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HIPAA/DOL Documents 
Plan Year 2018-2019 

 
Please distribute to all benefits-eligible employees at  

Open Enrollment 2018 and to all new hires between October 1, 2018 
and September 30, 2019. 

 
 

Plan Administrator Contact: 
Sabrina Boothe 

110 Civic Center Drive, Suite 208B 
Vista, CA 92084 
P: 760-758-1562 
F: 760-560-1662 

E: sabrina.boothe@clarklandresources.com 
 
 
 

 
Sandy Goodell 

9245 Laguna Springs Drive, Suite 200 
Elk Grove, CA 95758 

P: 877-490-3535 
F: 916-623-0367 

E: sandy.goodell@slgoodell.com 
 
 

IMPORTANT: This content is provided solely for informational purposes; it is not intended as and does not constitute legal advice. The 
information contained herein should not be relied upon or used as a substitute for consultation with legal, accounting, tax and/or other 

professional advisors.  Please consult with your legal, accounting, or tax advisors for additional advice and information.  As a courtesy, these 
documents are provided to you by SL Goodell Insurance Services, Inc.  Once received, it is your responsibility as the Employer to distribute these 

documents to your employees in a timely manner that complies with all legal regulations.  Should you have questions regarding who needs to 
receive these documents or the time frame in which they should be received, please contact our office and we can assist you in this matter. 
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GENERAL NOTICE OF COBRA CONTINUATION COVERAGE RIGHTS 
(Federal COBRA- For groups with 20 or more employees; State COBRA- For groups with 19 or less employees) 

 
Date: Plan Year October 1, 2018 to September 30, 2019 
 
Introduction 
You are receiving this notice because you have recently become covered under the Employer’s Group Benefit Plan (the 
Plan). 
 
This notice contains important information about your right to COBRA continuation coverage, which is a temporary 
extension of coverage under the Plan.  This notice generally explains COBRA continuation coverage, when it may become 
available to you and your family, and what you need to do to protect the right to receive it.  When you become eligible 
for COBRA, you may also become eligible for other coverage options that may cost less than COBRA continuation coverage.   
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation 
Act of 1985 (COBRA).  COBRA continuation coverage can become available to you and to other members of your family 
who are covered under the Plan when you would otherwise lose your group coverage.  This notice gives only a summary 
of your COBRA continuation coverage rights.  For more information about your rights and obligations under the Plan and 
federal law, you should either review the Plan’s Summary Plan Description or get a copy of the Plan Document from the 
Plan Administrator (see page 1). 
 
You may have other options available to you when you lose group health coverage.  For example, you may be eligible 
to buy an individual plan through the Health Insurance Marketplace.  By enrolling in coverage through the Marketplace, 
you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs.  Additionally, you may qualify 
for a 30-day special enrollment period for another group health plan for which you are eligible (such as a spouse’s plan), 
even if that plan generally doesn’t accept late enrollees. 
 
For Federal COBRA groups, the Plan Administrator is responsible for administering COBRA continuation coverage.  For 
State COBRA groups, the individual carriers are responsible for administering COBRA continuation coverage.  Please 
contact the Plan Administrator for more information (see page 1). 
 

What is COBRA Continuation Coverage? 
 
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a life 
event known as a “qualifying event.”  Specific qualifying events are listed later in this notice.  COBRA continuation coverage 
must be offered to each person who is a “qualified beneficiary.”  A qualified beneficiary is someone who will lose coverage 
under the Plan because of a qualifying event.  Depending on the type of qualifying event, employees, spouses or domestic 
partners (where applicable) of employees, and dependent children may be qualified beneficiaries. 
 
Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay the entire premium for COBRA 
continuation coverage. 
 
If you are an employee, you will become a qualified beneficiary if you will lose your coverage under the Plan for either 
one of the following qualifying events: 
 

• Your hours of employment are reduced; or 

• Your employment ends for any reason other than your gross misconduct. 
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If you are the spouse or domestic partner (where applicable) of an employee, you will become a qualified beneficiary if 
you will lose your coverage under the Plan for any of the following qualifying events: 
 

• Your spouse or domestic partner dies; 

• Your spouse or domestic partner’s hours are reduced; 

• Your spouse or domestic partner’s employment ends for any reason other than his or her gross misconduct; 

• Your spouse or domestic partner becomes entitled to Medicare* benefits (Part A, Part B, or both); or 

• You become divorced or legally separated from your spouse or domestic partner (see Plan Administrator for 
details) 

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

• The parent-employee dies; 

• The parent-employee’s hours of employment are reduced; 

• The parent-employee’s employment ends for any reason other than his or her gross misconduct; 

• The parent-employee becomes entitled to Medicare (Part A, Part B, or both); 

• The parents become divorced or legally separated; or 

• The child stops being eligible for coverage under the Plan as a “dependent child.” 
 
*The interaction of Medicare and receipt of COBRA benefits is a complex area of the law.  Please consult with your legal 
counsel or benefits specialist to ensure proper compliance with applicable legal requirements. 
 

When is COBRA Continuation Coverage Available? 
 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been 
notified that a qualifying event has occurred.  The Plan Administrator must be notified of the following qualifying events: 
 

• The end of employment or reduction of hours of employment; 

• Death of the employee; 

• The Commencement of a proceeding in bankruptcy with respect to the employer; or 

• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both). 
 
You Must Give Notice of Some Qualifying Events 
 
For all other qualifying events (divorce or legal separation of the employee and spouse or domestic partner- where 
applicable- or a dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan 
Administrator as soon as possible, but no later than 60 days after the qualifying event occurs.  You must send this notice 
to the Plan Administrator if you are enrolled in a Federal COBRA group plan, or to the individual insurance carriers if 
you are enrolled in a State COBRA group plan.  Please contact the Plan Administrator for more information (see page 
1).  The Plan Administrator or insurance carriers will direct you regarding what information they need for your qualifying 
event notice. 
 
How is COBRA Continuation Coverage Provided? 
 
Once the Plan Administrator or insurance carrier receives notice that a qualifying event has occurred, COBRA continuation 
coverage will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will have an independent right 
to elect COBRA continuation coverage (special circumstances may apply for some qualified beneficiaries; contact Plan 
Administrator or insurance carrier for details).  Covered employees may elect COBRA coverage on behalf of their spouses 
or domestic partners (where applicable), and parents may elect COBRA coverage on behalf of their children. 



5 | C l a r k  L a n d  R e s o u r c e s ,  I n c .  2 0 1 8 - 2 0 1 9  

 
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. 
 
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months for Federal 
COBRA plans due to employment termination or reduction of hours of work (see details of State continuation for small 
groups; state COBRA continuation coverage lasts for only 9 months in the state of Oregon).  Certain qualifying events, 
or a second qualifying event during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 
months of coverage.   
 
There are also ways in which this 18-month period of COBRA continuation coverage can be extended: 
 
Disability extension of 18-month period of COBRA continuation coverage 
 
If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be disabled 
and you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to receive up to an 
additional 11 months of COBRA continuation coverage, for a total maximum of 29 months.  The disability would have to 
have started at some time before the 60th day of COBRA continuation coverage and must last at least until the end of the 
18-month period of continuation coverage.  You must make sure that the Plan Administrator is notified of the Social 
Security Administration’s determination within 60 days of the date of the determination and before the end of the 18-
month period of COBRA continuation coverage.  This notice should be sent to the Plan Administrator if you are enrolled 
in a COBRA group plan, or to the individual insurance carriers if you are enrolled in a State COBRA group plan.  Please 
contact the Plan Administrator for more information (see page 1). 
 
Second qualifying event extension of 18-month period of continuation coverage 
 
If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the spouse 
or domestic partner (where applicable) and dependent children in your family may be eligible for up to 18 additional 
months of COBRA continuation coverage, for a maximum of 36 months, if the Plan is properly notified about the second 
qualifying event (see details of State continuation for small groups).  This extension may be available to the spouse or 
domestic partner (where applicable) and any dependent children enrolled in COBRA continuation coverage if the 
employee or former employee dies, becomes entitled to Medicare benefits (Part A, Part B, or both), or gets divorced or 
legally separated, or if the dependent child stops being eligible under the Plan as a dependent child.  This extension is also 
available if the second qualifying event would have caused the spouse or domestic partner (where applicable) or 
dependent child to lose coverage under the Plan had the first qualifying event not occurred.  In all of these cases, you 
must make sure that the Plan Administrator is notified of the second qualifying event within 60 days of the second 
qualifying event. 
 

For State COBRA Group Plans 
 
Please contact the Plan Administrator or insurance carrier for specific details in your State. 
 

Extended Cal-COBRA Coverage for California Employees 
 
The Plan must offer any qualified beneficiary who is entitled to less than 36 months of continuation coverage under COBRA 
and has exhausted such coverage the opportunity to extend coverage under Cal-COBRA to a total of 36 months from the 
date the qualified beneficiary’s continuation coverage began.  A qualified beneficiary electing such further continuation 
coverage must pay to the group Plan, on or before the due date of each payment but not more frequently than on a 
monthly basis, not more than 110 percent of the applicable rate charged for a covered employee or, in the case of 
dependent coverage, not more than 110 percent of the applicable rate charged to a similarly situated individual under the 
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group benefit Plan being continued under the group contract.  In the case of a qualified beneficiary who is determined to 
be disabled by SSA (see “Disability” above) the qualified beneficiary shall be required to pay to the group health Plan an 
amount no greater than 150 percent of the group rate after the first 18 months of continuation coverage.  Please see your 
state’s guidelines for state COBRA continuation rules. 
 

Are there other coverage options besides COBRA Continuation Coverage? 
 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family 
through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s 
plan) through what is called a “special enrollment period.”  Some of these options may cost less than COBRA 
continuation coverage.  You can learn more about many of these options at www.healthcare.gov. 
 

If You Have Questions 
 
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the Plan 
Administrator (see page 1).  For more information about your rights under the Employee Benefits Retirement Income 
Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group 
health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security 
Administration (EBSA) in your area or visit www.dol.gov/ebsa (addresses and phone numbers of Regional and District EBSA 
Offices are available through EBSA’s website).  For more information about the Marketplace, visit www.healthcare.gov. 
 

Keep Your Plan Informed of Address Changes 
 
In order to protect your family’s rights, you should keep the Plan Administrator or individual insurance carriers 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 individual insurance carriers. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Information provided by Agency-Solutions.com, LLC dba HealthConnect Systems and CalChamber 

http://www.healthcare.gov/
http://www.dol.gov/ebsa
http://www.healthcare.gov/
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New Health Insurance Marketplace Coverage    
Options and Your Health Coverage      

 

PART A: General Information 
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health 

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 

information about the new Marketplace and employmentbased health coverage offered by your employer. 

 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance 

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014. 

 
Can I Save Money on my Health Insurance Premiums in the Marketplace? 

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

 
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible 

for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 

eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 

not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 

employer that would cover you (and not any other members of your family) is more than 9.5% of your household 

income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the 

Affordable Care Act, you may be eligible for a tax credit.1 

 

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 

contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for 

Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-

tax basis. 

 
How Can I Get More Information? 

For more information about your coverage offered by your employer, please check your summary plan description or 

contact               Sabrina Boothe       .                                                                                                                 

 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 

Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health 

insurance coverage and contact information for a Health Insurance Marketplace in your area. 

 

Please contact SL Goodell Insurance Services for more information about the Marketplace in your area:  

877-490-3535. 
 
 
 
 
 
 
 
 
1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered 

by the plan is no less than 60 percent of such costs. 

       
  Form Approved                          

  OMB No. 1210-0149  
(expires 5-31-2020) 
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PART B: Information About Health Coverage Offered by Your Employer  
This section contains information about any health coverage offered by your employer. If you decide to 

complete an application for coverage in the Marketplace, you will be asked to provide this information. 

This information is numbered to correspond to the Marketplace application. 

 

3. Employer Name:    Clark Land Resources, Inc.    
4. Employer Identification Number (EIN): 46-1310312 
5. Employer Address:    110 Civic Center Dr, Ste 208B      6.  Employer Phone Number: 760-758-1562 
7. City:     Vista  
8. State:     CA 
9. Zip Code:     92084 
10. Who can we contact about employee health coverage at this job? Sabrina Boothe 
11. Phone Number (if different from above):    760-758-1562 
12. Email Address:       sabrina.boothe@clarklandresources.com 
 

Here is some basic information about health coverage offered by this employer: 

 

• As your employer, we offer a health plan to: 

X All employees.  Eligible employees are: 

 Full-time active employees normally scheduled to work at least 30 hours per week. 

 

 Some employees. Eligible employees are:  

 

• With respect to dependents: 

X We do offer coverage. Eligible dependents are (in general): 

▪ Spouses/domestic partners 

▪ Children 

Please note: The definition of eligible dependents (spouses, domestic partners, and 

children) and other provisions, such as whether you may enroll your eligible 

dependents in a Benefit Program, are defined in the insurance certificates for each 

Benefit Program.  The precise rules for qualifying as an eligible dependent vary from 

policy to policy; please see each Benefit Program’s certificate for more information. 

 

 We do not offer coverage. 

 

× If checked, this coverage meets the minimum value standard (according to proposed IRS 

regulations and safe harbors). 

Please note: even if your current health plan does not meet the minimum value 

standard, the box may be checked if another plan offered by your employer meets 

the minimum value standard and you are eligible to enroll in that plan. 

 

× If checked, the cost of this coverage to you is intended to be affordable, based on employee 

wages. 

Please note: if this box is not checked, you may need to contact your employer to 

see if the lowest cost, minimum value plan offered costs you less than 9.5% of your 

income. 

 
** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium 

discount through the Marketplace. The Marketplace will use your household income, along with other 

factors, to determine whether you may be eligible for a premium discount. If, for example, your wages 

vary from week to week (perhaps you are an hourly employee or you work on a commission basis), if 

you are newly employed mid-year, or if you have other income losses, you may still qualify for a 

premium discount. 

 

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. 

 

If you decide to shop for coverage in the Marketplace, please contact SL Goodell Insurance Services 

for more information: 877-490-3535.
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PREMIUM ASSISTANCE UNDER MEDICAID AND THE 
CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)  

 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your 
state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP 
programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance 
programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.  For more 
information, visit www.healthcare.gov.   
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State 
Medicaid or CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you pay 
the premiums for an employer-sponsored plan.   
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a 
“special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for 
premium assistance.  If you have questions about enrolling in your employer plan, contact the Department of Labor at 
www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 
 
 
If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums.  The following list of states is current as of July 31, 2018.  Contact your State for more information on 
eligibility – 

ALABAMA – Medicaid FLORIDA – Medicaid 

Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 
Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid  

The AK Health Insurance Premium Payment Program 
Website:  http://myakhipp.com/  
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com  
Medicaid Eligibility:  
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

Website: http://dch.georgia.gov/medicaid 
- Click on Health Insurance Premium Payment (HIPP) 
Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid  

Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: http://www.indianamedicaid.com 
Phone 1-800-403-0864 

COLORADO – Health First Colorado (Colorado’s Medicaid 

Program) &  

Child Health Plan Plus (CHP+) 
IOWA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  

Website:  
http://dhs.iowa.gov/hawk-i 
Phone: 1-800-257-8563 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/hawk-i
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1-800-221-3943/ State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 
CHP+ Customer Service: 1-800-359-1991/ State Relay 711 

 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 
Phone: 1-785-296-3512 

Website: https://www.dhhs.nh.gov/ombp/nhhpp/ 
Phone: 603-271-5218 
Hotline:  NH Medicaid Service Center at 1-888-901-4999 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 

Website: https://chfs.ky.gov 
Phone: 1-800-635-2570 

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

dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 

LOUISIANA – Medicaid NEW YORK – Medicaid 
Website: 
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 
Phone: 1-888-695-2447 

Website: 
https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

MAINE – Medicaid NORTH CAROLINA – Medicaid 

Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html 
Phone: 1-800-442-6003 
TTY: Maine relay 711 

Website:  https://dma.ncdhhs.gov/  
Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 

Website: 
http://www.mass.gov/eohhs/gov/departments/masshealth/ 
Phone: 1-800-862-4840 

Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid/ 
Phone: 1-844-854-4825 

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 

Website:  
https://mn.gov/dhs/people-we-serve/seniors/health-
care/health-care-programs/programs-and-services/other-
insurance.jsp 
Phone: 1-800-657-3739  

Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid 

Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 573-751-2005 

Website: http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html 
Phone: 1-800-699-9075 

MONTANA – Medicaid PENNSYLVANIA – Medicaid 

Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 

Website: 
http://www.dhs.pa.gov/provider/medicalassistance/health
insurancepremiumpaymenthippprogram/index.htm 
Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 

Website:  http://www.ACCESSNebraska.ne.gov 
Phone: (855) 632-7633 
Lincoln: (402) 473-7000 
Omaha: (402) 595-1178  

Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

http://www.kdheks.gov/hcf/
https://www.dhhs.nh.gov/ombp/nhhpp/
https://chfs.ky.gov/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
https://www.health.ny.gov/health_care/medicaid/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
https://dma.ncdhhs.gov/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.insureoklahoma.org/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.accessnebraska.ne.gov/
http://www.eohhs.ri.gov/
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Medicaid Website:  http://dhcfp.nv.gov 
Medicaid Phone:  1-800-992-0900 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

 
To see if any other states have added a premium assistance program since July 31, 2018, or for more information on special 
enrollment rights, contact either: 
 

U.S.  Department of Labor    U.S.  Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/agencies/ebsa    www.cms.hhs.gov                                            
1-866-444-EBSA (3272)    1-877-267-2323, Menu Option 4, Ext.  61565  

 
Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a 
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number.  
The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by 
OMB under the PRA, and displays a currently valid OMB control number, and the public is not required to respond to a 
collection of information unless it displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, 
notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of 
information if the collection of information does not display a currently valid OMB control number.  See 44 U.S.C.  3512.   
 
The public reporting burden for this collection of information is estimated to average approximately seven minutes per 
respondent.  Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this 
collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee 
Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, 
N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 12/31/2019) 
 
 
 
 

Information provided by the Department of Labor: https://www.dol.gov/sites/default/files/ebsa/laws-and.../chipra/model-notice.doc 

SOUTH DAKOTA - Medicaid WASHINGTON – Medicaid 

Website: http://dss.sd.gov 
Phone: 1-888-828-0059 

Website: http://www.hca.wa.gov/free-or-low-cost-health-
care/program-administration/premium-payment-program 
Phone:  1-800-562-3022 ext.  15473 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 

Website: http://gethipptexas.com/ 
Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 

Website:  
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 
Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid 

Website: http://www.greenmountaincare.org/ 
Phone: 1-800-250-8427 

Website: https://wyequalitycare.acs-inc.com/ 
Phone: 307-777-7531 

VIRGINIA – Medicaid and CHIP  

Medicaid Website: 
http://www.coverva.org/programs_premium_assistance.cfm 
Medicaid Phone:  1-800-432-5924 
CHIP Website: 
http://www.coverva.org/programs_premium_assistance.cfm 
CHIP Phone: 1-855-242-8282 

 

http://dhcfp.nv.gov/
https://www.scdhhs.gov/
https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov
http://dss.sd.gov/
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://gethipptexas.com/
http://mywvhipp.com/
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://www.greenmountaincare.org/
https://wyequalitycare.acs-inc.com/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
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MHPA NEWBORN WHCRA NOTICE 

 

The Mental Health Parity Act 

 
The Mental Health Parity Act (MHPA) provides for parity in the application of aggregate lifetime and annual dollar limits on 
mental health benefits with dollar limits on medical/surgical benefits.  A plan that does not impose an annual or lifetime dollar 
limit on medical and surgical benefits may not impose such a dollar limit on mental health benefits offered under the plan.  
MHPA does not apply to benefits for substance abuse or chemical dependency.  Health plans are not required to include mental 
health benefits in their benefits package.  MHPA only applies to those plans that offer mental health benefits. 
 

Newborns’ Act Disclosure 
 

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital length 
of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less 
than 96 hours following a cesarean section.  However, Federal law generally does not prohibit the mother’s or newborn’s 
attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 
hours as applicable).  In any case, Plans and issuers may not, under Federal law, require that a provider obtain authorization 
from the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 

 

Special Enrollment Provision 

 
Loss of Other Coverage.  If you decline enrollment for yourself or for an eligible dependent (including your spouse) while other 
insurance or group plan coverage is in effect, you may be able to enroll yourself and your dependents in this Plan if you or your 
dependents lose eligibility for that other coverage (or if the employer stops contributing toward your or your dependents’ other 
coverage). 
 
New Dependent by Marriage, Birth, Adoption, or Placement for Adoption.  In addition, if you have a new dependent as a result 
of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your new dependents.  However, 
you must request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption. 
 

WHCRA Enrollment Notice 

 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and 
Cancer Rights Act of 1998 (WHCRA).  For individuals receiving mastectomy-related benefits, coverage will be provided in a 
manner determined in consultation with the attending physician and the patient, for: 

• All stages of reconstruction of the breast on which the mastectomy was performed; 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

• Prostheses; and 

• Treatment of physical complications of the mastectomy, including lymphedema. 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical 
benefits provided under this Plan.  If you would like more information on WHCRA benefits, contact the Plan Administrator. 

 
Information notices provided by the Department of Labor: http://www.dol.gov/ebsa/compliance_assistance.html 
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SPECIAL ENROLLMENT RIGHTS 
 
 

Notice of HIPAA Special Enrollment Rights 
 
If you are receiving this notice, you are eligible to participate in the group Plan (to actually participate, you must complete 
an enrollment form and pay part of the premium through payroll deduction, if applicable). 
 
A federal law called HIPAA requires that the Employer notify you about a very important provision in the Plan.  It is your 
right to enroll in the Plan under its “special enrollment provision” if you acquire a new dependent or if you decline 
coverage under this Plan for yourself or an eligible dependent while other coverage is in effect and later loses that other 
coverage for certain qualifying reasons. 

Special Enrollment Provision 

 
Loss of Other Coverage.  If you decline enrollment for yourself or for an eligible dependent (including your spouse or 
domestic partner) while other insurance or group plan coverage is in effect, you may be able to enroll yourself and your 
dependents in this Plan if you or your dependents lose eligibility for that other coverage (or if the employer stops 
contributing toward your or your dependents’ other coverage).  However, you must request enrollment within 30 days 
after you or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). 
 
New Dependent by Marriage, Birth, Adoption, or Placement for Adoption. In addition, if you have a new dependent as 
a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your new 
dependents.  However, you must request enrollment within 30 days after the marriage, birth, adoption, or placement for 
adoption. 
 
Important Warning:  
If you decline enrollment for yourself or for an eligible dependent, you must complete a waiver form for each insurance 
carrier where applicable.  On the form, you are required to state that coverage under another group plan or other 
insurance coverage is the reason for declining enrollment, and you are asked to identify that coverage.  If you do not gain 
special enrollment rights upon a loss of other coverage, you cannot enroll yourself or your dependents in the Plan at any 
time other than the Plan’s annual open enrollment period, unless special enrollment rights apply because of a new 
dependent by marriage, birth, adoption, or placement for adoption. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information notices provided by the Department of Labor: http://www.dol.gov/ebsa/compliance_assistance.html 
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PATIENT PROTECTION MODEL DISCLOSURE 
(FOR EMPLOYEES ENROLLED IN AN HMO PLAN) 

 
 

When applicable, it is important that individuals enrolled in an HMO plan or health insurance coverage know of their rights 
to (1) choose a primary care provider or a pediatrician when a plan or issuer requires designation of a primary care 
physician; or (2) obtain obstetrical or gynecological care without prior authorization.  Accordingly, the interim final 
regulations regarding patient protections under section 2719A of the Affordable Care Act require Plans and issuers to 
provide notice to participants of these rights when applicable.  The notice must be provided whenever the Plan or issuer 
provides a participant with a Summary Plan Description or other similar description of benefits under the Plan or health 
insurance coverage.  This notice must be provided no later than the first day of the first plan year beginning on or after 
September 23, 2010. 
 
Insurance carriers may generally require the designation of a primary care provider.  You have the right to designate any 
primary care provider who participates in their network and who is available to accept you or your family members.  Until 
you make this designation, your insurance carrier may designate one for you.  For information on how to select a primary 
care provider, and for a list of the participating primary care providers, contact your insurance carrier or the Plan 
Administrator. 
 
For children, you may designate a pediatrician as the primary care provider. 
 
You do not need prior authorization from your insurance carrier or from any other person (including a primary care 
provider) in order to obtain access to obstetrical or gynecological care from a health care professional in their network 
who specializes in obstetrics or gynecology.  The health care professional, however, may be required to comply with 
certain procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, 
or procedures for making referrals.  For a list of participating health care professionals who specialize in obstetrics or 
gynecology, contact your insurance carrier or the Plan Administrator. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Notice provided by the Department of Labor: Patient Protection Model Disclosure 

http://webapps.dol.gov/search/AdvSearch.aspx?agcoll=&search_term=PATIENT+PROTECTION+MODEL+DISCLOSURE&taxonomy=&offset=0&x=25&y=8%20
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GENETIC INFORMATION NONDISCRIMINATION ACT (GINA) 

 
 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA 
Title II from requesting or requiring genetic information of an individual or family member of the individual, except as 
specifically allowed by this law.  To comply with this law, we are asking that you not provide any genetic information when 
responding to this request for medical information.  “Genetic information,” as defined by GINA, includes an individual’s 
family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an 
individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual 
or an individual’s family member and embryo lawfully held by an individual or family member receiving assistive 
reproductive services. 
 
Someone who believes that his or her employment rights have been violated on the basis of genetic information may file 
a “charge of discrimination” with the EEOC within 180 days from the date of the alleged violation, or within 300 days if a 
state or local agency enforces a law that prohibits employment discrimination on the basis of use or acquisition of genetic 
information or genetic testing. 
 
If a charge is filed, the EEOC will notify the Employer and provide the name and contact information of an investigator.  
The parties may choose to resolve the dispute through settlement, or in some cases, mediation.  If the dispute is not 
resolved voluntarily, the investigator will ask both parties for information.  The Employer may be asked to: 

• Provide a position statement; 

• Provide copies of policies, files, or other evidence; 

• Allow on-site visits; and 

• Make employees available for interview. 
 
Once the investigation in complete, the EEOC will determine whether there is “reasonable cause” to believe discrimination 
occurred.  If there is insufficient evidence to find reasonable cause, the EEOC will issue a Dismissal and Notice of Rights 
stating the charging party has a right to file a lawsuit in federal court within 90 days of receipt of the notice. 
 
If reasonable cause is found, the EEOC will issue a Letter of Determination and try to conciliate the charge.  Where the 
charge cannot be resolved through conciliation, the EEOC will either file a court action, or issue a Notice of Right to Sue, 
stating that the charging party has a right to file a lawsuit in federal court within 90 days of receipt of the notice.  A charging 
party may also request a Notice of Right to Sue from the EEOC 180 days after the charge was first filed with the EEOC. 
 
For a detailed description of the process, please refer to the EEOC website at: 
http://www.eeoc.gov/employers/process.cfm. 
 
 
 
 
 
 
 
 
 
 

Notice and disclosure provided by the Department of Labor: http://www.dol.gov/ebsa/GINAexceptioninstructions.html 
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ANNUAL MEDICARE D CREDITABLE COVERAGE NOTICE 

 
To: Employees enrolled on all health plans except the UHC Alliance B Bronze HMO.  
Date:  Plan Year October 1, 2018 to September 30, 2019 
 
You are receiving this letter because you are eligible for benefits through the Employer.   
 
The law requires us to notify all benefits-eligible employees who are also eligible for Medicare, as well as all employees 
who may have a spouse or dependent who is eligible for Medicare.  Receipt of this information does not indicate that 
you are eligible for Medicare.  Rather than risk missing any employees who fall into one of these two groups, the 
information will be sent to all employees who are eligible for benefits. 
 
The attached Creditable Coverage notice confirms that the prescription drug benefits provided by the Employer are 
richer than the standard benefits offered under Medicare Part D.  Most people will receive better prescription coverage 
by remaining in the Employer’s medical plan and not enrolling in Medicare Part D.  This might not be true for you if your 
income places you at or near the Federal Poverty guidelines. 
 
Even though the Medicare Part D program may penalize individuals who do not enroll when first eligible, the fact that 
the Employer’s medical program is “creditable coverage” will allow you to avoid any late enrollment penalties if you 
enroll in the Medicare Part D program in the future. 
 
If you or a family member are eligible for Medicare and covered by the Employer’s medical plan, please read the 
attached notice and keep it in your records as proof of creditable coverage.  If you have any questions, please contact 
the Plan Administrator. 

 
Important Notice About Your Prescription Drug Coverage and Medicare 

 
Please read this notice carefully and keep it where you can find it. This notice has information about your current 
prescription drug coverage and about your options under Medicare’s prescription drug coverage. This information can 
help you decide whether or not you want to join a Medicare drug plan. If you are considering joining, you should 
compare your current coverage, including which drugs are covered at what cost, with the coverage and costs of the 
plans offering Medicare prescription drug coverage in your area. Information about where you can get help to make 
decisions about your prescription drug coverage is at the end of this notice. 
 
There are two important things you need to know about your current coverage and Medicare’s prescription drug 
coverage: 
 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this 
coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that 
offers prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage set by 
Medicare. Some plans may also offer more coverage for a higher monthly premium. 
 
2. The Employer has determined that the prescription drug coverage offered by one or more of the group’s health 
insurance carriers is, on average for all plan participants, expected to pay out as much as standard Medicare 
prescription drug coverage pays and is therefore considered Creditable Coverage. Because your existing coverage is 
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Creditable Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to join a 
Medicare drug plan. 
 
When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th through 
December 7th (this enrollment period may change in the future).  This may mean that you may have to wait to join a 
Medicare drug plan and that you may pay a higher premium (a penalty) if you join later.  You may pay that higher 
premium (a penalty) as long as you have Medicare prescription drug coverage.  However, if you lose your current 
creditable prescription drug coverage, through no fault of your own, you will also be eligible for a two (2) month Special 
Enrollment Period (SEP) to join a Medicare drug plan.  You should compare your current coverage, including which drugs 
are covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug coverage in your 
area. 
 
What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current coverage will not be affected.  See below for more information 
about what happens to your current coverage if you join a Medicare drug plan. 
 
 

Clark Land Resources, Inc. Drug Benefits 
For medications you need  First Tier  Second Tier  Third Tier  
when you are not in a   Copayments                    Copayments  Copayments  
hospital, you can receive…        (Typically generic         (Typically lower-cost (Typically higher cost  
                                                              drugs)                      brand-name drugs) brand-name drugs) 

Up to a 30-day medication 
supply from participating                     $5-25/40%*                    $40-55/40%*  $55-100/40%* 
retail pharmacies 
*Deductible may apply 

 
You can keep this coverage if you elect Part D and this plan will coordinate with Part D coverage. 
 
If you do decide to join a Medicare drug plan and drop your current medical coverage, be aware that you and your 
dependents may not be able to get this coverage back. 
 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
You should also know that if you drop or lose your current coverage with the Employer and don’t join a Medicare drug 
plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a 
Medicare drug plan later. If you go 63 continuous days or longer without creditable prescription drug coverage, your 
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per month for every month that 
you did not have that coverage. For example, if you go nineteen months without creditable coverage, your premium 
may consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher 
premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to wait until 
the following enrollment period to join. 
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For More Information About This Notice Or Your Current Prescription Drug Coverage… 
Contact the person listed below for further information: 
 
 
Date:  October 1, 2018 to September 30, 2019 
Name of Entity/Sender:  Clark Land Resources, Inc. 
Plan Administrator:  Sabrina Boothe  
Address:        110 Civic Center Drive, Suite 208B 

    Vista, CA 92084 
Phone:         760-758-1562 
 
NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug plan, and 
if this coverage through the Employer changes. You also may request a copy of this notice at any time. 
 
For More Information About Your Options Under Medicare Prescription Drug Coverage… 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” 
handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly 
by Medicare drug plans. 
 
For more information about Medicare prescription drug coverage… 
• Visit www.medicare.gov. 
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” 
handbook for their telephone number) for personalized help. 
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.   
 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-
1213 (TTY 1-800-325-0778). 
 

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

 
 
 
 
 

 
 

 
 
 
 

Notice and disclosure provided by CMS: www.cms.gov/Medicare 
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ANNUAL MEDICARE D NON-CREDITABLE COVERAGE NOTICE 
 
To: Employees enrolled on the UHC Alliance B Bronze HMO.  
Date: October 1, 2018 to September 30, 2019 
 
You are receiving this letter because you are eligible for benefits through the Employer.   
 
The law requires us to notify all benefits-eligible employees who are also eligible for Medicare, as well as all employees 
who may have a spouse or dependent who is eligible for Medicare.  Receipt of this information does not indicate that 
you are eligible for Medicare.  Rather than risk missing any employees who fall into one of these two groups, we are 
sending the information to all employees who are eligible for benefits. 
 
The attached notice confirms that the prescription drug benefits provided by the Employer are NOT richer than the 
standard benefits offered under Medicare Part D.  Most people will receive better prescription coverage by enrolling in 
Medicare Part D. 
 
The Medicare Part D program may penalize individuals who do not enroll when first eligible.  Since the Employer’s 
medical program is NOT “creditable coverage,” you will NOT avoid any late enrollment penalties if you enroll in the 
Medicare Part D program in the future. 
 
If you or a family member are eligible for Medicare and covered by the Employer’s medical plan, please read the 
attached notice and keep it in your records.  If you have any questions, please contact the Plan Administrator. 

 
Important Notice About Your Prescription Drug Coverage and Medicare 

 
Please read this notice carefully and keep it where you can find it. This notice has information about your current 
prescription drug coverage and about your options under Medicare’s prescription drug coverage. This information can 
help you decide whether or not you want to join a Medicare drug plan. If you are considering joining, you should 
compare your current coverage, including which drugs are covered at what cost, with the coverage and costs of the 
plans offering Medicare prescription drug coverage in your area. Information about where you can get help to make 
decisions about your prescription drug coverage is at the end of this notice. 
 
There are three important things you need to know about your current coverage and Medicare’s prescription drug 
coverage: 
 

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this 
coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or 
PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of 
coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium. 

 
2. The Employer has determined that the prescription drug coverage offered by one or more of the group’s 
health insurance carriers is NOT expected, on average for all plan participants, to pay out as much as standard 
Medicare prescription drug coverage pays. Therefore, your coverage is considered Non-Creditable Coverage. 
This is important because, most likely, you will get more help with your drug costs if you join a Medicare drug 
plan, than if you only have prescription drug coverage through the Employer. This also is important because it 
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may mean that you may pay a higher premium (a penalty) if you do not join a Medicare drug plan when you 
first become eligible. 

 
3. You can keep your current coverage from the Employer.  However, because your coverage is non-
creditable, you have decisions to make about Medicare prescription drug coverage that may affect how much 
you pay for that coverage, depending on if and when you join a drug plan. When you make your decision, you 
should compare your current coverage, including what drugs are covered, with the coverage and cost of the 
plans offering Medicare prescription drug coverage in your area. Read this notice carefully - it explains your 
options. 

 
When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th 
through December 7th (this enrollment period may change in the future).  This may mean that you may have to wait to 
join a Medicare drug plan and that you may pay a higher premium (a penalty) if you join later.  You may pay that higher 
premium (a penalty) as long as you have Medicare prescription drug coverage.  However, if you are losing creditable 
prescription drug coverage through no fault of your own, you will also be eligible for a two (2) month Special Enrollment 
Period (SEP) to join a Medicare drug plan.  You should compare your current coverage, including which drugs are 
covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug coverage in your 
area. 
 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
Since the coverage under the group plan is not creditable, depending on how long you go without creditable 
prescription drug coverage you may pay a penalty to join a Medicare drug plan. Starting with the end of the last month 
that you were first eligible to join a Medicare drug plan but didn’t join, if you go 63 continuous days or longer without 
prescription drug coverage that’s creditable, your monthly premium may go up by at least 1% of the Medicare base 
beneficiary premium per month for every month that you did not have that coverage. For example, if you go nineteen 
months without creditable coverage, your premium may consistently be at least 19% higher than the Medicare base 
beneficiary premium. You may have to pay this higher premium (penalty) as long as you have Medicare prescription 
drug coverage. In addition, you may have to wait until the following enrollment period to join. 
 
What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current coverage may be affected.  See below for more information 
about what happens to your current coverage if you join a Medicare drug plan. 
 

Clark Land Resources Drug Benefits 
For medications you need  First Tier  Second Tier  Third Tier  
when you are not in a   Copayments                    Copayments  Copayments  
hospital, you can receive…        (Typically generic         (Typically lower-cost (Typically higher cost  
                                                              drugs)                      brand-name drugs) brand-name drugs) 

Up to a 30-day medication 
supply from participating                     $0*   $0*   $0* 
retail pharmacies 
*After deductible 

 
If you do decide to join a Medicare drug plan and drop your current coverage, be aware that you and your dependents 
may not be able to get this coverage back. 
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For More Information About This Notice Or Your Current Prescription Drug Coverage… 
Contact the person listed below for further information.  
 
Date:  October 1, 2018 to September 30, 2019 
Name of Entity/Sender:  Clark Land Resources, Inc. 
Plan Administrator:  Sabrina Boothe  
Address:        110 Civic Center Drive, Suite 208B 

    Vista, CA 92084 
Phone:         760-758-1562 
 
NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug plan and if 
this coverage through the Employer changes. You also may request a copy of this notice at any time. 
 
For More Information About Your Options Under Medicare Prescription Drug Coverage… 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” 
handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly 
by Medicare drug plans. For more information about Medicare prescription drug coverage: 
• Visit www.medicare.gov 
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” 
handbook for their telephone number) for personalized help 
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 
 
If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-
1213 (TTY 1-800-325-0778).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Notice and disclosure provided by CMS: www.cms.gov/Medicare 
 

 
For more information about any documents in this packet, please contact the Plan Administrator. 
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Introduction

Clark Land Resources, Inc. (the “Employer” or “Company”) is pleased to offer benefits through the
Clark Land Resources Health and Welfare Benefit Plan. These benefits are a valuable and important
part of your overall compensation package. 

This booklet provides important information about  the Benefit Program(s) covered under the Plan. It
serves  as  the  Plan  document  and  the  Summary  Plan  Description  (“SPD”)  for  the  Clark  Land
Resources Health and Welfare Benefit Plan (“the Plan”).  It is written to comply with the written plan
document  and  disclosure  requirements  under  the  Employee  Retirement  Income  Security  Act
(“ERISA”) of 1974, as amended.

The “Benefit  Programs” covered by this  Plan are shown in Appendix A.  For fully  insured Benefit
Programs, the insurance contracts or policies (including amendments and riders), plan descriptions,
benefit  summaries,  schedule of  benefits and other descriptive documents relating to each Benefit
Program (collectively, the “insurance certificates”) are incorporated herein by reference only to the
extent they are the source of eligibility, benefits, claims procedures, or other substantive provisions of
the Benefit Programs. This booklet is not intended to give any substantive rights to benefits that are
not already provided by the insurance certificate for an insured benefit. If the terms of this booklet
conflict  with the substantive terms of an insurance certificate for an insured Benefit  Program, the
terms of the insurance certificate will control, unless otherwise required by law. 

This Plan document/SPD replaces all previous booklets you may have in your files. Be sure to keep
this  booklet  in  a safe and convenient  place for  future reference.  We encourage you to read this
booklet and insurance certificates and become familiar with your benefits. You may also wish to share
this information with your enrolled family members. 
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Plan Overview

The Plan provides benefits to eligible employees and their dependents through each Benefit
Program listed in Appendix A. Fully insured benefits are payable solely by the Insurer listed for
the respective Benefit Program. 

Your Eligibility

You are eligible for the Benefit Program(s) shown in Appendix A if  you are a full-time active
employee normally scheduled to work a minimum of 30 hours per week. 

Unless otherwise communicated to you in writing by the Company, the following individuals are
not eligible for benefits: part-time employees, employees of a temporary or staffing firm, payroll
agency or leasing organization, persons hired on a seasonal or temporary basis, independent
contractors and other individuals who are not on the Employer payroll, as determined by the
Employer.

The Employer’s  determination  of  eligibility  is  conclusive  and binding for  Plan purposes.  No
reclassification  of  a  person’s  status,  for  any  reason,  by  a  third  party  (whether  by  a  court,
governmental agency or otherwise) will change a person’s eligibility for benefits under the Plan.

Eligible Dependents

The definition of eligible dependents and other provisions, such as whether you may enroll your
eligible dependents in a Benefit  Program, are defined in the insurance certificates for  each
Benefit Program. Those provisions, and the definition of a dependent for each Benefit Program,
are incorporated by reference herein. 

For purposes of the Plan, your child includes:

 your biological child;

 your legally adopted child (including any child lawfully placed for adoption with you);

 an eligible child for whom you are required to provide coverage under the terms of a
Qualified Medical Child Support Order (QMCSO) or a National Medical Support Notice
(NMSN). 

If you have any questions regarding dependent coverage under a Benefit Program, check with
the  Insurer  or  Claims  Administrator.  It  is  your  responsibility  to  notify  the  Employer  if  your
dependent becomes ineligible for coverage.

An eligible dependent does not include a person enrolled as an employee under the Plan or any
person who is covered as a dependent of another employee covered under the Plan. If you and
your spouse are both employed by the Employer, each of you may elect your own coverage
(based on your own eligibility for benefits) or one of you may be enrolled as a dependent on the
other’s coverage, but only one of you may cover your dependent children.

When Coverage Begins

To be eligible for a Benefit Program, you must satisfy the eligibility requirements described for
that Benefit Program in the applicable insurance certificates and other materials provided for
that Benefit Program. Unless otherwise stated in those materials, your coverage begins on the
first day of the month following 30 days for health insurance, and on the first day of the month
following 60 days for all other benefit options. For rehires, the waiting period is waived for the
health plan if an employee is rehired within 6 months. 
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Certain benefits, such as disability or life insurance, may require you to be actively at work in
order to be initially eligible for a Benefit Program and for any change in coverage to take effect.
See the materials provided by your Insurer to determine when this applies to you.

If you terminate employment and are subsequently rehired within 6 months, coverage under the
Plan will begin as of your rehired date. 

Unless stated otherwise in your insurance certificates, coverage for your eligible dependents
begins on the same day as your initial eligibility provided you timely enroll your dependents in
coverage. If you acquire a new dependent through marriage, birth, adoption or placement for
adoption,  you  can  add  your  new  dependent  to  your  coverage  as  long  as  you  enroll  the
dependent within 30 days of the date on which they became eligible. If you wait longer than 30
days, you may be required to wait until the Plan’s next open enrollment period to enroll your
new dependent for coverage.      

Proof of Dependent Eligibility

The Employer reserves the right to verify that your dependent is eligible or continues to be
eligible for coverage under the Plan’s Benefit Programs. If you are asked to verify a dependent’s
eligibility for coverage,  you will  receive a notice describing the documents that you need to
submit. To ensure that coverage for an eligible dependent continues without interruption, you
must submit the required proof within the designated time period. If you fail to do so, coverage
for your dependent may be canceled.

Your Contribution for Coverage

Each year, the Employer will evaluate all costs and may adjust the cost of coverage during the
next  annual  enrollment.  Any  required  contribution  amount  will  be  provided  to  you  by  the
Employer in your enrollment materials. You may also request a copy of any required contribution
amounts from the Plan Administrator. 

For  most  benefits  you  pay  the  employee  cost  of  Plan  premiums  through  pre-tax  payroll
deductions each pay period; however, some Benefit Programs may require premiums to be paid
with after-tax dollars.

You must elect coverage for yourself in order to cover your eligible dependents. Your coverage
for certain Benefit Programs may also be subject to deductibles, copayments, coinsurance, or
other fees as described in the materials for the coverage you select.

Enrolling for Coverage

Initial Enrollment

As a newly eligible employee, you will  receive an Election Form and enrollment information
when you first become eligible for benefits. For each Benefit Program, you will need to make
your coverage elections by the deadline shown in your enrollment materials. When you enroll in
the Plan, you authorize the Employer to deduct any required premiums from your pay through
salary reduction. If you do not enroll for coverage when initially eligible, you will be deemed to
have elected no coverage or the default coverage designated by the Employer for a Benefit
Program.

The elections you make will remain in effect until the next September 30, unless a permitted
election change event occurs (see below). Your insured benefits may have a different coverage
period. Your enrollment materials and Election Form will tell you if a different 12-month coverage
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period applies to your elections for an insured benefit. After your initial enrollment, you will enroll
during the designated annual open enrollment period. 

Annual Open Enrollment Period

Each year during a designated open enrollment period, you will be given an opportunity to make
your elections for the upcoming year. Your enrollment materials and Election Form will provide
the  options  available  to  you  and  your  share  of  the  premium  cost,  as  well  as  any  default
coverage you will be deemed to have elected if you do not make an election by the specified
deadline. In general, the elections you make will take effect on October 1 and stay in effect
through September 30, the Plan Year, unless you have a qualifying change in status. The Plan
Year  may  differ  from the  policy  year  of  an  insured  benefit.  Your  enrollment  materials  and
Election Form will tell you if a different 12-month coverage period applies to your elections for
an insured benefit. Also, you should refer to the insurance certificate provided by the Insurer for
more information on how your benefits are affected by the policy year, including whether your
deductible and out-of-pocket expenses accumulate over the Plan Year, policy year or other 12-
month period.

Special Enrollment Rights

You may enroll for coverage outside of the Plan’s initial and annual open enrollment periods if
you experience a special enrollment event, as described below. Special enrollment rights apply
to the Plan’s medical benefits. These rights, however, may not apply all Benefit Programs (for
example,  these rights  do not  apply  to Benefit  Programs that  are “excepted benefits”  under
HIPAA). You should review your insurance certificate and check with the Plan Administrator if
you have questions about enrolling in a Benefit Program. 

• If you decline enrollment for yourself or for an eligible dependent (including your spouse)
while other health coverage is in effect, you may be able to enroll  yourself  and your
dependents in this Plan if you or your dependents lose eligibility for that other coverage
(or if the employer stops contributing toward the other coverage). However, you must
request enrollment within 30 days after the other coverage ends (or after the employer
stops contributing toward the other coverage). 

• If you decline enrollment for yourself or for an eligible dependent (including your spouse)
while Medicaid coverage or coverage under a state Children's Health Insurance Program
(CHIP) is in effect, you may be able to enroll yourself and your dependents in this Plan if
you  or  your  dependents  lose  eligibility  for  that  other  coverage.  However,  you  must
request enrollment within 60 days after coverage ends under Medicaid or a state CHIP. 

• If you have a new dependent as a result of marriage, birth, adoption or placement for
adoption, you may be able to enroll yourself and your new dependents. However, you
must request enrollment within 30 days after the marriage, birth, adoption or placement
for adoption.

• If you or your dependents (including your spouse) become eligible for a state premium
assistance subsidy from Medicaid or  through a state CHIP with respect  to coverage
under this Plan, you may be able to enroll yourself and your dependents in this Plan.
However, you must request enrollment within 60 days after your or your dependents'
determination of eligibility for such assistance.
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You will  need to  provide documentation  of  your  special  enrollment  event  in  order  to  enroll
outside  of  an  initial  or  annual  open  enrollment  period.  Contact  the  Plan  Administrator  to
determine what information you will need to provide. 

Code Section 125 Status of Plan

This Plan is designed and administered in accordance with Section 125 of the Internal Revenue
Code and underlying regulations. This enables you to pay your share of premiums for certain
Benefit Programs on a pre-tax basis, as permitted by the Employer. Review your election and
enrollment materials to determine which Benefit  Programs permit pre-tax premium payments
and are subject to the Section 125 rules. Pre-tax dollars come out of your pay before federal
income and Social  Security taxes are withheld (and,  in  most  states,  before state taxes are
withheld). This gives your contributions a special tax advantage and lowers the actual cost of
participating in the Plan to you. Neither the Employer nor any fiduciary under the Plan will in any
way be liable for any taxes or other liability incurred by you by virtue of your participation in the
Plan.

Because of this favorable tax-treatment, there are certain restrictions on when you can make
changes to your elections for Section 125 benefits. Generally, your elections stay in effect for
the Plan Year (or other 12-month period of coverage for an insured benefit, as designated in
your enrollment materials and election form) and you can make changes only during an annual
open enrollment period. However, depending on the Plan’s rules for mid-year election change
events, you may be able to change your elections if a permitted election change event occurs
as described below.

Permitted Election Change Events

The elections you make under the Plan are generally irrevocable during the Plan Year (or other
12-month coverage period that applies to a Benefit Program, as indicated in your enrollment
and election materials). This means, for example, that once you have elected how much pre-tax
income you will use to pay for the Plan’s Benefit Programs, you are locked into that election until
the next annual enrollment period. However, there are certain limited situations that allow you to
change your Plan elections outside of the annual enrollment period, depending on the Plan’s
eligibility rules for a Benefit Program. You may change your elections if a “permitted election
change event” occurs and you make an election change that is consistent with the event, as
determined by the Plan Administrator.

This Plan allows participants to change their elections to extent permitted by applicable law and
approved  by  the  Plan  Administrator.  Depending  on  the  Plan’s  eligibility  rules  for  a  Benefit
Program,  a  “permitted  election  change  event”  that  may allow you  to  change  your  election
includes the following events:

 a change in your legal marital status, including marriage, divorce, death of spouse, legal
separation or annulment

 a change in the number of dependents, including birth, adoption, placement for adoption
or death of a dependent

 a change in employment status for you, a spouse or a dependent that affects eligibility

 a change in a dependent child’s eligibility

 a change in residency that would impact eligibility (for example, moving out of a plan’s
coverage area)
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 the cost of a Benefit Program significantly changes

 coverage under a Benefit Program is significantly curtailed or ceases

 a new Benefit Program or other coverage option is added or coverage under an existing
Benefit Program is significantly improved

 your spouse’s or dependent’s plan has a different enrollment period and you need to
make a change to account for that other coverage 

 you,  your  spouse  or  your  dependent  loses  group  coverage  sponsored  by  a
governmental or educational institution 

 your change corresponds with a HIPAA special enrollment right (described above) 

 you, a spouse or dependent is eligible for COBRA continuation coverage under the Plan
(if applicable) and you need to increase your payments for the coverage 

 a  court  order,  such  as  a  QMCSO  or  NMSN,  mandates  coverage  for  an  eligible
dependent child 

 you, a spouse or a dependent enrolls in Medicare or Medicaid 

 you take an FMLA leave (if applicable) 

 a change in your  employment  status to less than 30 hours of  service  per  week on
average even if the reduction does not result in loss of Plan eligibility

 eligibility for a special enrollment period to enroll in a qualified health plan (QHP) through
the Marketplace or seeking to enroll  in a QHP during the Marketplace’s annual open
enrollment period

 any  other  election  change  event  recognized  by  the  IRS  and  permitted  by  the  Plan
Administrator

Also, if the cost of a Benefit Program changes by an insignificant amount during a coverage
period, the Plan Administrator may automatically make a corresponding change to your election.
You should report an election change event to the Plan Administrator as soon as possible, but
no  later  than  30  days  after  the  event  occurs.  Contact  the  Plan  Administrator  if  you  have
questions about when you can change your elections.

When Coverage Ends

Except as otherwise provided in the insurance certificate, your coverage under this Plan ends
on the last day of the month in which your employment terminates or upon your death, unless
benefits are extended, such as when you take an approved leave of absence.

Coverage for your covered dependents ends on the date your coverage ends, or, if earlier, on
the last day of the month in which your dependent is no longer eligible for coverage under the
Plan. 

Coverage will  also end for  you and your  covered dependents as of  the date the Employer
terminates this Plan or, if earlier, the effective date you request coverage to be terminated for
you and/or your covered dependent.

If your coverage under the Plan ends for reasons other than the Employer’s termination of all
coverage  under  the  Plan,  you  and/or  your  eligible  dependents  may  be  eligible  to  elect  to
continue coverage under the Consolidated Omnibus Budget  Reconciliation Act  (COBRA) as
described below. 
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Cancellation of Coverage

If you fail to pay any required premium for coverage under a Benefit Program, coverage for you
and your covered dependents will be canceled for that Benefit Program and no claims incurred
after the effective date of cancellation will be paid. 

Rescission of Coverage

Coverage  under  the  Plan  may  be  rescinded  (canceled  retroactively)  if  you  or  a  covered
dependent  performs  an  act,  practice  or  omission  that  constitutes  fraud,  or  you  make  an
intentional misrepresentation of material fact as prohibited by the terms of the Plan. A rescission
of coverage is an adverse benefit determination that you may dispute under the Plan’s claims
and  appeals  procedures.  If  your  coverage  is  being  rescinded  due  to  fraud  or  intentional
misrepresentation of material fact, you will receive at least 30 days’ advance written notice of
the rescission. This notice will outline your appeal rights under the Plan. Benefits under the Plan
that qualify as “excepted benefits” under HIPAA are not subject to these restrictions on when
coverage may be rescinded. Some types of retroactive terminations of coverage are permissible
even  when  fraud  or  intentional  misrepresentation  are  not  involved.  Coverage  may  be
retroactively terminated for failure to timely pay required premiums or contributions as required
by the Plan. 

Also, coverage may be retroactively terminated to the date of your divorce if you fail to notify the
Plan of your divorce and you continue to cover your ex-spouse under the Plan. Coverage will be
canceled prospectively for errors in coverage or if no fraud or intentional misrepresentation was
made by you or your covered dependent.

The Plan reserves the right to recover from you and/or your covered dependents any benefits
paid as a result of the wrongful activity that are in excess of the contributions paid. In the event
the Plan terminates or  rescinds coverage for gross misconduct  on your behalf,  continuation
coverage under COBRA may be denied to you and your covered dependents.

Coverage While Not at Work

In certain situations, coverage may continue for you and your dependents when you are not at
work, so long as you continue to pay your share of the cost. If you take an unpaid leave of
absence, you will  need to make payment arrangements prior to the start of your leave. You
should discuss with Human Resources or your supervisor what options are available for paying
your share of costs while you are absent from work. 

If You Take a Leave of Absence (FMLA)

If you take an approved FMLA leave of absence, your coverage will continue for the duration of
your  leave,  as  long  as  you  continue  to  pay your  share  of  the  cost  as  required  under  the
Employer’s FMLA Policy. Coverage for other benefits can be found in the insurance certificates
for the respective Benefit Programs in which you have enrolled. 

If You Take a Military Leave of Absence

If you are absent from work due to an approved military leave, coverage may continue for up to
24 months under the Uniformed Services Employment and Reemployment Rights Act of 1994
(USERRA) starting on the date your military service begins. 

Coverage for other benefits can be found in the insurance certificates furnished by the Insurer
for the respective Benefit Programs in which you have enrolled and will be governed by the
provisions of USERRA.   
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Your Health Care Coverage

You  should  refer  to  the  materials  provided  by  the  Insurer  for  information  concerning  any
limitations, waiting periods before coverage begins, maximum benefits payable, when coverage
ends, exclusions, age reductions, or reductions for other benefits that may apply.

The following health care Benefit Programs are fully insured and administered by the Insurer(s)
listed in Appendix A: 

 Medical/Prescription Drug

 Dental

 Vision

Participation

To  become  a  participant  in  the  above  Benefit  Program(s),  you  must  meet  all  eligibility
requirements and enroll in coverage. You may also enroll your dependents if they are eligible
dependents as defined in the Insurer’s benefits booklets. 

Benefits Provided

The benefits provided under each Benefit Program are more fully described in the Certificate of
Insurance/Coverage and other benefits booklets provided by the Insurer. 

Your health care benefits are delivered through a network of participating physicians, hospitals,
and other providers who have agreed to provide services at a negotiated cost. 

You may choose from several types of medical plans or programs of benefits under this Plan,
including:

 an HMO (Health Maintenance Organization)

 a PPO (Preferred Provider Organization)

 a High Deductible Health Plan (HDHP) with a Health Savings Account (HSA) 

When you use network providers, the Plan pays the negotiated amount of covered expenses
(after  meeting any deductible)  to  your  provider  and  there  are  no claim forms to  complete.
Certain medical options, such as an EPO or HMO, require services to be received only from
network providers in order to be covered. You must use network providers in order to receive
the maximum benefit payable under the Plan if you are enrolled in this type of plan.

For a listing of current network health care providers (at no cost to you), contact the Insurer at
the telephone number or website shown later in this booklet. 

Certain medical options, such as an HMO or POS, may require you to select a primary care
physician (“PCP”) to coordinate your care. If so, you may designate any PCP who participates in
the network and who is available to accept you or your family members. For dependent children,
you may designate a pediatrician as the PCP. You do not need prior authorization from the
Insurer  or  your  PCP to  obtain  access  to  obstetrical  or  gynecological  care  from a  network
professional who specializes in obstetrics or gynecology. The network professional, however,
may be required to comply with certain procedures, including obtaining prior authorization for
certain services, following a pre-approved treatment plan, or procedures for making referrals.
For information on how to select a PCP, and for a list of participating primary care physicians,
contact the Insurer at the telephone number or website shown later in this booklet. 

The following type(s) of dental plans or programs of benefits are included under this Plan:
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 a DPPO (Dental Preferred Provider Organization)

When you use network providers, the Plan pays the negotiated amount of covered expenses
(subject to applicable deductible and coinsurance) to your provider and there are no claim forms
to complete.  The provider will  not balance bill  you for the discount provided on the claims.
Certain dental options, such as a DMO, may require services to be received only from network
providers  in  order  to  be  covered.  You  must  use  network  providers  in  order  to  receive  the
maximum benefit payable under the Plan if you are enrolled in this type of plan. 

For a listing of current network dental care providers (at no cost to you), contact the Insurer for
the dental care plan or program at the telephone number or website shown later in this booklet.

Source of Payments

Benefits for covered services and expenses under the Benefit Program(s) listed above are paid
by the Insurer and are guaranteed under the insurance contracts. Any cost-sharing provisions,
such as your deductible, co-payment, or coinsurance, are set forth in the materials furnished by
the Insurer. 

Any required premiums for coverage will be shown in your enrollment materials. Your premiums
will be deducted from your pay on a pre-tax basis. 

Limitations and Exclusions

The  materials  for  each  Benefit  Program  contain  information  about  limitations  on  benefits,
covered  preventive  care  services,  prescription  drugs,  pre-authorizations  required,  utilization
reviews required, obtaining emergency care, exclusions and expenses not covered,  medical
tests and procedures covered, any limits or caps on certain coverage, and relative costs for in-
network and out-of-network services. 

Continuation of Health Care Coverage through COBRA

If  your  health  care  coverage  under  the  Plan  ends  for  reasons  other  than  the  Employer’s
termination of all coverage under the Plan, you and/or your eligible dependents may be eligible
to  elect  to  continue  coverage  under  the  Consolidated  Omnibus  Budget  Reconciliation  Act
(“COBRA”). Health care coverage may continue at your own expense for a specific length of
time. See the section entitled “Your HIPAA/COBRA Rights” for additional information. Please
note that if  your Employer has less than 20 employees, Federal COBRA legislation may not
apply to you, but you may instead be eligible for COBRA benefits available through your state.
Contact your Insurer for additional information as these provisions vary from state to state.

For More Information

If  you  have  a  question  about  a  covered  service,  or  for  more  information  about  a  specific
procedure,  coverage  of  new  drugs,  tests,  or  experimental  or  investigative  treatments,  you
should consult the materials furnished by the Insurer for the coverage in which you are enrolled.

9



Your Life and Accidental Death & Dismemberment (“AD&D”) 
Coverage

The following Benefit Programs are fully insured and administered by the Insurer(s) listed in
Appendix A: 

 Group Term Life Insurance

 AD&D Insurance

Participation

You must meet all eligibility requirements for coverage in order to become a participant. You
must elect and enroll in basic coverage. 

Benefits Provided

The benefits and amounts of coverage provided under each Benefit  Program are more fully
described in the materials provided to you by the Insurer. Life insurance benefits are paid in the
event of the death of a covered participant. AD&D benefits are paid if  a covered participant
becomes dismembered or seriously injured as the result of a covered accident. You will need to
designate a beneficiary to receive benefits in the event of your death.

Source of Payment

Group Term Life Insurance and AD&D benefits are paid by the Insurer and are guaranteed
under  the  applicable  insurance  contracts.  The  Company  pays  the  full  cost  of  your  basic
coverage. You are not required to make any contributions. 

Plan Limitations and Exclusions

You  should  refer  to  the  materials  provided  by  the  Insurer  for  information  concerning  any
limitations, waiting periods before coverage begins, maximum benefits payable, when coverage
ends, exclusions, age reductions, or reductions for other benefits that may apply.

Coverage Continuation

If your Group Term Life Insurance coverage ends for any reason other than death, you may
have a right  to continue your insurance under an individual policy.  You should consult  your
Certificate of Insurance for additional information about continuing your coverage as there may
be time limits for making this decision once your coverage under the Plan ends. 

For More Information

Consult your Certificate of Insurance or benefits booklets for additional questions about your
coverage.
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Your Disability Benefits

The following Benefit Programs are fully insured and administered by the Insurer(s) listed in
Appendix A: 

 Long-Term Disability (LTD) Benefits – Employer paid 

Participation

Your LTD coverage begins after you satisfy all eligibility requirements for coverage. Enrollment
is automatic - no action is required on your part other than completing an application where
required. You must also satisfy any required elimination period defined in the Insurer's materials
before LTD benefits are payable. 

Benefits Provided

Your Certificate of Insurance defines when you are considered disabled.  Generally,  you are
considered disabled when you are unable to perform with reasonable continuity the material
duties of your own occupation due to physical disease, injury, or similar disorders.

LTD benefits are payable following an elimination period of 90 days. LTD benefits are currently
60% of your base pay. The maximum LTD monthly benefit payable is $6,000. 

You must be under the direct and continuous care of a licensed physician throughout the period
for which disability benefits are paid. In order to continue receiving benefits, you are required to
submit evidence, as requested, to support your disability claim. You may also be required to
apply  for  Social  Security  disability  benefits  during  the  fifth  month  of  your  disability  and,  if
necessary, appeal a denied claim.

Source of Payment

All disability benefits described above are paid by the Insurer and are guaranteed under the
applicable insurance contract(s) or policies.

The Company pays the full  cost  of  your  LTD coverage;  you are not  required to make any
contributions. 

Payment of Benefits

Generally, any portion of your LTD benefit paid with pre-tax or employer premium contributions
will be taxable to you. 

The  Insurer  is  the  Claims  Administrator  and  is  authorized  to  handle  the  day-to-day
administrative tasks and pay claims. The Insurer may obtain the services of a licensed physician
who will have the full authority and discretion to determine whether an absence is due to the
same or related condition. 

Offset of Other Benefits

If  you become eligible for any disability benefits under state law or disability fund, Workers’
Compensation, the Jones Act or any similar laws, state or Federal government income benefits
(excluding military pensions), any self-insured, group, or individual pension plan to which the
Employer  contributes,  or  if  you  become entitled  to  Social  Security  disability  benefits,  your
disability benefits may be reduced by the amount of benefits you receive, or are entitled to
receive, as the result of your disability. 
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Limitations and Exclusions

No benefits will be payable for any period in which: 1) you engage in any occupation or perform
any work for compensation or profit, except approved rehabilitative employment; 2) you are not
under the continuous care of a licensed physician; or 3) you are determined not to be disabled.

You  should  refer  to  the  materials  provided  by  the  Insurer  for  information  concerning  any
additional limitations, waiting periods before coverage begins, maximum benefits payable, when
coverage ends, exclusions, taxability of benefits, age reductions, or reductions for other benefits
that may apply.

Claims and Appeals

If your claim for disability benefits is denied, you have the right to file an appeal with the Insurer,
as described in your Certificate of Insurance and other materials provided by the Insurer. If your
claim for benefits is denied, the Insurer will send you written notice of denial which will include
the reasons for the decision and other supporting information used to make its decision. Any
appeal of a denied claim must be filed within the required time frames specified in the group
policy and your Certificate of Insurance.

For More Information

Consult your Certificate of Insurance or benefits booklets for additional questions about your
disability coverage.
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Your Health Savings Account (“HSA”)

Your medical coverage may enable you to establish an HSA. To be eligible for an HSA, you
must:

 Be covered by a high deductible health plan (“HDHP”);

 Not  be  covered  by  other  health  coverage  that  is  not  an  HDHP (with  some  limited
exceptions);

 Not be enrolled in Medicare; and

 Not be eligible to be claimed as a dependent on another person’s tax return. 

To establish an HSA, you will need to open an account at an approved financial institution which
will be used to pay for current and future health care expenses. Anyone can contribute to your
HSA on your behalf, including a family member, your Employer or yourself.

How Your HSA Works

An HSA works in conjunction with an HDHP. Your HDHP will cover your eligible health care
expenses after you meet your deductible. You can use your HSA to pay for eligible medical
expenses until you meet your HDHP’s deductible, or you can use your HSA to pay for qualified
medical expenses not covered under your HDHP (for example, dental or vision expenses). 

The HSA is not a part of the HDHP and is not sponsored by your Employer. The information in
this section is provided only as an overview of the HSA benefit.

Your HSA can provide a triple tax advantage—contributions, investment earnings and amounts
distributed  for  qualified  medical  expenses  are  all  exempt  from Federal  tax  and  most  state
income taxes.  

HSA Contributions

After you open your account, you (or anyone else on your behalf) can make contributions to
your HSA. Unless indicated otherwise in your enrollment materials, you can make your HSA
contributions by personal check and then deduct your contributions on your Federal income tax
return.  If  you are allowed to make pre-tax salary reduction  contributions to your  HSA,  that
information will be included in your enrollment materials. 

Your Employer may contribute an annual amount (as shown in your enrollment materials) to
your HSA. This amount may be a flat dollar amount payable to all  participants or it  may be
based on the coverage you select (for example, self-only or family coverage). Employers are not
required to make HSA contributions.  If  your enrollment materials  do not  show an Employer
contribution, this means that your Employer does not contribute toward your HSA. 

Because  of  an  HSA’s  powerful  tax  savings,  there  are  strict  limits  on  how  much  can  be
contributed to your HSA each year. The amount you or any other person can contribute to your
HSA depends on the type of HDHP coverage you have, your age, the date you become an
eligible individual and the date you cease to be an eligible individual. All contributions to your
HSA for a calendar year (including contributions you, your Employer or anyone else makes on
your behalf) are counted toward the HSA contribution limit. 

In  addition,  if  you  are  age  55  or  older,  you  are  permitted  to  make  a  $1,000  “catch-up”
contribution to your HSA each year.  
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You  may  wish  to  discuss  your  individual  tax  situation  with  your  tax  advisor  or  obtain  IRS
Publication 969 - Health Savings Accounts and Other Tax-Favored Health Plans, available at
www.irs.gov.  

Using Your HSA 

You can receive tax-free distributions from your HSA to pay (or be reimbursed) for qualified
medical expenses you incur after you establish your HSA. You can use your HSA account to
pay  for  current  and  future  qualified  health  care  expenses.  These  include  medical  and
prescription drug expenses, as well as deductible and coinsurance amounts, for yourself and
your eligible dependents. A list of qualified medical expenses may be found in IRS Publication
502, available at www.irs.gov.  

You  will  receive  information  about  how  to  use  your  HSA when  you  open  your  account.
Depending on where your account is, you may be issued a debit card or checkbook to pay for
eligible expenses. It is important for you to keep receipts in order to document expenses for any
tax year that may come under review.

You do not have to make distributions from your HSA each year. Unlike some other types of
medical savings accounts, your HSA account balance rolls over from year to year. 

If you use the money in your HSA for non-qualified medical expenses, the amount is subject to
ordinary income tax, plus a 20-percent tax penalty if you are under age 65. The tax penalty
generally does not apply if the distribution occurs after you reach age 65, become disabled or
die; however, ordinary income tax will still apply.

Important Information about your HDHP/HSA

Participation in an HDHP/HSA is subject to the following IRS requirements: 

 Your medical and prescription drug expenses are combined toward meeting your deductible
—there is not a separate deductible for prescription drug expenses. This means that you
have to pay the full cost for prescriptions, as well as medical expenses, until you have paid
the HDHP’s applicable deductible amount (individual or family). Then, the plan starts to pay.
However, your HDHP may provide preventive care benefits without a deductible. 

 You cannot be enrolled in other medical coverage (including a plan through your spouse’s
employer)  that  is not an HDHP, even as a dependent.  However,  you can participate in
certain permissible types of coverage, such as a limited-purpose HRA or health FSA that
reimburses or pays for dental and vision expenses.

 You cannot be enrolled under your spouse’s non-HDHP coverage. However, you can still
be an eligible individual even if your spouse has non-HDHP coverage, provided you are not
covered by that plan. 

 You cannot be enrolled in Medicare coverage.  

For additional information about  how an HDHP/HSA works,  refer  to IRS Publication 969 –
Health Savings Accounts and Other Tax-Favored Health Plans.

When Your HDHP Participation Ends

Your HSA belongs to you. It stays with you when you change employers or leave the workforce.
If  your medical coverage under the Plan terminates for any reason,  the funds in your HSA
account remain yours. Your HSA is also inheritable. What happens to your HSA when you die
depends on who you name as your beneficiary. You will need to designate a beneficiary when
you open your HSA. 
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You can make tax-free contributions to your HSA if you participate in another HDHP (and meet
the  other  requirements  for  HSA eligibility).  You  may  continue  to  use  your  HSA to  pay  for
qualified medical expenses, or you may elect to leave the money in your account grow on a tax-
free basis to use for future health care expenses. However, once you enroll in Medicare or are
no longer covered by an HDHP, you are not permitted to make contributions to your HSA.

You may use your HSA funds to pay Medicare premiums. Payment of Medicare premiums is a
qualified expense and a tax-free distribution. If you are 65 or older, HSA distributions used for
non-qualified medical  expenses will  be subject  to ordinary income tax but  exempt  from the
additional penalty tax. 

Additional Information

For additional information about your HSA, contact the financial institution where your account is
established. Since the rules governing HSAs are complex, you may also wish to obtain a copy
of IRS Publication 969 - Health Savings Accounts and Other Tax-Favored Health Plans.
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Administrative Information

The following sections contain legal and administrative information you may need to contact the
right person for information or help. Although you may not use this information often, it can be
helpful if you want to know:

 how to contact the Plan Administrator;

 how to contact the Insurer or Claims Administrators;

 what to do if a benefit claim is denied; and

 your rights under ERISA and other Federal laws such as COBRA.

IMPORTANT: The Employee Retirement Income Security Act (ERISA) is a Federal law. This
Summary Plan Description is issued in accordance with ERISA and may not include language
or certain mandated coverage required by state insurance laws. State mandated coverage may
be addressed separately in the insurance certificates provided by the Insurer. 

Plan Sponsor and Administrator

Clark Land Resources, Inc. is the Plan Sponsor and the Plan Administrator for this Plan. You
may contact the Plan Administrator at the following address and telephone number:

Plan Administrator
Clark Land Resources, Inc.
110 Civic Center Drive
Suite 208B
Vista, CA 92084
760-758-1562 

As set forth in Section 3(16) under ERISA, the Plan Administrator will administer this Plan and
will be the “Named Fiduciary” for the Plan. The Plan Administrator will have control of the day-
to-day  administration  of  this  Plan  and  will  serve  without  additional  remuneration  if  such
individual is an employee of the Employer. The Plan Administrator will have the following duties
and authority with respect to the Plan:

 To prepare and file with governmental agencies all reports, returns, and all documents
and information required under applicable law;

 To  prepare  and  furnish  appropriate  information  to  eligible  employees  and  Plan
participants; 

 To prescribe uniform procedures to be followed by eligible employees and participants in
making elections, filing claims, and other administrative functions in order to properly
administer the Plan;

 To receive such information or representations from the Employer, eligible employees,
and participants necessary for the proper administration of the Plan and to rely on such
information or representations unless the Plan Administrator has actual knowledge that
the information or representations are false;

 To  properly  administer  the  Plan  in  accordance  with  all  applicable  laws  governing
fiduciary standards;

 To maintain and preserve appropriate Plan records; and 

 To  accept all  other  responsibilities  and  duties  of  the  administrator  of  the  Plan  as
specifically set forth in ERISA.
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In addition, the Plan Administrator has the discretionary authority to determine eligibility under
all provisions of the Plan; correct defects, supply omissions, and reconcile inconsistencies in the
Plan; ensure that all benefits are paid according to the Plan; interpret Plan provisions for all
participants  and  beneficiaries;  and  decide  issues  of  credibility  necessary  to  carry  out  and
operate the Plan. 

For  fully  insured  benefits,  unless  otherwise  expressly  provided  in  the  insurance  policy  or
contract governing a Benefit Program, the Insurer shall be the Plan Administrator and Named
Fiduciary only with respect to the benefits provided through the insurance policy or contract. The
Insurer shall be responsible for determining eligibility for and the amount of benefits payable
under the Benefit Program, and for prescribing claims procedures to be followed by Participants.
The Insurer shall also be responsible for paying claims.

Plan Year

The Plan Year is October 1 through September 30. 

Note: An insured benefit may use a policy year that differs from the Plan Year, with deductible
and out-of-pocket expenses based on the policy year. Please refer to the insurance certificate
and other materials  provided by the Insurer to determine how the policy year impacts your
benefits.

Type of Plan

This Plan is a called a “welfare plan”, which includes group health plans under ERISA; they help
protect you against financial loss in case of sickness or injury.

Identification Numbers

The Employer Identification Number (EIN) and Plan number for the Plan is: 

EIN: 46-1310312 PLAN NUMBER: 501

Plan Funding and Type of Administration

Funding and administration of the Plan is as follows.

Type of 
Administration

The Plan is administered by the Employer through
an  arrangement  with  Insurers  and  third-party
(claims)  administrators.  Insured  benefits  will  be
payable solely by the Insurer.

Funding The Employer and employees both contribute to
the Plan. Premiums are paid to the Insurers for
fully insured Benefit Programs and benefits will be
paid  by  the  Insurer  in  accordance  with  the
applicable insurance contract/policy.

Funding for this Plan shall consist of an aggregation of the funding for all Benefit Programs. The
Employer shall have the right to insure any benefits under this Plan, to establish any fund or
trust for the payment of benefits under this Plan, or to do neither and pay benefits under this
Plan from its general assets, either as mandated by law or as the Employer deems advisable. In
addition, the Employer shall have the right to alter, modify, or terminate any method or methods
used to fund the payment of benefits under this Plan, including, but not limited to, any trust or
insurance policy. 
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If any benefit is funded by the purchase of insurance, the benefit shall be payable solely by the
Insurer.

Insurers/Claims Administrators

For fully insured Benefit  Programs, the Insurer is responsible for  administering benefits and
paying claims. They may contract with a separate Claims Administrator to process claims. You
may contact the Insurer/Claims Administrator directly, using the information listed below. 

It is important to understand that if the terms of this SPD conflict with the terms of the insurance
certificate regarding substantive rules for  an insured Benefit  Program (such as benefits and
claims procedures), the terms of the insurance certificate will control, unless otherwise required
by law. 

Medical/Prescription Drug Benefits

CaliforniaChoice
721 South Parker, Suite 200
Orange, CA 92868
800-558-8003
www.calchoice.com 

Dental Benefits

Delta Dental
100 First Street
San Francisco, CA 94105
800-765-6003
www.deltadentalca.org 

Vision Benefits

VSP
3333 Quality Drive
Rancho Cordova, CA 95670
800-877-7195
www.vsp.com 

Group Term Life Insurance Benefits

Mutual of Omaha
3300 Mutual of Omaha Plaza
Omaha, NE 68175
800-877-5176
www.mutualofomaha.com 

Accidental Death & Dismemberment Benefits

Mutual of Omaha
3300 Mutual of Omaha Plaza
Omaha, NE 68175
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800-877-5176
www.mutualofomaha.com 

LTD Benefits

Mutual of Omaha
3300 Mutual of Omaha Plaza
Omaha, NE 68175
800-877-5176
www.mutualofomaha.com 

Agent for Service of Legal Process

For disputes arising under any fully insured Benefit Program, Service of Legal Process may be
made upon the Insurer listed above. Service of Legal Process may also be served upon:

Clark Land Resources, Inc.
110 Civic Center Drive
Suite 208B
Vista, CA 92084
760-758-1562

Service of Legal Process may also be served on the Plan Administrator.

No Obligation to Continue Employment

The Plan  does  not  create  an  obligation  for  the  Employer  to  continue  your  employment  or
interfere with the Employer’s right to terminate your employment, with or without cause. 

Non-Alienation of Benefits

With the exception of a Qualified Medical Child Support Order, your right to any benefit under
this Plan cannot be sold, assigned, transferred, pledged or garnished. The Plan Administrator
or, where applicable, the Insurer, has procedures for determining whether an order qualifies as a
QMCSO; participants or beneficiaries may obtain a copy without charge by contacting the Plan
Administrator or Insurer. 

Severability

If  any  provision  of  this  Plan  is  held  by  a  court  of  competent  jurisdiction  to  be  invalid  or
unenforceable, the remaining provisions shall continue to be fully effective.

Payment of Benefits to Others

The Insurer/Claims Administrator, in its discretion, may authorize any payments due to be paid
to the parent or legal guardian of any individual who is either a minor or legally incompetent and
unable to handle his or her own affairs. 

Expenses

All expenses incurred in connection with the administration of the Plan, are Plan expenses and
will be paid from the general assets of the Company.

Fraud

No payments under the Plan will be made if you or a provider of services attempts to perpetrate
a fraud upon the Plan with respect to any such claim. The Insurer/Claims Administrator will have
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the right to make the final determination of whether a fraud has been attempted or committed
upon the Plan or if a misrepresentation of fact has been made. The Plan will have the right to
recover any amounts, with interest, improperly paid by the Plan by reason of fraud. If you or a
covered dependent attempts or commits fraud upon the Plan, your coverage may be terminated
and you may be subject to disciplinary action by the Employer, up to and including termination
of employment.

Indemnity

To the full extent permitted by law, the Employer will indemnify the Plan Administrator and each
other  employee  who  acts  in  the  capacity  of  an  agent,  delegate,  or  representative  (“Plan
Administration Employee”) of the Plan Administrator against any and all losses, liabilities, costs
and expenses incurred by the Plan Administration Employee in connection with or arising out of
any pending, threatened, or anticipated action, suit or other proceeding in which the Employee
may be involved by having been a Plan Administration Employee.

Compliance with State and Federal Mandates

Each Benefit Program will comply to the extent possible with the requirement of all applicable
laws,  including  but  not  limited  to:  ERISA,  COBRA,  USERRA,  HIPAA,  the  Newborns’  and
Mothers’ Health Protection Act of 1996 (NMHPA), the Women’s Health and Cancer Rights Act of
1998,  FMLA,  the Mental  Health Parity  and Addiction Equity Act  of  2008,  PPACA,  HITECH,
Michelle’s Law (if applicable), and Title I of GINA (prohibiting the use of genetic information to
discriminate  with  respect  to  health  insurance  premiums,  contributions  or  other  restricted
purposes).

Refund of Premium Contributions

For fully insured Benefit Programs, the Plan will comply with DOL guidance regarding refunds
(e.g., dividends, demutualization, experience adjustments, and/or medical loss ratio rebates) of
insurance premiums. Where any refund is determined to be a plan asset to the extent amounts
are attributable to participant contributions, such assets will be: 1) distributed to current plan
participants within 90 days of receipt, 2) used to reduce participants’ portion of future premiums
under the Plan (e.g., premium holiday); or 3) used to enhance future benefits under the Plan.
Such determination will be made by the Plan Administrator, acting in its fiduciary capacity, after
weighing the costs to the Plan and the competing interest of participants, provided such method
is reasonable, fair, and objective.

Nondiscrimination

The Plan  is  intended  to  be  nondiscriminatory  under  Code  Section  125.  Code  Section  125
prohibits discrimination in favor of highly compensated individuals with respect to eligibility to
participate, highly compensated participants with respect to benefits and contributions and key
employees with respect to total Plan contributions. If the Plan Administrator determines, at any
time,  that  the  Plan  may  fail  to  satisfy  these  nondiscrimination  requirements,  the  Plan
Administrator  may  take  such  action  as  it  deems  appropriate  to  comply  with  the
nondiscrimination requirements. This action may include, for example, modifying the elections of
highly compensated or key employees without their consent.

No Guarantee of Tax Consequences

Neither  the  Plan  Administrator  nor  the  Employer  makes  any  representation,  guarantee  or
warranty that any amount paid as premiums or distributed as benefits under the Plan will be
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excludable from your gross income for federal or state income tax purposes (or that any other
state  or  federal  tax  treatment  will  apply  or  be available  to  you).  It  is  your  responsibility  to
determine  whether  payments  are  excludable  from your  gross  income for  federal  and  state
income tax purposes. 

Future of the Plan

The Employer expects that the Plan will continue indefinitely. However, the Employer has the
sole right to amend, modify, suspend, or terminate all or part of the Plan at any time.

The Employer may also change the level of benefits provided under the Plan at any time. If a
change is made, benefits for claims incurred after the date the change takes effect will be paid
according to the revised Plan provisions. In other words, once a change is made, there are no
rights to benefits based on earlier Plan provisions.
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Claims Procedures/Coordination of Benefits

This section describes what you must do to file or appeal a claim for services. It also describes
how benefits under this Plan are coordinated with other benefits to which you or a covered
dependent might be entitled.

Claims and Appeals

For fully insured Benefit Programs, the claims procedures, including issues related to payment,
preauthorization approval, or utilization review, as well as the time frames for submitting claims,
are set forth in the insurance certificates. 

If your claim is denied and you disagree and want to pursue the matter, you must file a First
Level Appeal with the respective Insurer. A rescission of coverage is also considered an adverse
benefit  determination  that  triggers  your  right  to  file  an  appeal.  You  or  your  authorized
representative  may appeal  a  denied claim within  the time frame provided in  the  insurance
certificates  for  that  Benefit  Program.  Different  time  frames  apply  to  healthcare  claims  and
disability-related  claims.  You  will  have  the  right  to  submit  for  review,  written  comments,
documents, records, and other information related to the claim; and to request, free of charge,
reasonable access to, and copies of all documents, records, and other information relevant to
the claim.

The Insurer,  acting on behalf  of  the Plan,  has full  and exclusive authority and discretion to
construe and interpret the provisions of the Program, to determine questions of coverage, and
entitlement to and termination of benefits, and to make factual findings. If the Insurer denies
your claim (in whole or in part) during a First Level Appeal, you may file a Second Level Appeal.
If after such review, the Insurer continues to deny the claim in full or in part, you will be notified
of the decision in writing. 

The  Insurer’s  decision  will  include  specific  reasons  for  the  decision,  written  in  a  manner
calculated to be easily understood, with specific references to the Benefit Program’s provision or
provisions,  including  any  internal  rules,  guidelines,  protocol,  or  other  similar  criterion  relied
upon, on which the appeal decision is based. It will also include a statement of your right to
access and receive copies of all  documents, records, and other information relevant to your
appeal. You will also be provided a statement advising that you are entitled to bring civil action
in Federal court under Section 502(a) of ERISA.

Exhaustion Required

The decision of the Insurer for fully insured Benefit Programs shall be final and conclusive on all
persons claiming benefits under the Benefit Program, subject to applicable law. No other actions
may be brought by any person until an appeal for denied benefits has been brought and been
denied (or deemed denied) as described above under the respective claims procedure. You
must exhaust all remedies available to you before bringing legal action. You cannot take any
other steps unless and until  you have exhausted all  appeals.  For example,  if  your claim is
denied and you do not use the appeals procedures, the denial of your claim will be conclusive
and cannot be challenged, even in court.  

Non-Duplication of Benefits / Coordination of Benefits

If you (or an eligible dependent) are covered by another employer’s plan, the two plans work
together  to  avoid  duplicating  payments.  This  is  called  non-duplication  or  coordination  of
benefits.
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The Insurer is  responsible for  ensuring that  eligible expenses are coordinated with benefits
from:

 other employers’ plans;

 certain government plans; and

 motor vehicle plans when required by law. 

The Insurer may request information about other coverage you may have. You are required to
provide this information to ensure that claims are properly paid. 

Health Care Coverage Coordination with Medicare

If you are actively employed after becoming eligible for Medicare, your coverage under the Plan
will be coordinated with Medicare. Which plan pays first (“primary”) is determined by whether
your  Employer  is  considered  a  small  or  large  group  employer.  Generally,  for  large  group
employer plans, Medicare requires the employer’s plan to pay first and Medicare pays second
(“secondary”). You should check with your Employer if you become eligible for Medicare while
employed to determine if your Employer’s coverage will be primary or secondary.

The Plan also coordinates with Medicare as follows.

 End-stage renal disease—If you or a covered dependent is eligible for Medicare due to
end-stage renal  disease,  this  Plan will  be primary for  the first  30 months of  dialysis
treatment; after this period, this Plan will be secondary to Medicare for this disease only.

 Mandated coverage under another group plan—If a person is covered under another
group plan and Federal law requires the other group plan to pay primary to Medicare,
this Plan will be tertiary (third payer) to both the other plan and Medicare.

Subrogation and Reimbursement

If you or your dependent receives benefits in excess of the amount payable under the Plan, the
Insurer has a right to subrogation and reimbursement. Subrogation applies when the Insurer
has paid benefits for a sickness or injury for which a third party is considered responsible (e.g.,
an insurance carrier if you are involved in an auto accident).

The Plan Administrator has delegated all subrogation rights and third party recovery rights to the
Insurer of each fully insured Benefit Program. The Insurer shall undertake reasonable steps to
identify claims in which the Plan has a subrogation interest and shall manage subrogation cases
on behalf of the Plan. You are required to cooperate with the Insurer to facilitate enforcement of
its rights and interests. 

These provisions shall not apply where subrogation is specifically prohibited by enforceable law.
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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 will be entitled to the following.

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 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.

 Obtain, upon written request to the Plan Administrator, copies of documents governing
the operation of the Plan, including insurance contracts and copies of the latest annual
report (Form 5500 Series), if  applicable, and updated summary plan description. The
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.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse, or dependents if there is a loss of coverage
under the Plan as a result of a qualifying event. You or your dependents may have to pay for
such coverage. Review this summary plan description and the documents governing the Plan
on the rules governing your COBRA continuation coverage rights.

Prudent 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 a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to
know why this was done, to obtain copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the previously mentioned rights. For
instance,  if  you  request  a  copy  of  Plan  documents  (i.e.,  Summary  Plan  Descriptions  and
Summary of Material Modifications) or the latest annual report from the Plan and do not receive
it 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, after you exhaust your appeals, 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. Such suit must be filed
within 180 days from the date of an adverse appeal determination notice. In addition, if  you
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disagree with the 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 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 (for example, if the court finds your claim is frivolous), the court may order you to pay
these costs and fees.

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 also  may obtain certain publications  about  your  rights  and responsibilities
under ERISA by calling the Employee Benefits Security Administration at 1-866-444-3272.
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Your HIPAA Rights

Health Insurance Portability and Accountability Act (HIPAA)

Title II of the Health Insurance Portability and Accountability Act of 1996, as amended, and the
regulations at 45 CFR Parts 160 through 164 (HIPAA) contain provisions governing the use and
disclosure of Protected Health Information (PHI) by group health plans, and provide privacy
rights to participants in those plans. These rules are called the HIPAA Privacy Rules. 

You will receive a “Notice of Privacy Practices” from the Administrator(s) and/or Insurer(s) that
contains  information  about  how your  individually  identifiable  health  information  is  protected
under the HIPAA Privacy Rules and who you should contact with questions or concerns.

The HIPAA Privacy Rules apply to group health plans. These plans are commonly referred to as
“HIPAA Plans” and are administered to comply with the applicable provisions of HIPAA. PHI is
individually  identifiable  information  created  or  received  by  HIPAA Plans  that  relates  to  an
individual’s physical or mental health or condition, the provision of health care to an individual,
or payment for the provision of health care to an individual. Typically, the information identifies
the individual, the diagnosis, and the treatment or supplies used in the course of treatment. It
includes information held or transmitted in any form or media, whether electronic, paper or oral.
When PHI is in electronic form it is called “ePHI.” 

The HIPAA Plans may disclose PHI to the Plan Sponsor only as permitted under the terms of
the Plan, or as otherwise required or permitted by HIPAA. The Plan Sponsor agrees to use and
disclose PHI only as permitted or required by the HIPAA Privacy Rules and the terms of the
Plan. 

The HIPAA Plans (or an Insurer with respect to the HIPAA Plans) may disclose enrollment and
disenrollment information to the Plan Sponsor. Also, the HIPAA Plans (or an Insurer with respect
to the HIPAA Plans) may disclose Summary Health Information to the Plan Sponsor if the Plan
Sponsor requests the information for the purposes of (1) obtaining premium bids from health
plans for providing health insurance coverage under the Plan; or (2) modifying, amending or
terminating the Plan.  “Summary Health Information” means information that summarizes the
claims history, claims expenses or types of claims experienced by individuals covered under the
HIPAA Plans and has almost all individually identifying information removed. The HIPAA Plans
may also disclose PHI to the Plan Sponsor pursuant to a signed authorization that meets the
requirements of the HIPAA Privacy Rules.  

In addition, the HIPAA Plans (or an Insurer with respect to the HIPAA Plans) may disclose PHI to
the  Plan  Sponsor  for  plan  administration  purposes.  Plan  administration  purposes  means
administration functions performed by the Plan Sponsor on behalf of the HIPAA Plans, such as
claims processing, coordination of benefits,  quality assurance, auditing and monitoring. Plan
administration purposes do not include functions performed by the Plan Sponsor in connection
with any other benefit or benefit plan of the Plan Sponsor or any employment-related actions or
decisions. 

The Plan Sponsor agrees that  with respect  to any PHI (other than enrollment/disenrollment
information, Summary Health Information and information disclosed pursuant to a valid HIPAA
authorization) disclosed to it by the HIPAA Plans (or an Insurer with respect to the HIPAA Plans),
the Plan Sponsor will:

 Not use or further disclose the information other than as permitted or required by the
Plan or as required by law;
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 Ensure that any agents, including subcontractors, to whom it provides PHI received from
the HIPAA Plans agree to the same restrictions and conditions that apply to the Plan
Sponsor with respect to PHI; 

 Not use or disclose the information for employment-related actions and decisions or in
connection with any other benefit or employee benefit plan of the Plan Sponsor;

 Report to the HIPAA Plans any use or disclosure of PHI of which it becomes aware that
is inconsistent with the permissible uses or disclosures;

 Make PHI available in accordance with the individual rights of access under the HIPAA
Privacy Rules;

 Make an individual’s PHI available for amendment, and incorporate any amendments, as
required by the HIPAA Privacy Rules; 

 Make  available  the  information  required  to  provide  an  accounting  of  disclosures  to
individuals, as required by the HIPAA Privacy Rules; 

 Make its internal practices, books and records relating to the use and disclosure of PHI
received from the HIPAA Plans available to the Secretary of the Department of Health
and  Human  Services  for  purposes  of  determining  compliance  with  HIPAA’s
requirements;

 If feasible, return or destroy all PHI received from the HIPAA Plans that the Plan Sponsor
still  maintains  in  any  form and  retain  no copies  of  this  information  when  no  longer
needed for the purpose for which disclosure was made, except that,  if  this return or
destruction is not feasible, limit further uses or disclosures to those purposes that make
the return or destruction of the information infeasible; and

 Ensure  adequate  separation  between  the  HIPAA Plans  and  the  Plan  Sponsor  is
established. 

In  addition,  the Plan Sponsor will  reasonably and appropriately  safeguard ePHI  (other  than
enrollment/disenrollment  information,  Summary Health  Information and information disclosed
pursuant to a valid HIPAA authorization) that is created, received, maintained or transmitted to
or by the Plan Sponsor on behalf of the HIPAA Plans. The Plan Sponsor will:

 Implement  administrative,  physical  and  technical  safeguards  that  reasonably  and
appropriately  protect  the  confidentiality,  integrity,  and  availability  of  the  ePHI  that  it
creates, receives, maintains or transmits on behalf of the HIPAA Plans; 

 Ensure that adequate separation between the HIPAA Plans and the Plan Sponsor is
supported by reasonable and appropriate security measures; 

 Ensure that any agent, including a subcontractor, to whom it provides ePHI agrees to
implement reasonable and appropriate security measures to protect the information; and

 Report to the HIPAA Plans any security incident of which it becomes aware.

27



Your COBRA Continuation Coverage Rights

Continuing Health Care Coverage through COBRA

This section provides an overview of COBRA continuation coverage. The coverage described
may change as permitted or required by applicable law. When you first enroll in coverage, you
will receive from the Plan Administrator/COBRA Administrator your initial COBRA notice. This
notice and subsequent notices you receive will contain current requirements applicable for you
to continue coverage. 

The length of COBRA continuation coverage (COBRA coverage) depends on the reason that
coverage  ends,  called  the  “qualifying  event.”  These  events  and  the  applicable  COBRA
continuation period are described below.

If you and/or your eligible dependent(s) choose COBRA coverage, the Employer is required to
offer  the  same medical  and  prescription  drug  coverage  that  is  offered  to  similarly  situated
employees. Proof of insurability is not required to elect COBRA coverage. In other words, you
and your covered dependents may continue the same healthcare coverage you had under the
Plan before the COBRA qualifying event. 

If you have a new child during the COBRA continuation period by birth, adoption, or placement
for adoption, your new child is considered a qualified beneficiary. Your new child is entitled to
receive coverage upon his or her date of birth, adoption, or placement for adoption, provided
you enroll the child within 30 days of the child’s birth/adoption/placement for adoption. If you do
not enroll the child under your coverage within 30 days, you will have to wait until the next open
enrollment period to enroll your child.

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

For more information about the Marketplace, visit www.HealthCare.gov. 

COBRA Qualifying Events and Length of Coverage

Each person enrolled in benefits will have the right to elect to continue healthcare benefits upon
the occurrence of a qualifying event that would otherwise result in such person losing healthcare
benefits. Qualifying events and the length of COBRA continuation are as follows:

18-Month Continuation

Healthcare coverage for you and your eligible dependent(s) may continue for 18 months after
the date of the qualifying event if your:

 employment ends for any reason other than gross misconduct; or

 hours of employment are reduced. 

If you or your eligible dependent is disabled at the time your employment ends or your hours are
reduced, the disabled person may receive an extra 11 months of COBRA coverage in addition
to the 18-month continuation period (for a total of 29 months of coverage from the date of the
qualifying event).  If  the individual entitled to the disability extension has non-disabled family
members who have COBRA coverage due to the same qualifying event, those non-disabled
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family  members will  also be entitled to the 11-month extension,  including any child  born or
placed for adoption within the first 60 days of COBRA coverage. 

The 11-month extension is available to any COBRA participant who meets all of the following
requirements:

 he or she becomes disabled before or within the first 60 days of the initial 18-month
coverage period (including a child born or placed for adoption with you); and

 he or she notifies the Plan Administrator (or its designated COBRA Administrator) within
60  days  of  the  date  on  the  Social  Security  Administration  determination  letter,  and
provides a copy of the disability determination; and

 he or she notifies the Plan Administrator (or its designated COBRA Administrator) before
the initial 18-month COBRA coverage period ends.

You must also notify the Plan Administrator (or its designated COBRA Administrator) within 30
days of the date Social Security Administration determines that you or your dependent is no
longer disabled.

36-Month Continuation

Coverage for your eligible dependent(s) may continue for up to 36 months if coverage is lost
due to your:

 death;

 divorce or legal separation;

 eligibility for Medicare coverage; or

 dependent child’s loss of eligible dependent status under this Plan

Note: If any of these events (other than Medicare entitlement) occur while your dependents are
covered  under  COBRA (because  of  an  18-month  or  18-month  plus  11  month  extension
qualifying event), coverage for the second qualifying event may continue for up to a total of 36
months from the date of the first COBRA qualifying event. In no case, however, will COBRA
coverage be continued for more than 36 months in total.

If you become eligible for Medicare before a reduction in hours or your employment terminates,
coverage for your dependents may be continued for up to 18 months from the date of your
reduction in hours or termination of employment,  or for up to 36 months from the date you
became covered by Medicare, whichever is longer. 

COBRA Notifications

If you or your covered dependents lose coverage under the Plan because your employment
status changes,  you become entitled to Medicare, or you die,  the Plan Administrator (or  its
designated  COBRA administrator)  will  automatically  provide  you  or  your  dependents  with
information  about  COBRA continuation  coverage,  including  what  actions  you  must  take  by
specific deadlines. 

If your covered dependent loses coverage as a result of your divorce, legal separation, or a
dependent  child’s  loss  of  eligibility  under  the  Plan,  you  or  your  dependent  must  notify  the
Employer  within  60  days of  the  qualifying  event.  The  Plan  Administrator  (or  its  designated
COBRA administrator) will automatically send you or your dependent, as applicable, COBRA
enrollment information. If you or your dependent fails to provide notification of the event within
60 days, you or your dependent forfeits all continuation of coverage rights under COBRA. To
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continue  COBRA coverage,  you  and/or  your  eligible  dependents  must  elect  and  pay  the
required cost for COBRA coverage by completing and returning your COBRA enrollment form. 

NOTE: If you have a new child during the COBRA continuation period by birth, adoption or
placement for adoption, your new child is entitled to the status of a qualified beneficiary. As
such,  your  new child  is  entitled to receive  coverage upon his  or  her  date of  birth,  date of
adoption or date placement for adoption is made and you become legally obligated to provide
support  for  the  child,  provided  you  enroll  the  child  within  thirty  (30)  days  of  the  child’s
birth/adoption/placement. 

Cost of COBRA Coverage

You or your eligible dependent pay the full cost for healthcare coverage under COBRA, plus any
required administrative fee up to two percent, or up to 102 percent of the full premium cost,
except in the case of an 11-month disability extension where you may be required to pay up to
150 percent of the full premium cost for coverage.

COBRA Continuation Coverage Payments

Each qualified  beneficiary  may make an independent  COBRA coverage election.  You elect
coverage  by  completing  and  returning  your  COBRA enrollment  form  as  instructed  in  your
enrollment materials within 60 days of the date you receive information about your COBRA
rights or, if later, the date of your qualifying event.

The  first  COBRA premium  payment  is  due  no  later  than  45  days  from  the  date  COBRA
coverage is elected. Although COBRA coverage is retroactive to the date of the initial qualifying
event,  no  benefits  will  be  paid  until  the  full  premium  payment  is  received.  Each  month’s
premium is  due prior  to  the first  day  of  the  month of  coverage.  You or  your  dependent  is
responsible for making timely payments.

If you or your dependent fails to make the first payment within 45 days of the COBRA election,
or subsequent payments within 30 days of the due date (the grace period), COBRA coverage
will be canceled permanently, retroactive to the last date for which premiums were paid. COBRA
coverage cannot be reinstated once it is terminated. 

COBRA premium payments that are returned by the bank for insufficient funds will  result  in
termination of your COBRA coverage if a replacement payment in the form of a cashier’s check,
certified check, or money order is not made within the grace period.

COBRA premium payments must be mailed to the address indicated on your premium notice.
Even if you do not receive your premium notice, it is your responsibility to contact the COBRA
administrator. Your COBRA coverage will end if payment is not made by the due date on your
notice. It is your responsibility to ensure that your current address is on file.

You  may  be  eligible  for  state  or  local  assistance  to  pay  the  COBRA premium.  For  more
information,  contact  your  local  Medicaid  office  or  the  office  of  your  state  insurance
commissioner.

How Benefit Extensions Impact COBRA

If you have a qualifying event that could cause you to lose your coverage, the length of any
benefit  extension period is  generally considered part  of  your COBRA continuation coverage
period and runs concurrently with your COBRA coverage. 

If you take a leave under the Family and Medical Leave Act (FMLA), COBRA begins; 

 at the end of the leave if you do not return after the leave; or
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 on the date of termination if you decide to terminate your employment during the leave.

When COBRA Coverage Ends

COBRA coverage for a covered individual will end when any of the following occur:

 The premium for COBRA coverage is not paid on a timely basis (monthly payments must
be postmarked within the 30-day grace period, your initial payment must be postmarked
within 45 days of your initial election).

 The maximum period of COBRA coverage, as it applies to the qualifying event, expires.

 The individual becomes covered under any other group medical plan.

 The individual becomes entitled to Medicare.

 The Employer terminates its group health plan coverage for all employees.

 Social Security determines that an individual is no longer disabled during the 11-month
extension period.
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Definitions

COBRA

The Consolidated Omnibus Budget Reconciliation Act. This Federal law allows a continuation of
healthcare coverage in certain circumstances for Employers with 20 or more employees. Small
Employers may be subject to individual state COBRA provisions.

Dependent

The definition of a dependent is defined in the insurance certificate and other materials provided
by the Insurer. Under the PPACA, your dependent for health insurance coverage includes your
child under age 26, regardless of financial dependency, residency with you, marital status, or
student status. 

Certain states may impose a different definition of dependent that extends coverage beyond
age 26. Your employer also may elect a more generous definition of dependent or apply the
above  definition  to  other  Benefit  Programs.  For  questions  regarding  dependent  eligibility,
contact the Plan Administrator. 

Employee

A person who is a fulltime employee and who is regularly scheduled to work for the Employer in
an employer-employee relationship. The definition of an eligible employee is defined in the Plan
Overview.

Election Form

The form used by employees to elect  to  participate in  a Benefit  Program and to authorize
payment of premiums for such Benefit Program, where applicable.

ERISA

The  Employee  Retirement  Income  Security  Act  of  1974,  as  amended,  a  Federal  law  that
governs group benefit plans.

Family and Medical Leave Act

The Family and Medical Leave Act (FMLA) is a Federal law that provides for an unpaid leave of
absence for up to 12 weeks per year for: 

 the birth or adoption of a child or placement of a foster child in a participant’s home;

 the care of a child, spouse or parent (not including parents-in-law), as defined by Federal
law, who has a serious health condition; 

 a participant’s own serious health condition; or

 any qualifying exigency arising from an employee’s spouse, son, daughter,  or parent
being a member of the military on “covered active duty”. Additional military caregiver
leave is available to care for a covered service member with a serious injury or illness
who is the spouse, son, daughter, parent, or next of kin to the employee. 

Generally, you are eligible for coverage under FMLA if you have worked for your Employer for at
least one year;  you have worked at least 1,250 hours during the previous 12 months; your
Employer has at least 50 employees within 75 miles of your worksite; and you continue to pay
any required premium during your leave as determined by the Employer. Various states also
have enacted similar legislation for their residents. Covered employers must comply with the
Federal  or  state provision that  provides the greater benefit  to their  employees.  If  you have
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questions  regarding  your  eligibility  for  FMLA coverage or  your  state’s  family  medical  leave
provisions, if applicable, contact your Employer.

GINA

The Genetic Information Nondiscrimination Act of 2008, as amended.

HIPAA

Health Insurance Portability and Accountability Act of 1996, as amended.

HITECH

The Health Information Technology for Economic and Clinical Health Act, as amended.

Insurer

Any insurance company that fully insures (or partially insures) any benefit provided by this Plan
or any Benefit Program.

Leased Employee

Leased employee as defined in the Internal Revenue Code, section 414(n), as amended.

Medicare

The program of health care for the aged established by Title XVIII of the Social Security Act of
1965, as amended.

NMHPA

The Newborns’ and Mother’s Health Protection Act of 1996, as amended. Group health plans
and health insurance issuers generally may not,  under Federal law, restrict  benefits for any
hospital length of stay in connection with childbirth for the mother or newborn child to less than
48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.

However, Federal law generally does not prohibit the mother’s or newborn’s attending provider,
after consulting with the mother, from discharging the mother or her newborn earlier than 48
hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law,
require that a provider obtain authorization from the plan or the insurance issuer for prescribing
a length of stay not in excess of 48 hours (or 96 hours).

Participant

An eligible employee who elects to participate in the Plan by completing the necessary Election
Form on a timely basis, as provided by the Plan Administrator.

PPACA

The Patient Protection and Affordable Care Act of 2010, as amended by the Health Care and
Education Reconciliation Act of 2010.

Qualified  Medical  Child  Support  Order  (QMCSO)  or  National  Medical  Support
Notice (NMSN)

Any court order that: 1) provides for child support with respect to the employee’s child or directs
the employee to provide coverage under a health benefit plan under a state domestic relations
law, or 2) enforces a law relating to medical child support described in the Social Security Act,
Section 1908, with respect to a group health plan. A QMCSO or an NMSN also may be issued
through an administrative process established under state law. A participant must notify the Plan
Administrator if he or she is subject to a QMCSO or an NMSN.
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USERRA

The Uniformed Services Employment and Reemployment Rights Act of 1994; a Federal law
covering the rights of participants who have a qualified uniformed services leave.

WHCRA

The Women’s Health and Cancer  Rights Act  of  1998,  as amended. Your medical coverage
under the Plan includes coverage for a medically necessary mastectomy and patient-elected
reconstruction after the mastectomy. Specifically,  for you or your covered dependent who is
receiving mastectomy-related benefits,  coverage will  be provided in a manner determined in
consultation with the attending physician and the patient for: 1) All stages of reconstruction of
the breast on which the mastectomy was performed; 2) Surgery and reconstruction of the other
breast  to  produce a  symmetrical  appearance;  3)  Prostheses;  and  4)  Treatment  of  physical
complications at all stages of mastectomy, including lymphedema.
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Adoption of the Plan

The Clark Land Resources Health and Welfare Benefit Plan, effective 10/01/2014, as amended
and restated herein, is hereby adopted as of 10/01/2018. This document constitutes the basis
for administration of the Plan. 

IN  WITNESS  WHEREOF,  the  parties  have  caused  this  document  to  be  executed  on  this
___________ day of _________________________________, 201 . 

BY: _______________________________________

TITLE: _______________________________________
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APPENDIX A

    

BENEFIT PROGRAM
NAME OF INSURER/

CLAIMS
ADMINISTRATOR

POLICY OR
CONTRACT
NUMBER(S)

START OF
POLICY YEAR
OR EFFECTIVE

DATE OF
COVERAGE

ELIGIBILITY
CLAIMS

PROCEDURE
& BENEFITS

GROUP MEDICAL
INSURANCE

HMO

CALIFORNIACHOICE

INSURER/CLAIMS
ADMINISTRATOR

44642 October 1

See Plan/SPD
and Certificates
of Insurance and

other benefit
materials

provided by
Insurer.

See Plan/SPD
and Certificates

of Insurance
and other

benefit
materials

provided by
Insurer.

GROUP DENTAL
INSURANCE

DELTA DENTAL 

INSURER/CLAIMS
ADMINISTRATOR

85536 October 1

See Plan/SPD
and Certificates
of Insurance and

other benefit
materials

provided by
Insurer.

See Plan/SPD
and Certificates

of Insurance
and other

benefit
materials

provided by
Insurer.

GROUP VISION
BENEFITS

VSP 

INSURER/CLAIMS
ADMINISTRATOR

30051790 October 1

See Plan/SPD
and Certificates
of Insurance and

other benefit
materials

provided by
Insurer.

See Plan/SPD
and Certificates

of Insurance
and other

benefit
materials

provided by
Insurer.

GROUP TERM LIFE
INSURANCE
BENEFITS

MUTUAL OF OMAHA 

INSURER/CLAIMS
ADMINISTRATOR

G000B3MJ October 1

See Plan/SPD
and Certificates
of Insurance and

other benefit
materials

provided by
Insurer.

See Plan/SPD
and Certificates

of Insurance
and other

benefit
materials

provided by
Insurer.

ACCIDENTAL DEATH
AND

DISMEMBERMENT
INSURANCE
COVERAGE

MUTUAL OF OMAHA 

INSURER/CLAIMS
ADMINISTRATOR

G000B3MJ October 1

See Plan/SPD
and Certificates
of Insurance and

other benefit
materials

provided by
Insurer.

See Plan/SPD
and Certificates

of Insurance
and other

benefit
materials

provided by
Insurer.
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BENEFIT PROGRAM
NAME OF INSURER/

CLAIMS
ADMINISTRATOR

POLICY OR
CONTRACT
NUMBER(S)

START OF
POLICY YEAR
OR EFFECTIVE

DATE OF
COVERAGE

ELIGIBILITY
CLAIMS

PROCEDURE
& BENEFITS

LONG-TERM
DISABILITY BENEFITS

MUTUAL OF OMAHA 

INSURER/CLAIMS
ADMINISTRATOR

G000B3MJ October 1

See Plan/SPD
and Certificates
of Insurance and

other benefit
materials

provided by
Insurer.

See Plan/SPD
and Certificates

of Insurance
and other

benefit
materials

provided by
Insurer.

37


	Other Docs 2018-2019
	SPD Only 2018-2019
	Introduction
	Plan Overview
	Your Eligibility
	Eligible Dependents
	When Coverage Begins
	Proof of Dependent Eligibility
	Your Contribution for Coverage
	Enrolling for Coverage
	Initial Enrollment

	Annual Open Enrollment Period
	Special Enrollment Rights
	Code Section 125 Status of Plan
	Permitted Election Change Events
	When Coverage Ends
	Cancellation of Coverage
	Rescission of Coverage
	Coverage While Not at Work
	If You Take a Leave of Absence (FMLA)
	If You Take a Military Leave of Absence

	Your Health Care Coverage
	Participation
	Benefits Provided
	Source of Payments
	Limitations and Exclusions
	Continuation of Health Care Coverage through COBRA
	For More Information

	Your Life and Accidental Death & Dismemberment (“AD&D”) Coverage
	Participation
	Benefits Provided
	Source of Payment
	Plan Limitations and Exclusions
	Coverage Continuation
	For More Information

	Your Disability Benefits
	Participation
	Benefits Provided
	Source of Payment
	Payment of Benefits
	Offset of Other Benefits
	Limitations and Exclusions
	Claims and Appeals
	For More Information

	Your Health Savings Account (“HSA”)
	How Your HSA Works
	HSA Contributions
	Using Your HSA
	Important Information about your HDHP/HSA
	When Your HDHP Participation Ends
	Additional Information

	Administrative Information
	Plan Sponsor and Administrator
	Plan Year
	Type of Plan
	Identification Numbers
	Plan Funding and Type of Administration
	Insurers/Claims Administrators
	Agent for Service of Legal Process
	No Obligation to Continue Employment
	Non-Alienation of Benefits
	Severability
	Payment of Benefits to Others
	Expenses
	Fraud
	Indemnity
	Compliance with State and Federal Mandates
	Refund of Premium Contributions
	Nondiscrimination
	No Guarantee of Tax Consequences
	Future of the Plan

	Claims Procedures/Coordination of Benefits
	Claims and Appeals
	Exhaustion Required
	Non-Duplication of Benefits / Coordination of Benefits
	Health Care Coverage Coordination with Medicare
	Subrogation and Reimbursement

	Your Rights under ERISA
	Receive Information about Your Plan and Benefits
	Continue Group Health Plan Coverage
	Prudent Actions by Plan Fiduciaries
	Enforce Your Rights
	Assistance with Your Questions

	Your HIPAA Rights
	Health Insurance Portability and Accountability Act (HIPAA)

	Your COBRA Continuation Coverage Rights
	Continuing Health Care Coverage through COBRA
	COBRA Qualifying Events and Length of Coverage
	18-Month Continuation
	36-Month Continuation

	COBRA Notifications
	Cost of COBRA Coverage
	COBRA Continuation Coverage Payments
	How Benefit Extensions Impact COBRA
	When COBRA Coverage Ends

	Definitions
	Adoption of the Plan
	APPENDIX A


