to temporomandibular joints (jaw joints) are not a paid covered 


benefit under Class I benefits.
 


Exclusions 


— Consultations  


— Study models 


Class I Preventive 


Covered Dental Benefits 


— Prophylaxis (cleaning) 


— Periodontal maintenance 


— Sealants 


— Topical application of fluoride including fluoridated varnishes 


— Space maintainers 


— Preventive resin restoration 


Limitations 


— Any combination of prophylaxis and periodontal maintenance is covered twice in a benefit period. 


o Periodontal maintenance procedures are covered only if a patient has completed active periodontal 


treatment. 


— Under certain conditions of oral health, prophylaxis or periodontal maintenance (but not both) may be 


covered up to a total of four times in a benefit period. 


Note: These benefits are available only under certain conditions of oral health. It is strongly recommended that 


you have your dentist submit a predetermination of benefits to determine if the treatment is a covered 


dental benefit. A predetermination is not a guarantee of payment. See “Predetermination of Benefits” for 


additional information.  


— Topical application of fluoride is limited to two covered procedures in a benefit period. 
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— Sealants: 


o Payment for application of sealants will be for permanent molars with no restorations (includes 


preventive resin restorations) on the occlusal (biting) surface.  


o The application of a sealant is a covered dental benefit once in a two-year period per tooth from the 


date of service. 


— Space maintainers are covered once in a patient’s lifetime for the same missing tooth or teeth through 


age 13. 


— Preventive resin restorations: 


o Payment for a preventive resin restoration will be for permanent molars with no restorations on the 


occlusal (biting) surface.  


o The application of a preventive resin restoration is a covered dental benefit once in a two-year period 


per tooth from the date of service. 


o The application of a preventive resin restoration is not a paid covered benefit for two years after a 


sealant or preventive resin restoration on the same tooth from the date of service.  


Exclusions 


— Plaque control program (oral hygiene instruction, dietary instruction and home fluoride kits) 


Class I Periodontics 


Covered Dental Benefits 


— Prescription-strength fluoride toothpaste 


— Antimicrobial rinse dispensed by the dental office 


Limitations 


— Prescription-strength fluoride toothpaste and antimicrobial rinse are covered dental benefits following 


periodontal surgery or other covered periodontal procedures when dispensed in a dental office. 


— Proof of a periodontal procedure must accompany the claim or the patient’s DDWA history must show a 


periodontal procedure within the previous 180 days. 


— Antimicrobial rinse may be dispensed once per course of periodontal treatment. (A course of treatment 


may include several visits). 


— Antimicrobial rinse is available for women during pregnancy without any periodontal procedure.  


Class II Benefits 


Class II Sedation 


Covered Dental Benefits 


— General anesthesia when administered by a licensed Dentist or other Licensed Professional who meets 


the educational, credentialing and privileging guidelines established by the Dental Quality Assurance 


Commission of the state of Washington or as determined by the state in which the services are provided. 


— Intravenous sedation when administered by a licensed Dentist or other Licensed Professional who meets 


the educational, credentialing and privileging guidelines established by the Dental Quality Assurance 


Commission of the state of Washington or as determined by the state in which the services are provided. 


Limitations  


— General anesthesia is covered in conjunction with certain covered oral surgery procedures, as 


determined by DDWA, or when medically necessary, for children through age six, or a physically or 


developmentally disabled person, when in conjunction with Class I, II, III or Orthodontic covered dental 


benefits.  


— Intravenous sedation is covered in conjunction with certain covered oral surgery procedures, as 


determined by DDWA. 
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— Either general anesthesia or intravenous sedation (but not both) are covered when performed on the 


same day.  


— General anesthesia or intravenous sedation for routine postoperative procedures is not a paid covered 


benefit. 


Class II Palliative Treatment 


Covered Dental Benefits  


— Palliative treatment for pain 


Limitations 


— Palliative treatment is not a paid covered benefit when the same provider performs any other definitive 


treatment on the same date. 


Class II Restorative 


Covered Dental Benefits 


— Restorations (fillings) 


— Stainless steel crowns  


— Refer to “Class III Restorative” if teeth are restored with crowns, inlays, veneers, or onlays. 


Limitations 


— Restorations on the same surface(s) of the same tooth are covered once in a two-year period from the 


date of service for the following reasons: 


o Treatment of carious lesions (visible destruction of hard tooth structure resulting from the process of 


dental decay) 


o Fracture resulting in significant loss of tooth structure (missing cusp) 


o Fracture resulting in significant damage to an existing restoration 


— If a resin-based composite or glass ionomer restoration is placed in a posterior tooth (except those placed 


in the buccal (facial) surface of bicuspids), it will be considered an elective procedure and an amalgam 


allowance will be made, with any difference in cost being the responsibility of the patient.  


— Restorations necessary to correct vertical dimension or to alter the morphology (shape) or occlusion are 


not a paid covered benefit. 


— Stainless steel crowns are covered once in a two-year period from the seat date. 


Exclusions 


— Overhang removal 


— Copings 


— Re-contouring or polishing of restoration 


Class II Oral Surgery 


Covered Dental Benefits 


— Removal of teeth 


— Preparation of the mouth for insertion of dentures 


— Treatment of pathological conditions and traumatic injuries of the mouth 


— Refer to “Class II Sedation” for Sedation information. 


Exclusions 


— Bone replacement graft for ridge preservation 


— Bone grafts, of any kind, to the upper or lower jaws not associated with periodontal treatment of teeth 


— Tooth transplants 
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— Materials placed in tooth extraction sockets for the purpose of generating osseous filling 


Class II Periodontics 


Covered Dental Benefits 


— Surgical and nonsurgical procedures for treatment of the tissues supporting the teeth 


— Services covered include: 


o Periodontal scaling/root planing 


o Periodontal surgery 


o Limited adjustments to occlusion (eight teeth or fewer) 


o Localized delivery of antimicrobial agents  


o Gingivectomy 


— Refer to “Class I Preventive” for periodontal maintenance benefits. 


— Refer to “Class II Sedation” for Sedation information. 


— Refer to “Class III Periodontics” for occlusal equilibration and occlusal guard. 


Note:  Some benefits are available only under certain conditions of oral health. It is strongly recommended that 


you have your dentist submit a predetermination of benefits to determine if the treatment is a covered 


dental benefit. A predetermination is not a guarantee of payment. See “Predetermination of Benefits” for 


additional information. 


Limitations 


— Periodontal scaling/root planing is covered once in a 36-month period from the date of service. 


— Limited occlusal adjustments are covered once in a 12-month period from the date of service. 


— Periodontal surgery (per site) is covered once in a three-year period from the date of service. 


o Periodontal surgery must be preceded by scaling and root planing a minimum of six weeks and a 


maximum of six months, or the patient must have been in active supportive periodontal therapy, prior 


to such treatment 


— Soft tissue grafts (per site) for implants and natural teeth are covered once in a three-year period from the 


date of service. 


— Localized delivery of antimicrobial agents is a covered dental benefit under certain conditions of oral 


health.  


o Localized delivery of antimicrobial agents is limited to two teeth per quadrant and up to two times (per 


tooth) in a benefit period. 


o Localized delivery of antimicrobial agents must be preceded by scaling and root planing a minimum of 


six weeks and a maximum of six months, or the patient must have been in active supportive 


periodontal therapy, prior to such treatment 


Class II Endodontics 


Covered Dental Benefits 


— Procedures for pulpal and root canal treatment, services covered include: 


o Pulp exposure treatment 


o Pulpotomy 


o Apicoectomy 


— Refer to “Class II Sedation” for Sedation information. 
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Limitations 


— Root canal treatment on the same tooth is covered only once in a two-year period from the date of 


service. 


— Re-treatment of the same tooth is allowed when performed by a dentist other than the dentist who 


performed the original treatment and if the re-treatment is performed in a dental office other than the 


office where the original treatment was performed. 


Exclusions 


— Bleaching of teeth 


Class III Benefits 


Class III Periodontics 


Covered Dental Benefits 


— Under certain conditions of oral health, services covered are: 


o Occlusal guard (nightguard) 


o Repair and relines of occlusal guard 


o Complete occlusal equilibration 


Note: These benefits are available only under certain conditions of oral health. It is strongly recommended that 


you have your dentist submit a predetermination of benefits to determine if the treatment is a covered 


dental benefit. A predetermination is not a guarantee of payment. See “Predetermination of Benefits” for 


additional information. 


Limitations 


— Occlusal guard (nightguard) is covered once in a three-year period from the date of service. 


— Repair and relines done more than six months after the date of initial placement are covered. 


— Complete occlusal equilibration is covered once in a lifetime.  


Class III Restorative 


Covered Dental Benefits 


— Crowns, veneers, inlays (as a single tooth restoration – with limitations) or onlays for treatment of carious 


lesions (visible destruction of hard tooth structure resulting from the process of removing dental decay) or 


fracture resulting in significant loss of tooth structure (e.g., missing cusps or broken incisal edge). 


— Crown buildups 


— Post and core on endodontically treated teeth 


Limitations 


— A crown, veneer or onlay on the same tooth is covered once in a seven-year period from the seat date. 


— An implant-supported crown on the same tooth is covered once in a seven-year period from the seat date 


of a previous crown on that same tooth.  


— An inlay (as a single tooth restoration) will be considered as elective treatment and an amalgam 


allowance will be made once in a two-year period, with any difference in cost being the responsibility of 


the covered person. 


— Payment for a crown, veneer, inlay, or onlay shall be paid based upon the date that the treatment or 


procedure is completed. 


— A crown buildup is a covered dental benefit when more than 50 percent of the natural coronal tooth 


structure is missing and there is less than 2mm of vertical height remaining for 180 degrees or more of 


the tooth circumference and there is evidence of decay or other significant pathology. 
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— A crown buildup or a post and core are covered once in a seven-year period on the same tooth from the 


date of service. 


— Crown buildups or post and cores are not a paid covered benefit within two years of a restoration on the 


same tooth from the date of service. 


— A crown used for purposes of re-contouring or repositioning a tooth to provide additional retention for a 


removable partial denture is not a paid covered benefit unless the tooth is decayed to the extent that a 


crown would be required to restore the tooth whether or not a removable partial denture is part of the 


treatment. 


— A crown or onlay is not a paid covered benefit when used to repair micro-fractures of tooth structure when 


the tooth is asymptomatic (displays no symptoms) or there is an existing restoration with no evidence of 


decay or other significant pathology. 


— A crown or onlay placed because of weakened cusps or existing large restorations without overt 


pathology is not a paid covered benefit. 


— Ceramic substrate/porcelain or cast metal crowns and onlays are not a paid covered benefit for children 


under 12 years of age.  


Exclusions 


— Copings 


Class III Prosthodontics 


Covered Dental Benefits 


— Full and immediate dentures 


— Removable and fixed partial dentures (fixed bridges) 


— Inlays when used as a retainer for a fixed partial denture (fixed bridge) 


— Adjustment or repair of an existing prosthetic appliance 


— Surgical placement or removal of implants or attachments to implants 


Limitations 


— Replacement of an existing prosthetic appliance is covered once every seven years from the delivery 


date and only then if it is unserviceable and cannot be made serviceable. 


— Fixed prosthodontics for children less than 16 years of age are not a paid covered benefit. 


— Payment for dentures, fixed partial dentures (fixed bridges); inlays (only when used as a retainer for a 


fixed bridge) and removable partial dentures shall be paid upon the delivery date. 


— Implants and superstructures are covered once every seven years. 


— Root canals in conjunction with overdentures are not a paid covered benefit. 


— Temporary dentures — DDWA will allow the amount of a reline toward the cost of an interim partial or 


full denture. After placement of the permanent prosthesis, an initial reline will be a benefit after six 


months. 


o Stayplate dentures are a benefit only when replacing anterior teeth during the healing period or 


in children 16 years of age or under for missing anterior permanent teeth. 


— Full and immediate dentures — DDWA will allow the appropriate amount for a full or immediate denture 


toward the cost of an elective procedure such as an overdenture, a personalized restoration, or a 


specialized treatment. 


— Denture adjustments and relines — Denture adjustments, relines, repairs and rebases done more than 


six months after the initial placement are covered.  


o Subsequent adjustments and repairs are covered.  


o Subsequent relines or rebases will be covered once in a 12-month period 


o An adjustment or reline performed more than 6 months after a rebase will be covered. 
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Exclusions 


— Duplicate dentures 


— Personalized dentures 


— Maintenance or cleaning of a prosthetic appliance  


— Copings 


— Crowns in conjunction with overdentures are not a paid covered benefit. 


— Porcelain and resin inlay bridges  


Orthodontic Benefits for Covered Adults and Children 


Orthodontic treatment is defined as the necessary procedures of treatment, performed by a licensed dentist, 


involving surgical or appliance therapy for movement of teeth and post-treatment retention. 


The lifetime maximum amount payable by DDWA for orthodontic benefits provided to an Enrolled Person shall be 


$1,500.  Not more than $750 of the maximum, or one-half of DDWA’s total responsibility shall be payable at the 


time of initial banding. Subsequent payments of DDWA’s responsibility shall be made on a monthly basis 


throughout the length of treatment submitted, providing the employee is enrolled and the dependent is in 


compliance with the age limitation.  


It is strongly suggested that an orthodontic treatment Plan be submitted to, and a predetermination be made by, 


DDWA prior to commencement of treatment. A predetermination is not a guarantee of payment. See 


“Predetermination of Benefits” for additional information. Additionally, payment for orthodontic benefits is based 


upon eligibility. If individuals become disenrolled prior to the payment of benefits, subsequent payment is not 


covered. 


Covered Dental Benefits 


— Treatment of malalignment of teeth and/or jaws. Orthodontic records: exams (initial, periodic, 


comprehensive, detailed and extensive), X-rays (intraoral, extraoral, diagnostic radiographs, panoramic), 


diagnostic photographs, diagnostic casts (study models) or cephalometric films. 


Limitations 


— Payment is limited to: 


o Completion, or through limiting age (refer to “Dependent Eligibility and Termination”), whichever occur 


first. 


o Treatment received after coverage begins (claims must be submitted to DDWA within the time 


limitation stated in the Claim Forms Section of the start of coverage). For orthodontia claims, the 


initial banding date is the treatment date considered in the timely filing. 


— Treatment that began prior to the start of coverage will be prorated: 


o Payment is made based on the balance remaining after charges prior to the date of eligibility are 


deducted. 


o DDWA will issue payments based on our responsibility for the length of the treatment. The payments 


are issued providing the employee is enrolled and the dependent is in compliance with the age 


limitation. 


— In the event of termination of the treatment Plan prior to completion of the case or termination of this plan, 


no subsequent payments will be made for treatment incurred after such termination date. 


Exclusions 


— Charges for replacement or repair of an appliance 


— No benefits shall be provided for services considered inappropriate and unnecessary, as determined by 


DDWA. 
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Well Baby Checkups 


For your infant child, Delta Dental of Washington offers access to oral evaluation and fluoride through your family 


physician. Please ensure your infant child is enrolled in your dental Plan to receive these benefits. Many 


physicians are trained to offer these evaluations, so please inquire when scheduling an appointment to be sure 


your physician offers this type of services. When visiting a participating physician with your infant (age 0-3), 


DDWA will reimburse the physician on your behalf for specific services performed, up to the amount listed below: 


 Oral Evaluation: Reimbursed up to $43 
 Topical application of fluoride: Reimbursed up to $36 


All Plan limitations listed in this benefit booklet apply to this benefit. Also, please be aware that Delta Dental of 


Washington has no control over the charges or billing practices of non-dentist providers which may affect the 


amount Delta Dental of Washington will pay and your financial responsibility. 


Accidental Injury 


DDWA will pay 100 percent of the filed fee or the maximum allowable fee for Class I, Class II and Class III 


covered dental benefit expenses arising as a direct result of an accidental bodily injury. However, payment for 


accidental injury claims will not exceed the unused Plan maximum. A bodily injury does not include teeth broken 


or damaged during the act of chewing or biting on foreign objects. Coverage is available during the benefit period 


and includes necessary procedures for dental diagnosis and treatment rendered within 180 days following the 


date of the accident.
 


General Limitations 


1. Dentistry for cosmetic reasons is not a paid covered benefit. 


2. Restorations or appliances necessary to correct vertical dimension or to restore the occlusion. Such 


procedures, which include restoration of tooth structure lost from attrition, abrasion or erosion and restorations 


for malalignment of teeth, are not a paid covered benefit. 


General Exclusions 


1. Services for injuries or conditions that are compensable under Worker's Compensation or Employers' Liability 


laws, and services that are provided to the covered person by any federal or state or provincial government 


agency or provided without cost to the covered person by any municipality, county, or other political 


subdivision, other than medical assistance in this state, under medical assistance RCW 74.09.500, or any 


other state, under 42 U.S.C., Section 1396a, section 1902 of the Social Security Act. 


2. Application of desensitizing agents 


3. Experimental services or supplies, which include:  


a. Procedures, services or supplies are those whose use and acceptance as a course of dental treatment 


for a specific condition is still under investigation/observation. In determining whether services are 


experimental, DDWA, in conjunction with the American Dental Association, will consider them if:  


i) The services are in general use in the dental community in the state of Washington;  


ii) The services are under continued scientific testing and research;  


iii) The services show a demonstrable benefit for a particular dental condition; and  


iv) They are proven to be safe and effective.  


Any individual whose claim is denied due to this experimental exclusion clause will be notified of the 


denial within 20 working days of receipt of a fully documented request. 
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b. Any denial of benefits by DDWA on the grounds that a given procedure is deemed experimental may be 


appealed to DDWA. DDWA will respond to such appeal within 20 working days after receipt of all 


documentation reasonably required to make a decision. The 20-day period may be extended only with 


written consent of the covered person. 


c. Whenever DDWA makes an adverse determination and delay would jeopardize the covered person's life 


or materially jeopardize the covered person's health, DDWA shall expedite and process either a written or 


an oral appeal and issue a decision no later than seventy-two hours after receipt of the appeal. If the 


treating Licensed Professional determines that delay could jeopardize the covered person's health or 


ability to regain maximum function, DDWA shall presume the need for expeditious review, including the 


need for an expeditious determination in any independent review under WAC 284-43-620(2). 


4. Analgesics such as nitrous oxide, conscious sedation, euphoric drugs or injections 


5. Prescription drugs 


6. In the event a covered person fails to obtain a required examination from a DDWA -appointed independent 


consultant dentist for certain treatments, no benefits shall be provided for such treatment. 


7. Hospitalization charges and any additional fees charged by the dentist for hospital treatment 


8. Broken appointments 


9. Behavior management 


10. Completing claim forms 


11. Habit-breaking appliances 


12. TMJ services or supplies  


13. This Plan does not provide benefits for services or supplies to the extent that benefits are payable for them 


under any motor vehicle medical, motor vehicle no-fault, uninsured motorist, underinsured motorist, personal 


injury protection (PIP), commercial liability, homeowner's policy, or other similar type of coverage. 


14. All other services not specifically included in this Plan as covered dental benefits. 


DDWA shall determine whether services are Covered Dental Benefits in accordance with standard dental practice 


and the Limitations and Exclusions shown in this benefits booklet. Should there be a disagreement regarding the 


interpretation of such benefits, the subscriber shall have the right to appeal the determination in accordance with 


the non-binding appeals process in this benefits booklet and may seek judicial review of any denial of coverage of 


benefits. 


Frequently Asked Questions about Your Dental Benefits 


What is a Delta Dental “participating dentist”? 


A Delta Dental participating dentist is a dentist who has signed an agreement with Delta Dental stipulating that he 


or she will provide dental treatment to subscribers and their dependents covered by DDWA’s group dental care 


plans. Delta Dental participating dentists submit claims directly to DDWA for their patients. 


Can I choose my own dentist? 


See “Choosing a Dentist” under the “How to Use Your Plan” section in the front of this benefit booklet. 


How can I get claim forms? 


You can obtain American Dental Association-approved claim forms from your dentist. You can also obtain a copy 


of the approved claim form from our website at www.DeltaDentalWa.com. Note: If your dentist is a Delta Dental 


participating provider, he or she will complete and submit claim forms for you. 


What is the mailing address for DDWA claim forms? 


If you see a Delta Dental participating dentist, the dental office will submit your claims for you. If your dentist is not 


a participating dentist, it will be up to you to ensure that the dental office submits your claims to Delta Dental of 


Washington at P.O. Box 75983, Seattle, WA 98175-0983. 



http://www.ddpwa.com/
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Who do I call if I have questions about my dental Plan benefits? 


If you have questions about your dental benefits, call DDWA’s customer service department at call toll-free at 


(800) 554-1907. Questions can also be addressed via e-mail at cservice@DeltaDentalWa.com. 


Does DDWA pay less for tooth-colored fillings on my back teeth? 


Tooth-colored fillings, or fillings made of resin-based composite, are considered to be cosmetic. Dental 


amalgams, or what we normally think of as silver fillings, are less expensive and clinically equivalent to resin-


based composite. Because of this, your Plan reimburses your dentist for the least costly clinically equivalent 


fillings in back (posterior) teeth. If you have questions about this, feel free to discuss them with your dentist. 


Do I have to get an “estimate” before having dental treatment done? 


You may ask your dentist to complete and submit a request for an estimate, called a “predetermination of 


benefits.” The estimate will provide you with estimated cost and benefits for your procedure, but are not a 


guarantee of payment. 


What is Delta Dental? 


Delta Dental Plans Association is a national organization made up of local, nonprofit Delta Dental plans that 


provide employer groups with dental benefits coverage. DDWA is a member of the Delta Dental Plans 


Association. 


Claim Review and Appeal 


Predetermination of Benefits 


A predetermination is a request made by your dentist to DDWA to determine your benefits for a particular service. 


This predetermination will provide you and your dentist with general coverage information regarding your benefits 


and your potential out-of-pocket cost for services. 


A predetermination is not an authorization for services but a notification of Covered Dental Benefits available at 


the time the predetermination is made. It is not a guarantee of payment (please refer to the “Initial Benefits 


Determination” section regarding claims requirements).  


A standard predetermination is processed within 15 days from the date of receipt of all appropriate information. If 


the information received is incomplete DDWA will notify you and your Dentist in writing that additional information 


is required in order to process the predetermination. Once the additional information is available your Dentist 


should submit a new request for a predetermination to DDWA.  


In the event your benefits are changed, terminated, or you are no longer covered under this Plan, the 


predetermination is no longer valid. DDWA will make payments based on your coverage at the time treatment is 


provided. 


Urgent Predetermination Requests 


Should a predetermination request be of an urgent nature, whereby a delay in the standard process may seriously 


jeopardize life, health, the ability to regain maximum function, or could cause severe pain in the opinion of a 


physician or dentist who has knowledge of the medical condition, DDWA will review the request within 72-hours 


from receipt of the request and all supporting documentation. When practical, DDWA may provide notice of 


determination orally with written or electronic confirmation to follow within 72 hours. 


Immediate treatment is allowed without a requirement to obtain a predetermination in an emergency situation 


subject to the contract provisions. 
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Initial Benefit Determinations 


An initial benefit determination is conducted at the time of claim submission to DDWA for payment, modification or 


denial of services. In accordance with regulatory requirements, DDWA processes all clean claims within 30 days 


from the date of receipt. Clean claims are claims that have no defect or impropriety, including a lack of any 


required substantiating documentation, or particular circumstances requiring special treatment that prevents 


timely payments from being made on the claim. Claims not meeting this definition are paid or denied within 60 


days of receipt. 


If a claim is denied, in whole or in part, or is modified, you will be furnished with a written explanation of benefits 


(EOB) that will include the following information: 


 The specific reason for the denial or modification 


 Reference to the specific Plan provision on which the determination was based 


 Your appeal rights should you wish to dispute the original determination 


Appeals of Denied Claims 


How to contact us 


We will accept notice of an Urgent Care Grievance or Appeal if made by you, your covered dependent, or an 


authorized representative of your covered dependent orally by contacting us at the telephone number below or in 


writing directed to Delta Dental of Washington, P.O. Box 75983, Seattle, WA 98175-0983.  You may include any 


written comments, documents or other information that you believe supports your claim. For more information 


please call 1-800-554-1907. 


Authorized Representative 


You may authorize another person to represent you or your child and receive communications from DDWA 


regarding your specific appeal.  The authorization must be in writing and signed by you.  If an appeal is submitted 


by another party without this authorization, a request will be made to obtain a completed Authorized 


Representative form.  The appeal process will not commence until this form is received.  Should the form, or any 


other document confirming the right of the individual to act on your behalf, i.e., power of attorney, not be returned, 


the appeal will be closed. 


Informal Review 


If your claim for dental benefits has been completely or partially denied, you have the right to request an informal 


review of the decision.  Either you, or your authorized representative (see above), must submit your request for a 


review within 180 days from the date your claim was denied (please see your Explanation of Benefits form).  A 


request for a review may be made orally or in writing and include the following information: 


 Your name and ID number 


 The claim number (from your Explanation of Benefits form) 


 The name of the dentist  


DDWA will review your claim and send you a notice within 14 days of receiving your request. This notice will 


either be the determination of our review or a notification that we will require an additional 16 days, for a total of 


30 days. When our review is completed, DDWA will send you a written notification of the review decision and 


provide you information regarding any further appeal rights available should the result be unfavorable to you. 


Upon request, you will be granted access to, and copies of, all relevant information used in making the review 


decision. Informal reviews of wholly or partially denied claims are conducted by persons not involved in the initial 


claim determination. 
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Formal Review 


If you are dissatisfied with the outcome of the informal review, you may make a written request that your claim be 


reviewed formally by the DDWA Appeals Committee.  This Committee includes only persons who were not 


involved in either the original claim decision or the informal review. 


Your request for a review by the Appeals Committee must be made within 90 days of the post-marked date of the 


letter notifying you of the informal review decision.  Your request should include the information submitted with 


your informal review request plus a copy of the informal review decision letter.  You may also submit any other 


documentation or information you believe supports your case. 


The Appeals Committee will review your claim within 30 days of receiving you request. Upon completion of their 


review the Appeals Committee will send you written notification of their decision.  Upon request, you will be 


granted access to, and copies of, all relevant information used in making the review decision.   


Whenever DDWA makes an adverse determination and delay would jeopardize the covered person's life or 


materially jeopardize the covered person's health, DDWA shall expedite and process either a written or an oral 


appeal and issue a decision no later than seventy-two hours after receipt of the appeal. If the treating Licensed 


Professional determines that delay could jeopardize the eligible person's health or ability to regain maximum 


function, DDWA shall presume the need for expeditious review, including the need for an expeditious 


determination in any independent review consistent with applicable regulation. 


Coordination of Benefits 


Coordination of this Contract’s Benefits with Other Benefits: The coordination of benefits (COB) provision applies 


when you have dental coverage under more than one Plan. Plan is defined below. 


The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits. The 


Plan that pays first is called the Primary Plan. The Primary Plan must pay benefits according to its policy terms 


without regard to the possibility that another Plan may cover some expenses. The Plan that pays after the Primary 


Plan is the Secondary Plan. The Secondary Plan may reduce the benefits it pays so that payments from all Plans 


do not exceed 100 percent of the total Allowable Expense. 


Definitions: For the purpose of this section, the following definitions shall apply: 


A “Plan” is any of the following that provides benefits or services for dental care or treatment. If separate 


contracts are used to provide coordinated coverage for members of a group, the separate contracts are 


considered parts of the same Plan and there is no COB among those separate contracts. However, if COB rules 


do not apply to all contracts, or to all benefits in the same contract, the contract or benefit to which COB does not 


apply is treated as a separate Plan. 


 Plan includes: group, individual or blanket disability insurance contracts, and group or individual contracts 


issued by health care service contractors or health maintenance organizations (HMO), Closed Panel 


Plans or other forms of group coverage; medical care components of long-term care contracts, such as 


skilled nursing care; and Medicare or any other federal governmental Plan, as permitted by law. 


 Plan does not include: hospital indemnity or fixed payment coverage or other fixed indemnity or fixed 


payment coverage; accident only coverage; specified disease or specified accident coverage; limited 


benefit health coverage, as defined by state law; school accident and similar coverage that cover 


students for accidents only, including athletic injuries, either on a twenty-four-hour basis or on a "to and 


from school" basis; benefits for nonmedical components of long-term care policies; automobile insurance 


policies required by statute to provide medical benefits; Medicare supplement policies; A state Plan under 


Medicaid; A governmental plan, which, by law, provides benefits that are in excess of those of any private 


insurance Plan or other nongovernmental plan; automobile insurance policies required by statute to 


provide medical benefits; benefits provided as part of a direct agreement with a direct patient-provider 


primary care practice as defined by law or coverage under other federal governmental Plans, unless 


permitted by law. 
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Each contract for coverage under the above bullet points is a separate Plan. If a Plan has two parts and COB 


rules apply only to one of the two, each of the parts is treated as a separate Plan. 


“This Plan” means, in a COB provision, the part of the contract providing the dental benefits to which the COB 


provision applies and which may be reduced because of the benefits of other Plans. Any other part of the contract 


providing dental benefits is separate from This Plan. A contract may apply one COB provision to certain benefits, 


such as dental benefits, coordinating only with similar benefits, and may apply another COB provision to 


coordinate other benefits. 


The order of benefit determination rules determine whether This Plan is a Primary Plan or Secondary Plan when 


you have dental coverage under more than one Plan. 


When This Plan is primary, it determines payment for its benefits first before those of any other Plan without 


considering any other Plan’s benefits. When This Plan is secondary, it determines its benefits after those of 


another Plan and must make payment in an amount so that, when combined with the amount paid by the Primary 


Plan, the total benefits paid or provided by all Plans for the claim are coordinated up to 100 percent of the total 


Allowable Expense for that claim. This means that when This Plan is secondary, it must pay the amount which, 


when combined with what the Primary Plan paid, does not exceed 100 percent of the Allowable Expense. In 


addition, if This Plan is secondary, it must calculate its savings (its amount paid subtracted from the amount it 


would have paid had it been the Primary Plan) and record these savings as a benefit reserve for you. This reserve 


must be used to pay any expenses during that calendar year, whether or not they are an Allowable Expense 


under This Plan. If This Plan is secondary, it will not be required to pay an amount in excess of its maximum 


benefit plus any accrued savings. 


“Allowable Expense”, except as outlined below, means any health care expense including coinsurance or 


copayments and without reduction for any applicable deductible, that is covered in full or in part by any of the 


plans covering you. When coordinating benefits as the secondary plan, Delta Dental of Washington must pay an 


amount which, together with the payment made by the primary plan, cannot be less than the same allowable 


expense as the secondary Plan would have paid if it was the primary plan. In no event will DDWA be required to 


pay an amount in excess of its maximum benefit plus accrued savings. When Medicare, Part A, Part B, Part C, or 


Part D is primary, Medicare’s allowable amount is the allowable expense. 


An expense or a portion of an expense that is not covered by any of the plans is not an allowable expense. The 


following are examples of expenses that are not Allowable Expenses: 


 If you are covered by two or more Plans that compute their benefit payments on the basis of a maximum 


allowable amount, relative value schedule reimbursement method or other similar reimbursement method, 


any amount charged by the provider in excess of the highest reimbursement amount for a specific benefit 


is not an Allowable Expense. 


 If you are covered by two or more Plans that provide benefits or services on the basis of negotiated fees, 


an amount in excess of this plan’s negotiated fee is not an Allowable Expense. 


“Closed Panel Plan” is a Plan that provides dental benefits to you in the form of services through a panel of 


providers who are primarily employed by the Plan, and that excludes coverage for services provided by other 


providers, except in cases of emergency or referral by a panel member. 


“Custodial Parent” is the parent awarded custody by a court decree or, in the absence of a court decree, is the 


parent with whom the child resides more than one-half of the calendar year without regard to any temporary 


visitation. 


Order of Benefit Determination Rules: When you are covered by two or more Plans, the rules for determining 


the order of benefit payments are as follows: 


The Primary Plan must pay or provide its benefits as if the Secondary Plan or Plans did not exist. 
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A Plan that does not contain a coordination of benefits provision that is consistent with Chapter 284-51 of the 


Washington Administrative Code is always primary unless the provisions of both Plans state that the complying 


Plan is primary, except coverage that is obtained by virtue of membership in a group that is designed to 


supplement a part of a basic package of benefits and provides that this supplementary coverage is excess to any 


other parts of the Plan provided by the contract holder.  


A Plan may consider the benefits paid or provided by another Plan in calculating payment of its benefits only 


when it is secondary to that other Plan. 


Each Plan determines its order of benefits using the first of the following rules that apply: 


“Non-Dependent or Dependent:” The Plan that covers you other than as a Dependent, for example as an 


employee, member, policyholder, subscriber or retiree is the Primary Plan and the Plan that covers you as a 


Dependent is the Secondary Plan. However, if you are a Medicare beneficiary and, as a result of federal law, 


Medicare is secondary to the Plan covering you as a Dependent, and primary to the Plan covering you as other 


than a Dependent (e.g., a retired employee), then the order of benefits between the two Plans is reversed so that 


the Plan covering you as an employee, member, policyholder, subscriber or retiree is the Secondary Plan and the 


other Plan is the Primary Plan. 


“Dependent Child Covered Under More Than One Plan:” Unless there is a court decree stating otherwise, 


when a Dependent child is covered by more than one Plan the order of benefits is determined as follows: 


1) For a Dependent child whose parents are married or are living together, whether or not they have ever been 


married: 


a) The Plan of the parent whose birthday falls earlier in the calendar year is the Primary Plan; or 


b) If both parents have the same birthday, the Plan that has covered the parent the longest is the Primary 


Plan. 


2) For a Dependent child whose parents are divorced or separated or not living together, whether or not they 


have ever been married: 


a) If a court decree states that one of the parents is responsible for the Dependent child’s dental expenses 


or dental coverage and the Plan of that parent has actual knowledge of those terms, that Plan is primary. 


This rule applies to claims determination periods commencing after the Plan is given notice of the court 


decree; 


b) If a court decree states one parent is to assume primary financial responsibility for the Dependent child 


but does not mention responsibility for dental expenses, the Plan of the parent assuming financial 


responsibility is primary; 


c) If a court decree states that both parents are responsible for the Dependent child’s dental expenses or 


dental coverage, the provisions of the first bullet point above (for dependent child(ren) whose parents are 


married or are living together) determine the order of benefits; 


d) If a court decree states that the parents have joint custody without specifying that one parent has 


responsibility for the dental expenses or dental coverage of the Dependent child, the provisions of the first 


bullet point above (for dependent child(ren) whose parents are married or are living together) determine 


the order of benefits; or 


e) If there is no court decree allocating responsibility for the Dependent child’s dental expenses or dental 


coverage, the order of benefits for the child is as follows: 


I. The Plan covering the Custodial Parent, first; 


II. The Plan covering the spouse of the Custodial Parent, second; 


III. The Plan covering the noncustodial Parent, third; and then 


IV. The Plan covering the spouse of the noncustodial Parent, last 
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3) For a Dependent child covered under more than one Plan of individuals who are not the parents of the child, 


the provisions of the first or second bullet points above (for dependent child(ren) whose parents are married 


or are living together or for dependent child(ren) whose parents are divorced or separated or not living 


together) determine the order of benefits as if those individuals were the parents of the child. 


“Active Employee or Retired or Laid-off Employee:” The Plan that covers you as an active employee, that is, 


an employee who is neither laid off nor retired, is the Primary Plan. The Plan covering you as a retired or laid-off 


employee is the Secondary Plan. The same would hold true if you are a Dependent of an active employee and 


you are a Dependent of a retired or laid-off employee. If the other Plan does not have this rule, and as a result, 


the Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if the rule under the 


Non-Dependent or Dependent provision above can determine the order of benefits. 


“COBRA or State Continuation Coverage:” If your coverage is provided under COBRA or under a right of 


continuation provided by state or other federal law is covered under another Plan, the Plan covering you as an 


employee, member, subscriber or retiree or covering you as a Dependent of an employee, member, subscriber or 


retiree is the Primary Plan and the COBRA or state or other federal continuation coverage is the Secondary Plan. 


If the other Plan does not have this rule, and as a result, the Plans do not agree on the order of benefits, this rule 


is ignored. This rule does not apply if the rule under the Non-Dependent or Dependent provision above can 


determine the order of benefits. 


“Longer or Shorter Length of Coverage:” The Plan that covered you as an employee, member, policyholder, 


subscriber or retiree longer is the Primary Plan and the Plan that covered you the shorter period of time is the 


Secondary Plan. 


If the preceding rules do not determine the order of benefits, the Allowable Expenses must be shared equally 


between the Plans meeting the definition of Plan. In addition, This Plan will not pay more than it would have paid 


had it been the Primary Plan. 


Effect on the Benefits of This Plan: When This Plan is secondary, it may reduce its benefits so that the total 


benefits paid or provided by all Plans during a claim determination period are not more than the Total Allowable 


Expenses. In determining the amount to be paid for any claim, the Secondary Plan must make payment in an 


amount so that, when combined with the amount paid by the Primary Plan, the total benefits paid or provided by 


all Plans for the claim do not exceed 100 percent of the total Allowable Expense for that claim. Total Allowable 


Expense is the Allowable Expense of the Primary Plan or the Secondary Plan up to this plan’s allowable expense. 


In addition, the Secondary Plan must credit to its Plan deductible any amounts it would have credited to its 


deductible in the absence of other dental coverage. 


How We Pay Claims When We Are Secondary: When we are knowingly the Secondary Plan, we will make 


payment promptly after receiving payment information from your Primary Plan. Your Primary Plan, and we as your 


Secondary Plan, may ask you and/or your provider for information in order to make payment. To expedite 


payment, be sure that you and/or your provider supply the information in a timely manner. 


If the Primary Plan fails to pay within 60 calendar days of receiving all necessary information from you and your 


provider, you and/or your provider may submit your claim for us to make payment as if we were your Primary 


Plan. In such situations, we are required to pay claims within 30 calendar days of receiving your claim and the 


notice that your Primary Plan has not paid. This provision does not apply if Medicare is the Primary Plan. We may 


recover from the Primary Plan any excess amount paid under the "right of recovery" provision in the plan. 


 If there is a difference between the amounts the plans allow, we will base our payment on the higher 


amount. However, if the Primary Plan has a contract with the provider, our combined payments will not be 


more than the amount called for in our contract. Health maintenance organizations (HMOs) and health 


care service contractors usually have contracts with their providers as do some other plans. 
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 We will determine our payment by subtracting the amount paid by the Primary Plan from the amount we 


would have paid if we had been primary. We must make payment in an amount so that, when combined 


with the amount paid by the Primary Plan, the total benefits paid or provided by all plans for the claim 


does not exceed one hundred percent of the total allowable expense (the highest of the amounts allowed 


under each Plan involved) for your claim. We are not required to pay an amount in excess of our 


maximum benefit plus any accrued savings. If your provider negotiates reimbursement amounts with the 


plan(s) for the service provided, your provider may not bill you for any excess amounts once he/she has 


received payment for the highest of the negotiated amounts. When our deductible is fully credited, we will 


place any remaining amounts in a savings account to cover future claims which might not otherwise have 


been paid.  


Right to Receive and Release Needed Information: Certain facts about dental coverage and services are 


needed to apply these COB rules and to determine benefits payable under This Plan and other Plans. The 


Company may get the facts it needs from or give them to other organizations or persons for the purpose of 


applying these rules and determining benefits payable under This Plan and other Plans covering you. The 


Company need not tell, or get the consent of, any person to do this. To claim benefits under This Plan you must 


give the Company any facts it needs to apply those rules and determine benefits payable. 


Facility of Payment: If payments that should have been made under This Plan are made by another Plan, the 


Company has the right, at its discretion, to remit to the other Plan the amount the Company determines 


appropriate to satisfy the intent of this provision. The amounts paid to the other Plan are considered benefits paid 


under This Plan. To the extent of such payments, the Company is fully discharged from liability under This Plan. 


Right of Recovery: The Company has the right to recover excess payment whenever it has paid Allowable 


Expenses in excess of the maximum amount of payment necessary to satisfy the intent of this provision. The 


Company may recover excess payment from any person to whom or for whom payment was made or any other 


Company or Plans. 


If payments that should have been made under This Plan are made by another Plan, DDWA has the right, at its 


discretion, to remit to the other Plan the amount it determines appropriate. To the extent of such payments, 


DDWA is fully discharged from liability under This Plan. 


Notice to covered persons If you are covered by more than one health benefit Plan, and you do not know which 


is your Primary Plan, you or your provider should contact any one of the health Plans to verify which Plan is 


primary. The health Plan you contact is responsible for working with the other health Plan to determine which is 


primary and will let you know within 30 calendar days. 


CAUTION: All health Plans have timely claim filing requirements. If you, or your provider, fail to submit your claim 


to a secondary health Plan within the Plan’s claim filing time limit, the Plan can deny the claim. If you experience 


delays in the processing of your claim by the primary health Plan, you or your provider will need to submit your 


claim to the secondary health Plan within its claim filing time limit to prevent a denial of the claim. 


To avoid delays in claims processing, if you are covered by more than one Plan you should promptly report to 


your providers and Plans any changes in your coverage. 


Subrogation 


Based on the following legal criteria, subrogation means that if you receive this Plan's benefits for an injury or 


condition possibly caused by another person, you must include in your insurance claim or liability claim the 


amount of those benefits. After you have been fully compensated for your loss any money recovered in excess of 


full compensation must be used to reimburse DDWA. DDWA will prorate any attorneys' fees against the amount 


owed. 
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To the extent of any amounts paid by DDWA for a covered person on account of services made necessary by an 


injury to or condition of his or her person, DDWA shall be subrogated to his or her rights against any third party 


liable for the injury or condition. DDWA shall, however, not be obligated to pay for such services unless and until 


the covered person, or someone legally qualified and authorized to act for him or her, agrees to: 


— Include those amounts in any insurance claim or in any liability claim made against the third party for the 


injury or condition; 


— Repay DDWA those amounts included in the claim from the excess received by the injured party, after full 


compensation for the loss is received; 


— Cooperate fully with DDWA in asserting its rights under the contract, to supply DDWA with any and all 


information and execute any and all instruments DDWA reasonably needs for that purpose. 


Provided the injured party is in compliance with the above, DDWA will prorate any attorneys' fees incurred in the 


recovery. 


Your Rights and Responsibilities  


At DDWA our mission is to provide quality dental benefit products to employers and employees throughout 


Washington through the largest network of participating dentists in the state of Washington. We view our benefit 


packages as a partnership between DDWA, our subscribers and our participating member dentists. All partners in 


this process play an important role in achieving quality oral health services. We would like to take a moment and 


share our views of the rights and responsibilities that make this partnership work. 


You Have The Right To: 


 Seek care from any licensed dentist in Washington or nationally. Our reimbursement for such care varies 


depending on your choice (Delta Dental member/nonmember), but you can receive care from any dentist you 


choose. 


 Participate in decisions about your oral health care. 


 Be informed about the oral health options available to you and your family. 


 Request information concerning benefit coverage levels for proposed treatments prior to receiving services. 


 Have access to specialists when services are required to complete a treatment, diagnosis or when your 


primary care dentist makes a specific referral for specialty care. 


 Contact DDWA customer service personnel during established business hours to ask questions about your 


oral health benefits. Alternatively, information is available on our website at DeltaDentalWA.com. 


 Appeal orally or in writing, decisions or grievances regarding your dental benefit coverage. You should expect 


to have these issues resolved in a timely, professional and fair manner. 


 Have your individual health information kept confidential and used only for resolving health care decisions or 


claims. 


 Receive quality care regardless of your gender, race, sexual orientation, marital status, cultural, economic, 


educational or religious background. 


To Receive the Best Oral Health Care Possible, It Is Your Responsibility To: 


 Know your benefit coverage and how it works. 


 Arrive at the dental office on time or let the dental office know well in advance if you are unable to keep a 


scheduled appointment. Some offices require 24 hours’ notice for appointment cancellations before they will 


waive service charges. 


 Ask questions about treatment options that are available to you regardless of coverage levels or cost. 


 Give accurate and complete information about your health status and history and the health status and history 


of your family to all care providers when necessary. 


 Read carefully and ask questions about all forms and documents that you are requested to sign, and request 


further information about items you do not understand. 
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 Follow instructions given by your dentist or their staff concerning daily oral health improvement or post-service 


care. 


 Send requested documentation to DDWA to assist with the processing of claims, predeterminations or 


appeals. 


 If applicable, pay the dental office the appropriate co-payments amount at time of visit. 


 Respect the rights, office policies and property of each dental office you have the opportunity to visit. 


Inform your dentist and your employer promptly of any change to your or a family member’s address, telephone, 


or family status.  


Glossary 


Alveolar — Pertaining to the ridge, crest or process of bone that projects from the upper and lower jaw and 


supports the roots of the teeth. 


Amalgam — A mostly silver filling often used to restore decayed teeth. 


Apicoectomy — Surgery on the root of a tooth. 


Appeal — An oral or written communication by a subscriber requesting the reconsideration of the resolution of a 


previously submitted complaint or, in the case of claim determination, the determination to deny, modify, reduce, 


or terminate payment, coverage, authorization, or provision of health care services or benefits. 


Bitewing X-ray — An X-ray picture that shows, simultaneously, the portions of the upper and lower back teeth 


that extend above the gum line, as well as a portion of the roots and supporting structures of these teeth. 


Bridge — Also known as a fixed partial denture. See Fixed Partial Denture. 


Certificate of Coverage – means the benefits booklet which describes in summary form the essential features of 


the contract coverage, and to or for whom the benefits hereunder are payable.   


Caries — Decay. A disease process initiated by bacterially produced acids on the tooth surface. 


Complaint — An oral or written report by a subscriber or authorized representative regarding dissatisfaction with 


customer service or the availability of a health service. 


Comprehensive Oral Evaluation — Typically used by a general dentist and/or a specialist when evaluating a 


patient comprehensively. It is a thorough evaluation and recording of the extraoral and intraoral hard and soft 


tissues. 


Contract –The agreement between DDWA and Group. The Contract constitutes the entire Contract between the 


parties and supersedes any prior agreement, understanding or negotiation between the parties 


Coping — A thin thimble of a crown with no anatomic features. It is placed on teeth prior to the placement of 


either an overdenture or a large span bridge. The purpose of a coping is to allow the removal and modification of 


the bridge without requiring a major remake of the bridgework, if the tooth is lost. 


Covered Dental Benefits — Those dental services that are covered under this Contract, subject to the limitations 


set forth in Benefits Covered by Your Plan. 


Crown — A restoration that replaces the entire surface of the visible portion of tooth. 


DDWA – Delta Dental of Washington, a non-profit corporation incorporated in Washington State. DDWA is a 


member of the Delta Dental Plans Association 


Delivery Date — The date a prosthetic appliance is permanently cemented into place. 


Delta Dental – Delta Dental Plans Association, which is a nationwide non-profit organization of health care 


service plans, which offers a range of group dental benefit plans. 
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Delta Dental PPO Dentist – A Participating Dentist who has agreed to render services and receive payment in 


accordance with the terms and conditions of a written Delta Dental PPO Participating Dentist Agreement between 


the Participating Plan and such Dentist, which includes looking solely to Delta Dental for payment for covered 


services 


Delta Dental Participating Dentist - A licensed Dentist who has agreed to render services and receive payment 


in accordance with the terms and conditions of a written Delta Dental Participating Dentist Agreement between 


Delta Dental and such Dentist, which includes looking solely to Delta Dental for payment for covered services. 


Dentist – A licensed dentist legally authorized to practice dentistry at the time and in the place services are 


performed. This Contract provides for covered services only if those services are performed by or under direction 


of a licensed Dentist or other DDWA-approved Licensed Professional. A Dentist does not mean a dental 


mechanic or any other type of dental technician. 


Denture — A removable prosthesis that replaces missing teeth. A complete (or “full”) denture replaces all of the 


upper or lower teeth. A partial denture replaces one to several missing upper or lower teeth. 


Eligibility Date – The date on which an Eligible Person becomes eligible to enroll in the Plan 


Eligible Dependent – Any dependent of an Eligible Employee who meets the conditions of eligibility set forth in 


“Dependent Eligibility, Enrollment and Termination.” 


Eligible Employee –Any employee who meets the conditions of eligibility set forth in “Employee Eligibility, 


Enrollment and Termination.” 


Eligible Person – An Eligible Employee or an Eligible Dependent. 


Emergency Dental Condition — The emergent and acute onset of a symptom or symptoms, including severe 


pain, that would lead a prudent layperson acting reasonably to believe that a dental condition exists that requires 


immediate dental attention, if failure to provide dental attention would result in serious impairment to oral functions 


or serious dysfunction of the mouth or teeth, or would place the person's oral health in serious jeopardy. 


Emergency Examination — Also known as a “limited oral evaluation – problem focused.” Otherwise covered 


dental care services medically necessary to evaluate and treat an Emergency Dental Condition. 


Endodontics — The diagnosis and treatment of dental diseases, including root canal treatment, affecting dental 


nerves and blood vessels. 


Enrolled Dependent, Enrolled Employee, Enrolled Person – Any Eligible Dependent, Eligible Employee or 


Eligible Person, as applicable, who has completed the enrollment process and for whom Group has submitted the 


monthly Premium to DDWA. 


Exclusions — Those dental services that are not contract benefits set forth in Benefits Covered by Your Plan and 


all other services not specifically included as a Covered Dental Benefit set forth in Benefits Covered by Your Plan. 


Filed Fees — Approved fees that participating Delta Dental participating dentists have agreed to accept as the 


total fees for the specific services performed. 


Filled Resin — Tooth-colored plastic materials that contain varying amounts of special glass-like particles that 


add strength and wear resistance. 


Fixed Partial Denture — A replacement for a missing tooth or teeth. The fixed partial denture consists of the 


artificial tooth (pontic) and attachments to the adjoining abutment teeth (retainers). They are cemented (fixed) in 


place and therefore are not removable. 


Fluoride — A chemical agent used to strengthen teeth to prevent cavities. 


Fluoride Varnish — A fluoride treatment contained in a varnish base that is applied to the teeth to reduce acid 


damage from the bacteria that causes tooth decay. It remains on the teeth longer than regular fluoride and is 


typically more effective than other fluoride delivery systems. 
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General Anesthesia — A drug or gas that produces unconsciousness and insensibility to pain. 


Group – The employer or entity that is contracting for the dental benefits described in this benefit booklet for its 


employees  


Implant — A device specifically designed to be placed surgically within the jawbone as a means of providing an 


anchor for an artificial tooth or denture. 


Inlay — A dental filling shaped to the form of a cavity and then inserted and secured with cement. 


Intraoral X-rays Complete Series (including bitewings) — A series of radiographs which display the root and 


coronal portions of all the teeth in the mouth. 


Intravenous (I.V.) Sedation — A form of sedation whereby the patient experiences a lowered level of 


consciousness, but is still awake and can respond. 


Licensed Professional — An individual legally authorized to perform services as defined in his or her license. 


Licensed professional includes, but is not limited to, denturist, hygienist and radiology technician. 


Limitations — Those dental services that are subject to restricting conditions set forth in Benefits Covered by 


Your Plan. 


Localized Delivery of Antimicrobial Agents — Treating isolated areas of advanced gum disease by placing 


antibiotics or other germ-killing drugs into the gum pocket. This therapy is viewed as an alternative to gum surgery 


when conditions are favorable. 


Maximum Allowable Fees — The maximum dollar amount that will be allowed toward the reimbursement for any 


service provided for a covered dental benefit. 


Nightguard — See “Occlusal Guard.” 


Nonparticipating Dentist – A licensed Dentist who has not agreed to render services and receive payment in 


accordance with the terms and conditions of a written Participating Dentist Agreement between a member of the 


Delta Dental Plans Association and such Dentist. 


Not a paid covered benefit — Any dental procedure that, under some circumstances, would be covered by 


DDWA, but is not covered under other conditions. Examples are listed in Benefits Covered by Your Plan. 


Occlusal Adjustment — Modification of the occluding surfaces of opposing teeth to develop harmonious 


relationships between the teeth themselves and neuromuscular mechanism, the temporomandibular joints and 


the structure supporting the teeth. 


Occlusal Guard — A removable dental appliance — sometimes called a nightguard — that is designed to 


minimize the effects of gnashing or grinding of the teeth (bruxism). An occlusal guard (nightguard) is typically 


used at night. 


Onlay — A restoration of the contact surface of the tooth that covers the entire surface. 


Open Enrollment Period — The annual period in which subscribers can select benefits plans and add or delete 


Eligible Dependents. 


Orthodontics — Diagnosis, prevention and treatment of irregularities in tooth and jaw alignment and function, 


frequently involving braces. 


Overdenture — A removable denture constructed over existing natural teeth or implanted studs. 


Palliative Treatment — Services provided for emergency relief of dental pain. 


Panoramic X-ray — An X-ray, taken from outside the mouth, that shows the upper and lower teeth and the 


associated structures in a single picture. 


Participating Plan – Delta Dental of Washington, and any other member of the Delta Dental Plans Association, 


with which Delta Dental contracts to assist in administering the Benefits described in this Benefits Booklet. 
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Payment Level – The applicable percentage of Maximum Allowable Fees for Covered Dental Benefits that shall 


be paid by DDWA as set forth in the Summary of Benefits and Reimbursement Levels sections of this Benefits 


Booklet. 


Periodic Oral Evaluation (Routine Examination) — An evaluation performed on a patient of record to determine 


any changes in the patient’s dental and medical health status following a previous comprehensive or periodic 


evaluation. 


Periodontics — The diagnosis, prevention and treatment of diseases of gums and the bone that supports teeth. 


Plan – The dental benefits as provided and described in this Benefits Booklet and its accompanying Contract. 


Any other booklet or contract that provides dental benefits and meets the definition of a “Plan” in the “Coordination 


of Benefits” section of the Certificate of Coverage is a Plan for the purpose of coordination of benefits. 


Premium – The monthly amount payable to DDWA by Group, and/or by Enrolled Employee to Group, as 


designated in the Contract. 


Prophylaxis — Cleaning and polishing of teeth. 


Prosthodontics — The replacement of missing teeth by artificial means such as bridges and dentures. 


Pulpotomy — The removal of nerve tissue from the crown portion of a tooth. 


Qualified Medical Child Support Order (QMCSO) — An order issued by a court under which an employee must 


provide medical coverage for a dependent child. QMCSO’s are often issued, for example, following a divorce or 


legal separation. 


Resin-Based Composite — A tooth colored filling, made of a combination of materials, used to restore teeth. 


Restorative — Replacing portions of lost or diseased tooth structure with a filling or crown to restore proper 


dental function. 


Root Planing — A procedure done to smooth roughened root surfaces. 


Sealants — A material applied to teeth to seal surface irregularities and prevent tooth decay. 


Seat Date — The date a crown, veneer, inlay or onlay is permanently cemented into place on the tooth. 


Specialist — A licensed Dentist who has successfully completed an educational program accredited by the 


Commission of Dental Accreditation, two or more years in length, as specified by the Council on Dental Education 


or holds a diploma from an American Dental Association recognized certifying board. 


Temporomandibular Joint — The joint just ahead of the ear, upon which the lower jaw swings open and shut, 


and can also slide forward. 


Veneer — A layer of tooth-colored material, usually porcelain or acrylic resin, attached to the surface by direct 


fusion, cementation, or mechanical retention. 
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Delta Dental of Washington, a member of the nationwide Delta Dental Plans Association, 


has been working to improve the oral health of our subscribers and our community since 


1954. Today we cover more than 50 million people nationwide through our Delta Dental 


plans. 


We specialize exclusively in dental benefits, which allows us to offer the most 


knowledgeable customer service and to partner with our large participating dentist 


networks to offer you the widest choice of dentists. We are an innovative company that is a 


national leader in supporting dental research so that we can include the latest effective 


dental treatments in our plans. Advancing better oral health — that is what we are all about! 


To learn more about DDWA and your benefits, visit our website at 


www.DeltaDentalWA.com. 
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To be filled in by employer in the event this document is used to develop a Summary Plan Description: 
 
NAME OF EMPLOYER: 
NAME OF PLAN: 
PRINCIPAL ADDRESS: 
 
EMPLOYER I.D.#: 
 
PLAN #: 
 
PLAN ADMINISTRATOR: 
ADDRESS: 
 
PHONE NUMBER: 
 
REGISTERED AGENT FOR SERVICE OF LEGAL PROCESS, IF DIFFERENT FROM PLAN ADMINISTRATOR: 
 
ADDRESS: 


 
 
This form is a summary of the Plan provisions and is presented as a matter of general information only.  The contents are not to be accepted or 
construed as a substitute for the provisions of the Plan itself.  A specimen copy of the Plan will be furnished upon request. 


 
 
DEFINITIONS:  
  
ADDITIONAL BENEFIT 
RIDER 


The document attached to this Evidence of Coverage,, when purchased by Group, which lists selected 
vision care services and vision care materials that a Covered Person is entitled to receive by virtue of the 
Plan. 


  
ANISOMETROPIA A condition of unequal refractive state for the two eyes, one eye requiring a different lens correction than the 


other. 
  
BENEFIT AUTHORIZATION Authorization issued by VSP identifying the individual named as a Covered Person of VSP, and identifying 


those Plan Benefits to which a Covered Person is entitled. 
  
COPAYMENTS Any amounts required to be paid by or on behalf of a Covered Person for Plan Benefits which are not fully 


covered. 
  
COVERED PERSON  An Enrollee or Eligible Dependent who meets VSP’s eligibility criteria and on whose behalf Premiums have 


been paid to VSP, and who is covered under this plan. 
  
ELIGIBLE DEPENDENT Any legal dependent of an Enrollee of Group who meets the criteria for eligibility established by Group and 


approved by VSP under section VI. ELIGIBILITY FOR COVERAGE of the Group Plan document maintained 
by your Group Administrator under which such Enrollee is covered. 


  
EMERGENCY CONDITION A condition, with sudden onset and acute symptoms, that requires the Covered Person to obtain immediate 


medical care, or an unforeseen occurrence requiring immediate, non-medical action. 
  
ENROLLEE An employee or member of Group who meets the criteria for eligibility specified under section VI. 


ELIGIBILITY FOR COVERAGE of the Group Plan document maintained by your Group Administrator. 
  
EXPERIMENTAL NATURE Procedure or lens that is not used universally or accepted by the vision care profession, as determined by 


VSP. 
  
GROUP An employer or other entity which contracts with VSP for coverage under this plan in order to provide vision 


care coverage to its Enrollees and their Eligible Dependents. 
  
KERATOCONUS A development or dystrophic deformity of the cornea in which it becomes coneshaped due to a thinning and 


stretching of the tissue in its central area. 
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MEMBER DOCTOR An optometrist or ophthalmologist licensed and otherwise qualified to practice vision care and/or provide 


vision care materials who has contracted with VSP to provide vision care services and/or vision care 
materials on behalf of Covered Persons of VSP. 


  
NON-MEMBER PROVIDER Any optometrist, optician, ophthalmologist, or other licensed and qualified vision care provider who has not 


contracted with VSP to provide vision care services and/or vision care materials to Covered Persons of VSP. 
  
PLAN BENEFITS The vision care services and vision care materials which a Covered Person is entitled to receive by virtue of 


coverage under this plan, as defined on the enclosed insert or in the Schedule of Benefits attached as 
Exhibit A to the Group Plan document maintained by your Group Administrator. 


  
PREMIUMS The payments made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits, as 


stated in the Schedule of Premiums attached as Exhibit B to the Group Plan document maintained by your 
Group Administrator. 


  
RENEWAL DATE The date on which this plan shall renew or terminate if proper notice is given. 
  
SCHEDULE OF BENEFITS The document, attached as Exhibit A to the Group Plan document maintained by your Group Administrator, 


which lists the vision care services and vision care materials which a Covered Person is entitled to receive 
by virtue of this plan. 


  
SCHEDULE OF PREMIUMS The document, attached as Exhibit B to the Group Plan document maintained by your Group Administrator, 


which states the payments to be made to VSP by or on behalf of a Covered Person to entitle him/her to Plan 
Benefits. 


 
ELIGIBILITY FOR COVERAGE 
Enrollees:  To be eligible for coverage, a person must currently be an employee or member of the Group, and meet the criteria established in the 
coverage criteria mutually agreed upon by Group and VSP. 
 
Eligible Dependents:  If dependent coverage is provided, the persons eligible for coverage as dependents shall include the legal spouse of any 
Enrollee, and any child of an Enrollee who has not obtained the limiting age as shown on the enclosed insert, including any natural child from the 
moment of birth, legally adopted child from the moment of placement for adoption with the Enrollee, or other child for whom a court or administrative 
agency holds the Enrollee responsible. 
 
A dependent, unmarried child over the limiting age as shown on the enclosed insert may continue to be eligible as a dependent if the child is 
incapable of self-sustaining employment because of mental or physical disability, and chiefly dependent upon the enrollee for support and 
maintenance. 
 
 
PREMIUMS 
Your Group is responsible for payments to VSP of the periodic charges for your coverage. You will be notified of your share of the charges, if any, by 
your Group.  The entire cost of the program is paid to VSP by your Group. 


 
PROCEDURE FOR USING THE PLAN 
1. When you desire to receive Plan Benefits from a Member Doctor, contact VSP or a Member Doctor.  A list of names, addresses, and phone 


numbers of Member Doctors in your geographic location can be obtained from your Group, Plan Administrator, or VSP.  If this list does not 
cover the geographic area in which you desire to seek services, you may call or write the VSP office nearest you to obtain one that does. 


 
2. If you are eligible for Plan Benefits, VSP will provide Benefit Authorization directly to the Member Doctor.  If you contact a Member Doctor 


directly, you must identify yourself as a VSP member so the doctor knows to obtain Benefit Authorization from VSP. 
 
3. When such Benefit Authorization is provided by VSP, and services are performed prior to the expiration date of the Benefit Authorization, this 


will constitute a claim against the Plan in spite of your termination of coverage or the termination of the Plan. Should you receive services from a 
Member Doctor without such Benefit Authorization or obtain services from a provider who is not a Member Doctor, you are responsible for 
payment in full to the provider. 
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4. You pay only the Copayment (if any) to a Member Doctor for services covered by the Plan.  VSP will pay the Member Doctor directly according 
to its agreement with the doctor. 


 
Note:  If you are eligible for and obtain Plan Benefits from a Non-Member Provider, you should pay the provider his/her full fee.  You will be 
reimbursed by VSP in accordance with the Non-Member Provider reimbursement schedule shown on the enclosed insert, less any applicable 
Copayments. 


 
5. In emergency conditions, when immediate vision care of a medical nature such as for bodily trauma or disease is necessary, Covered Person 


can obtain covered services by contacting a Member Doctor (or Out-of-Network Provider if the attached Schedule of Benefits indicates Covered 
Person’s Plan includes such coverage).  No prior approval from VSP is required for Covered Person to obtain vision care for Emergency 
Conditions of a medical nature. However, services for medical conditions, including emergencies, are covered by VSP only under the Acute 
EyeCare and Primary EyeCare Plans.  If coverage for one of these plans is not indicated on the attached Schedule of Benefits or Addendum, 
Covered Person is not covered by VSP for medical services and should contact a physician under Covered Person’s medical insurance plan for 
care.  For emergency conditions of a non-medical nature, such as lost, broken or stolen glasses, the Covered Person should contact VSP’s 
Customer Service Department for assistance.   


 
Emergency vision care is subject to the same benefit frequencies, plan allowances, Copayments and exclusions stated herein.  Reimbursement 
to Member Doctors will be made in accordance with their agreement with VSP. 


 
6. In the event of termination of a Member Doctor’s membership in VSP, VSP will remain liable to the Member Doctor for services rendered to you 


at the time of termination and permit the Member Doctor to continue to provide you with Plan Benefits until the services are completed or until 
VSP makes reasonable and appropriate arrangements for the provision of such services by another authorized doctor. 


 
BENEFIT AUTHORIZATION PROCESS 
VSP authorizes Plan Benefits according to the latest eligibility information furnished to VSP by Covered Person's Group and the level of coverage 
(i.e. service frequencies, covered materials, reimbursement amounts, limitations, and exclusions) purchased for Covered Person by Group under this 
Plan. When Covered Person requests services under this Plan, Covered Person's prior utilization of Plan Benefits will be reviewed by VSP to 
determine if Covered Person is eligible for new services based upon Covered Person's Plan’s level of coverage. Please refer to the attached 
Schedule of Benefits for a summary of the level of coverage provided to Covered Person by Group. 
 
 
BENEFITS AND COVERAGES 
Through its Member Doctors, VSP provides Plan Benefits to Covered Persons, subject to the limitations, exclusions, and Copayment(s) described 
herein.  When you wish to obtain Plan Benefits from a Member Doctor, you should contact the Member Doctor of your choice, identify yourself as a 
VSP member, and schedule an appointment.  If you are eligible for Plan Benefits, VSP will provide Benefit Authorization for you directly to the 
Member Doctor prior to your appointment. 


 
IMPORTANT:  The benefits described below are typical services and materials available under most VSP Plans. However, the actual Plan 
Benefits provided to you by your Group may be different. Refer to the attached Schedule of Benefits and/or Disclosure to determine your 
specific Plan Benefits. 
 
1. Eye Examination:  A complete initial vision analysis which includes an appropriate examination of visual functions, including the prescription of 


corrective eyewear where indicated. 
 
2. Lenses:  The Member Doctor will order the proper lenses necessary for your visual welfare.  The doctor shall verify the accuracy of the finished 


lenses. 
 
3. Frames:  The Member Doctor will assist in the selection of frames, properly fit and adjust the frames, and provide subsequent adjustments to 


frames to maintain comfort and efficiency. 
 
4. Contact lenses:  Unless otherwise indicated on the enclosed insert, contact lenses are available under this Plan in lieu of all other lens and 


frame benefits described herein for the current eligibility period.  
 


Necessary contact lenses, together with professional services, will be provided as indicated on the enclosed insert.   
 
When Elective contact lenses are obtained from a Member Doctor, VSP will provide an allowance toward the cost of professional fees and 
materials as shown on the enclosed insert.  A 15% discount shall also be applied to the Member Doctor’s usual and customary professional 
fees for contact lens evaluation and fitting.  Contact lens materials are provided at the Member Doctor’s usual and customary charges. 
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5. If you elect to receive vision care services from a Member Doctor, Plan Benefits are provided subject only to your payment of any applicable 
Copayment.  If your Plan includes Non-Member Provider coverage, and you choose to obtain Plan Benefits from a Non-Member Provider, you 
should pay the Non-Member Provider his/her full fee.  VSP will reimburse you in accordance with the reimbursement schedule shown on the 
enclosed insert, less any applicable Copayment.  THERE IS NO ASSURANCE THAT THE SCHEDULE WILL BE SUFFICIENT TO PAY FOR 
THE EXAMINATION OR THE MATERIALS.  Availability of services under the Non-Member Provider reimbursement schedule is subject to the 
same time limits and Copayments as those described for Member Doctor services.  Services obtained from a Non-Member Provider are in lieu 
of obtaining services from a Member Doctor and count toward plan benefit frequencies. 


 
6. Low Vision Services and Materials (applicable only if included in your Plan Benefits outlined on the enclosed insert):  The Low Vision Benefit 


provides special aid for people who have acuity or visual field loss that cannot be corrected with regular lenses.  If a Covered Person falls within 
this category, he or she will be entitled to professional services as well as ophthalmic materials, including but not limited to, supplemental 
testing, evaluations, visual training, low vision prescription services, plus optical and non-optical aids, subject to the frequency and benefit 
limitations as outlined on the enclosed insert.  Consult your Member Doctor for details. 


 
COPAYMENT 
The benefits described herein are available to you subject only to your payment of any applicable Copayment(s) as described in this booklet and on 
the enclosed insert. ANY ADDITIONAL CARE, SERVICE AND/OR MATERIALS NOT COVERED BY THIS PLAN MAY BE ARRANGED BETWEEN 
YOU AND THE DOCTOR. 
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EXCLUSIONS AND LIMITATIONS OF BENEFITS 
 
Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be subject to additional limitations.  Covered 
Persons may obtain details regarding frame brand availability from their VSP Member Doctor or by calling VSP’s Customer Care Division 
at (800) 877-7195. 
 
This vision service Plan is designed to cover visual needs rather than cosmetic materials. If you select any of the following options, the 
Plan will pay the basic cost of the allowed lenses or frames, and you will be responsible for the options extra cost, unless it is defined as a 
Plan Benefit in the Schedule of Benefits attached as Exhibit A to the Group Plan maintained by your Group Administrator. 
 
• Optional cosmetic processes. 
• Anti-reflective coating. 
• Color coating. 
• Mirror coating. 
• Scratch coating. 
• Blended lenses. 
• Cosmetic lenses. 
• Laminated lenses. 
• Oversize lenses. 
• Polycarbonate lenses. 
• Photochromic lenses, tinted lenses except Pink #1 and Pink #2. 
• Progressive multifocal lenses. 
• UV (ultraviolet) protected lenses. 
• Certain limitations on low vision care. 
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NOT COVERED 
There is no benefit for professional services or materials connected with: 
 


• Orthoptics or vision training and any associated supplemental testing; plano lenses (less than ±.50 diopter power); or two pair of glasses in lieu 
of bifocals. 
 


• Replacement of lenses and frames furnished under this plan which are lost or broken except at the normal intervals when services are 
otherwise available. 
 


• Medical or surgical treatment of the eyes. 
 


• Corrective vision treatment of an Experimental Nature. 
 


• Costs for services and/or materials above Plan Benefit allowances indicated on the enclosed insert. 
 


• Services/materials not indicated as covered Plan Benefits on the enclosed insert. 
 


 
LIABILITY IN EVENT OF NON-PAYMENT 
IN THE EVENT COMPANY FAILS TO PAY THE PROVIDER, YOU SHALL NOT BE LIABLE TO THE PROVIDER FOR ANY SUMS OWED BY THE 
VISION PLAN OTHER THAN THOSE NOT COVERED BY THE PLAN. 
 
COMPLAINTS AND GRIEVANCES 
If Covered Person ever has a question or problem, Covered Person’s first step is to call VSP’s Customer Service Department. The Customer Service 
Department will make every effort to answer Covered Person’s question and/or resolve the matter informally. If a matter is not initially resolved to the 
satisfaction of a Covered Person, the Covered Person may communicate a complaint or grievance to VSP orally or in writing by using the complaint 
form that may be obtained upon request from the Customer Service Department. Complaints and grievances include disagreements regarding 
access to care, or the quality of care, treatment or service. Covered Persons also have the right to submit written comments or supporting 
documentation concerning a complaint or grievance to assist in VSP’s review. VSP will resolve the complaint or grievance within thirty (30) days after 
receipt, unless special circumstances require an extension of time. In that case, resolution shall be achieved as soon as possible, but no later than 
one hundred twenty (120) days after VSP’s receipt of the complaint or grievance. If VSP determines that resolution cannot be achieved within thirty 
(30) days, a letter will be sent to the Covered Person to indicate VSP’s expected resolution date. Upon final resolution, the Covered Person will be 
notified of the outcome in writing. 
 
Claim Payments and Denials 
A. Initial Determination:  VSP will pay or deny claims within thirty (30) calendar days of the receipt of the claim from the Covered Person or 
Covered Person’s authorized representative. In the event that a claim cannot be resolved within the time indicated VSP may, if necessary, extend 
the time for decision by no more than fifteen (15) calendar days. 
 
B. Request for Appeals:  If a Covered Person’s claim for benefits is denied by VSP in whole or in part, VSP will notify the Covered Person in 
writing of the reason or reasons for the denial. Within one hundred eighty (180) days after receipt of such notice of denial of a claim, Covered Person 
may make a verbal or written request to VSP for a full review of such denial. The request should contain sufficient information to identify the Covered 
Person for whom a claim for benefits was denied, including the name of the VSP Enrollee, Member Identification Number of the VSP Enrollee, the 
Covered Person’s name and date of birth, the name of the provider of services and the claim number. The Covered Person may state the reasons 
the Covered Person believes that the claim denial was in error. The Covered Person may also provide any pertinent documents to be reviewed. VSP 
will review the claim and give the Covered Person the opportunity to review pertinent documents, submit any statements, documents, or written 
arguments in support of the claim, and appear personally to present materials or arguments. Covered Person or Covered Person’s authorized 
representative should submit all requests for appeals to: 


 
VSP 


Member Appeals 
3333 Quality Drive 


Rancho Cordova, CA 95670 
(800) 877-7195 


 
VSP’s determination, including specific reasons for the decision, shall be provided and communicated to the Covered Person within thirty (30) 
calendar days after receipt of a request for appeal from the Covered Person or Covered Person’s authorized representative.  
 
If Covered Person disagrees with VSP’s determination, he/she may request a second level appeal within sixty (60) calendar days from the date of 
the determination. VSP shall resolve any second level appeal within thirty (30) calendar days. 


 
When Covered Person has completed all appeals mandated by the Employee Retirement Income Security Act of 1974 (“ERISA”), additional  
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voluntary alternative dispute resolution options may be available, including mediation and arbitration. Covered Person should contact the U. S. 
Department of Labor or the State insurance regulatory agency for details. Additionally, under ERISA (Section 502(a)(1)(B)) [29 U.S.C. 
1132(a)(1)(B)], Covered Person has the right to bring a civil (court) action when all available levels of reviews of denied claims, including the appeal 
process, have been completed, the claims were not approved in whole or in part, and Covered Person disagrees with the outcome. 
 
TERMINATION OF BENEFITS 
Terms and cancellation conditions of your vision care plan are shown on the enclosed insert.  Plan Benefits will cease on the date of cancellation of 
this Plan whether the cancellation is by Group or by VSP due to nonpayment of Premium. 


 
If service is being rendered to you as of the termination date of the Plan, such service shall be continued to completion but in no event beyond six (6) 
months after the termination date of the Plan. 
 
INDIVIDUAL CONTINUATION OF BENEFITS 
This program is available to groups of a minimum of ten (10) employees and is, therefore, not available on an individual basis. When a Group 
terminates its coverage, individual coverage is not available for Enrollees of the Group who may desire to retain their coverage. 


 
THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1985 (COBRA) 
The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires that, under certain circumstances, health plan benefits available to 
an eligible Enrollee and his or her Eligible Dependents be made available for purchase by said persons upon the occurrence of a COBRA-qualifying 
event.  If, and only to the extent COBRA applies, VSP shall make the statutorily-required continuation coverage available for purchase in accordance 
with COBRA. 
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VSP VISION CARE, INC. 
3333 Quality Drive 


Rancho Cordova, CA  95670 
Group Name: SALTCHUK RESOURCES' COMPANIES 


   


Plan Number: 30006353 


   


Effective Date: JANUARY 1, 2016 


   


Plan Term: THIRTY-SIX (36) MONTHS 


 
VISION CARE PLAN 


DISCLOSURE FORM AND EVIDENCE OF COVERAGE 
PLAN ADMINISTRATOR: Lynette Gallon-Harrell 


 (Name) 


 5301 Ballard Ave Nw  


 (Address) 


 Seattle,  WA 98107-4061 


 (City, State, Zip) 


 


MONTHLY PREMIUM: YOUR GROUP IS RESPONSIBLE FOR PAYMENT TO VISION SERVICE 
PLAN OF THE PERIODIC CHARGES FOR YOUR COVERAGE.  YOU WILL 
BE NOTIFIED OF YOUR SHARE OF THE CHARGES, IF ANY, BY YOUR 
GROUP. 


 
 


ELIGIBILITY: ENROLLEES & ELIGIBLE DEPENDENTS:  DEPENDENT CHILDREN ARE 
COVERED TO THE END OF THE MONTH IN WHICH THEY TURN AGE 26. 
THE WAITING PERIOD IS THE SAME AS YOUR OTHER HEALTH BENEFITS. 


PLAN AND SCHEDULE: SIGNATURE PLAN                         


 EXAMINATION: ONCE EVERY PLAN YEAR* 


 LENSES: ONCE EVERY PLAN YEAR* 


 FRAMES: ONCE EVERY TWO PLAN YEARS* 


 *PLAN YEAR BEGINS   JANUARY 1ST. 


TERM, TERMINATION AND RENEWAL: AFTER THE PLAN TERM, THIS PLAN WILL CONTINUE ON A MONTH TO 
MONTH BASIS OR UNTIL TERMINATED BY EITHER PARTY GIVING THE 
OTHER SIXTY (60) DAYS PRIOR WRITTEN NOTICE. 


TYPE OF ADMINISTRATION: VSP WILL PROVIDE ADMINISTRATIVE SERVICES OF THE FOLLOWING 
NATURE:  CLAIM AND BILLING ADMINISTRATION.  BENEFITS PROVIDED 
UNDER THIS PLAN ARE SELF-INSURED BY THE EMPLOYER. 


VSP'S ADDRESS IS: VISION SERVICE PLAN 
3333 QUALITY DRIVE 
RANCHO CORDOVA, CA  95670 
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SCHEDULE OF BENEFITS 
GENERAL 
This Schedule and any Additional Benefit Rider(s), when purchased by Group, attached hereto list the vision care services and vision care materials 
to which Covered Persons of VSP are entitled, subject to any Copayments and other conditions, limitations and/or exclusions stated herein.  If Plan 
Benefits are available for Non-Member Provider services as indicated by the reimbursement provisions below, vision care services and vision care 
materials may be received from any licensed optometrist, ophthalmologist, or dispensing optician, whether Member Doctors or Non-Member 
Providers. 


 
When Plan Benefits are received from Member Doctors, benefits appearing in the first column below are applicable subject to any Copayment(s) as 
stated below.  When Plan Benefits are available and received from Non-Member Providers, you are reimbursed for such benefits according to the 
schedule in the second column below less any applicable Copayment. 
 
 
PLAN BENEFITS MEMBER DOCTOR BENEFIT NON-MEMBER PROVIDER BENEFIT 
    
VISION CARE SERVICES    
    
Vision Examination Covered in Full*  Up to $       50.00* 


 
 
VISION CARE MATERIALS    


    


Lenses    


 Single Vision Covered in Full* Up to $       50.00* 
 Bifocal Covered in Full* Up to $       75.00* 
 Trifocal Covered in Full* Up to $      100.00* 
 Lenticular Covered in Full* Up to $     125.00* 
    


Frames Covered up to Plan Allowance* Up to $      70.00* 


 


Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Custom LASIK patients. 


 
Client charge shall be determined by the then applicable wholesale/retail equivalent conversion factor. 
 
CONTACT LENSES   
    
Necessary    
  Professional Fees and Materials Covered in Full* Up to $    210.00*    
    


Elective   Materials Professional Fees 
and Materials 


 Up to $ 130.00 Up to $    105.00 


 Elective Contact Lens fitting and evaluation** 
services are covered in full once every plan 
year, after a maximum $60.00 Copayment. 


  


 


Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's Member Doctor 
or Non-Member Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for Necessary Contact Lenses. 
 
When contact lenses are obtained, the Covered Person shall not be eligible for lenses and frames again for one plan year. 
 
 
 *Subject to Copayment, if any. 
 
**15% discount applies to Member Doctor's usual and customary professional fees for contact lens evaluation and fitting. 
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COPAYMENT 
There shall be a Copayment of $10.00 for the examination payable by the Covered Person to the Member Doctor at the time services are rendered. 
If materials (lenses and frames) are provided, there shall be an additional $25.00 Copayment payable at the time the materials are ordered. 
However, the Copayment for materials shall not apply to Elective Contact Lenses. 
 
LOW VISION 
Professional services for severe visual problems not corrected with regular lenses, including: 
 
Supplemental Testing Covered in Full Up to $125.00 
(includes evaluation, diagnosis and prescription of vision aids where indicated) 
 
Supplemental Aids 75% of cost 75% of cost  
 
Maximum allowable for all Low Vision benefits of $1000.00 every two (2) years. 


 
THIS EVIDENCE OF COVERAGE CONSTITUTES ONLY A SUMMARY OF THE VISION PLAN.  THE VISION PLAN DOCUMENT MUST BE 
CONSULTED TO DETERMINE THE EXACT TERMS AND CONDITIONS OF COVERAGE. 
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PLAN BENEFITS 
AFFILIATE PROVIDERS 
 
GENERAL 
 
Affiliate Providers are providers of Covered Services and Materials who are not contracted as Member Doctors but who have agreed to bill VSP 
directly for Plan Benefits provided pursuant to this Schedule. However, some Affiliate Providers may be unable to provide all Plan Benefits included 
in this Schedule. Covered Person should discuss requested services with their provider or contact VSP Customer Care for details. 
 
BENEFIT PERIOD 
 
A twelve-month period beginning on January 1st and ending on December 31st. 
 
COPAYMENT 
 
There shall be a Copayment of $10.00 for the examination payable by the Covered Person at the time services are rendered. If materials (lenses 
and frames) are provided, there shall be an additional $25.00 Copayment payable at the time the materials are ordered.  The Copayment for 
materials shall not apply to Elective Contact Lenses. 
 
COVERED SERVICES AND MATERIALS 
 
EYE EXAMINATION- Covered in full* once every 12 months**  
 
Comprehensive examination of visual functions and prescription of corrective eyewear.  
 
 
LENSES - Covered in full* once every 12 months** 
        Spectacle Lenses (Single, Lined Bifocal, or Lined Trifocal) 
 
FRAMES - Covered up to the Plan allowance* once every 24 months** 
 
CONTACT LENSES 
 
ELECTIVE 
Elective Contact Lenses (materials only) are covered up to $130.00 once every 12 months. 
 
Elective Contact Lens fitting and evaluation services are covered in full once every 12 months, after a maximum $60.00 Copayment. 


 
 
NECESSARY  
      Necessary Contact Lenses are covered up to $210.00* once every 12 months** 
 
Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's Doctor. 
 
Contact Lenses are provided in place of spectacle lens and frame benefits available herein. 
 
*Less any applicable Copayment. 
**Beginning with the first day of the Benefit Period. 
 
When contact lenses are obtained, the Covered Person shall not be eligible for lenses and frames again for one plan year. 
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LOW VISION 
 
Professional services for severe visual problems not correctable with regular lenses, including: 
 
Supplemental Testing:  Up to $ 125.00† 
 -Includes evaluation, diagnosis and prescription of vision aids where indicated. 
 
Supplemental Aids:  75% of Affiliate Provider’s fee up to $1000.00† 
 
†Maximum benefit for all Low Vision services and materials is $1000.00 every two (2) years and a 
maximum of two supplemental tests within a two-year period 
 
Low Vision Services are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's Doctor. 
 
EXCLUSIONS AND LIMITATIONS OF BENEFITS 


1. Exclusions and limitations of benefits described above for Member Doctors shall also apply to services rendered by Affiliate Providers. 


2. Services from an Affiliate Provider are in lieu of services from a Member Doctor or a Non-Member Provider. 


3. VSP is unable to require Affiliate Providers to adhere to VSP’s quality standards. 


4. Where Affiliate Providers are located in membership retail environments, Covered Persons may be required to purchase a membership in such 


entities as a condition of obtaining Plan Benefits. 
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Exhibit C 
 


ADDITIONAL BENEFIT RIDER 
PRIMARY EYECARE PLAN 


 


 
 
GENERAL 


This Rider lists additional vision care benefits to which Covered Persons of VSP VISION CARE, INC. (“VSP”) are entitled, subject to any applicable 
Copayments and other conditions, limitations and/or exclusions stated herein. This Rider forms a part of the Policy and Evidence of coverage to 
which it is attached. 
 
The Primary EyeCare Plan is designed for the detection, treatment and management of ocular conditions and/or systemic conditions that produce 
ocular or visual symptoms. Under the Plan, Member Doctors provide treatment and management of urgent and follow-up services. Primary EyeCare 
also involves management of conditions that require monitoring to prevent future vision loss. 


 
The Member Doctor is responsible for advising and educating patients on matters of general health and prevention of ocular disease. If consultation, 
treatment, and/or referral are necessary, it is the responsibility of the Member Doctor as a Primary EyeCare professional, to manage and coordinate 
on behalf of the patient to assure appropriateness of follow-up services. 
 
Covered Persons with the following symptoms and/or conditions (see DEFINITIONS, below) will be covered for certain Primary EyeCare services in 
accordance with the optometric scope of licensure in the Member Doctor’s state. This Rider forms a part of the Policy and Evidence of Coverage to 
which it is attached. 
 


SYMPTOMS 


Examples of symptoms which may result in a patient seeking services on an urgent basis under the Primary EyeCare Plan include, but are not 
limited to: 
 
 


• ocular discomfort or pain • recent onset of eye muscle dysfunction 
• transient loss of vision • ocular foreign body sensation 
• flashes or floaters • pain in or around the eyes 
• ocular trauma • swollen lids 
• diplopia • red eyes 


 
 
CONDITIONS 


Examples of conditions which may require management under the Primary EyeCare Plan include, but are not limited to: 
 


• ocular hypertension • macular degeneration 
• retinal nevus • corneal dystrophy 
• glaucoma • corneal abrasion 


• cataract • blepharitis 
• pink-eye • sty 


 
 
See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated. 
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PROCEDURES FOR OBTAINING PRIMARY EYECARE SERVICES 


To obtain Primary EyeCare Services, the Covered Person contacts a Member Doctor’s office and makes an appointment.  If necessary, the Covered 
Person may first call VSP’s Customer Service Department to determine the location of the nearest Member Doctor’s office. 
 
If urgent care is necessary, the Covered Person may be seen by a Member Doctor immediately. 
 
The Covered Person pays the applicable Copayment to the Member Doctor at the time of each Primary EyeCare office visit, and for any additional 
services not covered by the Plan. 
 
Upon completion of the services, the Member Doctor will submit the required claim information to VSP.  VSP will pay the Member Doctor directly in 
accordance with VSP’s agreement with the doctor. 
 


See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated. 
 
 
COPAYMENT 


A Copayment amount of $20.00 shall be payable by the Covered Person at the time of each Primary EyeCare office visit. 
 
 
REFERRALS BY THE MEMBER DOCTOR 


The Member Doctor will refer the Covered Person to another doctor under the following circumstances: 
 
If the Covered Person requires additional services which are covered by the Primary EyeCare Plan but can not be provided in the Member Doctor’s 
office, the doctor will refer the Covered Person to another Member Doctor or to the Group’s major medical physician whose off ices provide the 
necessary services. 
 
If the Covered Person requires services beyond the scope of the Primary EyeCare Plan, the Member Doctor will refer the Covered Person to the 
Group’s major medical physician. 
 
If the Covered Person requires emergency services beyond the scope of the Primary EyeCare Plan, the Member Doctor will make an urgent referral 
by calling either another Member Doctor or the Group’s major medical physician. 
 
 
EXCLUSIONS AND LIMITATIONS OF BENEFITS 


The Primary EyeCare Plan is designed to cover Primary EyeCare services only. There is no coverage provided under the Plan for the following: 
 
• Costs associated with securing materials such as lenses and frames. 
• Orthoptics or vision training and any associated supplemental testing. 
• Surgical or pathological treatment. 
• Any eye examination, or any corrective eyewear required by an employer as a condition of employment. 
• Medication. 
• Pre- and post-operative services. 
• Services and/or materials not indicated on this Rider as covered Plan Benefits. 
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DEFINITIONS  
  
Blepharitis Inflammation of the eyelids. 


 
Cataract A cloudiness of the lens of the eye obstructing vision. 


 
Conjunctiva The mucous membrane that lines the inner surface of the eyelids and is continued 


over the forepart of the eye. 


 
Corneal Abrasion Irritation of the transparent, outermost layer of the eye. 


 
Corneal Dystrophy A disorder involving nervous and muscular tissue of the transparent, outermost layer 


of the eye. 


 
Diplopia The observance by a person of seeing double images of an object 


 
Eye Muscle Dysfunction A disorder or weakness of the muscles that control the eye movement. 


 
Flashes or Floaters The observance by a person of seeing flashing lights and/or spots. 


 
Glaucoma A disease of the eye marked by increased pressure within the eye which causes 


damage to the optic disc and gradual loss of vision. 


 
Macula The small, sensitive area of the central retina, which provides vision for fine work and 


reading. 


 
Macular Degeneration An acquired degenerative disease which affects the central retina. 


 
Ocular Of or pertaining to the eye or the eyesight. 


 
Ocular Conditions Any condition, problem, or complaint relating to the eyes or eyesight. 


 
Ocular Hypertension Unusually high blood pressure within the eye. 


 
Ocular Trauma A forceful injury to the eye due to a foreign object. 


 
Pink eye 


 
An acute, highly contagious inflammation of the conjunctiva. 


Retinal Nevus A pigmented birthmark on the sensory membrane lining the eye that receives the 
image formed by the lens. 


 
Systemic Condition Any condition or problem relating to a person’s general health. 


 
Sty An inflamed swelling of the fatty material at the margin of the eyelid. 


 
Transient Loss of Vision Temporary loss of vision. 
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Summary of Benefits and Coverage 


SIGNATURE PLAN 


 


Prepared for:    SALTCHUK RESOURCES' COMPANIES 


Group ID:    30006353   
Effective Date:  JANUARY 1, 2016 


The Affordable Care Act requires that health insurance companies and group health plans provide consumers with a simple 
and consistent benefit and coverage information document, beginning September 23, 2012. This document is a Summary of 
Benefits and Coverage (SBC). 


The grid below is being provided for your convenience and mirrors the sample SBC that the U.S. Department of Labor has 
published.  All the information provided is relative to your plan and described in detail in the preceding Evidence of 
Coverage. 
 


Common Services You Your cost if you use an Limitations and 


Medical May Need In-Network Out-of-Network Exceptions 


Event  Provider Provider  


If you or your 


dependents (if 


applicable) 


need eyecare 


Eye Exam $10.00 Copay 


 


Reimbursed up to  


$50.00 


Exam covered in 


full every 12 


months** 


 Frames, Lenses or  


Contacts 


Glasses: $25.00 


Copay (lenses  


and/or frames only); 


Up to $60.00 copay 


for Contact Lens 


Exam 


 


Frames reimbursed up 


to $ 70.00  


SV Lenses reimbursed 


up to $ 50.00 


Bi-Focal Lenses 


reimbursed up to  


$ 75.00 


Tri-Focal Lenses 


reimbursed up to 


$100.00 


Lenticular Lenses 


reimbursed up to 


$125.00 


ECL reimbursed up to 


$105.00 


Frames covered 


every 24 months** 


Lenses covered 


every 12 months**  


 Fees    


** Beginning with the first day of the Benefit Period. 


 


Your Grievance and Appeals Rights:  
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal 
or file a grievance. For questions about your rights, this notice, or assistance, you can contact: 800-877-7195. 








 


 


 
 
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 3 
 
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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Rider #16, Effective March 1, 2022 
 


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 1,040 hours per 
year who are citizens or legal residents of the United States and Puerto Rico, excluding temporary, 
leased or seasonal employees. 
 
Class 3 All Eligible Foss Maritime Company and Non-Union 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 three months of continuous employment. 
 
If You start working for the Employer after the Policy Effective Date:  The first of the month coincident with 
or next following three months of continuous 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 3 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 3 2 x Earnings $750,000 


 
 
  







Schedule of Insurance 
 


LGC 13500/WA-SCH 08/06 2  


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. 
 
 
Applies to Salaried Mariners: 
Earnings 
means Your regular annual rate of pay, not counting bonuses, in effect on the most recent date immediately 
prior to the date of Loss.  Earnings received will be averaged for the lesser of: 


1) the 12 month period of employment just prior to the date of Loss; or 
2) the period of employment. 


 
 
Applies to Day Rate Mariners: 
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 last Policy Anniversary Date.  Your regular annual rate of pay is equal to one hundred-eighty (180) 
times Your daily rate of pay. 
 
 
Applies to California Management Deck Officers: 
Earnings 
means Your regular annual rate of pay, not counting bonuses, in effect on the most recent date immediately 
prior to the date of Loss.  Earnings received will be averaged for the lesser of: 


1) the 12 month period of employment just prior to the date of Loss; or 
2) the period of employment. 


 
 
Applies to Red Dog Employees: 
Earnings 
means Your hourly rate of pay counting overtime pay, in effect on the most recent date immediately prior 
to the date of Loss. 
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Applies to All Other Eligible Employees: 
Earnings 
means Your regular annual rate of pay, not counting commissions, bonuses, overtime pay or other 
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. 
 
 
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 
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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. 
 
 
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. 
 
 







Eligibility and Enrollment 
 


LGC 13500/WA-ELI 08/06 2  


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. 
 
 







General Provisions 
 


LGC 13500/WA-GEN 08/06 4  


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 1 
 
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 
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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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Rider #16, Effective March 1, 2022 
 


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 30 hours each 
week who are citizens or legal residents of the United States and Puerto Rico, excluding temporary, 
leased or seasonal Employees. 
 
Class 1 All Eligible Saltchuk Resources, Inc. 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 following 
the date of employment. 
 
If You start working for the Employer after the Policy Effective Date:  The first of the month 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 1 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 1 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. 
 
 







Definitions 
 


LGC 13500/WA-DEF 08/06 2  


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. 
 
 







Period of Coverage 
 


LGC 13500/WA-COV 08/06 3  


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. 


 
 







General Provisions 
 


LGC 13500/WA-GEN 08/06 3  


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.
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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
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-  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.
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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 
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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. 







 


01/09/2017 - 9 - 771022-A 


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. 







 


01/09/2017 - 10 - 771022-A 


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. 







 


01/09/2017 - 12 - 771022-A 


(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 
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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. 


(NON-DENT_WITHOUT T/A REFS)    ERISA.3 
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