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INTRODUCTION

North Slope Borough School District has prepared this Summary Plan Description to help you understand your benefits.  Please read it carefully.  Your benefits are affected by certain limitations and conditions.   Also, benefits are not provided for certain kinds of treatments or services, even if your health care provider recommends them.

Technical terms are printed in italics and defined in the “Definitions” section.

As used in this document, the word year refers to the benefit year which is the 12-month period beginning January 1 and ending December 31.  All annual benefit maximums and deductibles accumulate during the benefit year.  The word lifetime as used in this document refers to the period of time you or your eligible dependents participate in this plan or any other plan sponsored by North Slope Borough School District.

Any amount you or your eligible dependents have accumulated toward the benefit maximum amounts of any previous North Slope Borough School District plan will be counted toward the benefit maximum amounts of this plan.  In addition, any time accumulated toward satisfaction of a waiting period or pre-existing condition limitation under the previous plan will be counted toward satisfaction of the waiting period or pre-existing condition limitation of this plan.

North Slope Borough School District reserves the right to amend, modify or terminate the plan in any manner, for any reason, which may result in the termination or modification of your coverage, after sufficient notice of the changes has been provided to you and your covered dependent.  Expenses incurred prior to the plan termination will be paid as provided under the terms of the plan prior to its termination.

Benefits described in this document are effective July 1, 2011.
Benefits are administered by:  Delta Health Systems
Group # 283
Customer Service Phone Number:  (800) 706-0387



GRANDFATHERED STATUS

North Slope Borough School District believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act).  As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted.  Being a grandfathered health plan means that your plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing.  However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.  

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what might cause a plan to change from grandfathered health plan status can be directed to the plan sponsor/administrator at North Slope Borough School District, North Slope Borough School District, P.O. Box 169, Barrow, AK 99723, (907) 852-5311.  You may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a table summarizing which protections do and do not apply to grandfathered health plans.

NORTH SLOPE BOROUGH SCHOOL DISTRICT

SCHEDULE OF MEDICAL BENEFITS
	
	PPO
	NON-PPO

	Annual Deductibles:


	$100 Individual

$300 Family 

	Annual Out-of-Pocket Maximums:  (Excludes Deductible) for Medical & Vision Plan
	$300 per Individual per Year

	Lifetime Benefit Maximum:
	No Lifetime Maximum Limit

	Annual Benefit Maximum:
	$1,000,000 per Individual per Year


Health care management non-compliance penalty amounts do not apply to the out-of-pocket maximum.

If a PPO provider is not available within a 50 mile radius, the plan will consider the expenses of a non-PPO provider at the PPO level of benefits, except when the member is within your duty stations. 
The following schedule summarizes co-insurance amounts paid by you and the plan, benefit maximums and additional explanation needed for your benefits. The indicated benefit percentage payable will be reduced by $250 if you do not follow the procedures outlined in the Delta TeamCare Utilization Management Program (UMP) section of this plan.  Any amounts that exceed the usual and customary charge (usually non-PPO services) are not recognized by the plan for any purpose and are the responsibility of the patient.  Payment is subject to all of the other terms, conditions and limitations of the plan, as set forth in this document.
	Benefit

Description
	Subject to Annual Deductible
	PPO Plan Pays
	Non-PPO Plan

Pays
	Additional Limitations

And Explanations

	Physician Office Visit
	YES
	90%
	90%
	Includes all office services in conjunction with the office visit.  

	Routine Well Care
	NO
	100%
	100%
	Routine physical exam and tests that are normally done when you have no symptoms.  Includes routine physical, school physical, sports physical, routine tests performed as part of the exam, and tuberculosis tests. 

	Vaccinations, Inoculations and Immunizations
	NO
	100%
	100%
	

	Mammograms

     Facility Charges

     Physician 
Charges


	NO

NO
	100%

100%
	60%

100%
	Limited to:

· one mammogram age 35 to 39; 

· one mammogram every two years age 40 to 49; and 

· one mammogram every year age 50 and older.

	Routine Exams
	NO
	100%
	100%
	Limited to one pelvic exam and one pap smear per year for women and one PSA exam per year for men.

	Care for a Well Newborn as Part of the Hospital Stay
	NO
	100%
	100%
	Physician’s charges for well baby care during the hospital stay that started at birth, including circumcision.  The hospital’s nursery charge for a well baby is also covered. 

	Hearing Care
	NO
	80%
	80%
	Plan covers hearing care at 80% up to $800 every 3 years.  This benefit provides one hearing aid per ear and one hearing exam performed by an otologist, otolaryngologist, audiologist, public health nurse, or school nurse.

	Inpatient Hospital Services 
	YES
	90%
	60%
	The plan's benefit percentage payable for inpatient services will be reduced by $250 if you do not follow the procedures required by the Delta TeamCare Utilization Management Program (UMP).  This penalty does not apply to the out-of-pocket maximum.

	Outpatient Surgery Performed in a Hospital or Surgical Center

     Facility Charges

     Physician
Charges
	YES

YES
	90%

90%
	60%

90%
	Includes all services related to the surgery.  The plan's benefit percentage payable for inpatient services will be reduced by $250 if you do not follow the procedures required by the Delta TeamCare Utilization Management Program (UMP).  This penalty does not apply to the out-of-pocket maximum.

	Professional Services

*(Includes Inpatient Physician Visits, Surgeon, Assistant Surgeon and Anesthesiologist for inpatient and outpatient services.)
	YES
	90%
	90%
	Includes the services of a physician, surgeon or other practitioner for services rendered in a setting other than the physician's office unless otherwise listed on this schedule of benefits.  Services may require precertification as outlined in the Delta TeamCare Utilization Management Program (UMP) Section.

	Outpatient Hospital Care 
	YES
	90%
	60%
	Includes non-surgical care received in a facility in an outpatient setting.

	Emergency Room Care


Facility Charges

     Physician 
Charges
	YES

YES
	90%

90%
	60%

90%
	Pre-certification is not required unless you are admitted as an inpatient through the Emergency Room.  Please refer to the precertification requirements as outlined in the Delta TeamCare Utilization Management Program (UMP) Section.

	Diagnostic Tests and Scans

     Facility Charges

     Physician Charges
	YES

YES
	90%

90%
	60%

90%
	Includes radium and radioactive isotope therapy; x-rays and laboratory exams; electrocardiograms and other tests done in an outpatient setting. 



	Hospice Care
	YES
	90%
	60%
	Limited to 10 days per 6 months of hospice care.   

You must pre-authorize in advance or benefits may not be covered.

	Skilled Nursing Facility- Inpatient Services


	YES
	50%
	50%
	Limited to 90 days per Calendar Year.  The plan's benefit percentage payable for inpatient services will be reduced by $250 if you do not follow the procedures required by the Delta TeamCare Utilization Management Program (UMP).  This penalty does not apply to the out-of-pocket maximum.

	Home Nursing Care Visits
	YES
	90%
	60%
	

	Inpatient Rehabilitation
	YES
	90%
	60%
	Limited to 30 days per Calendar Year. The plan's benefit percentage payable for inpatient services will be reduced by $250 if you do not follow the procedures required by the Delta TeamCare Utilization Management Program (UMP).  This penalty does not apply to the out-of-pocket maximum.

	Outpatient Physical Therapy, Speech Therapy, & Occupational Therapy
	YES
	90%
	90%
	Limited to 45 visits per Calendar Year.



	Chiropractic Care
	YES
	90%
	90%
	$3,500 individual annual maximum.

	Dialysis

     Facility Charges

     Physician Charges
	YES

YES
	90%

90%
	60%

90%
	

	Durable Equipment, Supplies and Prostheses
	YES
	90%
	90%
	

	Ambulance Services


	YES
	90%
	90%
	You must be taken to nearest Medical Facility equipped to treat your health problem; your condition must require constant skilled medical supervision and use of medical equipment during the trip and your condition is an emergency that would put your life or safety in danger, without immediate transport to the nearest facility to treat your health problem.  

	Air travel
	YES
	90%
	90%
	Limited to 2 trips per calendar year to cover medically necessary diagnostic care or treatment when services are not available locally.  If the patient is a child under 18, benefits are provided for one parent or legal guardian to travel with child(ren).  Travel is limited to the state of Alaska unless treatment is not available in which case travel to Seattle, WA will be covered.  If routine services are not available within 50 miles, you may use one of your trips per year to obtain routine preventive care.  

	Alcohol & Substance Abuse Care, Inpatient/Outpatient

      Facility Charges

      Physician Charges
	YES

YES
	90%
90%
	60%

90%
	The plan's benefit percentage payable for inpatient services will be reduced by $250 if you do not follow the procedures required by the Delta TeamCare Utilization Management Program (UMP).  This penalty does not apply to the out-of-pocket maximum.


	Mental Health Care

--Inpatient Care

     Facility Charges

     Physician Charges
--Outpatient Visits
	YES

YES
YES
	90%

90%
90%
	60%

90%
90%
	The plan's benefit percentage payable for inpatient services will be reduced by $250 if you do not follow the procedures required by the Delta TeamCare Utilization Management Program (UMP).  This penalty does not apply to the out-of-pocket maximum.


	Diabetic Education and Nutritional Counseling


	YES
	90%
	90%
	$500 individual annual maximum.  Includes weight management services and nutritional counseling for any diagnosed medical condition when recommended by and provided by a covered practitioner.

	Colonoscopy

     Facility Charges

     Physician Charges
	NO

NO
	90%

90%
	60%

90%
	For medically necessary or routine services.

	All Other Covered Medical Expenses
	YES
	90%
	60%
	


	Delta Health Systems
Claims & Customer Service

Toll-free number:  (800) 706-0387
Website:  www.deltahealthsystems.com

	Delta TeamCare

Utilization Management Program (UMP)

Toll-free number:  (866) 457-0528
Website:  www.deltahealthsystems.com


	Beech Street PPO Network

Toll-free number:  800-937-2277  

Website:  www.beechstreet.com



NORTH SLOPE SCHOOL DISTRICT
SCHEDULE OF DENTAL BENEFITS

	Annual Benefit Maximum:


	$3,000 per Individual



	Lifetime Orthodontic Maximum:


	$1,500 per Individual




The following schedule summarizes co-insurance amounts paid by you and the plan and any additional explanation needed for your benefits.  Please refer to the text for additional plan provisions which may affect your benefits.  Your coinsurance does not count towards your out-of-pocket maximum.
	Benefit

Description
	Plan

Pays
	Additional Limitations

And Explanations

	PREVENTATIVE SERVICES

	Oral Exams and Cleanings
	100% of UCR*
	Limited to twice per year but not more than once in any 5 month period.

	X-rays
	100% of UCR*
	Full mouth and panoramic x-rays are limited to once every 36 months.

	Topical Fluoride
	100% of UCR*
	Limited to participants under age 18.

	Sealants
	100% of UCR*
	Limited to participants under age 15, once per tooth in each 36 months.  These are covered on permanent molars and bicuspids only.

	Office visit for emergency treatment 
	100% of UCR*
	

	BASIC & MAJOR SERVICES

	Consultation exams by dental specialists, such as endodontists and periodontists.
	90% of UCR*
	The consultation must be ordered by the treating dentist.

	Repairs and adjustments to bridges, dentures
	90% of UCR*
	

	Inlays and crowns
	90% of UCR*
	

	Oral Surgery
	90% of UCR*
	

	Fillings, root canals, extractions
	90% of UCR*
	

	Basic & major  periodontal treatment
	90% of UCR*
	

	ORTHODONTICS

	Orthodontics
	60% of UCR*
	Limited to $1,500 per individual per lifetime.


* Percentage paid of Usual and Customary charges.  Charge based on charges being made in the area where dental services are performed. 

NORTH SLOPE SCHOOL DISTRICT
SCHEDULE OF VISION BENEFITS

The following schedule summarizes co-insurance amounts paid by you and the plan and any additional explanation needed for your benefits.  Please refer to the text for additional plan provisions which may affect your benefits.  

	Benefit

Description
	Plan

Pays
	Additional Limitations

And Explanations

	Exam
	100% of UCR*
	Limited to one per calendar year.

	Prescription Lenses, Frames and/or Contact Lenses
	100%
	$300 individual annual maximum.


* Percentage paid of Usual and Customary charges.  Allowable charge based on charges being made in the area where vision services are performed.
SCHEDULE OF PRESCRIPTION BENEFITS

The following schedule summarizes some basic information about the plan’s prescription benefits.  For a complete description of the prescription drug benefit, including covered expenses, exclusions and limitations, please refer to the summary literature prepared and distributed by Express Scripts, which is hereby incorporated by reference and considered part of the Summary Plan Description.
	Benefit

Description
	Additional Limitations

And Explanations

	Prescription Drugs (Retail)
	Benefits are administered by Express Scripts.  You must pay the first $5 for each generic prescription or refill and the first $15 for each brand-name prescription or refill if a generic equivalent is not available.  Limited to a 90-day supply.



	Prescription Drugs (Mail-Order)
	Benefits are administered by Express Scripts.  You must pay the first $5 for each generic prescription or refill and the first $15 for each brand-name prescription or refill if a generic equivalent is not available. Limited to a 180-day supply.  


For more information on prescription drug benefits:

Express Scripts Customer Service

Toll-free number:  (800) 447-9638
Website:  www.express-scripts.com

ELIGIBILITY AND PARTICIPATION

Who Is Eligible

You are eligible to participate in the medical portion of this plan if you are on the plan as:

· an elected official, 
· a regular, full-time classified employee, 
· a certified teacher, 
· a certified administrator, or 
· a regular part-time classified employee who works at least 15 hours per week.  
Eligibility for Medicaid or the receipt of Medicaid benefits will not be taken into account in determining eligibility.

Your eligible dependents may also participate.  Eligible dependents include:  

· your lawful spouse/same sex partner as defined by applicable state law; 

· natural children; 

· step children; 

· and children who are either adopted by you or placed in your home for adoption; and 
· children for whom you are a legal guardian.

Dependent children remain eligible until their 26th birthday.  Coverage would then be available through COBRA.  

If a dependent child is physically or mentally handicapped on the date coverage would otherwise end, the child's eligibility will be extended for as long as you are covered by this plan, the handicap continues and the child continues to qualify for coverage in all aspects other than age.  The plan may require you at any time to obtain a physician's statement certifying the physical or mental handicap.  Coverage continued under this provision is in addition to coverage described under the section entitled “Optional Continuation of Coverage (COBRA).”  

A disabled child who reaches age 26, can stay on the Plan if both of the requirements below are met:

1)
The child is not married and cannot earn his or her own living because he or she has a developmental or physical disability that began before the child reached the maximum age.
2) The child primarily depends upon the covered employee for support.

The employee must provide proof that the child is disabled.  The proof must be sent no more than 31 days after the date the child turns 26.  From time to time, proof that the child is still disabled may be requested.  Coverage shall stay in force until the first of the events below occurs:

1) The child is no longer disabled.

2) The employee fails to give proof that the child is disabled.

3) The child fails to have any exam required to determine he or she is disabled.

4) Dependent coverage ends for a reason other than that the child has reached the maximum age.

If your employer determines that your separated or divorced spouse/same sex partner or any state child support or Medicaid agency has obtained a legal qualified medical child support order (QMCSO), through a court order or an administrative process established under state law, and your current plan offers dependent coverage, you will be required to provide coverage for any child(ren) named in the QMCSO.  If a QMCSO requires that you provide health coverage for your child(ren) and you do not enroll the child(ren), your employer must enroll the child(ren) upon application from your separated/divorced spouse/same sex partner, the state child support agency or Medicaid agency and withhold from your pay your share of the cost of such coverage.  You may not drop coverage for the child(ren) unless you submit written evidence to your employer that the child support order is no longer in effect. The plan may make benefit payments for the child(ren) covered by a QMCSO directly to the custodial parent or legal guardian of such child(ren).  You may obtain, without charge, a copy of the procedures utilized by the plan sponsor to determine if a child support order satisfies the requirements of a QMCSO.

You may not participate in this plan as both an employee and a dependent, and your dependents may not participate in this plan as a dependent of more than one employee.   If both you and your spouse/same sex partner are employed by North Slope Borough School District your dependents may be covered under you or your spouse/same sex partner, but not under both.

Who Pays For Your Benefits

If you are an active employee, North Slope Borough School District pays the entire cost of providing benefits for you and your dependents.  From time to time, North Slope Borough School District may adjust the amount of contributions required for coverage.  In addition, the deductibles, co-insurance percentages and co-payments may also change periodically.  You will be notified of any changes in the cost of plan coverage before they take effect.

General Enrollment Requirements and Election Information

You must enroll for coverage within 31 days of your eligibility date. If you desire dependent coverage, you must enroll your eligible dependents at this time.  If you do not have any eligible dependents at the time of initial enrollment, but acquire eligible dependents at a later date, including by birth, you must enroll the dependent(s) within 31 days of the date you acquire them. To enroll, you must complete and return any enrollment forms required or provided by your employer within the applicable time period. You may also enroll yourself or your eligible dependents during the annual open enrollment period.  You are required to obtain and provide your employer with a Social Security number for each covered dependent. In addition, acceptable proof of dependent status, as determined by the plan, must be submitted upon request.

Your newborn child is automatically covered at birth for 31 days.  For coverage to continue beyond 31 days, you must notify your employer of the birth, properly enroll your child, and pay any required contribution.  If enrollment and contribution are not made, coverage will terminate at the end of 31 days following your child's birth.  Your claim for maternity expenses is not considered as notification to your employer or enrollment of your child for coverage to continue beyond 31 days.

Changes in Status

You are allowed to change your enrollment elections during a benefit year if you have a qualifying change in status.  If you have a qualifying change in your status, you may change your enrollment decision within 31 days of the change in status by notifying your employer and completing and returning any required forms.  Your change in enrollment election must be “consistent” with your change in status.  In other words, you may only change your election if the change in status causes you, your spouse/same sex partner or your dependent child to gain or lose eligibility for coverage under this or another plan, and the election change must be on account of and correspond with the change of status.   For example, if you gained a spouse/same sex partner through marriage, adding the spouse/same sex partner to coverage under this plan would be consistent with that event.  This “consistency” requirement is established by federal tax law under a complex set of regulations.  The employer in its sole discretion shall determine, based on prevailing IRS guidelines, whether a requested coverage change satisfies the consistency requirement.

A qualifying change in status is any of the following events (as well as any other events included under subsequent changes to Internal Revenue Code Section 125 or accompanying regulations that the plan administrator, in its sole discretion, decides to recognize on a uniform and consistent basis):

· Change in the Employee’s Legal Marital Status – including marriage, divorce, death of spouse/same sex partner, legal separation, and annulment of marriage;
· Change in Number of Dependents – including birth, adoption or placement of a child for adoption, and death;

· Change in Employment Status – any of the following events that change the employment status of you, your spouse/same sex partner or your dependent child: 
· termination or commencement of employment; 
· a reduction or increase in hours of employment, including a switch between part-time and full-time, a strike, or lockout, commencement or return from an unpaid leave of absence, or a change in work site;

· Dependent Eligibility Requirements – an event that causes your dependent child to satisfy or cease to satisfy the dependent eligibility requirements of the plan due to attainment of age, gain or loss of student status, marriage or similar circumstances;

· Change in Residence – a change in residence for you, your spouse/same sex partner or your dependent child;

· Change in Cost/Coverage – a significant change in cost or a significant curtailment of health coverage for you, your spouse/same sex partner or your child;

· HIPAA Special Enrollment Events – a special enrollment event under the Health Insurance Portability and Accountability Act (“HIPAA”), as explained in more detail under “HIPAA Special Enrollment Rights” below;

· Judgments, Decrees, Orders – issuance of a judgment, decree or order resulting from a divorce, legal separation, annulment or change in legal custody (such as a Qualified Medical Child Support Order (QMCSO)) that requires health coverage for your dependent child; or

· Entitlement to Medicare/Medicaid – you, your spouse/same sex partner or your child becomes entitled to either Medicaid or Medicare or loses entitlement to either Medicaid or Medicare.

When Coverage Begins

When the enrollment requirements are met, your coverage begins on your first day of employment.

Coverage for your dependents begins the latest of when your coverage begins or the first day a dependent is legally acquired, if properly enrolled.

HIPAA Special Enrollment Rights

As required by federal law, the plan provides a special enrollment right in the following two circumstances:

1.
Loss of Other Coverage.  If you decline coverage under this plan for yourself or your dependents because of other health plan coverage, and provide written notice to the plan that you are declining coverage due to the existence of other coverage, and such other health plan coverage is subsequently terminated due to: 

(a)
a loss of eligibility for such coverage (loss of eligibility does not include a loss due to: failure to pay premiums when due; failure to exhaust COBRA continuation coverage, if elected; or causes such as making a fraudulent claim or misrepresentation); or 

(b) termination of any company contributions for such coverage; 

then you and/or your eligible dependents who have lost such coverage may enroll in the plan.

2.
New Dependents.  If you acquire a new dependent as a result of marriage, birth, adoption or placement for adoption, you and/or your newly eligible dependents may enroll in this plan. In the case of the birth, adoption, or placement for adoption of a dependent child, your spouse/same sex partner may also enroll if he/she is otherwise eligible for coverage.

To enroll under either of these special enrollment rights, you must notify your employer and complete and return any required forms within 31 days of the underlying event, e.g., loss of other coverage, date of the marriage, birth, adoption or placement for adoption.  Coverage will generally begin on the first day of the calendar month following the timely enrollment request.  If timely enrolled, coverage for newborns, adopted children and children placed for adoption will begin as of the date of birth, adoption or placement for adoption.

CHIP Special Enrollment Rights

The Children’s Health Insurance Program Reauthorization Act of 2009 (as amended) provides a special enrollment right in the following circumstances:

1. The employee or dependent covered under Medicaid or CHIP has coverage terminated as a result of loss of eligibility, or;

2. The employee or dependent becomes eligible for Medicaid or CHIP assistance.

To enroll under either of these special enrollment rights, you must notify your employer and complete and return any required forms within 60 days of the determination of eligibility.  Coverage will generally begin on the first day of the calendar month following the timely enrollment request.  

Late Enrollment

If you or your dependents do not timely enroll upon initial eligibility or a special enrollment right, you may enroll for coverage only during the annual open enrollment period.  

Open Enrollment

Each year there is an open enrollment period designated by your employer during which you may change your benefit elections under the plan and eligible employees who previously declined to enroll in the plan may enroll themselves and any eligible dependents.  Open enrollment is September 1 to September 30 each year.

Benefit choices made during the open enrollment period will become effective September 1 and remain in effect until the next September 1 unless there is a change in status or a special enrollment right.  Those who fail to make an election during open enrollment will automatically retain their present coverage elections.

You will receive detailed information regarding open enrollment from your employer.

PPACA Adult Child Dependent Coverage Enrollment

As required by federal law, the plan provides enrollment rights to individuals whose coverage ended, or who were denied coverage (or were not eligible for coverage), because the availability of dependent coverage of children ended before attainment of age 26.  Adult child dependents  (up to age 26) are eligible to enroll in the North Slope Borough School District Employee Benefit Plan.

Adult child dependents who have access to other employer coverage are not eligible for coverage under the North Slope Borough School District Employee Benefit Plan.  Access to other employer coverage would include an adult child dependent who:  1) is employed and has access to his/her employer's plan, or 2) is married and is eligible to be covered under his/her spouse's plan.  

North Slope Borough School District may require an affidavit from the adult child dependent verifying that other employer coverage is unavailable.  If the adult child dependent does not complete and return the affidavit within 30 days to the North Slope Borough School District, then coverage for the adult child dependent may be terminated.

Pre-Existing Conditions

A pre-existing condition is any illness or injury (excluding pregnancy) for which medical advice, diagnosis, care or treatment (including prescribed drugs or medicines) has been recommended by or has been received from a physician or practitioner during the 90 days prior to your enrollment date.  Genetic information is not an excludable condition in the absence of a diagnosis of the condition related to the genetic information.  A pre-existing condition limitation period is in effect for 12 months after your and/or your dependents’ enrollment date.

If you or your dependents have a pre-existing condition, related expenses will not be considered if they are incurred within 90 days from the date you meet the eligibility and enrollment requirements.

The pre-existing condition limitation period will be reduced by any creditable coverage (not including any coverage preceding a break in coverage of 63 days or more) determined to exist under a previous health plan.  The reduction of the pre-existing condition limitation period is illustrated by the following example:

Bob is a new employee who begins work after 14 days of unemployment and enrolls in this medical plan as outlined in the enrollment requirements.  Bob was covered under his previous employer’s medical plan for 4 ½ months (134 days, to be exact).  Bob obtains a certificate of creditable coverage from his prior employer and submits it to his new employer, thus documenting his prior medical coverage. His new employer determines he indeed has prior creditable coverage because he did not have a break in coverage greater than 63 days. Bob’s pre-existing condition limitation under his plan is thus reduced by 4 ½ months (134 days).

The determination regarding the length of any pre-existing condition limitation period that applies to you and/or your dependents will be made within a reasonable time following receipt of a certificate of coverage or other accurate and reliable information relating to prior creditable coverage.  You will be notified of this determination and the basis relied upon in support for such determination.  Please see your employer for assistance in requesting and obtaining a certificate of coverage from any prior plan or issuer.

The pre-existing condition limitation does not apply to pregnancy or to any covered individual who is under the age of 19 years old.

Any time accumulated toward satisfaction of the pre-existing condition limitation under the previous North Slope Borough School District plan will be counted toward the satisfaction of the pre-existing condition limitation of this plan.

These limitations on coverage of pre-existing conditions are intended to comply with at least the minimum requirements of the Health Insurance Portability and Accountability Act of 1996 (H.R. 3103).  If they are incomplete or in conflict with the Act in any way, the Act will prevail.

When Coverage Ends

If you are an active employee, your coverage ends the earliest of the date in which this plan is canceled or the last day of the month in which the employee fails to meet the requirements in “Who Is Eligible.”  

Coverage for your dependents ends the earliest of the date in which the plan is canceled, the date your coverage ends, or the last day of the month in which the dependent no longer meets the eligibility requirements shown in “Who Is Eligible.”

North Slope Borough School District intends the plan to be permanent, but since future conditions affecting your employer cannot be anticipated or foreseen, North Slope Borough School District reserves the right to amend, modify or terminate the plan in any manner, which may result in the termination or modification of your coverage, after sufficient notice of the changes has been provided to you and your covered dependent.  Expenses incurred prior to the plan termination will be paid as provided under the terms of the plan prior to its termination.

In certain circumstances, when you or an eligible dependent would otherwise lose coverage, you and/or they may be eligible for COBRA continuation coverage.  For a complete explanation of when COBRA continuation coverage is available, what conditions apply and how to select it, see the section entitled “Optional Continuation of Coverage (COBRA).”


Special Situations, Extension of Coverage

Family And Medical Leave Act (FMLA)

If you qualify for an approved family or medical leave of absence (as defined in the Family Medical Leave Act of 1993, as amended), eligibility may continue for the duration of the leave if you pay any required contributions toward the cost of the coverage.  Your employer has the responsibility to provide you with prior written notice of the terms and conditions under which payment must be made.  Failure to make payment within 30 days of the due date established by your employer will result in the termination of coverage.  Subject to certain exceptions, if you fail to return to work after the leave of absence, your employer has the right to recover from you any contributions toward the cost of coverage made on your behalf during the leave, as outlined in the FMLA. 

If coverage is terminated for failure to make payments while you are on an approved family or medical leave of absence (as defined in the FMLA), coverage for you and your eligible dependents will be automatically reinstated on the date you return to employment if you and your dependents are otherwise eligible under the plan.  The pre-existing condition limitation and any waiting periods will not apply.  However, all accumulated annual and lifetime maximums will apply. Coverage continued under this provision is in addition to coverage described under the section entitled “Optional Continuation of Coverage (COBRA).”

It is the intent of the plan to comply with all existing FMLA regulations.  If for some reason the information presented in the plan differs from actual FMLA regulations, the plan reserves the right to administer the FMLA in accordance with such actual regulations.

Uniformed Services Employment and Reemployment Rights Act (USERRA) 

As used in this provision, “Uniformed Services” means:

· The Armed Forces;

· The Army National Guard and the Air National Guard when engaged in active duty for training, inactive duty training, or full-time National Guard duty (pursuant to orders issued under federal law);

· The commissioned corps of the Public Health Service; and

· Any other category of persons designated by the President in time of war or national emergency.

As used in this provision, “Service in the Uniformed Services” or “Service” means the performance of a duty on a voluntary or involuntary basis in a Uniformed Service under competent authority and includes:

· Active duty;

· Active duty for training;

· Initial active duty training;

· Inactive duty training;

· Full-time National Guard duty,

· A period for which you are absent from your job for purpose of an examination to determine your fitness to perform any such duties; 

· A period for which you are absent from your job for the purpose of performing certain funereal honors duty; and

· Certain service by intermittent disaster response appointees of the National Disaster Medical System (NDMS).

If you were covered under this plan immediately prior to taking a leave for Service in the Uniformed Services, you may elect to continue your coverage under USERRA for up to 24 months from the date your leave for uniformed service began, if you pay any required contributions toward the cost of the coverage during the leave.  This USERRA continuation coverage will end earlier if one of the following events takes place:

1) You fail to make a premium payment within the required time;

2) You fail to report to work or to apply for reemployment within the time period required by USERRA following the completion of your service; or

3) You lose your rights under USERRA, for example, as a result of a dishonorable discharge.

If the leave is 30 days or less, your contribution amount will be the same as for active employees.  If the leave is longer than 30 days, the required contribution will not exceed 102% of the cost of coverage. Coverage continued under this provision runs concurrently with coverage described below under the section entitled “Optional Continuation Coverage (COBRA).”

If your coverage under the plan terminated because of your Service in the Uniformed Services, your coverage will be reinstated on the first day you return to employment if you are released under honorable conditions and you return to employment within the time period(s) required by USERRA.
When coverage under this plan is reinstated, all of the plan’s provisions and limitations will apply to the extent that they would have applied if you had not taken military leave and your coverage had been continuous.  The eligibility waiting period will be waived and the pre-existing condition limitation will be credited as if you had been continuously covered under this plan from your original effective date.  This waiver of limitations does not provide coverage for any illness or injury caused or aggravated by your military service, as determined by the VA. (For complete information regarding your rights under USERRA, contact your employer.)  

The plan intends to comply with all existing regulations of USERRA.  If for some reason the information presented in the plan differs from the actual regulations of USERRA, the plan reserves the right to administer the plan in accordance with such actual regulations.

Delta teamcare utilization MANAGEMENT PROGRAM (ump)
Unnecessary medical care and hospital stays, or stays that last longer than necessary, cause medical costs to increase.  Sometimes, individuals are hospitalized for procedures that can be performed safely, effectively and more comfortably in an alternative setting, such as a hospital’s outpatient department or physician’s office.  As a result, the Plan Sponsor has contracted with an independent organization to provide:  

· MANDATORY:  Pre-Authorization to certify medical necessity when you or your dependent requires certain care or services (as listed on the following page).

· VOLUNTARY:  Case Management will monitor your case until the treatment is completed.  The Plan Sponsor expressly reserves the right to make modifications to Plan benefits on a case-by-case basis to assure that appropriate and cost-effective care can be obtained in accordance with these services.

· VOLUNTARY:  Delta TeamCare Maternity Management provides pregnant employees and the pregnant spouse of an employee with a maternity nurse specialist and educational materials throughout the pregnancy.  
Important:  If you have any questions as to whether a particular medical procedure is covered under current standards, you should always check before incurring the expense, even if the mandatory review program does not apply.  The Utilization Management Program contact information is:

Delta TeamCare

1- 866-457-0528
www.deltahealthsystems.com 
Responsibility for Compliance

It is the Employee's or covered person’s responsibility to make certain that the compliance procedures of this program are completed.  To minimize the risk of reduced benefits, an Employee should contact the review organization to make certain that the facility or attending Physician has initiated the necessary processes.

Important: 

Pre-authorization is not a guarantee of coverage; the Utilization Management Program is designed ONLY to determine whether or not a proposed setting and course of treatment is Medically Necessary and appropriate.  Benefits under the Plan will depend upon the person's eligibility for coverage and the Plan's limitations and exclusions.  Nothing in the Utilization Management Program will increase benefits to cover any confinement or service that is not Medically Necessary or that is otherwise not covered under the Plan.




Required:  Pre-Authorization

You are responsible for pre-authorization in the following situations.

	Care or Services


	Timeframe 

	Inpatient Hospital Stays

Scheduled, non-emergency procedures or care that requires an inpatient hospital stay, including, but not limited to: 

· Surgery

· Mental Health

· Chemical Dependency

· Transplants

· Hospice

· Skilled Nursing Facility

· Potentially Cosmetic/Investigational Services

Note: Maternity care only requires pre-authorization when a stay needs to be extended beyond the limits provided by the Newborns’ and Mothers’ Health Protection Act of 1996 as listed under Newborn Care in the Covered Medical Expenses section.


	48 hours prior to the admission

	Emergency, including:

· Non-scheduled Emergency Hospital Admission

· Inpatient Mental Health and Chemical Dependency

	Within 48 hours of the admission 

	Outpatient Hospital Procedures

· Surgical procedures performed as an Outpatient in a hospital, surgical center or other facility setting.  This pre-authorization requirement does not include surgery performed in a doctor’s office.

	48 hours prior to the admission


Failure to Receive Required Pre-Authorization

If you do not receive or use the required pre-authorization:

· an additional $250 penalty will be applied before benefits are determined, 

· expenses for treatment or hospital stays that are not considered medically necessary will not be covered, and

· any additional share of expenses which becomes the Covered Person's responsibility for failure to comply with these requirements will not be considered eligible medical expenses and thus will not apply to any deductibles, coinsurance or out-of-pocket maximums of the Plan.

See Filing Non-Urgent Pre-Service Claims and Filing Urgent Care Claims under the Claims and Appeals section for more information, including information on appealing an adverse decision (i.e. a benefit reduction) under this program.  
Voluntary:  Case Management Program

In situations where extensive or ongoing medical care will be needed, the Utilization Management Organization may, with the patient's and Plan Sponsor's consent, provide case management services. Such services may include contacts with the patient, his family, the primary treating Physician, other caregivers, care consultants and the hospital staff as necessary.  Case Management will:

· evaluate and summarize the patient's continuing medical needs,
· assess the quality of current treatments, 
· coordinate alternative care when appropriate and approved by the Physician and Plan Sponsor,

· review the progress of alternative treatment after implementation, and 
· make appropriate recommendations to the Plan Sponsor.

The Plan Sponsor expressly reserves the right to make modifications to Plan benefits on a case-by-case basis to assure that appropriate and cost-effective care can be obtained in accordance with these services.  

Important: Case Management is a voluntary service; there are no reductions of benefits or penalties if the patient and family choose not to participate.  Also, each treatment plan is individually tailored to a specific patient and should not be seen as appropriate or recommended for any other patient, even one with the same diagnosis.
Voluntary:  Delta TeamCare Maternity Management

Delta TeamCare provides a Maternity Management program to all covered employees and spouses of a covered employee, enrolled in this medical plan.  Delta TeamCare can assist individuals with their maternity management objectives; all calls are confidential.

Once a physician confirms the pregnancy, and the mother-to-be chooses to participate, the participant is contacted by a maternity nurse specialist.  The maternity nurse specialist will conduct an initial assessment to determine if the participant is at high or low-risk.

Throughout the participant’s pregnancy, the participant will receive telephone calls and educational materials from the maternity nurse specialist.  Educational materials cover specific topics that are related to each trimester, along with important post-natal information.  Materials are available in both English and Spanish.

The Delta TeamCare Maternity Management program develops a care plan based on the pregnant woman’s risk status, including: 
· ongoing monitoring by the maternity nurse specialist,

· frequent calls to participants, by the maternity nurse specialists, if there are pregnancy complications,  and

· a final call to the participant, following delivery:

· to confirm the well being of mother and child, and

· to answer any remaining questions the mother may have.

The Plan Sponsor expressly reserves the right to make modifications to Plan benefits on a case-by-case basis to assure that appropriate and cost-effective care can be obtained in accordance with these services.  

Important:  Maternity Management is a voluntary service; there are no reductions of benefits or penalties if the patient and family choose not to participate.  Also, each treatment plan is individually tailored to a specific patient and should not be seen as appropriate or recommended for any other patient, even one with the same diagnosis.

Newborns’ and Mothers’ Health Protection Act of 1996

Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally may not restrict benefits for any hospital length of stay in connection with child birth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However, the plan, or issuer may pay for a shorter stay if the attending provider (e.g., your physician, nurse midwife, or physician assistant), after consultation with the mother, discharges the mother or newborn earlier. 

Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later portion of the 48 hour (or 96 hour) stay is treated in a manner less favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under federal law, require that a physician or other health care provider obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or facilities, or to reduce your out-of-pocket costs, you may be required to obtain pre-certification. For information on pre-certification, contact your plan administrator. 

The Women’s Health and Cancer Rights Act of 1998

The Women’s Health and Cancer Rights Act of 1998 was signed into law on October 21, 1998.

In the case of an employee or dependent who receives benefits under the plan in connection with a mastectomy and who elects breast reconstruction (in a manner determined in consultation with the attending physician and the patient), coverage will be provided for:

· 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 at all stages of the mastectomy, including lymphedemas.

Benefits will be subject to the same cost-sharing (deductible, co-payment, co-insurance) provisions as apply to the mastectomy.
PREFERRED PROVIDER ORGANIZATION (PPO)

Your PPO Benefit

North Slope Borough School District has chosen Beech Street to provide PPO services for you and your eligible dependents.  Using a PPO provider who is part of this PPO network will result in significant savings to you.  You can get more detailed information about this PPO and its most up-to-date list of participating physicians and hospitals at www.beechstreet.com.  Provider directories are available, without charge, from your employer as a separate document.
What Is a PPO

A preferred provider organization (PPO) has made agreements with hospitals, physicians and other health care providers to discount the services they provide.

About Your PPO

Beech Street has selected the participating physicians and hospitals after carefully reviewing their qualifications.  You will receive a discount on provider billings and may enjoy a higher level of benefits under the plan.  Each health care provider has agreed to reduced amounts in payment for their services.   Consequently, you and your dependents will typically be provided care at a fee significantly less than is common in the geographic area in which you live.  Additionally, when you utilize these PPO providers, you cannot be “balance billed” by your PPO provider for any amounts over the negotiated PPO rate.

The final choice of health care providers is yours.  However, if you receive services from a health care provider included in the PPO, the plan's benefit percentage payable may be increased, which may decrease the amount you must pay.

PPO benefits are outlined on the Schedule of Medical Benefits.  

MEDICAL BENEFITS

Deductibles

A deductible is the amount of covered expenses each covered individual must pay during each year before the plan will consider expenses for reimbursement.  The individual deductible applies separately to each covered person.  The family deductible applies collectively to all covered persons in the same family.  When the family deductible is satisfied, no further deductible will be applied for any covered family member during the remainder of that year.

The annual individual and family deductible amounts are shown on the Schedule of Medical Benefits.

Co-Insurance

Co-insurance percentages represent the portions of covered expenses paid by you and by the plan after satisfaction of any applicable deductible.  These percentages apply only to covered expenses which do not exceed usual and customary charges.  You are responsible for all non-covered expenses and any amount which exceeds the usual and customary charge for covered expenses.

The co-insurance percentages are shown on the Schedule of Medical Benefits.

Out-Of-Pocket Maximums

An out-of-pocket maximum is the maximum amount of covered expenses you must pay during a year, excluding the deductible, before the co-insurance percentage of the plan increases.  The individual out-of-pocket maximum applies separately to each covered person.  When a covered person reaches the annual out-of-pocket maximum, the plan will pay 100% of additional covered expenses for that individual during the remainder of that year.  The expenses for services which do not apply to the out-of-pocket maximum will never be paid at 100%.

The annual individual out-of-pocket maximum amount is shown on the Schedule of Medical Benefits.

Claims Edit System and Industry Standard Modifiers

All claims will be sent through a claims edit system and plan payments will be based upon system review of the appropriateness of CPT coding including, but not limited to, bundling and unbundling of CPT code combinations, gender-appropriate procedure codes, appropriateness of multiple office visits on the same day, and medical necessity.  Also, on occasion your health care provider will submit charges containing industry-standard modifiers along with certain procedure codes.  When this occurs, the plan will reduce its payment for these charges by an industry-standard percentage of the negotiated PPO rate for PPO services and supplies or at a percentage of the usual and customary charge for non-PPO services and supplies.

Benefit Maximums

Total plan payments for each covered person are limited to certain maximum benefit amounts.  A benefit maximum can apply to specific benefit categories or to all benefits.  A benefit maximum amount also applies to a specific time period, such as annual or lifetime.  Whenever the word lifetime appears in this plan in reference to benefit maximums, it refers to the period of time you or your eligible dependents participate in this plan or any other plan sponsored by North Slope Borough School District.

The benefit maximums applicable to this plan are shown on the Schedule of Medical Benefits.

Additional Provisions of Coverage

When all of the provisions of this plan are satisfied, the plan will provide benefits as outlined on the Schedule of Medical Benefits for the services and supplies listed in this section.  To fully understand your benefits as well as plan rules, limitations and exclusions, you must read all applicable provisions of this plan including the Schedule of Medical Benefits.  This list is intended to give you a general description of expenses for services and supplies covered by the plan.

All benefits provided under this plan must satisfy some basic conditions.  The following conditions are commonly included in health benefit plans but are often overlooked or misunderstood.  See the “Definitions” section for more information about these important terms.

· Health Care Providers:  The plan provides benefits only for covered services and supplies rendered by a physician, practitioner, nurse, hospital or specialized treatment facility as those terms are specifically defined in the “Definitions” section.  
· Medical Necessity:  The plan provides benefits only for covered services and supplies that are medically necessary for the treatment of a covered illness or injury.  Also, the treatment must not be experimental/investigational.  
· Usual and Customary Charges (Non-PPO Claims):  The plan provides benefits only for covered expenses that are equal to or less than the usual and customary charge in the geographic area where services or supplies are provided.  Any amounts that exceed the usual and customary charge are not recognized by the plan for any purpose and are the responsibility of the patient.
COVERED MEDICAL EXPENSES

Hospital Services

· Semi-private room and board.

· Private room and board, not to exceed the cost of a semi-private room

· Intensive care unit and coronary care unit charges.

· Miscellaneous hospital services and supplies required for treatment during a hospital confinement.

· Well-baby nursery, physician and initial exam expenses during the initial hospital confinement of a newborn.  Expenses for the newborn will be considered as part of the mother's expenses.  
· Expenses for treatment of a sick newborn during the initial hospital confinement.  Expenses for the newborn will be considered separately from the mother's expenses.

· Hospital confinement expenses for dental services (but not for the actual dental services) if hospitalization is necessary to safeguard the health of the patient.

· Outpatient hospital services.

Emergency Services

· Treatment in a hospital emergency room or other emergency care facility for a condition that can be classified as a medical emergency.  You must be taken to the nearest medical facility equipped to treat your health problem and your condition must require constant skilled medical supervision and use of medical equipment during the trip.

· Ground or air transportation provided by a professional ambulance service to and from a hospital or emergency care facility equipped to treat a condition that can be classified as a medical emergency.

· Treatment of an accident in a hospital or other emergency care facility.  Treatment must be completed within 24 months of the accident.  The accidental injury must have occurred while covered under this plan.

· If the patient is a child under 18, benefits are provided for one parent or legal guardian to travel with the child.  Transport of a physician or Registered Nurse is also covered when medically necessary.

· Limited to 2 trips per calendar year to cover medically necessary diagnostic care or treatment when services are not available locally. If the patient is a child under 18, benefits are provided for one parent or legal guardian to travel with child(ren).  Travel is limited to the state of Alaska unless treatment is not available in which case travel to Seattle, WA will be covered.  If routine services are not available within 50 miles, you may use one of your trips per year to obtain routine preventive care.  This benefit does not include any expenses related to food, lodging, and ground transportation.
Specialized Treatment Facilities

· A skilled nursing facility, not to exceed the cost of a semi-private room and board of the facility, limited to 90 days per year. 

· An inpatient rehabilitation facility.  Limited to 30 days per year.  All care must be part of a written treatment plan before any care is given.  It must also be medically necessary to give you back or improve a bodily or cognitive function that was once normal but was lost after an accidental injury or illness.
· An ambulatory surgical facility.

· A birthing center.

· A residential treatment facility.  

· A mental/nervous treatment facility. 

· A psychiatric day treatment facility. 

· A hospice facility, when life expectancy is 6 months or less, limited to 10 days every 6 months.

· Alcohol and drug abuse treatment center.  Treatment should be supervised by a physician and it should include either follow-up visits directed by the physician no less often than monthly, or meetings at least twice monthly with organizations devoted to the treatment of alcoholism or drug abuse. 

Surgical Services

· Surgeon's expenses for the performance of a surgical procedure, subject to the following:

1. Procedures requiring the skill of co-surgeons.  The amount eligible for consideration is 125% of the eligible charge divided evenly between the two surgeons (each surgeon will receive 62.5% of the eligible charge).
2. Multiple surgical procedures performed by the same physician during the same surgical session.  The amount eligible for consideration is 100% of the maximum eligible charge for the primary procedure, 50% for the secondary procedure, and 25% for all subsequent procedures.  The surgery with the greatest eligible charge on the claim is considered the primary surgical procedure, the next highest is the secondary surgical procedure, etc.  Procedures that are performed concurrently with and are clinically an integral part of the primary procedure will not be reimbursed separately. The fees for any incidental procedure will be denied.
3. Two or more surgical procedures performed during the same session through different incisions, natural body orifices or operative fields. The amount eligible for consideration is the sum of eligible charges for each procedure performed. Any procedure that would not be an integral part of the primary procedure or is unrelated to the diagnosis will be considered “incidental” and no benefits will be provided for such procedures.

4. If two or more surgical procedures are performed by two (2) or more surgeons on separate operative fields, benefits will be based on the eligible charge for each surgeon’s primary procedure. If two (2) or more surgeons perform a procedure that is normally performed by one (1) surgeon, benefits for all surgeons will not exceed the eligible charge allowed for that procedure.

· Assistant surgeon's expenses not to exceed 20% of the eligible charge of the surgical procedure.

· Anesthetic services, when performed by a licensed anesthesiologist or certified registered nurse anesthetist in connection with a surgical procedure.

· Acupuncture for anesthetic purposes.

· Oral surgery, limited to procedures performed on an inpatient basis.
· Reconstructive surgery when needed to correct damage caused by a birth defect resulting in the malformation or absence of a body part, to correct damage caused by an accidental injury unless specifically excluded elsewhere in this plan.  Breast reconstruction following a total or partial mastectomy, surgery and reconstruction of the other breast to produce a symmetrical appearance, and prostheses and treatment of physical complications at all stages of the mastectomy, including lymphedemas.

· Outpatient surgery.

· Podiatry surgery.

· Surgical reproductive sterilization, such as vasectomy or tubal ligation.

· Circumcision, only during the initial hospital confinement of a newborn, unless a delay is medically necessary.
· Human organ and tissue transplants, limited to lung, liver, kidney, kidney/pancreas, cornea, and bone marrow, if the transplant is medically necessary and not experimental/investigational. 

Mental/Nervous Treatment

· Inpatient treatment by a hospital or mental disorder treatment facility of a mental/nervous disorder.  
· Outpatient treatment of a mental/nervous disorder. 

· Partial Hospitalization.
· Treatment of or related to eating disorders.

· Treatment of or related to eating disorders.

· Treatment of or related to attention deficit disorder (A.D.D.) and attention deficit hyperactive disorder (ADHD).

Medical Services

· Physician office visits.

· Physician home visits.

· Inpatient physician visits.

· Second surgical opinions.

· Third surgical opinions

· Genetic testing, when necessary to diagnose or treat a medical illness.
· Pregnancy-related care.  Pursuant to federal law, the plan does not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.  

· Planned home births.

· Termination of pregnancy, when the life of the mother would be endangered if the fetus were carried to term.

· Complications of pregnancy.  Only the following conditions are covered as complications of pregnancy:  ectopic pregnancy; a complication that requires intra-abdominal surgery after termination of pregnancy; pernicious vomiting (hyperemesis gravidarum); toxemia with convulsions (eclampsia); termination of pregnancy that occurs at a point at which a viable birth is not possible; any condition that both requires a hospital stay before pregnancy ends and that is distinct from pregnancy but that is caused by or adversely affected by it.  Examples are acute nephritis, nephritis, cardiac decompensation and missed abortion.  Also, a pregnancy that ends in any manner other than a normal delivery, including c-sections.  False labor; occasional spotting; rest prescribed by a physician; morning sickness; pre-eclampsia; or like conditions associated with the management of a difficult pregnancy are not classified as a complication.

· Dental services received after an accidental injury to teeth.  This includes replacement of teeth and any related x-rays.  Treatment must be completed within 24 months of the accident.  This would include the first replacement of permanent teeth lost in an accident.  If crowns, dentures, bridgework, or in-mouth appliances are medically necessary as part of the repair, the medical plan will only cover the first denture or fixed bridge to replace a lost tooth, the first crown to repair a damaged tooth, and one in-mouth appliance used in the first course of orthodontic treatment after the injury.  Crowns, dentures, bridges and orthodontia are only covered on permanent teeth.

· Radiation therapy.

· Chemotherapy. 

· Taking an organ from a cadaver and transport of the organ.

· Taking an organ, marrow or stem cells from a live donor.  The plan also covers ten days of care in a row for the donor after the surgery to take out the organ, marrow, or stem cells.  The donor need not be covered.  If the donor has other coverage benefits will be coordinated as described under “Coordination of Benefits.”

· Hospice care, when life expectancy is 6 months or less. 

· Home nursing care.  Must be provided by a Registered Nurse (RN) or licensed practical nurse (LPN).

· Treatment of diabetes, including diabetic education.

· Nutritional counseling, including weight management from a qualified practitioner.
· Outpatient Dialysis.

· Medically necessary treatment of the feet, including treatment of metabolic or peripheral-vascular disease.

· Surgical and non-surgical treatment of temporomandibular joint dysfunction (TMJ).

· Occupational therapy, from a qualified practitioner.

· Speech therapy, from a qualified practitioner.

· Physical therapy, from a qualified practitioner. 

· Hearing exam performed by an otologist or otolaryngologist.  An audiologist is also covered if he or she performs the exam at the written direction of the otologist or otolaryngologist.  Limited to once every three years.
· Telemedicine, telephone calls, or telephone or email consultations.
· Treatment of or related to sleep disorders, including apnea.

· Allergy testing and injections, including serum.

· Injectable or implanted contraceptives, an intra-uterine device (IUD), diaphragm, or any examination, consultation, treatment or service in connection with the prescription, insertion, or removal of a contraceptive device or measure, and any complication resulting from the insertion, removal or usage of a device or prescription.

· Injectable drugs and specialty oral drugs.   
Diagnostic Services Including X-Ray and Laboratory

· Diagnostic charges for x-rays.

· Diagnostic charges for laboratory services.

· Pre-admission testing (PAT).

· Amniocentesis, including any testing performed in connection with the procedure, except solely to determine the gender of the fetus.

· Ultrasound.

· Magnetic Resonance Imaging (MRI).

· Computed Tomography (CT).

· Positron Emission Tomography (PET).

Routine and Preventive Services -- (Will only be covered as Routine or Preventive if identified by your physician as Routine services upon claim submission.)
· PAP tests, including the exam.

· Mammograms, limited as follows: (unless medically necessary)
· Ages 35 to 39:  one mammogram

· Ages 40 to 49: one mammogram every two years
· Ages 50 or older:  one mammogram every year
· Vaccinations, inoculations and immunizations to prevent disease.

· Routine physicals, including diagnostic charges for x-ray and laboratory services.  

· Physician’s charges for well baby care during the hospital stay that started at birth, including circumcision.  The hospital’s nursery charge for a well baby is also covered.

· Prostate exam & screening. 

· Bone density testing.

· Birth Control services.
Equipment and Supplies

· Durable medical equipment, including expenses related to necessary repairs and maintenance.  A statement is required from the prescribing physician describing how long the equipment is expected to be necessary.  This statement will determine whether the equipment will be rented or purchased.  Replacement equipment will be covered if the replacement equipment is required due to a change in the patient's physical condition; or purchase of new equipment will be less expensive than repair of existing equipment.  For purposes of this plan, durable medical equipment includes diabetic pumps and related supplies.  Purchase of durable medical equipment is not a covered expense unless (1) the plan administrator determines that purchase of the equipment should be less expensive than rental, based on the physician’s statement of expected duration of the patient’s need as well as the rental costs versus the purchase costs, or (2) rental by the plan is not possible.  Such equipment will not be covered under the plan if it could be useful to a person in the absence of an illness or injury and could be purchased without a physician’s prescription.
· Artificial limbs and eyes and replacement of artificial limbs and eyes if required due to a change in the patient's physical condition and if replacement is less expensive than repair or alteration of existing equipment.

· Original fitting, adjustment and placement of orthopedic braces, casts, splints, crutches, cervical collars, head halters, traction apparatus or prosthetic appliances to replace lost body parts or to aid in their function when impaired.  Replacement of such devices only will be covered if the replacement is necessary due to a change in the patient's physical condition of the covered persons.

· Oxygen and rental of equipment required for its use.

· Blood and/or plasma and the equipment for its administration.

· Insulin infusion pumps and related supplies.

· Initial prescription contact lenses, including the examination and fitting of the lenses, to replace the human lens lost through intraocular surgery.
· One hearing aid per ear.  Hearing aids must be prescribed by the physician or audiologist and received no more than three months after the date of the exam.  If you receive your hearing aid after your coverage under the health plan ends, the hearing aid can only be covered if the prescription for the hearing aid was written, and the hearing aid was ordered, no more than 30 days before the date coverage ended.  Limited to once every three years.

· Sterile surgical supplies after surgery.

· Jobst garments.

· Cochlear implants.

MEDICAL EXPENSES NOT COVERED
The plan will not provide benefits for any of the items listed in this section, regardless of medical necessity or recommendation of a health care provider, and even if the type of charge is listed on the Schedule of Medical Benefits.  This list is intended to give you a description of expenses for services and supplies not covered by the plan.

1. Expenses exceeding the usual and customary charge for the geographic area in which services are rendered.

2. Services rendered by anyone other than a covered health care provider.

3. Services rendered by a person who is related to you by blood, marriage, adoption or legal dependence.

4. Treatment not prescribed or recommended by a health care provider.

5. Services, supplies or treatment not medically necessary.

6. Services or supplies for which there is no legal obligation to pay, or expenses which would not be made, except for the availability of benefits under this plan.

7. Experimental/investigational treatment, medications, equipment, services or supplies.

8. Services furnished by or for the United States Government or any other government, unless payment is legally required by federal law.

9. Services received as a result of illness or injury caused or contributed to by the covered person committing or attempting to commit any of the following or engaging in conduct which would amount to any of the following if a charge had been made, regardless, in either case, of whether a charge was filed or guilt was determined:

· A felony;

· Any illegal occupation;

· A misdemeanor or other offense involving theft, fighting, disorderly conduct, or other breach of the peace; or

· A misdemeanor or other offense involving the use of alcohol or drugs, including, but not limited to any crime or offense involving driving or being in actual physical control of a motor vehicle or any other means of conveyance propelled in part or in whole by an engine or motor, for example, a boat, ATV, or snow machine, while under the influence of alcohol or drugs.
A person will be conclusively presumed to be under the influence of alcohol or drugs and such influence will be conclusively presumed to be a cause of the illness, condition, accident, or injury for purposes of this exclusion if either the person’s blood alcohol level was equal to or greater than the legal limit for driving in the state where the accident occurred, or if a blood, urine, or other medically reliable test determines that there was any amount of illegal drugs in the person’s system at the time of the cause or occurrence of the illness, condition, or accident.  The presence of alcohol or drugs may be determined by tests performed by or for law enforcement authorities, by tests performed in the course of treating the person. 
The plan sponsor in its sole discretion shall determine whether a claim is excluded under these rules and there need not be a determination or action by any other person or party as to criminal fault.

This exclusion does not apply if the services resulted from being the victim of an act of domestic violence or a medical (including both physical and mental health) condition.

10. Disasters.  If a major disaster, epidemic or like event occurs, the plan agrees to do its best to arrange for care covered under this plan.  The plan does not guarantee that such services will be furnished.  The plan is not liable if it cannot arrange for such services because a disaster has occurred.

11. Any condition or disability sustained as a result of being engaged in an activity primarily for wage, profit or gain.

12. No benefits are payable for any expenses incurred while a person is involuntarily incarcerated in any correctional, penal, rehabilitative, mental illness, or similar facility, regardless of age, the type of offense, pleas made or any other circumstances.

13. Diagnostic admit.  Hospital stays solely to find out what your health problem is or what factors affect it. 

14. Educational, vocational or training services and supplies except as specified in Covered Medical Expenses.
15. Expenses for preparing or copying medical reports, itemized bills or claim forms.

16. Mailing and/or shipping expenses.

17. Handling expenses for laboratory fees.

18. Airfare expenses for non-covered medical services.

19. Expenses for broken appointments.

20. Services or supplies furnished, paid for, or for which benefits are provided or required by reason of past or present service of any covered family member in the armed forces of a government. 

21. Travel expenses of a physician.

22. Any services received from a Health Maintenance Organization (HMO) if the individual is a participant in the HMO.

23. Sanitarium, rest or custodial care.
24. Smoking cessation programs.

25. Expenses used to satisfy plan deductibles.

26. Expenses eligible for consideration under any other plan of the employer.

27. Expenses incurred for services rendered prior to the effective date of coverage under this plan.

28. Treatment or services rendered outside the United States of America or its territories, except for an accidental injury or a medical emergency.

29. Sales tax.

30. Complications arising from any non-covered surgery or treatment.  However, complications due to a non-covered abortion will be considered.

31. Personal comfort or service items while confined in a hospital, such as, but not limited to, radio, television, telephone and guest meals.

32. Human organ and tissue transplants, except as specified in Covered Medical Expenses.

33. Expenses related to insertion or maintenance of an artificial heart.

34. Expenses for or related to the removal of breast or other prosthetic implants that were: (1) inserted in connection with cosmetic surgery, regardless of the reason for removal; or (2) not inserted in connection with cosmetic surgery, the removal of which is not currently medically necessary.

35. Animal-to-human organ transplants or implantation of artificial or mechanical devices to replace human organs.

36. Tissue typing for anyone other than those listed under “Covered Medical Benefits.”

37. Transport of any family member for typing and matching.

38. Costs to store an organ, bone marrow or stem cells.

39. Donor costs when the person who needs the transplant is not covered by the plan.
40. Surgical impregnation procedures.

41. Sex change surgery.
42. Penile prosthetic implant.

43. Reversal of any reproductive sterilization procedure.

44. Cosmetic surgery.

45. Kerato-refractive eye surgery (surgery to improve nearsightedness, farsightedness and/or astigmatism by changing the shape of the cornea including, but not limited to, radial keratotomy and keratomileusis surgery).

46. Surgical and non-surgical treatment, instructions, activities or drugs for weight reduction or control, including the diagnosed condition of morbid obesity, except as specified in Covered Medical Expenses.
47. Surgical and non-surgical treatment for the correction of infertility, including any and all testing to establish or diagnose the condition of infertility. 

48. Circumcision, except as specified in Covered Medical Expenses.

49. Orthognathic surgery.
50. Private-duty nursing.

51. Massage therapy or rolfing.

52. Marital counseling.

53. Family counseling.

54. Social adjustment counseling.

55. Pastoral counseling.

56. Career or financial counseling.

57. Sex counseling.

58. Acupuncture, except for anesthetic purposes.

59. Alternative medical care.  Services rendered by an acupuncturist (OMD), acupressurist, Christian Science practitioner or sanitarium, herbalist, homeopath, hypnotherapist, massage therapist or Rabbi.

60. Rest home. 

61. Expenses for education, counseling, job training, or care for learning disorders, developmental delay, whether or not services are rendered in a facility that also provides medical and/or mental/nervous treatment.

62. Injuries or illnesses from professional athletics, including practice.

63. Treatment, instructions, activities or drugs (including diet pills) for weight reduction or control. 

64. Replacement of lost, stolen or broken hearing aids more often than once in every three years. 

65. Batteries, replacement parts or repairs of hearing aids.

66. Hearing exams required by an employer as a condition of employment or which an employer must provide according to a labor agreement or which are required by law.

67. Adoption expenses.

68. Surrogate expenses.

69. Expenses incurred for non-surgical treatment of the feet, including treatment of corns, callouses and toenails, or other routine foot care, except as specified in Covered Medical Expenses.

70. Self help treatment or training.

71. Care to halt or slow further physical decline.

72. Recreational therapy.

73. Social, work-related or cultural rehabilitation.

74. Biofeedback.

75. Hypnosis.

76. Genetic counseling, unless medically necessary to treat a medical necessary.

77. Genetic testing, except when necessary to diagnose or treat a medical illness.

78. Elective surgical procedures performed as a result of discovery through genetic testing.

79. Wigs and artificial hair pieces.

80. Occupational therapy supplies.

81. Prescription drugs and medicines other than those administered by Express Scripts (800-447-9638) under the plan’s prescription drug benefit, unless specifically outlined under Covered Medical Expenses.

82. Equipment such as air conditioners, air purifiers, dehumidifiers, heating pads, hot water bottles, water beds, swimming pools, hot tubs and any other clothing or equipment which could be used in the absence of an illness or injury.

83. Orthotics, orthopedic or corrective shoes and supportive appliances for the feet.

84. Travel for care covered under the vision plan, the hearing benefit or for second opinions, wellness care, elective pregnancy termination or preventative dental services.

85. Treatment of hyperkinetic syndromes of childhood, dyslexia and stammering.

DENTAL BENEFITS
Deductibles

The dental plan has no deductible.
Co-Insurance

Co-insurance percentages represent the portions of covered expenses paid by you and by the plan after satisfaction of any applicable deductible.  These percentages apply only to covered expenses which do not exceed usual and customary charges.  You are responsible for all non-covered expenses and any amount which exceeds the usual and customary charge for covered expenses.

The co-insurance percentages are shown on the Schedule of Dental Benefits.

Benefits Maximums

Total plan payments for each covered person are limited to certain maximum benefit amounts.  A benefit maximum can apply to specific benefit categories or to all benefits.  A benefit maximum also applies to a specific time period, such as annual or lifetime.  Whenever the word lifetime appears in this plan in reference to benefit maximums, it refers to the period of time you or your dependents participate in this plan or any other plan sponsored by North Slope Borough School District.

The benefits maximum applicable to this plan is shown on the Schedule of Dental Benefits.

Additional Provisions of Coverage

When all of the provisions of this plan are satisfied, the plan will provide benefits as outlined on the Schedule of Dental Benefits for the services and supplies listed in this section.  To fully understand your benefits as well as plan rules, limitations and exclusions, you must read all applicable provisions of this plan including the Schedule of Dental Benefits.  This list is intended to give you a general description of expenses for services and supplies covered by the plan.

All benefits provided under this plan must satisfy some basic conditions.  The following conditions are commonly included in health benefit plans but are often overlooked or misunderstood.  See the “Definitions” section for more information about these important terms.

· Alternative Procedure:  The plan provides benefits only for the most cost-effective treatment of a dental condition which provides a professionally acceptable result as determined by national standards of dental practice.
· Dental Care Providers:  The plan provides benefits only for covered services rendered by a dentist, dental hygienist, physician or nurse as those terms are specifically defined in the “Definitions” section.

· Usual and Customary Charges:  The plan provides benefits only for covered expenses that are equal to or less than the usual and customary charge in the geographic area where services or supplies are provided.  Any amount that exceeds the usual and customary charge is not recognized by the plan for any purpose.

· Expense Incurred:  The plan will cover the conclusion of the following services after the date of your termination of coverage, provided you were covered under the dental plan.  The date a dental service or treatment is performed: 
· Dentures or bridgework - the date the impressions are taken.

· Crowns, inlays, onlays - the date the teeth are first prepared.

· Root canal therapy - the date the pulp chamber is opened.

· Active orthodontic care - the date the appliances are inserted.

Covered Preventative Services

The plan will provide benefits as outlined on the Schedule of Dental Benefits for expenses considered preventative services according to all provisions, requirements and limitations of the plan.

· Oral examination, limited to twice per year, but not more than once in any five month period.
· Prophylaxis (cleaning of teeth), scaling, and polishing, limited to twice per year, but not more than once in any five month period.
· Topical application of sodium or stannous fluoride for children under age 18.
· Bite-wing x-rays.
· Periapical x-rays.
· Occlusal x-rays.
· Full mouth x-rays, or panoramic x-rays, limited to once every 36 months.
· Sealants for participants under age 15, limited to once per tooth in each 36 months on permanent molars and bicuspids only.
· Bacteriologic cultures and exams of mouth tissue taken out for biopsy.
· Emergency treatment mainly for relief of dental pain, not cure.
Covered Basic & Major Services

This plan will provide benefits as outlined on the Schedule of Dental Benefits for expenses considered basic & major services according to all provisions, requirements and limitations of the plan.

· Consultation exams by dental specialists, such as endodontists and periodontists.  The consultation must be ordered by the treating dentist.  Orthodontists are addressed under the “Orthodontics” benefit.

· Space maintainers.

· Fillings and pin retention of fillings.

· Endodontic treatment (treats diseases of the tooth pulp, root and surrounding tissue) as follows:  root canal therapy, pulpotomy, apicoectomy and retrograde filling.

· Simple pulling of one or more teeth.

· Veneers.

· Precision or semi-precision attachments.

· Oral surgery and normal postoperative care done with oral surgery as follows:

a. Surgical extraction of one or more teeth, including impacted teeth

b. Taking out the tooth root.

c. Alveolectomy, alveoplasty, and frenectomy.

d. Taking out pericoronal gingiva, exostosis or hyperplastic tissue.

e. Reimplanting of a natural tooth or transplanting a natural tooth.

· Basic periodontal treatment (treats the gums and supporting structures of the teeth) as follows:

a. Root scaling and root planing, twice per quadrant of the mouth each year.

b. Occlusal adjustment, but only when done with a covered periodontal surgery.
c. Periodontal cleaning, which involves curettage of the gums, once every three months.
· Major periodontal treatment as follows:
a. Gingivectomy, gingival curettage, and mucogingival surgery.

b. Osseous surgery including flap entry and closure.

c. Pedicle or free soft tissue grafts.

d. Night guards, when prescribed to stop you from grinding your teeth in your sleep.  Night guards are covered only once in any five-year benefit period.

· Recementing inlays, onlays, crowns, bridges and dentures.

· Repairs to full and partial dentures and bridges.

· General anesthetics when given for covered dental work.

· Antibiotic shots given by the treating dentist.

· Study models, once every 36 months.

· Crown build-up on non-vital teeth.

· Pain medication given or prescribed by the dentist.

· Restorative services and supplies as follows:

a. Gold or porcelain inlays, onlays, and crowns (or veneers in place of one of these).

b. Replacement of an existing inlay, onlay, or crown (or a veneer placed instead of one of these), but only if it has been at least five years since it was first placed or last replaced. 

c. Periodontal appliances.

d. Periodontal splitting.

e. Procedures or appliances to stabilize periodontally involved teeth.

· Prosthetic services and supplies, as follows:

a. Initial placement of full or partial dentures or fixed bridgework (including inlays and crowns as abutments).  Denture adjustments needed during the first six months after placement are also covered.

b. Replacement of full or partial dentures or fixed bridgework or adding teeth to a partial, removable denture, when one of the following is met:

1) It is at least five years old and cannot be made usable.

2) It must be replaced because one or more functioning natural teeth were pulled after it was placed.

3) The denture is an immediate, temporary one that cannot be made permanent.  In this case, the permanent denture must be placed no more than 12 months after the temporary one was placed.

c. Relining and rebasing dentures, but only if it has been at least one year since the denture was placed, and not more often than once in any two-year period.

· All services related to the treatment of rampant dental disease in children, including the services of an MD or hospital.
Orthodontic Services

The plan will provide benefits as outlined on the schedule of Dental Benefits for expenses considered orthodontic services according to all provisions, requirements and limitations of the plan.  

· Necessary services related to an active course of orthodontic treatment, including, but not limited to, tooth extractions, x-rays and records.

· The initial and subsequent, if any, installation of orthodontic appliances for an active course of orthodontic treatment, including retainers, cervical traction appliances and space maintainers.

· Adjustment of active orthodontic appliances.

· Cephalometric x-rays.

· Occlusal x-rays.

· Occlusal adjustment.

Dental Expenses Not Covered

The plan will not provide benefits for any of the items listed in this section, regardless of the recommendation of a dental care provider and even if the type of charge is listed on the Schedule of Dental Benefits.  This list is intended to give you a general description of expenses for services and supplies not covered by the plan.

1. Services rendered by anyone other than a covered dental care provider.
2. Any portion of a charge which exceeds the usual and customary charge for the geographic area in which services are rendered.

3. Any service, supply or treatment which does not meet the standards accepted by the American Dental Association (ADA).

4. Services or supplies for which there is no legal obligation to pay, or charges which would not be made except for the availability of benefits under the plan.

5. Services furnished by or for the U.S. government or any other government, unless payment is legally required by federal law.

6. Services received as a result of illness or injury caused or contributed to by the covered person committing or attempting to commit any of the following or engaging in conduct which would amount to any of the following if a charge had been made, regardless, in either case, of whether a charge was filed or guilt was determined:

· A felony;

· Any illegal occupation;

· A misdemeanor or other offense involving theft, fighting, disorderly conduct, or other breach of the peace; or

· A misdemeanor or other offense involving the use of alcohol or drugs, including, but not limited to any crime or offense involving driving or being in actual physical control of a motor vehicle or any other means of conveyance propelled in part or in whole by an engine or motor, for example a boat, ATV, or snow machine, while under the influence of alcohol or drugs.

A person will be conclusively presumed to be under the influence of alcohol or drugs and such influence will be conclusively presumed to be a cause of the illness, condition, accident, or injury for purposes of this exclusion if either the person’s blood alcohol level was equal to or greater than the legal limit for driving in the state where the accident occurred, or if a blood, urine, or other medically reliable test determines that there was any amount of illegal drugs in the person’s system at the time of the cause or occurrence of the illness, condition, or accident.  The presence of alcohol or drugs may be determined by tests performed by or for law enforcement authorities, by tests performed in the course of treating the person. 
The plan sponsor in its sole discretion shall determine whether a claim is excluded under these rules and there need not be a determination or action by any other person or party as to criminal fault.

This exclusion does not apply if the services resulted from being the victim of an act of domestic violence or a medical (including both physical and mental health) condition.

7. Any condition or disability sustained as a result of being engaged in any activity primarily for wage, profit or gain.

8. No benefits are payable for any expenses incurred while a person is involuntarily incarcerated in any correctional, penal, rehabilitative, mental illness, or similar facility, regardless of age, the type of offense, pleas made or any other circumstances. 

9. Services or supplies which are primarily cosmetic or experimental/investigational in nature.

10. Expenses for preparing or copying dental reports, itemized bills or claim forms.

11. Mailing and/or shipping and handling charges.

12. Sales tax.

13. Expenses for broken appointments.

14. Services or supplies furnished, paid for, or for which benefits are provided or required by reason of past or present service of any covered family member in the armed forces of a government.

15. Professional services provided by a person who ordinarily resides in your household or who is related to the covered person, such as a spouse/same sex partner, parent, child, brother, sister, or in-law.

16. Any services received from a Health Maintenance Organization (HMO) or Dental Maintenance Organization (DMO) if the individual is a participant in the HMO/DMO.

17. Treatment or services rendered outside the United States of America or its territories, except for an accidental injury.

18. Expenses used to satisfy plan deductibles.

19. Expenses eligible for consideration under any other plan of the employer.
20. Expenses incurred for services rendered prior to the date of coverage under this plan.

21. Training, educational instruction or materials relation to dietary counseling, personal oral hygiene or dental plaque control.

22. Prescription drugs and medicines.  Benefits are provided by Express Scripts at (800) 447-9638.

23. The replacement of a lost, stolen or missing prosthetic device.

24. Services and supplies for personalization or characterization of a prosthetic device.

25. Procedures and appliances to increase vertical dimension or restore occlusion.

26. Tooth implants.

27. Myofunctional therapy.

28. Athletic mouth guards.

29. Duplicate prosthetic devices or appliances.

30. Treatment, by any means, of jaw joint problems including temporomandibular joint dysfunction syndrome (TMJ) and other craniomandibular disorders, or other conditions of the joint linking the jawbone and skull, and the muscles, nerves and other tissues related to that joint.

31. TMJ appliances.

32. Jaw augmentation or reduction.

33. Hospital charges.

34. Expenses for services performed after the date coverage ends under this plan. 

35. Installation or adjustment of dentures or fixed bridgework if the impressions were taken prior to the date coverage ended and the device is placed or given to you no more than 30 days after coverage ends.
36. Crowns, inlay or onlay restorations if the tooth or teeth were prepared prior to the date coverage ended and the crown, inlay or onlay is placed no more than 30 days after coverage ends.
37. Expenses for orthodontic care will be covered if incurred within the first three months that follow the date coverage ends.  All other terms and maximums apply.

VISION BENEFITS
Benefit Percentage Payable

Benefit percentage payable represents the portion of covered expenses paid by the plan after you have satisfied any applicable deductible.  These percentages apply only to covered expenses which do not exceed usual and customary charges.  You are responsible for all remaining covered and non-covered expenses, including any amount which exceeds the usual and customary charge for covered expenses.

The benefit percentages payable are shown on the Schedule of Vision Benefits.
Benefit Maximums

Total payments for each covered person are limited to certain maximum benefit amounts. A benefit maximum can apply to specific benefit categories or to all benefits.  A benefit maximum amount also applies to a specific time period and usually has a frequency limitation.

The benefit maximum amounts and frequency limitations are shown on the Schedule of Vision Benefits.

Additional Provisions of Coverage

When all of the provisions of this plan are satisfied, the plan will provide benefits as outlined on the Schedule of Vision Benefits for the services and supplies listed in this section.  To fully understand your benefits as well as plan rules, limitations and exclusions, you must read all applicable provisions of this plan including the Schedule of Benefits.  This list is intended to give you a general description of expenses for services and supplies covered by the plan.

All benefits provided under this plan must satisfy some basic conditions.  The following conditions are commonly included in health benefit plans but are often overlooked or misunderstood.  See the “Definitions” section for more information about these important terms.

· Health Care Providers:  The plan provides benefits only for covered services rendered by a physician or practitioner as those terms are defined in the “Definitions” section.

· Medical Necessity:  The plan provides benefits only for covered services and supplies that are medically necessary for the treatment of a covered illness or injury.  Also, the treatment must not be experimental/ investigational.
· Usual and Customary Charges:  The plan provides benefits only for covered expenses that are equal to or less than the usual and customary charge in the geographic area where services or supplies are provided.  Any amounts that exceed the usual and customary charge are not recognized by the plan for any purpose and are the responsibility of the patient.
Covered Vision Services

When all of the provisions of this plan are satisfied, the plan will provide benefits as outlined on the Schedule of Visions Benefits only for the services and supplies listed in this section.

· Vision examinations by a physician or practitioner which include case history, visual acuity (clearness of vision); external examination and measurement; interior examination with ophthalmoscope; pupillary reflexes and eye movements; retinscopy (shadow test); subjective refraction; coordination measure (far and near); medication agents for diagnostic purposes; and analysis of findings with recommendations and prescription if required, limited to one per year. 

· Glass or plastic lenses prescribed by a physician or practitioner. A gradient tint equal to Tints #1 or #2 may be added to the lenses. 

· Blended multifocal lenses are covered only up to the benefit maximum for the equivalent split lens.

· One pair of frames, to hold prescribed lenses.

· Contact lenses as an elective alternative to conventional lenses. 

· Prescription sunglasses.

· Tinted contact lenses.

· Antireflective coating.

· Photosensitive or anti-reflective lenses.

Vision Expenses Not Covered

The plan will not provide benefits for any of the items listed in this section, regardless of medical necessity or recommendation of a health care provider and even if the type of charge is listed on the Schedule of Vision Benefits.  This list is intended to give you a general description of expenses for services and supplies not covered by the plan.

1. Services received more frequently than outlined on the Schedule of Vision Benefits.

2. Services in excess of the maximums as stated on the Schedule of Vision Benefits.

3. Any portion of a charge which exceeds the usual and customary charge for the geographic area in which services are rendered.
4. Services or supplies not prescribed by a physician or rendered by a covered practitioner.

5. Services or supplies for which there is no legal obligation to pay, or expenses which would not be made except for the availability of benefits under this plan.

6. Experimental/investigational equipment, services or supplies.

7. Complications arising from any non-covered services or treatment, except as required by law.

8. Services furnished by or for the U.S. government or any other government unless payment is legally required by federal law.

9. Services received as a result of illness or injury caused or contributed to by the covered person committing or attempting to commit any of the following or engaging in conduct which would amount to any of the following if a charge had been made, regardless, in either case, of whether a charge was filed or guilt was determined:

· A felony;

· Any illegal occupation;

· A misdemeanor or other offense involving theft, fighting, disorderly conduct, or other breach of the peace; or

· A misdemeanor or other offense involving the use of alcohol or drugs, including, but not limited to any crime or offense involving driving or being in actual physical control of a motor vehicle or any other means of conveyance propelled in part or in whole by an engine or motor, for example, a boat, ATV, or snow machine, while under the influence of alcohol or drugs.

A person will be conclusively presumed to be under the influence of alcohol or drugs and such influence will be conclusively presumed to be a cause of the illness, condition, accident, or injury for purposes of this exclusion if either the person’s blood alcohol level was equal to or greater than the legal limit for driving in the state where the accident occurred, or if a blood, urine, or other medically reliable test determines that there was any amount of illegal drugs in the person’s system at the time of the cause or occurrence of the illness, condition, or accident.  The presence of alcohol or drugs may be determined by tests performed by or for law enforcement authorities, by tests performed in the course of treating the person. 
The plan sponsor in its sole discretion shall determine whether a claim is excluded under these rules and there need not be a determination or action by any other person or party as to criminal fault.  

This exclusion does not apply if the services resulted from being the victim of an act of domestic violence or a medical (including both physical and mental health) condition.

10. Any condition, disability or expense sustained as a result of: duty as a member of the armed forces of any state or country; engaging in a war or act of war, whether declared or undeclared; participation in a civil revolution or riot; or an intentional or accidental atomic explosion or other release of nuclear energy, whether in peacetime or wartime.

11. Any condition or disability sustained as a result of being engaged in an activity primarily for wage, profit or gain.

12. No benefits are payable for any expenses incurred while a person is involuntarily incarcerated in any correctional, penal, rehabilitative, mental illness, or similar facility, regardless of age, the type of offense, pleas made or any other circumstances.

13. Training or educational instruction and materials.

14. Expenses for preparing medical reports, itemized bills, or claim forms.

15. Mailing and/or shipping and handling charges.

16. Sales tax.

17. Expenses for broken appointments, telephone calls, or telephone or E-mail consultations.

18. Health Maintenance Organization (HMO) services if the individual is a participant in the HMO.

19. Professional services performed by a person who ordinarily resides in your household or who is related to the covered person such as a spouse/same sex partner, parent, child, brother, sister or in-law.

20. Experimental/investigational equipment, services or supplies.

21. Expenses eligible for consideration under any other plan of the employer.

22. Services or supplies not prescribed by a physician or rendered by a covered practitioner.

23. Vision examinations required by the employer as a condition of employment or which the employer is required to provide in compliance with a labor agreement, state or federal statute.

24. Duplicate eyewear.

25. Safety glasses or goggles.

26. Drug or medications not used for the purpose of examination or tonometry.

27. Medical and/or surgical treatment of the eye.

28. Special procedures such as, but not limited to, orthoptics, vision training, or subnormal vision aids.

29. Replacement of lost, stolen or broken lenses and/or frames unless within the frequency limitations as outlined on the Schedule of Vision Benefits.

30. Examinations, or lenses and/or frames ordered before the covered person was eligible for coverage or after coverage terminated.

31. Nonprescription lenses.

PRESCRIPTION DRUG BENEFITS
About Your Prescription Drug Benefit
The prescription drug benefit is an independent benefit, separate from your regular medical benefits, and administered by Express Scripts at (800) 447-9638.  This prescription drug benefit does not coordinate with any other pharmacy plan or benefit.  This section provides general information only.  For a complete description of the prescription drug benefit, including covered expenses, exclusions and limitations, please refer to the literature prepared and distributed by Express Scripts, which is hereby incorporated by reference and considered part of the Summary Plan Description. 

Express Scripts provides benefits only for drugs or medicines prescribed by a physician or practitioner, but not to exceed a 90-day supply for retail prescriptions or refills and a 180-day supply for mail-order prescriptions or refills.

The prescription drug benefit does not coordinate with any other pharmacy plan or benefit and cannot be assigned regardless of the assignment provision in Other Important Plan Provisions.

· Participating Pharmacy:  The plan provides prescription drug benefits only for a participating pharmacy’s wholesale cost plus dispersing fee.  A participating pharmacy is a pharmacy that has entered into a prescription drug plan agreement with Express Scripts.

· Non-Participating Pharmacy:  If you receive prescriptions from a non-participating pharmacy, the plan's benefit percentage payable will be decreased, which will increase the amount you must pay.
Prescription Drug Co-Payments

A prescription drug co-payment is the amount of the covered expenses you must pay for each prescription before the plan will make payments.  The prescription drug co-payment does not accumulate toward any other plan deductible or out-of-pocket maximum.

The co-payment amount for the prescription drug benefit is $5 for each generic prescription or refill, including insulin, and $15 for each covered brand-name prescription.  Brand-name drugs are only covered when no generic is available or when the prescription says “dispense as written.”  If you do not show your card, or you buy your drug at a non-PPO pharmacy, you must pay for the drug yourself and send a claim with a prescription drug claim form to Express Scripts.  For covered drugs, after you annual deductibles are met, the plan will pay 80% of the amount the pharmacy network would have paid if you had bought the drug from a PPO pharmacy.  You must pay the difference between the pharmacy network’s payment and the cost of the drug.  Express Scripts will provide a list of PPO pharmacies and claim forms.

Express Scripts

Toll Free Number:
(800) 447-9638
Website:  www.express-scripts.com
Mail Service Option

A separate mail service prescription drug option is available through Express Scripts when there is an ongoing need for medication.  By using this service, you can obtain prescribed medication required on a non-emergency, extended-use basis.  The quantity of a prescribed drug ordered through this option can be anything up to a 180-day supply.

Prescription drugs obtained through this option are not subject to the deductible for medical benefits.  However, you are required to pay the first $5 for each generic prescription or refill and the first $15 for each brand-name prescription or refill.  The amount you must pay for each mail-order prescription does not accumulate toward the medical benefit deductible or out-of-pocket maximum.

Prescribed medications that are covered by the regular prescription drug benefit are also covered by the mail service option if they are normally available at your local pharmacy.  However, certain medications cannot be supplied by mail easily (for example, drugs requiring constant refrigeration) and are not available through this option.

The law requires that pharmacies dispense the exact quantity prescribed by the physician or practitioner.  So if your physician or practitioner authorizes the maximum order quantity, the prescription must be for a 180-day supply for you to receive that quantity.  For example, if you take one tablet per day, your physician or practitioner must write a prescription for 90 tablets.  If you take two tablets per day, your physician or practitioner must write a prescription for 180 tablets, etc.  If your physician or practitioner authorizes refills, these can be dispensed only when your initial order is nearly exhausted, so be sure to ask your physician or practitioner to prescribe the normal supply, plus refills whenever appropriate.

When you order by mail, your prescription is reviewed by a pharmacist, checked for drug interactions, dispensed and verified by quality control before it is mailed to you.

There will be times when you need a prescription immediately.  On these occasions, you should have your prescription filled at a local pharmacy and use your Express Scripts card.  If you need medication immediately but will be taking it on an ongoing basis, ask your physician or practitioner for two prescriptions.  The first should be for a 30-day supply that you can have filled at a local pharmacy; the second prescription should be for the balance, up to a 180-day supply.  Send the larger prescription with your co-payment through the North Slope Borough School District mail service prescription drug program.

You must refer to the actual provision in the literature prepared and distributed by Express Scripts for a complete description of covered expenses and not covered expenses. 

NOTE:
Certain controlled substances and several other prescribed medications may be subject to other dispensing limitations and to the professional judgment of the pharmacist.

COORDINATION OF BENEFITS

General Provision

When you and/or your dependents are covered under more than one group health plan, the combined benefits payable by this plan and all other group plans will not exceed 100% of the eligible expense incurred by the individual.  The plan assuming primary payer status will determine benefits first without regard to benefits provided under any other group health plan.

When this plan is the secondary payer, it will reimburse, subject to all plan provisions, the balance of remaining eligible expenses, not to exceed normal plan liability if this plan had been primary.

For purposes of coordination, eligible expense means any usual and customary charge considered in part or full by this plan.

Government Programs and Other Group Health Plans

The term group health plan, as it relates to coordination of benefits, includes the government programs Medicare, Medicaid and TRICARE.  The regulations governing these programs take precedence over the determination of benefits under this plan.  For example, in determining the benefits payable under the plan, the plan will not take into account the fact that you or any eligible dependent(s) are eligible for or receive benefits under a Medicaid plan.

The term group health plan also includes all group insurance and group subscriber contracts, such as union welfare plans.  

Automobile Insurance

This plan provides benefits relating to medical expenses incurred as a result of an automobile accident on a secondary basis only.  Benefits payable under this plan will be coordinated with and secondary to benefits provided or required by any no-fault automobile insurance statute, whether or not a no-fault policy is in effect, and/or any other automobile insurance.

Any benefits provided by this plan will be subject to the plan’s reimbursement and/or subrogation provisions.

Order of Payment When Coordinating with Other Group Health Plans

Any group health plan which does not contain a coordination of benefits provision will be considered primary.

When all plans covering you and/or your dependents contain a coordination of benefits provision, the first of the following rules that describes which plan will pay benefits before another plan is the rule to follow:

1. The plan covering an individual other than as a dependent (for example, as an active employee or retiree) will be primary to a plan covering the same individual as a dependent.  However, if the individual is covered by two group health plans and Medicare, and under federal law Medicare is:

· secondary to the plan covering the individual as a dependent; and 

· primary to the plan covering the individual as other than a dependent (for example, a retiree);

then the order of payment is reversed so the plan covering the individual as an employee or retiree is secondary and the other plan is primary.

2. If a dependent child is covered under more than one plan, the primary plan is the plan of the parent whose birthday (month and day) is earlier in the calendar year if:

· the parents are married; or

· the parents are living together (regardless of whether they ever have been married); or

· a court decree awards joint custody without specifying that one parent has the responsibility to provide health care coverage.

If both parents have the same birthday (month and day), the plan that has covered either of the parents longer is primary.

If the specific terms of a court decree state that one of the parents is responsible for the child’s health care coverage or expenses and the plan of that parent has knowledge of the decree, that plan is primary.  If the parent designated by the decree has no coverage for the child but that parent’s spouse/same sex partner does, the spouse/same sex partner’s plan is primary.

If the parents are not married, are not living together (regardless of whether they were ever married), or are divorced and there is no court decree allocating responsibility for the child’s health care coverage or expenses, the order of benefit determination among the plans of the parents and the parents’ spouses/same sex partners (if any) is:

· the plan of the custodial parent;

· the plan of the spouse/same sex partner of the custodial parent;

· the plan of the noncustodial parent; then

· the plan of the spouse/same sex partner of the noncustodial parent.

3. The plan that covers an individual as an employee who is neither laid-off nor retired (or as that employee’s dependent) is primary.  However, the order of benefit determination for an individual covered both as a retiree and as a dependent of that individual’s spouse/same sex partner will be determined under section No. 1 above.

4. The plan covering the individual as an employee or retiree (or as that individual’s dependent) will be primary to the plan providing continuation coverage under federal (COBRA) or state law.

5. The plan that has covered the individual for the longer period of time will be considered primary.

6. If none of the above rules determines the primary plan, the allowable expenses will be shared equally between the plans.

Right to Make Payments to Other Organizations

Whenever payments that should have been made by this plan have been made by any other plan(s), this plan has the right to pay the other plan(s) any amount necessary to satisfy the terms of this coordination of benefits provision.  Amounts paid will be considered benefits paid under this plan and, to the extent of such payments, the plan will be fully released from any liability regarding the person for whom payment was made.

OTHER IMPORTANT PLAN PROVISIONS

Assignment of Benefits
tc "Dental Expenses Not Covered" \l 3
All benefits payable by the plan are automatically assigned to the provider of services or supplies, unless evidence of previous payment is submitted with the claim form.  Payments made in accordance with an assignment are made in good faith and release the plan’s obligation to the extent of the payment.  Payments will also be made in accordance with any assignment of rights required by a state Medicaid plan.

Special Election for Employees and Spouses/Same Sex Partners Age 65 and Over
tc "Dental Expenses Not Covered" \l 3
If you remain actively employed after reaching the Medicare eligible age of 65, you or your spouse/same sex partner may choose to remain covered under this plan.  If you choose to remain covered under this plan, this plan will be the primary payer of benefits and Medicare will be secondary. 

If you are under age 65 and your spouse/same sex partner is over age 65, he or she can make his or her own choice.

Restitution to the Plan

This section applies whenever another party (including your own insurer under an automobile or other policy) is legally responsible or agrees to compensate you or your dependent, by settlement, verdict or otherwise, for an illness or injury.  In that case, you or your dependent (or the legal representatives, estate or heirs of either you or your dependent), must promptly provide equitable restitution to the plan for any benefits it paid relating to that illness or injury, up to the full amount of the compensation received from the other party (regardless of how that compensation may be characterized and regardless of whether you or your dependent have been made whole).  The plan has first priority over any money received.  You or your dependent must repay to the plan the benefits out of the recovery you or your dependent receive from a third party and/or any insurer including your own insurer.  If the plan has not yet paid benefits relating to that illness or injury, the plan may reduce or deny future benefits on the basis of the compensation received by you or your dependent.

Benefits relating to such illness or injury will not be payable by the plan until you sign and return a statement, provided by the plan, acknowledging your obligation to provide equitable restitution to the plan under this provision.  (That obligation will arise upon the payment of any plan benefits relating to the illness or injury, whether or not you sign such a statement).

You or your dependent must cooperate with the plan and its agents, and must sign and deliver such documents as the plan or its agents reasonably request to protect the plan's right of restitution. You or your dependent must also provide any relevant information, and take such actions as the plan or its agents reasonably request to assist the plan in making a full recovery of the reasonable value of the benefits provided.  You or your dependent must not take any action that prejudices the plan's right of restitution.

In order to secure the rights of the plan under this section, you or your dependent hereby:  (1) grant to the plan a first priority lien against the proceeds of any such settlement, verdict or other amounts received by you or your dependent; and (2) assign to the plan any benefits you or your dependent may have under any automobile policy or other coverage, to the extent of the plan's claim for restitution.

Any funds recovered by you or your dependent by way of settlement, judgment, or other award from a third party or from your/their own insurance due to an accident, illness, injury, or other condition involving a third party as described in this provision shall be held by you or your dependent (or your/their agent or attorney) in a constructive trust for the benefit of the plan until its equitable restitution interest has been satisfied.

The equitable restitution required under this provision will not be reduced to reflect any costs or attorneys' fees incurred in obtaining compensation unless separately agreed to, in writing, by the plan administrator, in the exercise of its sole discretion.

Subrogation
tc "Dental Expenses Not Covered" \l 3
This section applies whenever another party (including your own insurer under an automobile or other policy) is legally responsible or agrees to compensate you or your dependent for your or your dependent's illness or injury and the plan has paid benefits related to that illness or injury.

The plan is subrogated to all of the rights of you or your dependent against any party liable for your or your dependent's illness or injury to the extent of the reasonable value of the benefits provided to you or your dependent under the plan.  The plan may assert this right independently of you or your dependent.

You or your dependent are obligated to cooperate with the plan and its agents in order to protect the plan's subrogation rights.  Cooperation means providing the plan or its agents with any relevant information requested by them, signing and delivering such documents as the plan or its agents reasonably request to secure the plan's subrogation claim, and obtaining the consent of the plan or its agents before releasing any party from liability for payment of medical expenses.

If you or your dependent enter into litigation or settlement negotiations regarding the obligations of other parties, you or your dependent must not prejudice, in any way, the subrogation rights of the plan under this section.

The costs of legal representation of the plan in matters related to subrogation will be borne solely by the plan.  The costs of legal representation of you or your dependent must be borne solely by you or your dependent.

Recovery of Excess Payments

tc "Dental Expenses Not Covered" \l 3
Whenever payments have been made in excess of the amount necessary to satisfy the provisions of this plan, the plan has the equitable right to recover (receive restitution of) these excess payments from any individual (including yourself), insurance company or other organization to whom the excess payments were made or to withhold payment, if necessary, on future benefits until the overpayment is recovered.  Any such excess payments shall be held by the individual (including yourself), insurance company or other organization to whom the excess payments were made in a constructive trust for the benefit of the plan until its equitable restitution interest has been satisfied.

If excess payments were made for services rendered to your dependent(s), the plan has the right to withhold payment on your future benefits until the overpayment is recovered.

Further, whenever payments have been made based on fraudulent information provided by you, the plan will exercise all available legal rights, including its right to withhold payment on future benefits, until the overpayment is recovered.

Right to Receive and Release Necessary Information

The plan may, without the consent of or notice to any person, release to or obtain from any organization or person, information needed to implement plan provisions, including your protected health information, subject to the protections of applicable law, including the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulations.  When you request benefits, you must either furnish or authorize the release of all the information required to implement plan provisions.  Your failure to fully cooperate will result in a denial of the requested benefits and the plan will have no further liability for such benefits.

Alternate Payee Provision

tc "Dental Expenses Not Covered" \l 3
Under normal conditions, benefits are payable to the provider of services or supplies, unless evidence of previous payment is submitted with the claim form.  If conditions exist under which a valid release or assignment cannot be obtained, the plan may make payment to any individual or organization that has assumed the care or principal support for you and is equitably entitled to payment. The plan must make payments to your separated/divorced spouse/same sex partner, state child support agencies or Medicaid agencies if required by a qualified medical child support order (QMCSO) or state Medicaid law.

The plan may also honor benefit assignments made prior to your death in relation to remaining benefits payable by the plan.

Any payment made by the plan in accordance with this provision will fully release the plan of its liability to you.

Reliance on Documents and Information

Information required by the plan administrator may be provided in any form or document that the plan administrator considers acceptable and reliable.  The plan administrator relies on the information provided by you and others when evaluating coverage and benefits under the plan.  All such information, therefore, must be accurate, truthful and complete.  The plan administrator is entitled to conclusively rely upon, and will be protected for any action taken in good faith in relying upon, any information provided to the plan administrator.  In addition, any fraudulent statement, omission or concealment of facts, misrepresentation, or incorrect information may result in the denial of the claim, cancellation or rescission of coverage, or any other legal remedy available to the plan.  Any such action by you will result in prosecution to the fullest extent of the law and any termination of employment as a result will be considered termination for gross misconduct and COBRA continuation will not be available.
No Waiver

The failure of the plan administrator to enforce strictly any term or provision of this plan will not be construed as a waiver of such term or provision.  The plan administrator reserves the right to enforce strictly any term or provision of this plan at any time.

Physician/Patient Relationship

This plan is not intended to disturb the physician/patient relationship.  Physicians and other health care providers are not agents or delegates of the employer, plan administrator or the third party contract administrator.  Nothing contained in this plan will require you or your dependent to commence or continue medical treatment by a particular provider.  Further, nothing in this plan will limit or otherwise restrict a physician’s judgment with respect to the physician’s ultimate responsibility for patient care in the provision of medical services to you or your dependent.

Plan Is Not a Contract of Employment

Nothing contained in this plan will be construed as a contract or condition of employment between the employer and any employee.  All employees are subject to discharge to the same extent as if this plan had never been adopted.

Right to Amend or Terminate Plan

The plan sponsor reserves the right to amend, modify or terminate the plan in any manner, for any reason, after sufficient notice of the changes has been provided to you and your covered dependent.  

CLAIMS AND APPEALS

The following are the claims and appeals procedures and requirements for the North Slope Borough School District Health Plan.  The plan’s representatives will follow administrative processes and safeguards designed to ensure and to verify that benefit claim determinations are made in accordance with governing plan documents and that, where appropriate, the plan provisions have been applied consistently with respect to similarly situated claimants.  In addition to italicized terms defined in the plan document, this document uses the following terms:

· Adverse Benefit Determination:  The term adverse benefit determination means any of the following:  a denial, reduction, or termination of a claim for benefits, or a failure to provide or make payment for such a claim (in whole or in part) including determinations of a claimant’s eligibility, the application of any review under the Delta TeamCare Utilization Management Program, and determinations that an item or service is experimental/investigational or not medically necessary or appropriate.

· Authorized Representative:  To designate an authorized representative a claimant must provide written authorization on a form provided by the plan, and clearly indicate on the form the nature and extent of the authorization.  However, where an urgent care claim is involved, a health care professional with knowledge of the medical condition will be permitted to act as a claimant’s authorized representative without a prior written authorization.

· Benefit Determination:  A benefit determination is the plan’s decision regarding the acceptance or denial of a claim for benefits under the plan.

· Claimant:  A claimant is any plan participant or beneficiary making a claim for benefits.  Claimants may file claims themselves or may act through an authorized representative.    In this document, the words “you” and “your” are used interchangeably with claimant.

· Concurrent Care Decision:  A concurrent care decision is a decision by the plan regarding coverage of an ongoing course of treatment that has been approved in advance by the plan.  

· Notice/Notify/Notification:  The terms notice, notify or notification refer to the delivery or furnishing of information to a claimant as required by federal law. 

· Post-Service Claim:  A post-service claim is any claim for a benefit under the plan related to care or treatment that the participant or beneficiary has already received.  

· Pre-Service Claim:  A pre-service claim is any claim that requires plan approval prior to obtaining medical care for the claimant to receive full benefits under the plan.  For example, a request for pre-certification under the Delta TeamCare Utilization Management Program is a pre-service claim.

· Urgent Care Claim:  An urgent care claim is any claim for medical care or treatment which, if subject to the normal timeframes for plan determination, could seriously jeopardize the claimant’s life, health or ability to regain maximum function or which, in the opinion of a physician with knowledge of the claimant’s medical condition, would subject the claimant to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim.  Whether a claim is an urgent care claim will be determined by an individual acting on behalf of the plan applying the judgment of a prudent layperson who possesses an average knowledge of health and medicine.  However, any claim that a physician with knowledge of the claimant’s medical condition determines is an urgent care claim as described herein shall be treated as an urgent care claim under the plan. Urgent care claims are a subset of pre-service claims.  

Filing Non-Urgent Pre-Service Claims
Procedures for filing pre-service claims are discussed in the Delta TeamCare Utilization Management Program section of this plan.  

Under certain circumstances provided by federal law, if you or your authorized representative fail to follow the plan’s procedures for filing a pre-service claim, the plan will provide notice of the failure and the proper procedures to be followed.  This notification will be provided as soon as reasonably possible, but not later than 5 days after receipt of the claim.  You will then have up to 45 days from receipt of the notice to follow the proper procedures.

Filing Urgent Care Claims

In order to file an urgent care claim, you or your authorized representative must call 800-706-0387, and provide the plan: 1) information sufficient to determine whether, or to what extent, benefits are covered under the plan and 2) a description of the medical circumstances that give rise to the need for expedited review.  

If you or your authorized representative fail to provide the plan with the above information, the plan will provide notice as soon as reasonably possible, but not later than 24 hours after receipt of your claim.  You will be afforded a reasonable amount of time under the circumstance, but not less than 48 hours, to provide the specified information.

Filing Post-Service Claims

In order to file a post-service claim, you or your authorized representative must submit a claim within a 12-month period from the date of the expense that includes the following information:

•
plan participant's name, Social Security number and address;

•
patient's name, Social Security number and address if different from the participant's;

•
provider's name, tax identification number, address, degree and signature;

•
date(s) of service;

•
diagnosis;

•
procedure codes (describes the treatment or services rendered);

•
assignment of benefits, signed (if payment is to be made to the provider);

•
release of information statement, signed;

•
coordination of benefits (COB) information if another plan is the primary payor; and

•
sufficient medical information to determine whether and to what extent the expense is a covered benefit under the plan.

Send complete information to:

Delta Health Systems

PO Box 702500

West Valley City, UT  84170
Status of Benefit Verifications

Please note that oral or written communications with Delta Health Systems regarding a participant’s or beneficiary’s eligibility or coverage under the plan are not claims for benefits, and the information provided by Delta Health Systems or other plan representative in such communications does not constitute a certification of benefits or a guarantee that any particular claim will be paid.

Benefits are determined by the plan at the time a formal claim for benefits is submitted according to the procedures outlined above.

Notification of Benefit Determinations

The plan will notify you or your authorized representative of its benefit determinations as follows:

· Urgent care claims:
Notice of a benefit determination (whether adverse or not) will be provided as soon as possible, taking into account the medical circumstances, but not later than 72 hours after receipt of the claim.  However, if the plan gives you notice of an incomplete claim, the notice will include a time period of not less than 48 hours for you to respond with the requested specified information.  The plan will then provide you with the notice of benefit determination within 48 hours after the earlier of: receipt of the specified information, or the end of the period of time given you to provide the information.  If the benefit determination is provided orally, it will be followed in writing no later than three days after the oral notice.

If the urgent care claim involves a concurrent care decision, notice of the benefit determination (whether adverse or not) will be provided as soon as possible, but not later than 24 hours after receipt of your claim for extension of treatment or care, as long as the claim is made at least 24 hours before the prescribed period of time expires or the prescribed number of treatments ends.

· Other pre-service claims:
Notice of a benefit determination (whether adverse or not) will be provided in writing within a reasonable period appropriate to the medical circumstances, but not later than 15 days after receipt of the claim.  However, this period may be extended one time by the plan for up to an additional 15 days if the plan both determines that such an extension is necessary due to matters beyond its control and provides you written notice, prior to the end of the original 15-day period, of the circumstances requiring the extension and the date by which the plan expects to render a decision.  If such an extension is necessary due to your failure to submit the information necessary to decide the claim, the notice of extension will specifically describe the required information, and you will be given at least 45 days from your receipt of the notice to provide the specified information.

Notice of an adverse benefit determination regarding a concurrent care decision will be provided sufficiently in advance of any termination or reduction of benefits to allow you to appeal and obtain a determination before the benefit is reduced or terminates.

· Post-service claims:
Notice of adverse benefit determinations will be provided, in writing within a reasonable period of time, but not later than 30 days after receipt of the claim.  However, this period may be extended one time by the plan for up to an additional 15 days if the plan both determines that such an extension is necessary due to matters beyond its control and provides you written notice, prior to the end of the original 30-day period, of the circumstances requiring the extension and the date by which the plan expects to render a decision.  If an extension is necessary due to your failure to submit the information necessary to decide the claim, the notice of extension will specifically describe the required information, and you will be given at least 45 days from your receipt of the notice to provide the specified information.

The applicable time period for the benefit determination begins when your claim is filed in accordance with the reasonable procedures of the plan, even if you haven’t submitted all the information necessary to make a benefit determination.  However, if the time period for the benefit determination is extended due to your failure to submit information necessary to decide a claim, the time period for making the benefit determination will be suspended from the date the notice of extension is sent to you until the earlier of:  1) the date on which you respond to the request for additional information, or 2) the date established by the plan for the furnishing of the requested information (at least 45 days).

If your claim is denied based on your failure to submit information necessary to decide the claim, the plan may, in its sole discretion, renew its consideration of the denied claim if the plan receives the additional information within 180 days after original receipt of the claim.  In such circumstances, you will be notified of the plan’s reconsideration and subsequent benefit determination.

Notification of Adverse Benefit Determination

If your claim is subject to an adverse benefit determination, you will receive a notification that includes:

•
the specific reason(s) for the adverse benefit determination;

•
reference to the specific plan provisions on which the adverse benefit determination was based;

•
a description of any additional information or material needed from you to complete the claim and an explanation of why it is necessary.

•
if an internal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse benefit determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline protocol, or other similar criterion was relied upon in the adverse benefit determination and that a copy of the rule, guideline, protocol, or other criterion will be provided free of charge to you upon request;

•
if the adverse benefit determination was based on a medical necessity, experimental/investigational or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying the terms of the plan to your medical circumstances, or a statement that such an explanation will be provided free of charge upon request;

•
if an urgent care claim was denied, a description of the expedited review process applicable to the claim; and

•
a description of the plan’s review or appeal procedures, including applicable time limits, and a statement of your right to bring suit under ERISA §502(a) with respect to any claim denied after an appeal.

Appeals

General Procedures

You or your authorized representative may appeal any adverse benefit determination to the plan administrator.  The plan administrator is the sole fiduciary of the plan, and exercises all discretionary authority and control over the administration of the plan and has sole discretionary authority to determine eligibility for plan benefits and to construe the terms of the plan.

The plan administrator will conduct a full and fair review of all benefit appeals, independently from the individual(s) who made the adverse benefit determination or anyone who reports to such individual(s) and without affording deference to the adverse benefit determination.  You will, upon request and free of charge, be given reasonable access to, and copies of, all documents, records, and other information relevant to your claim for benefits.  You or your authorized representative will also have the opportunity to submit to the plan administrator written comments, documents, records and other information relating to your claim for benefits.  The plan administrator will take into account all this information regardless of whether it was considered in the adverse benefit determination.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinations that treatments, drugs, or other services are experimental/investigational, or not medically necessary or appropriate, the plan administrator will consult with a health care professional who has appropriate training and experience in the field of medicine involved in the medical judgment, and who was neither consulted in connection with the adverse benefit determination nor is a subordinate of any such individual.

Upon request, you will be provided the identification of the medical or vocational expert(s) whose advice was obtained on behalf of the plan in connection with the adverse benefit determination, whether or not the advice was relied upon to make the adverse benefit determination.

Form and Timing

All requests for a review of a denied pre-service claim (other than urgent care claim) must be in writing and should include a copy of the adverse benefit determination, if applicable, and any other pertinent information that you wish the plan administrator to review in conjunction with your appeal.  Send all information to:

North Slope Borough School District

P.O. Box 169

Barrow, AK  99723

Delta Health Systems
Attention: Appeals Coordinator 

6575 South Redwood Road, Suite 300

Taylorsville, UT 84123
You or your authorized representative may appeal an adverse benefit determination of an urgent care claim on an expedited basis, either orally or in writing.  You may appeal orally by calling the plan administrator’s health care management program at 800-706-0387.  All necessary information, including the plan administrator’s benefit determination on review, will be transmitted between the plan administrator and you by telephone, facsimile, or other available similarly expeditious method.

All requests for a review of a denied post-service claim must be in writing and should include a copy of the adverse benefit determination and any other pertinent information that you wish the plan administrator to review in conjunction with your appeal.  Send all information to:

Delta Health Systems

Attention:  Appeals Coordinator

PO Box 702500

West Valley City, UT  84170
You or your authorized representative must file any appeal of an adverse benefit determination within 180 days after receiving notification of the adverse benefit determination.  

Requests for appeal which do not comply with the above requirements will not be considered.

Time Period for Deciding Appeals

Appeals will be decided by the plan administrator as follows:

Urgent care claims:
Appeals of urgent care claims will be decided by the plan administrator as soon as possible, taking into account the medical exigencies, but not later than 72 hours after the plan administrator receives the appeal.  A decision communicated orally will be followed-up in writing.

Other pre-service claims:
Appeals of pre-service claims will be decided by the plan administrator within a reasonable period of time appropriate to the medical circumstances, but not later than 30 days after the plan administrator receives the appeal.  The plan administrator’s decision will be provided to you in writing.

Post-service claims:
Appeals of post-service claims will be decided by the plan administrator within a reasonable period of time, but not later than 30 days after the plan administrator receives the appeal.  The plan administrator’s decision will be provided to you in writing.

Notification of Appeal Denials

If your appeal is denied, the plan administrator’s written notification will include:

•
the specific reason(s) for the adverse benefit determination;

•
reference to the specific plan provisions on which the adverse benefit determination was based;

•
a statement regarding your right, upon request and free of charge, to access and receive copies of documents, records and other information that are relevant to the claim;

•
if an internal rule, guideline, protocol, or other similar criterion was relied upon in denying the appeal, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline protocol, or other similar criterion was relied upon in denying the appeal and that a copy of the rule, guideline, protocol, or other criterion will be provided free of charge to you upon request;

•
if the denied appeal was based on a medical necessity, experimental/investigational or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the denial, applying the terms of the plan to your medical circumstances, or a statement that such an explanation will be provided free of charge upon request; and

•
a statement describing any additional appeal procedures offered by the plan and your right to obtain information about such procedures, and a statement of your right to bring suit under ERISA §502(a).

Notification of the decision on an urgent care claim may be provided orally, but a follow-up written notification will be provided no later than three days after the oral notice.

Second Level Appeal of Post-Service Claims

If your appeal of a post-service claim is denied, you or your authorized representative may request further review by the plan administrator.  This request for a second-level appeal must be made, in writing, within 60 days of the date you are notified of the original appeal decision.  For post-service claims, this second-level review is mandatory, i.e., you are required to undertake this second-level appeal before you may pursue civil action under Section 502(a) of ERISA.

The plan administrator will promptly conduct a full and fair review of your appeal, independently from the individual(s) who considered your first level appeal or anyone who reports to such individual(s) and without affording deference to the initial denial.  You will again have access to all relevant records and other information and the opportunity to submit written comments and other information, as described in more detail under the section entitled “General Procedures” above.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinations that treatments, drugs, or other services are experimental/investigational, or not medically necessary or appropriate, the plan administrator will consult with a health care professional who has appropriate training and experience in the field of medicine involved in the medical judgment, and who was consulted neither in connection with the adverse benefit determination nor the initial appeal denial and who is not a subordinate of any such individuals.

Second-level appeals of post-service claims will be decided by the plan administrator within a reasonable period of time, but not later than 30 days after the plan administrator receives the appeal.  The plan administrator’s decision will be provided to you in writing, and if the decision is a second denial, the notification will include all of the information described in the section entitled “Notification of Appeal Denials” above.

If you remain dissatisfied with the outcome of the second-level review, you may pursue civil action under Section 502(a) of ERISA.

OPTIONAL CONTINUATION OF COVERAGE 

Continuation of Coverage Under Federal Law (COBRA)
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As mandated by federal law (COBRA), the plan offers optional continuation coverage to you and/or your dependents if coverage would otherwise end due to one of the following qualifying events:

· Termination of your employment for any reason except gross misconduct.  Coverage may continue for you and your eligible dependents.

· A reduction in hours worked by you.  Coverage may continue for you and your eligible dependents.

· Your death.  Coverage may continue for your eligible dependents.

· Divorce or legal separation from your spouse/same sex partner.  Coverage may continue for that spouse/same sex partner and your other eligible dependents.  Also, if you reduce or eliminate your spouse/same sex partner’s or eligible dependents’ group health coverage in anticipation of a divorce or legal separation, and a divorce or legal separation later occurs, then the divorce or legal separation may be considered a qualifying event for your spouse/same sex partner or other eligible dependents even though the coverage was reduced or eliminated before the divorce or separation.

· You become entitled to Medicare.  Coverage may continue for eligible dependents.  

· Loss of eligibility of a covered dependent child.  Coverage may continue for that dependent.

· Your employer files a Title 11 bankruptcy petition.  Coverage may continue for retirees and their beneficiaries if the plan covers such retirees and beneficiaries within one year of the date of the bankruptcy petition and if such retiree coverage ends or is substantially reduced within one year before or after the filing for bankruptcy. (Please note that the plan may not cover retirees, in which case employer bankruptcy is not a qualifying event.)

NOTE:
To choose this COBRA coverage, an individual must be a covered person under the plan on the day before the qualifying event.  You can also obtain COBRA coverage for children born to, adopted by or placed for adoption with you during the period of your COBRA coverage if they are timely enrolled under the terms of the plan.  In the case of bankruptcy, an individual must have retired on or before the date coverage was substantially reduced, or be a beneficiary of the retired employee on the day before the bankruptcy.

Notification Requirement

You or other qualifying individual(s) have the responsibility to inform the plan administrator in writing of a divorce, legal separation or a child losing dependent status under the plan within 60 days of the qualifying event or, if later, the date coverage under the plan would end.  Failure to provide this written notification within 60 days will result in the loss of COBRA coverage rights.

Your employer has the responsibility of notifying the plan administrator of your death, termination of employment, reduction in hours, entitlement to Medicare or the employer's bankruptcy within 30 days of the qualifying event.

Electing COBRA Coverage

Subject to the plan administrator being timely informed of the qualifying events described in the above paragraphs, the plan will promptly notify you and other qualifying individual(s) of their COBRA coverage rights.  You and any other qualifying individuals must elect COBRA coverage within 60 days after plan coverage would otherwise end, or, if later, within 60 days after the date of the notice of COBRA coverage rights.  Failure to elect COBRA coverage within this 60-day period will result in loss of COBRA coverage rights.

Notice of Unavailability of COBRA Coverage

If the plan administrator receives notice of a qualifying event and determines that the individual is not entitled to COBRA coverage, the plan administrator will provide to such individual an explanation as to why the individual is not entitled to COBRA coverage.  This notice will be provided within the same time frame that the plan administrator would have provided the notice of right to elect COBRA coverage.

Maximum Period of COBRA Coverage

Except as described below, the maximum period of COBRA coverage for individuals who qualify due to the employee’s termination of employment or reduction in hours worked is 18 months from the date of the qualifying event.

If a qualifying individual is disabled (as determined under the Social Security Act) at the time of your termination or reduction in hours or becomes disabled at any time during the first 60 days of COBRA coverage, COBRA coverage for the qualifying individual and any non-disabled family members who are also entitled to COBRA coverage may be extended to 29 months provided the qualifying individual or family member, if applicable, notifies the plan administrator within the 18-month COBRA coverage period and within 60 days after you receive notification of determination of disability.

The maximum period of COBRA coverage for individuals who qualify due to any other described qualifying event, except bankruptcy, is 36 months from the date of the qualifying event.

Qualifying retirees and widows or widowers of retirees who died before bankruptcy are entitled to lifetime COBRA coverage.  However, if a retiree dies after bankruptcy, the surviving spouse/same sex partner and dependent children may only elect an additional 36 months of COBRA coverage after the death.

If a second qualifying event occurs (for example, your death or divorce) during the 18 or 29 month coverage period resulting from a termination of employment or reduction in hours, the maximum period of coverage will be computed from the date of the first qualifying event, but will be extended to the full 36 months if required by the subsequent qualifying event.

A special rule applies if the qualifying individual is your spouse/same sex partner or dependent child whose qualifying event was the termination or reduction in hours of your employment and you became entitled to Medicare within 18 months before such qualifying event.  In that case, the qualifying individual’s maximum period of COBRA coverage is the longer of 36 months from the date of your Medicare entitlement or their otherwise applicable maximum period of coverage.

Cost of COBRA Coverage

The cost of COBRA coverage is determined by your employer and paid by the qualifying individual.  If the qualifying individual is not disabled, the applicable premium cannot exceed 102% of the plan’s cost of providing coverage.  The cost of coverage during a period of extended COBRA coverage due to a disability cannot exceed 150% of the plan’s cost of coverage.

Premium payments for COBRA coverage for your or your dependent’s “initial premium month(s)” are due by the 45th day after electing COBRA coverage.  The “initial premium month(s)” are any month that ends on or before the 45th day after you or the qualifying individual elects COBRA coverage.  All other premiums are due on the 1st of the month for which coverage is sought, subject to a 30-day grace period.  Premium rates are established by your employer and may change when necessary due to plan modifications.  The cost of COBRA coverage is computed from the date coverage would normally end due to the qualifying event.

Failure to make payment for the initial premium month(s) within 45 days or any subsequent monthly premium payment within 30 days of the established due date will result in the permanent cancellation of COBRA coverage.

When COBRA Coverage Ends

Continuation of coverage ends on the earliest of:

· The date the maximum period of COBRA coverage expires.

· The date the qualifying individual becomes entitled to coverage under Medicare, if the Medicare entitlement date is after the date that the individual elected COBRA coverage.

· The last period for which payment was made when coverage is canceled due to non-payment of the required cost.

· The date the employer no longer offers a group health plan to any of its employees.

· The date the qualifying individual becomes covered under any other group health plan that does not exclude or limit coverage for a pre-existing condition the qualifying individual may have.

· The first day of the month that begins more than 30 days after the qualifying individual who was entitled to a 29-month maximum continuation period is subject to a final determination under the Social Security Act that he or she is no longer disabled.

Notice of Termination Before Maximum Period of COBRA Coverage Expires

If COBRA coverage for a qualifying individual terminates before the expiration of the maximum period of COBRA coverage, the plan administrator will provide notice to the qualifying individual of the reason that the COBRA coverage terminated, and the date of termination.  The notice will be provided as soon as practicable following the plan administrator’s determination regarding termination of the COBRA coverage. 

HIPAA  

The federal Health Insurance Portability and Accountability Act (HIPAA) requires that medical plans grant credit for prior coverage called creditable coverage.  Under HIPAA, your creditable coverage from North Slope Borough School District may reduce the exclusion period, if any, for a pre-existing medical condition under a new health plan.  The law requires that each employee and dependent for whom coverage terminates for any reason be provided with a certificate indicating the length of time an individual was covered under the insurance plan.  North Slope Borough School District will issue you a certificate to provide you with evidence of your North Slope Borough School District medical plan coverage shortly after your coverage termination date.  Check with your new plan administrator to see if you need to provide this certificate.  This certificate may also be required to buy a private insurance policy.  When you receive this certificate, keep it in a safe place until you are ready to use it.

PROVISION OF PROTECTED HEALTH INFORMATION TO THE PLAN SPONSOR

This plan complies with the Health Insurance Portability and Accountability Act of 1996 (the "HIPAA Privacy Rule" and/or “HIPAA Security Rule” as applicable) by establishing the conditions under which the plan sponsor will receive, use and/or disclose protected health information.  All terms in this section that are defined in the HIPAA Privacy Rule or HIPAA Security Rule shall have the same meaning set forth therein.  Provisions related to the HIPAA Security Rule take effect as of the effective date of the HIPAA Security Rule for the plan.

Permitted Disclosures of Protected Health Information to the Plan Sponsor

Subject to the conditions described below under “No Disclosure of Protected Health Information to the Plan Sponsor Without Certification by Plan Sponsor” and “Conditions of Disclosure of Protected Health Information to the Plan Sponsor,” the plan (and any health insurance issuer or business associate acting on behalf of the plan) may disclose individuals’ protected health information to the plan sponsor for the plan sponsor to carry out plan administration functions performed by the plan sponsor.  The plan (and any health insurance issuer or business associate acting on behalf of the plan) may not disclose individuals’ protected health information to the plan sponsor for employment-related actions and decisions or in connection with any other benefit or employee benefit plan of the plan sponsor.

No Disclosure of Protected Health Information to the Plan Sponsor Without Certification by Plan Sponsor

Except as provided below in “Disclosures of Summary Health Information and Enrollment/Disenrollment Information to the Plan Sponsor,” with respect to the plan’s disclosure of summary health information and enrollment/disenrollment information, the plan will not disclose protected health information to the plan sponsor unless the plan sponsor certifies that:

a. the plan has been amended to incorporate the provisions set forth below under “Conditions of Disclosure of Protected Health Information to the Plan Sponsor” (the requirements of 45 CFR Section 164.504(f)(2)(ii)); and

b. the plan sponsor agrees to comply with the provisions set forth below under “Conditions of Disclosure of Protected Health Information to the Plan Sponsor.”

Conditions of Disclosure of Protected Health Information to the Plan Sponsor
The plan sponsor agrees to the following restrictions and conditions of receiving protected health information (other than summary health information or enrollment/disenrollment information as explained in “Disclosures of Summary Health Information and Enrollment/Disenrollment Information to the Plan Sponsor” below).  The plan sponsor shall:

1. Not use or further disclose the protected health information other than as permitted or required herein or as required by law.
2. Ensure that any agent(s), including a subcontractor, to whom it provides protected health information received from the plan agrees to the same restrictions and conditions that apply to the plan sponsor with respect to such protected health information.
3. Not use or disclose protected health information for employment-related actions and decisions or in connection with any other benefit or employee benefit plan of the plan sponsor.
4. Report to the plan any use or disclosure of protected health information that is inconsistent with the uses or disclosures provided for of which the plan sponsor becomes aware.

5. Make available protected health information to comply with an individual’s right to access protected health information in accordance with 45 C.F.R. Section 164.524.

6. Make available protected health information for amendment and incorporate any amendments to protected health information in accordance with 45 C.F.R. Section 164.526.

7. Make available the information required to provide an accounting of disclosures in accordance with 45 C.F.R. §164.528.

8. Make its internal practices, books and records relating to the use and disclosure of protected health information received from the plan available to the Secretary of the Department of Health and Human Services for purposes of determining compliance by the plan with the HIPAA Privacy Rule.

9. If feasible, return or destroy all protected health information received from the plan that the plan sponsor still maintains in any form and retain no copies of such information when no longer needed for the purpose for which disclosure was made, except that, if such return or destruction is not feasible, the plan sponsor will limit further uses and disclosures to those purposes that make the return or destruction of the information infeasible.

10. Ensure that the required adequate separation, described in “Required Separation Between the Plan and the Plan Sponsor” below, is established and maintained.
The plan sponsor further agrees that if it creates, receives, maintains, or transmits any electronic protected health information (other than enrollment/disenrollment information and summary health information, which are not subject to these restrictions) on behalf of the plan, it will implement administrative, physical, and technical safeguards that reasonably and appropriately protect the confidentiality, integrity, and availability of the electronic protected health information, and it will ensure that any agents (including subcontractors) to whom it provides such electronic protected health information agree to implement reasonable and appropriate security measures to protect the information.  Plan sponsor will report to the plan any security incident of which it becomes aware.

Disclosures of Summary Health Information and Enrollment/Disenrollment Information to the Plan Sponsor 
1. The plan (or a health insurance issuer with respect to the plan) may disclose summary health information to the plan sponsor without the need to comply with the conditions and restrictions set forth above under “No Disclosure of Protected Health Information to the Plan Sponsor Without Certification by Plan Sponsor” and “Conditions of Disclosure of Protected Health Information to the Plan Sponsor,” if the plan sponsor requests the summary health information for the purpose of:
a. Obtaining premium bids from health plans (including health insurance issuers) for providing health insurance coverage under the plan; or 

b. Modifying, amending, or terminating the plan. 

2. The plan (or a health insurance issuer with respect to the plan) may disclose information on whether the individual is participating in the group health plan, or is enrolled in or has disenrolled from a health insurance issuer offered by the plan without the need to comply with the conditions and restrictions set forth above under “No Disclosure of Protected Health Information to the Plan Sponsor Without Certification by Plan Sponsor” and “Conditions of Disclosure of Protected Health Information to the Plan Sponsor.” 
Required Separation Between the Plan and the Plan Sponsor

The following classes of employees or other persons under the control of the plan sponsor will have access to protected health information received from the plan (or from a health insurance issuer with respect to the plan): 

a. Director, Human Resources,

b. Chief Operating Officer,

c. Comptroller, and

d. Benefits Analyst.
No other persons shall have access to protected health information.  The listed classes of employees or other persons under the control of the plan sponsor will have access to protected health information solely to perform the plan administration functions that the plan sponsor performs for the plan.  They will be subject to disciplinary action and/or sanctions (including termination of employment or affiliation with the plan sponsor) for any use or disclosure of protected health information in violation of the provisions of this plan. The plan sponsor will ensure that the provisions of this paragraph are supported by reasonable and appropriate security measures to the extent that the classes or employees or other persons have access to electronic protected health information.

DEFINITIONS

The following terms define specific wording used in this plan.  These definitions should not be interpreted to extend coverage unless specifically provided for under previously explained provisions of this plan.

Accident:  An unforeseen and unavoidable event resulting in an injury, which is not due to any fault of the covered person.
Active Course Of Orthodontic Treatment:  The period of time which begins when the first orthodontic appliance is installed and ends when the last active appliance is removed.
Ambulatory Surgical Facility:  A public or private facility, licensed and operated according to the law, which does not provide services or accommodations for a patient to stay overnight.  The facility must have an organized medical staff of physicians; maintain permanent facilities equipped and operated primarily for the purpose of performing surgical procedures; and supply registered professional nursing services whenever a patient is in the facility, and be Medicare approved or accredited as an ambulatory surgical facility by the Joint Commission on Accreditation of Healthcare Organizations. 
Amendment (Amend):  A formal document signed by the representatives of North Slope Borough School District.  The amendment adds, deletes or changes the provisions of the plan and applies to all covered persons, including those persons covered before the amendment becomes effective, unless otherwise specified.
Benefit Year:  The 12-month period beginning January 1 and ending December 31.  All annual deductibles and benefit maximums accumulate during the benefit year.
Birthing Center:  A public or private facility, other than private offices or clinics of physicians, which meets the free-standing birthing center requirements of the State Department of Health in the state where the covered person receives the services.  The birthing center must provide:
· a facility which has been established, equipped and operated for the purpose of providing prenatal care, delivery, immediate postpartum care and care of a child born at the center; 
· supervision of at least one specialist in obstetrics and gynecology; 
· a physician or certified nurse midwife at all births and immediate postpartum period;
· extended staff privileges to physicians who practice obstetrics and gynecology in an area hospital; at least 2 beds or 2 birthing rooms; 
· full-time nursing services directed by an R.N. or certified nurse midwife; 
· arrangements for diagnostic x-ray and lab services; and 
· the capacity to administer local anesthetic or to perform minor surgery.
In addition, the facility must only accept patients with low-risk pregnancies, have a written agreement with a hospital for emergency transfers and maintain medical records on each patient and child.

Complications of Pregnancy:  Conditions (when the pregnancy is not terminated) whose diagnosis are distinct from pregnancy but which are adversely affected by pregnancy or caused by pregnancy such as:  acute nephritis, nephrosis, cardiac decompensation, missed abortion and similar medical and surgical conditions of comparable severity.   Complications of pregnancy also include a non-elective cesarean section, an ectopic pregnancy which is terminated or spontaneous termination of pregnancy which occurs during a period of gestation when a viable birth is not possible; and pernicious vomiting (hyperemesis gravidarum) and toxemia with convulsions (eclampsia of pregnancy).  Complications of pregnancy do not include false labor, occasional spotting, physician prescribe rest during the period of pregnancy, morning sickness and similar conditions which, although associated with the management of a difficult pregnancy, are not medically classified as distinct complications of pregnancy.

Contract Administrator:  Delta Health Systems has been hired as the third party contract administrator by the plan administrator to perform claims processing and other specified administrative services in relation to the plan.  The contract administrator is not an insurer of health benefits under this plan, is not a fiduciary of the plan and does not exercise any of the discretionary authority and responsibility granted to the plan administrator.  The contract administrator is not responsible for plan financing and does not guarantee the availability of benefits under this plan. 

Cosmetic Surgery:  A procedure performed primarily for psychological purposes or to preserve or improve appearance rather than to restore the anatomy and/or functions of the body which are lost or impaired due to an illness or injury.
Custodial Care:  Services and supplies furnished primarily to assist an individual in the activities of daily living.  Activities of daily living include such things as bathing, feeding, administration of oral medicines, or other services that can be provided by persons without the training of a health care provider.
Dental Care Provider:  A dentist, dental hygienist, physician or nurse as those terms are specifically defined in this section.
Dental Hygienist:  A person trained and licensed to perform dental hygiene services, such as prophylaxis (cleaning of teeth), under the direction of a licensed dentist.
Dentist:  A person acting within the scope of his/her license, holding the degree of Doctor of Medicine (M.D.), Doctor of Dental Surgery (D.D.S.), or Doctor of Dental Medicine (D.M.D.), and who is legally entitled to practice dentistry in all its branches under the laws of the state or jurisdiction where the services are rendered.
Diagnostic Charges:  The usual and customary charges for x-ray or laboratory examinations made or ordered by a physician in order to detect a medical condition.
Durable Medical Equipment:  Equipment able to withstand repeated use for the therapeutic treatment of an active illness or injury.  Such equipment will not be covered under the plan if it could be useful to a person in the absence of an illness or injury and could be purchased without a physician's prescription.
Eating Disorders:  An eating disorder is characterized by gross disturbances in eating behavior which include anorexia
nervosa, bulimia nervosa, pica, and rumination disorder of infancy.  Anorexia nervosa and bulimia
nervosa are apparently related disorders, typically beginning in adolescence or early adult life.  Pica 
and rumination disorder of infancy are primarily disorders of young children and are probably
unrelated to anorexia nervosa and bulimia nervosa.

Employee:  A person who is a regular employee of the employer on the employer’s W-2 payroll.  It does not include any person classified by the employer as a leased employee, contract worker, independent contractor, or temporary employee, whether or not any such persons are on the employer’s W-2 payroll or are determined by the IRS or others to be common-law employees of the employer.  Determination of employee status is to be made by the employer, and is made without regard to any classification by any other person or entity, including but not limited to state or federal agencies, courts of law, etc.  “Employee” does not include any person who is not legally able to work in the United States.  Any person enrolled in the plan who misrepresents that status on the INS Form I-9 shall be retroactively removed from coverage under the plan, any claim paid must be repaid to the plan and that person shall be considered terminated from the plan for gross misconduct and shall not be eligible for COBRA coverage.  
Employer:  North Slope Borough School District.
Enrollment Date:  The earlier of the day coverage begins or, if there is a waiting period, the first day of the waiting period.  For late enrollees and special enrollees, the enrollment date is the date coverage begins.
Experimental/Investigational:  A treatment, procedure, device or drug that the plan administrator determines, in the exercise of its discretion:
•
Has not received the approval of the U.S. Food and Drug Administration for marketing the drug or device at the time it is furnished, if such approval is required by law; or

•
Is shown by reliable evidence to be the subject of ongoing phase I, II or III clinical trials or under study to determine its maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with the standard means of treatment or diagnosis; or 

•
Is shown by reliable evidence that the consensus of opinion among experts regarding the treatment, procedure, device or drug is that further studies or clinical trials are necessary to determine its maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with the standard means of treatment or diagnosis.

“Reliable evidence” includes anything determined to be such by the plan administrator, in the exercise of its discretion, and may include published reports and articles in the medical and scientific literature generally considered to be authoritative by the national medical professional community.

A treatment, procedure, device or drug that meets any of the criteria listed above is considered experimental/investigational and is not eligible for coverage under this plan.

General Anesthesia:  An agent introduced into the body which produces a condition of loss of consciousness.
Health Care Provider:  A physician, practitioner, nurse, hospital or specialized treatment facility as those terms are specifically defined in this section.
Home Health Care Agency:  A public or private agency or organization, licensed and operated according to the law, that specializes in providing medical care and treatment in the home.  The agency must have policies established by a professional group; at least one physician and one registered graduate nurse to supervise the services provided; and be Medicare approved or accredited by the Joint Commission on Accreditation of Healthcare Organizations. 
Home Hospice:  A program, licensed and operated according to state law, which is approved by the attending physician to provide palliative, supportive and other related care in the home for a terminally ill covered person with a medical prognosis that life expectancy is 6 months or less.
Hospice Facility:  A public or private organization, licensed and operated according to the law, primarily engaged in providing palliative, supportive and other related care for a covered person diagnosed as terminally ill with a medical prognosis that life expectancy is 6 months or less. The facility must have an interdisciplinary medical team consisting of at least one physician, one registered nurse, one social worker, one volunteer and a volunteer program.  The facility must be Medicare approved or accredited by the Joint Commission on Accreditation of Healthcare Organizations.  A hospice facility is not a facility or part thereof which is primarily a place for rest, custodial care, the aged, drug addicts, alcoholics or a hotel or similar institution.
Hospital:  A public or private facility, licensed and operated according to the law, which provides care and treatment by physicians and nurses at the patient's expense of an illness or injury through medical, surgical and diagnostic facilities on its premises.  The facility must be Medicare approved or accredited by the Joint Commission on Accreditation of Healthcare Organizations.  A hospital does not include a facility or any part thereof which is, other than by coincidence, a place for rest, the aged or convalescent care.
Illness:  Any bodily sickness, disease or mental/nervous disorder.  For purposes of this plan, pregnancy will be considered as any other illness.
Injury:  A condition which results independently of an illness and all other causes and is a result of an externally violent force or accident.
Inpatient:  Treatment in an approved facility during the period when charges are made for room and board.
Intensive Care Unit:  A section, ward or wing within a hospital which is operated exclusively for critically ill patients and provides special supplies, equipment and constant observation and care by registered graduate nurses or other highly trained personnel.  This excludes, however, any hospital facility maintained for the purpose of providing normal post-operative recovery treatment or service.
Lifetime:  The period of time you or your eligible dependents participate in this plan or any other plan sponsored by North Slope Borough School District.
Medicaid:  Title XIX (Grants to states for Medical Assistance Programs) of the United States Social Security Act as amended.
Medical Emergency:  A sudden, serious, unexpected and acute onset of an illness or injury where a delay in treatment would cause irreversible deterioration resulting in a threat to the patient’s life or a body part, or an organ not returning to full, normal function.  Such conditions include, but are not limited to, suspected heart attack or stroke, loss of consciousness, actual or suspected acute poisoning, acute appendicitis, toxicity due to drugs or alcohol, acute renal failure, heat exhaustion, convulsive disorder, severe hemorrhage/allergic reaction, airway obstruction or aspiration, emergency medical care rendered for an accidental injury and other acute conditions.
Medically Necessary (Medical Necessity):  Treatments, procedures, services or supplies that the plan administrator determines, in the exercise of its discretion:
•
are expected to be of clear clinical benefit to the patient; and

•
are appropriate for the care and treatment of the injury or illness in question; and 

•
conform to standards of good medical practice as supported by applicable medical and scientific literature.

A treatment, procedure, service or supply must meet all of the criteria listed above to be considered medically necessary and to be eligible for coverage under this plan.  In addition, the fact that a health care provider has prescribed, ordered or recommended a treatment, procedure, service or supply does not, in itself, mean that it is medically necessary as defined above.

Medicare:  Title XVIII (Health Insurance for the Aged and Disabled) of the United States Social Security Act as amended.
Mental/Nervous Disorder:  For purposes of this plan, a mental/nervous disorder is any diagnosed condition listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM, most recent edition, revised), except as specified in Medical Expenses Not Covered, for which treatment is commonly sought from a psychiatrist or mental health provider.  The DSM is a clinical diagnostic tool developed by the American Psychiatric Association and used by mental health professionals.  Diagnoses described in the DSM will be considered mental/nervous in nature, regardless of etiology.
Mental/Nervous Treatment Facility:  A public or private facility, licensed and operated according to the law, which provides:  a program for diagnosis, evaluation and effective treatment of mental/nervous disorders; and professional nursing services provided by licensed practical nurses who are directed by a full-time R.N.  The facility must also have a physician on staff or on call.  The facility must prepare and maintain a written plan of treatment for each patient.  The plan must be based on medical, psychological and social needs.  The facility must be Medicare approved or accredited by the Joint Commission on Accreditation of Healthcare Organizations.
Morbid Obesity:  A diagnosed condition in which the body mass index (BMI) is greater than 40 as certified by a physician.  BMI is calculated as weight in kilograms divided by height in meters squared.  The excess weight must cause a medical condition such as physical trauma, pulmonary and circulatory insufficiency, diabetes or heart disease.
Nurse:  A person acting within the scope of his/her license and holding the degree of Registered Graduate Nurse (R.N.), Licensed Vocational Nurse (L.V.N.) or Licensed Practical Nurse (L.P.N.).
Oral Surgery:  Necessary procedures for surgery in the oral cavity, including pre- and post-operative care.
Outpatient:  Treatment either outside of a hospital setting or at a hospital when room and board charges are not incurred.
Partial Hospitalization:  A distinct and organized intensive ambulatory treatment service, less than 24-hour daily care specifically designed for the diagnosis and active treatment of a mental/nervous disorder when there is a reasonable expectation for improvement or to maintain the individual's functional level and to prevent relapse or hospitalization.
· Partial hospitalization programs must provide diagnostic services; services of social workers; psychiatric nurses and staff trained to work with psychiatric patients; individual, group and family therapies; activities and occupational therapies; patient education; and chemotherapy and biological treatment interventions for therapeutic purposes.
· The facility providing the partial hospitalization must prepare and maintain a written plan of treatment for each patient.  The plan must be approved and periodically reviewed by a physician.

Physically or Mentally Handicapped:  The inability of a person to engage in substantial gainful activity because of a mental or physical condition as certified by a physician and which has lasted or is expected to last at least 12 months or result in death.
Physician:  A person acting within the scope of his/her license and holding the degree of Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.) and who is legally entitled to practice medicine in all its branches under the laws of the state or jurisdiction where the services are rendered.
Plan Administrator:  North Slope Borough School District.
Plan Sponsor:  North Slope Borough School District.  
Plan Year:  The 12-month fiscal period for North Slope Borough School District beginning July 1 and ending June 30.
Practitioner:  A physician or person acting within the scope of applicable state licensure/certification requirements and holding the degree of: 
· Doctor of Dental Surgery (D.D.S.), 
· Doctor of Dental Medicine (D.M.D.), 
· Doctor of Podiatry Medicine (D.P.M.), 
· Doctor of Chiropractic (D.C.), 
· Doctor of Optometry (O.D.), 
· Optician, 
· Certified Nurse Midwife (C.N.M.), 
· Certified Registered Nurse Anesthetist (C.R.N.A.), 
· Registered Physical Therapist (R.P.T.), 
· Psychologist (Ph.D., Ed.D., Psy.D.), 
· Licensed Clinical Social Worker (L.C.S.W.), 
· Master of Social Work (M.S.W.), 
· Marriage, Family, Child Counselor (M.F.C.C.), 
· Speech Therapist, 
· Occupational Therapist, 
· Acupuncturist, 
· Physician's Assistant, 
· Registered Respiratory Therapist, 
· Nutritionist, 
· Chemical Abuse Dependency Counselor (C.A.D.C.), 
· Alcohol and Chemical Dependency Counselor (A.C.D.C.), 
· Nurse Practitioner or 
· Licensed Clinical Practitioner (L.C.P.).
Pre-Treatment Review:  A proposed course of treatment estimated to be over $200 which is submitted by your dentist for review prior to the actual performance of services.  Evaluation of the course of treatment is subject to alternate procedure and does not guarantee payment of benefits when the actual services are performed.
Protected Health Information:  Information that is created or received by the plan and relates to the past, present, or future physical or mental health or condition of an individual; the provision of health care to an individual; or the past, present, or future payment for the provision of health care to an individual; and that identifies the individual or for which there is a reasonable basis to believe the information can be used to identify the individual.
Psychiatric Day Treatment Facility:  A public or private facility, licensed and operated according to the law, which provides:  treatment for all its patients for not more than 8 hours in any 24-hour period; a structured psychiatric program based on an individualized treatment plan that includes specific attainable goals and objectives appropriate for the patient; and supervision by a physician certified in psychiatry by the American Board of Psychiatry and Neurology.  The facility must be accredited by the Program for Psychiatric Facilities or the Joint Commission on Accreditation of Hospitals, or be Medicare approved.
Reconstructive Surgery:  A procedure performed to restore the anatomy and/or functions of the body which are lost or impaired due to an injury or illness.
Rehabilitation Facility:  A legally operating institution or distinct part of an institution which has a transfer agreement with one or more hospitals, and which is primarily engaged in providing comprehensive multi-disciplinary physical restorative services, post-acute hospital and rehabilitative inpatient care and is duly licensed by the appropriate government agency to provide such services.
· It does not include institutions which provide only minimal care, custodial care, ambulatory or part-time care services, or an institution which primarily provides treatment of mental/nervous disorders, substance abuse or tuberculosis, except if such facility is licensed, certified or approved as a rehabilitation facility for the treatment of mental/nervous conditions or substance abuse in the jurisdiction where it is located, Medicare approved, or is accredited as such a facility by the Joint Commission for the Accreditation of Health Care Organizations or the Commission for the Accreditation of Rehabilitation Facilities.

Residential Treatment Facility:  A child-care institution that provides residential care and treatment for emotionally disturbed children and adolescents.  The facility must be Medicare approved or accredited as a residential treatment facility by the Council on Accreditation, the Joint Commission on Accreditation of Hospitals or the American Association of Psychiatric Services for Children.

Same Sex Partner shall mean a person of the same sex meeting the following criteria:

· share an intimate, exclusive committed personal relationship of mutual caring; 

· are not related by blood closer than permitted under marriage laws of applicable state law; 

· are not married; 

· are not acting under fraud or duress, and who are both at least 18 years old and competent to enter into a contract;

· have no other same sex partner nor had a different same sex partner in the last 12 consecutive months; 

· shared the same principle residence for the last 12 consecutive months; 

· are jointly responsible for each other’s basic living expenses and agree that anyone who is owed for these expenses can collect from either person; and 

· each declares in writing as evidenced by the Affidavit of Domestic Partnership, under penalty of perjury, that she or he is the other’s same sex partner. 

All references to spouse will also be applicable to a same sex partner, unless otherwise indicated.

Second Surgical Opinion:  Examination by a physician who is certified by the American Board of Medical Specialists in a field related to the proposed surgery to evaluate the medical advisability of undergoing a surgical procedure.
Skilled Nursing Facility:  A public or private facility, licensed and operated according to the law, which provides: permanent and full-time facilities for 10 or more resident patients; a registered nurse or physician on full-time duty in charge of patient care; at least one registered nurse or licensed practical nurse on duty at all times; a daily medical record for each patient; transfer arrangements with a hospital; and a utilization review plan.
· The facility must be primarily engaged in providing continuous skilled nursing care for persons during the convalescent stage of their illness or injury, and is not, other than by coincidence, a rest home for custodial care or for the aged.  The facility must be Medicare approved or accredited by the Joint Commission on Accreditation of Healthcare Organizations.

Specialized Treatment Facility:  A specialized treatment facility, as the term relates to this plan, includes birthing centers, ambulatory surgical facilities, hospice facilities, skilled nursing facilities, mental/nervous treatment facilities, psychiatric day treatment facilities, substance abuse treatment facilities, chemical dependency/substance abuse day treatment facilities, rehabilitation facilities, and residential treatment facilities, as those terms are specifically listed in Covered Medical Expenses.
Substance Abuse Treatment Facility:  A public or private facility, licensed and operated according to the law, which provides:  a program for diagnosis, evaluation and effective treatment of substance abuse; detoxification services; and professional nursing services provided by licensed practical nurses who are directed by a full-time R.N.  The facility must have a physician on staff or on call.
· The facility must also prepare and maintain a written plan of treatment for each patient based on medical, psychological and social needs.  The facility must also be Medicare approved or accredited by the Joint Commission on Accreditation of Healthcare Organizations.

Surgery:  Any operative or diagnostic procedure performed in the treatment of an injury or illness by instrument or cutting procedure through any natural body opening or incision.
Third Surgical Opinion:  Examination by a physician who is certified by the American Board of Medical Specialists in a field related to the proposed surgery to evaluate the medical advisability of undergoing a surgical procedure.
Total Disability (Totally Disabled):  The inability to perform material and substantial all the duties of your occupation with North Slope Borough School District or any other type of work for wage or profit as the result of a non-occupational illness or injury.  A dependent will be considered totally disabled if, because of a non-occupational injury or illness, he or she is prevented from engaging in all the normal activities of a person of like age who is in good health.
Usual and Customary Charge:  The charge most frequently made to the majority of patients for the same service or procedure.  The charge must be within the range of the charges most frequently made in the same or similar medical service area for the service or procedure as billed by other physicians, practitioners, or dentists.
Year:  See benefit year.
RIGHTS OF PLAN PARTICIPANTS

As a participant in the plan, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA).  ERISA provides that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the plan administrator's office and at other specified locations (such as work sites and union halls) 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 Administration.

Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 Series) and updated summary plan description.  The plan administrator may make a reasonable charge for the copies.  Receive a summary of the plan's annual financial report.  The plan administrator is required by law to furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse/same sex partner or dependents if there is a loss of coverage under the plan as the 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 rights.

Reduction or elimination of exclusionary periods of coverage for pre-existing conditions under your group health plan, if you have creditable coverage from another plan.  You should be provided a certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage under the plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage.  Without evidence of creditable coverage, you may be subject to a pre-existing condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.

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 above rights. For instance, if you request a copy of plan documents or the latest annual report from the plan administrator and do not receive them within 30 days, you may file suit in a Federal court.  In such a case, the court may require the plan administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the plan administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court.  In addition, if you disagree with the plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in Federal court.  If it should happen that plan fiduciaries misuse the plan's money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal fees.

If you are successful, the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay these costs and fees, for example, if the court finds your claim is frivolous. 

Assistance with Your Questions

If you have any questions about your plan, you should contact the plan administrator.  If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the plan administrator, you should contact the nearest office of the Employee Benefits Security Administration (formerly Pension and Welfare Benefits Administration), U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

GENERAL INFORMATION

	Name of Plan


	North Slope Borough School District Employee Benefit Plan



	Type of Plan


	A welfare benefit plan, providing medical, dental, vision and prescription drug benefits.



	Name and Address of the Plan Sponsor
The plan sponsor has the right to amend, modify or terminate the plan in any manner, for any reason, regardless of the health status of any plan participant or beneficiary, after sufficient notice of the changes has been provided to you and your covered dependent.


	North Slope Borough School District

P.O. Box 169

Barrow, AK  99723



	Name and Address of the Plan Administrator
The plan administrator, North Slope Borough School District, is the sole fiduciary of the plan, and exercises all discretionary authority and control over the administration of the plan and the management and disposition of plan assets.  The plan administrator shall have the sole discretionary authority to determine eligibility for plan benefits or to construe the terms of the plan, and benefits under the plan will be paid only if the plan administrator decides, in its discretion, that the participant or beneficiary is entitled to such benefits.

The plan administrator may hire someone to perform claims processing and other specified services in relation to the plan.  Any such contractor will not be a fiduciary of the plan and will not exercise any of the discretionary authority and responsibility granted to the plan administrator, as described above.


	North Slope Borough School District

P.O. Box 169

Barrow, AK  99723


	Name and Address of the Designated Agent for Service of Legal Process

In addition, service of process may be made upon the plan administrator or a plan trustee.


	North Slope Borough School District

P.O. Box 169

Barrow, AK  99723



	Name and Address of the Third Party Contract Administrator

	Delta Health Systems

PO Box 702500

West Valley City, UT  84170
800-706-0387



	Internal Revenue Service


	The corporate tax identification number assigned by the
 Internal Revenue Service is 
92-0057754.




	Plan Identification Number


	The plan number is 501.



	Plan Year

	The reinsurance plan year is the
12-month fiscal period for North Slope Borough School District beginning July 1 and 
ending June 30.



	Method of Funding Benefits


	Health benefits are self-funded from accumulated assets and are provided directly from the plan sponsor. The plan sponsor may purchase excess risk insurance coverage which is intended to reimburse the plan sponsor for certain losses incurred and paid under the plan by the plan sponsor.  Such excess risk coverage, if any, is not part of the plan.

The total level of funding will be determined by the aggregate stoploss policy, taking into consideration the number of employees covered each month.  Contribution rates will also be determined in this manner.

Payments out of the plan to health care providers on behalf of the covered person will be based on the provisions of the plan.




SIGNATURE PAGE

The effective date of the North Slope Borough School District Employee Benefit Plan is July 1, 2011.
It is agreed by North Slope Borough School District that the provisions of this document are correct and will be the basis for the administration of the North Slope Borough School District Employee Benefit Plan.

Dated this _______________________ day of_______________,_________

BY

_________________________________________________

TITLE

_________________________________________________
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