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Alaska Public Broadcasting Health Trust, 135 Cordova Street, Anchorage, AK, 99501 

Kim Pigg, Plan Administrator, (907) 277-6300 

Effective Date: May 31, 2017  

 

Employee & Eligible Beneficiaries, 

 

As an employee of a participating employer in the Alaska Public Broadcasting Health Trust and 

participant in our employee benefit programs, you and your beneficiaries may have various rights and 

privileges related to these programs. Laws governing health care require us to provide you with these 

notifications. Listed below are important notices to retain for your records. In the past, many of these 

notices were sent individually and are now grouped together to more clearly communicate your rights, 

and to simplify distribution. If you have any questions please contact Kim Pigg, Benefit Administrator, 

Alaska Public Broadcasting Health Trust at: (907) 277-6300 

 

For individuals who elect to waive coverage, some of these notices will not apply to you. See the 

plan administrator for further details. 

 

IMPORTANT INFORMATION 

 

NOTIFICATIONS 

 

HIPAA 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires that we notify you 

about important provisions in the plan. You have the right to enroll in the plan under its "special 

enrollment provision" if you marry, acquire a new dependent, or if you decline coverage under the 

plan for an eligible dependent while other coverage is in effect and later the dependent loses that other 

coverage for certain qualifying reasons. Special enrollment must take place within 30 days of the 

qualifying event. If you are declined enrollment for yourself or your dependents (including your 

spouse) while coverage under Medicaid or a state Children's Health Insurance Program (CHIP) is in 

effect, you may be able to enroll yourself and your dependents in this program if you or your 

dependents lose eligibility for that other coverage. However, you must request enrollment within 60 

days after you or your dependents' Medicaid or CHIP coverage ends. If you or your dependents 

(including your spouse) become eligible for a state premium assistance subsidy from Medicaid or a 

CHIP program with respect to coverage under this plan, you may be able to enroll yourself and your 

dependents (including your spouse) in this plan. However, you must request enrollment within 60 days 

after you or your dependents become eligible for the premium assistance. To request special 

enrollment or obtain more information, contact the plan administrator indicated in this notice. 
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HIPAA Notice of Privacy Practices 

The Health Insurance Portability and Accountability Act of 1996 ("HIPAA") requires that we maintain 

the privacy of protected health information, give notice of our legal duties and privacy practices 

regarding health information about you and follow the terms of our notice currently in effect. 

 

You may request a copy of the current Privacy Practices from the Plan Administrator explaining how 

medical information about you may be used and disclosed, and how you can get access to this 

information. As Required by Law. We will disclose Health Information when required to do so by 

international, federal, state or local law. 

 

You have the right to inspect and copy, right to an electronic copy of electronic medical records, right 

to get notice of a breach, right to amend, right to an accounting of disclosures, right to request 

restrictions, right to request confidential communications, right to a paper copy of this notice and the 

right to file a complaint if you believe your privacy rights have been violated. 

Premium Assistance Under Medicaid and the 

Children’s Health Insurance Program (CHIP)  

 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from 

your employer, your state may have a premium assistance program that can help pay for coverage, 

using funds from their Medicaid or CHIP programs.  If you or your children aren’t eligible for 

Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you may be able 

to buy individual insurance coverage through the Health Insurance Marketplace.  For more 

information, visit www.healthcare.gov.   

  

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed 

below, contact your State Medicaid or CHIP office to find out if premium assistance is available.   

 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any 

of your dependents might be eligible for either of these programs, contact your State Medicaid or 

CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you 

qualify, ask your state if it has a program that might help you pay the premiums for an employer-

sponsored plan.   

 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as 

eligible under your employer plan, your employer must allow you to enroll in your employer plan if 

you aren’t already enrolled.  This is called a “special enrollment” opportunity, and you must request 

coverage within 60 days of being determined eligible for premium assistance.  If you have 

questions about enrolling in your employer plan, contact the Department of Labor at 

www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

 

 

If you live in one of the following states, you may be eligible for assistance paying your employer 

health plan premiums.  The following list of states is current as of January 31, 2017.  Contact 

your State for more information on eligibility – 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
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ALABAMA – Medicaid FLORIDA – Medicaid 

Website: http://myalhipp.com/ 

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

Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid  

The AK Health Insurance Premium Payment Program 

Website:  http://myakhipp.com/  

Phone:  1-866-251-4861 

Email:  CustomerService@MyAKHIPP.com  

Medicaid Eligibility:  

http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

Website: http://dch.georgia.gov/medicaid 

- Click on Health Insurance Premium Payment (HIPP) 

Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid  

Website: http://myarhipp.com/ 

Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 

Website: http://www.in.gov/fssa/hip/ 

Phone: 1-877-438-4479 

All other Medicaid 

Website: http://www.indianamedicaid.com 

Phone 1-800-403-0864 

 

 

 

COLORADO – Health First Colorado 

(Colorado’s Medicaid Program) &  

Child Health Plan Plus (CHP+) 

IOWA – Medicaid 

Health First Colorado Website: 

https://www.healthfirstcolorado.com/  

Health First Colorado Member Contact Center:  

1-800-221-3943/ State Relay 711 

CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 

CHP+ Customer Service: 1-800-359-1991/  

State Relay 711 

Website:  

http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp 

Phone: 1-888-346-9562 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 

Phone: 1-785-296-3512 

Website: 

http://www.dhhs.nh.gov/oii/documents/hippapp.pdf 

Phone: 603-271-5218 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 

Website: http://chfs.ky.gov/dms/default.htm 

Phone: 1-800-635-2570 

Medicaid Website:  

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

dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 

CHIP Website: http://www.njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 

LOUISIANA – Medicaid NEW YORK – Medicaid 

Website: 

http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 

Phone: 1-888-695-2447 

Website: https://www.health.ny.gov/health_care/medicaid/ 

Phone: 1-800-541-2831 

http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
http://www.kdheks.gov/hcf/
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
http://chfs.ky.gov/dms/default.htm
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
https://www.health.ny.gov/health_care/medicaid/
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MAINE – Medicaid NORTH CAROLINA – Medicaid 

Website: http://www.maine.gov/dhhs/ofi/public-

assistance/index.html 

Phone: 1-800-442-6003 

TTY: Maine relay 711 

Website:  https://dma.ncdhhs.gov/  

Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 

Website: 

http://www.mass.gov/eohhs/gov/departments/masshealth/ 

Phone: 1-800-462-1120 

Website: 

http://www.nd.gov/dhs/services/medicalserv/medicaid/ 

Phone: 1-844-854-4825 

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 

Website: http://mn.gov/dhs/people-we-serve/seniors/health-

care/health-care-programs/programs-and-services/medical-

assistance.jsp 

Phone: 1-800-657-3739 

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid 

Website: 

http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone: 573-751-2005 

Website: http://healthcare.oregon.gov/Pages/index.aspx 

http://www.oregonhealthcare.gov/index-es.html 

Phone: 1-800-699-9075 

MONTANA – Medicaid PENNSYLVANIA – Medicaid 

Website: 

http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone: 1-800-694-3084 

Website:http://www.dhs.pa.gov/provider/medicalassistanc

e/healthinsurancepremiumpaymenthippprogram/index.htm 

Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 

Website:  

http://dhhs.ne.gov/Children_Family_Services/AccessNebras

ka/Pages/accessnebraska_index.aspx  

Phone: 1-855-632-7633 

Website: http://www.eohhs.ri.gov/ 

Phone: 401-462-5300 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

Medicaid Website:  https://dwss.nv.gov/ 

Medicaid Phone:  1-800-992-0900 

Website: https://www.scdhhs.gov 

Phone: 1-888-549-0820 

SOUTH DAKOTA – Medicaid WASHINGTON – Medicaid 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 
Website: http://www.hca.wa.gov/free-or-low-cost-health-

care/program-administration/premium-payment-program 

Phone:  1-800-562-3022 ext.  15473 

  

http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
https://dma.ncdhhs.gov/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://www.insureoklahoma.org/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska/Pages/accessnebraska_index.aspx
http://dhhs.ne.gov/Children_Family_Services/AccessNebraska/Pages/accessnebraska_index.aspx
http://www.eohhs.ri.gov/
https://dwss.nv.gov/
https://www.scdhhs.gov/
http://dss.sd.gov/
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program


5 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 
Website:  

http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pa

ges/default.aspx 

Phone:  1-877-598-5820, HMS Third Party Liability 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/ 

CHIP Website: http://health.utah.gov/chip 

Phone: 1-877-543-7669 

Website:  

https://www.dhs.wisconsin.gov/publications/p1/p10095.pd

f 

Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid 

Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 
Website: https://wyequalitycare.acs-inc.com/ 

Phone: 307-777-7531 

VIRGINIA – Medicaid and CHIP  

Medicaid Website: 

http://www.coverva.org/programs_premium_assistance.cfm 

Medicaid Phone:  1-800-432-5924 

CHIP Website: 

http://www.coverva.org/programs_premium_assistance.cfm 

CHIP Phone: 1-855-242-8282 

 

 

To see if any other states have added a premium assistance program since January 31, 2017, or for 

more information on special enrollment rights, contact either: 

  

U.S.  Department of Labor    U.S.  Department of Health and Human Services

  

Employee Benefits Security Administration Centers for Medicare & Medicaid Services 

www.dol.gov/agencies/ebsa    www.cms.hhs.gov                                            

1-866-444-EBSA (3272)   1-877-267-2323, Menu Option 4, Ext.  61565  

 

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

 

WHCRA 

The Women's Health and Cancer Rights Act (WHCRA) of 1998, provides benefits for mastectomy-

related services including reconstruction and surgery to achieve symmetry between the breasts, 

prostheses, and complications resulting from a mastectomy (including lymphedema). Call your health 

insurance issuer for more information. 

 

This notice informs you of the Federal regulation that requires all health plans that cover mastectomies 

to also cover reconstruction of the removed breast. If you have had or are going to have 

a mastectomy, you may be entitled to certain benefits. For individuals receiving mastectomy-related 

http://gethipptexas.com/
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/default.aspx
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Pages/default.aspx
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://www.greenmountaincare.org/
https://wyequalitycare.acs-inc.com/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
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benefits, coverage will be provided in a manner determined in consultation with the attending 

physician and the patient, for: 

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

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

 Prostheses; and 

 Treatment of physical complications of the mastectomy, including lymphedemas.  

 

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the 

Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-

related benefits, coverage will be provided in a manner determined in consultation with the attending 

physician and the patient, for: All stages of reconstruction of the breast on which the mastectomy was 

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

Prostheses; and Treatment of physical complications of the mastectomy, including lymphedema. 

These benefits will be provided subject to the same deductibles and coinsurance applicable to other 

medical and surgical benefits provided under this plan. If you would like more information on 

WHCRA benefits, call your plan administrator at the number listed above. 

NMHPA  

Newborns' and Mothers' Health Protection Act requires that group health plans and health insurance 

issuers who offer childbirth coverage generally may not, under federal law, restrict benefits for any 

hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 

hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, 

federal law generally does not prohibit the mother's or newborn's attending provider, after consulting 

with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as 

applicable). In any case, plans and issuers may not, under federal law, require that a provider obtain 

authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 

96 hours). Refer to your plan document for specific information about childbirth coverage or contact 

your plan administrator. 

 

For additional information about NMHPA provisions and how Self-funded non Federal governmental 

plans may opt-out of the NMHPA requirements, visit http://www.cms.gov/CCIIO/Programs-and-

Initiatives/Other-Insurance-Protections/nmhpa_factsheet.html. 

 

USERRA 

The Uniformed Services Employment and Reemployment Rights Act (USERRA), protects the job 

rights of individuals who voluntarily or involuntarily leave employment positions to undertake 

military service or certain types of service in the National Disaster Medical System. USERRA also 

prohibits employers from discriminating against past and present members of the uniformed services, 

and applicants to the uniformed services. 

 

SPECIAL ENROLLMENT NOTICE 

If you are declining enrollment for yourself or your dependents (including your spouse) because of 

other health insurance or group health plan coverage, you may be able to enroll yourself and your 

dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the 

employer stops contributing toward your or your dependents’ other coverage). However, you must 

http://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/nmhpa_factsheet.html
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/nmhpa_factsheet.html
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request enrollment within 30 days or any longer period that applies under the plan, after you or your 

dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). 

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for 

adoption, you may be able to enroll yourself and your dependents. However, you must request 

enrollment within 30 days or any longer period that applies under the plan, after the marriage, birth, 

adoption, or placement for adoption. To request special enrollment or obtain more information, contact 

the plan administrator mentioned above. 

Reemployment Rights 

You have the right to be reemployed in your civilian job if you leave that job to perform service in the 

uniformed service and: 

 You ensure that your employer receives advance written or verbal notice of your service; 

 You have five years or less of cumulative service in the uniformed services while with that 

particular employer; 

 You return to work or apply for reemployment in a timely manner after conclusion of service; and 

 You have not been separated from service with a disqualifying discharge or under other than 

honorable conditions. 

If you are eligible to be reemployed, you must be restored to the job and benefits you would have 

attained if you had not been absent due to military service or, in some cases, a comparable job. 

 

Right to Be Free From Discrimination and Retaliation 

If you are a past or present member of the uniformed service; have applied for membership in the 

uniformed service; or are obligated to serve in the uniformed service; then an employer may not deny 

you: initial employment; reemployment; retention in employment; promotion; or any benefit of 

employment because of this status. In addition, an employer may not retaliate against anyone assisting 

in the enforcement of USERRA rights, including testifying or making a statement in connection with a 

proceeding under USERRA, even if that person has no service connection. 

 

Health Insurance Protection 

If you leave your job to perform military service, you have the right to elect to continue your existing 

employer-based health plan coverage for you and your dependents for up to 24 months while in the 

military. Even if you don't elect to continue coverage during your military service, you have the right 

to be reinstated in your employer's health plan when you are reemployed, generally without any 

waiting periods or exclusions (e.g., pre-existing condition exclusions) except for service-connected 

illnesses or injuries. 

 

Enforcement 

The U.S. Department of Labor, Veterans Employment and Training Service (VETS) is authorized to 

investigate and resolve complaints of USERRA violations. For assistance in filing a complaint, or for 

any other information on USERRA, contact VETS at 1-866-4-USA-DOL or visit its website at 

http://www.dol.gov/vets. An interactive online USERRA Advisor can be viewed at 

http://www.dol.gov/elaws/userra.htm. If you file a complaint with VETS and VETS is unable to 

resolve it, you may request that your case be referred to the Department of Justice or the Office of 

Special Counsel, as applicable, for representation. You may also bypass the VETS process and bring a 

civil action against an employer for violations of USERRA. 

http://www.dol.gov/elaws/userra.htm
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GINA 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other 

entities covered by GINA Title II from requesting or requiring genetic information of an individual or 

family member of the individual, except as specifically allowed by this law. To comply with this law, 

we are asking that you not provide any genetic information when responding to any requests for 

medical information, if applicable. ‘Genetic information,’ as defined by GINA, includes an 

individual’s family medical history, the results of an individual’s or family member’s genetic tests, the 

fact that an individual or an individual’s family member sought or received genetic services, and 

genetic information of a fetus carried by an individual or an individual’s family member or an embryo 

lawfully held by an individual or family member receiving assistive reproductive services. 

 

Discrimination is Against the Law 

The Company complies with applicable Federal civil rights laws and does not discriminate on the 

basis of race, color, national origin, age, disability, or sex. The Company does not exclude people or 

treat them differently because of race, color, national origin, age, disability, or sex. 

The Company: 

 

• Provides free aids and services to people with disabilities to communicate effectively 

with us, such as: 

 

○ Qualified sign language interpreters 

○ Written information in other formats (large print, audio, accessible electronic 

formats, other formats) 

 

• Provides free language services to people whose primary language is not English, such as: 

 

○ Qualified interpreters 

○ Information written in other languages 

 

If you need these services, contact the plan administrator. 

 

If your Company has fifteen (15) or more employees and you believe that The Company has failed 

to provide these services or discriminated in another way on the basis of race, color, national origin, 

age, disability, or sex, refer to the Plan Administrator for Grievance Procedures or if you need help 

filing a grievance can be filed in person, by mail, fax, or email.  

 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 

Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available 

at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

 

U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Room 509F, HHH Building 

Washington, D.C. 20201 

1-800-368-1019, 800-537-7697 (TDD) 

 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

http://www.hhs.gov/ocr/office/file/index.html.
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QMCSO (Qualified Medical Child Support Order) 

QMCSO is a medical child support order issued under state law that creates or recognizes the 

existence of an “alternate recipient’s” right to receive benefits for which a participant or beneficiary is 

eligible under a group health plan. An “alternate recipient” is any child of a participant (including a 

child adopted by or placed for adoption with a participant in a group health plan) who is recognized 

under a medical child support order as having a right to enrollment under a group health plan with 

respect to such participant is an alternate recipient. Upon receipt, the administrator of a group health 

plan is required to determine, within a reasonable period of time, whether a medical child support 

order is qualified, and to administer benefits in accordance with the applicable terms of each order that 

is qualified. In the event you are served with a notice to provide medical coverage for a dependent 

child as the result of a legal determination, you may obtain information from your employer; know the 

rules for seeking to enact such coverage. These rules are provided at no cost to you and may be 

requested from your employer at any time. 

 

RESCISSIONS 

The Affordable Care Act prohibits the rescission of health plan coverage except for fraud or 

intentional misrepresentation of a material fact. A rescission of a person’s health plan coverage means 

that we would treat that person as never having had the coverage. The prohibition on rescissions 

applies to group health plans, including grandfathered plans, effective for plan years beginning on or 

after September 23, 2010. 

 

Regulations provide that a rescission includes any retroactive terminations or retroactive cancellations 

of coverage except to the extent that the termination or cancellation is due to the failure to timely pay 

premiums. Rescissions are prohibited except in the case of fraud or intentional misrepresentation of a 

material fact. For example, if an employee is enrolled in the plan and makes the required contributions, 

then the employee’s coverage may not be rescinded if it is later discovered that the employee was 

mistakenly enrolled and was not eligible to participate. If a mistake was made, and there was no fraud 

or intentional misrepresentation of a material fact, then the employee’s coverage may be cancelled 

prospectively but not retroactively. 

 

Should a member’s coverage be rescinded, then the member must be provided 30 days advance 

written notice of the rescission. The notice must also include the member’s appeal rights as required 

by law and as provided in the member’s plan benefit documents. Please be aware that if you rescind a 

member’s coverage, you must provide the proper notice to the member. 

 

PREVENTIVE CARE 

Health plans will provide in-network, first-dollar coverage, without cost-sharing, for preventative 

services and immunizations as determined under health care reform regulations. These include, but are 

not limited to, cancer screenings, well-baby visits and influenza vaccines. For a complete list of 

covered services, please visit: https://www.healthcare.gov/coverage/preventive-care-benefits/  

 

WOMEN'S PREVENTIVE HEALTH SERVICES 

All of the following women’s health services will be considered preventive (some were already 

covered). These services generally will be covered at no cost share, when provided in-network: 

https://www.healthcare.gov/coverage/preventive-care-benefits/
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 Well-woman visits (annually)  

 Prenatal visits (routine preventive visits)  

 Screening for gestational diabetes  

 Human papillomavirus (HPV) DNA testing  

 Counseling for sexually transmitted infections  

 Counseling and screening for human immunodeficiency virus (HIV)  

 Screening and counseling for interpersonal and domestic violence  

 Breastfeeding support, supplies and counseling  

 Generic formulary contraceptives, certain brand formulary contraceptives, and FDA-approved, 

over-the-counter female contraceptives with prescription are covered without member cost share 

(for example, no copayment). Certain religious organizations or religious employers may be 

exempt from offering contraceptive services.  

 

COBRA NOTICE 

This notice has important information about your right to COBRA continuation coverage, which is a 

temporary extension of coverage under the company plan. This notice explains COBRA continuation 

coverage, when it may become available to you and your family, and what you need to do to protect 

your right to get it. When you become eligible for COBRA, you may also become eligible for other 

coverage options that may cost less than COBRA continuation coverage. 

 

The right to COBRA continuation coverage was created by a Federal law, the Consolidated Omnibus 

Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available 

to you when you would otherwise lose your group health coverage. It can also become available to 

other members of your family who are covered under the Plan when they would otherwise lose their 

group health coverage. For more information about your rights and obligations under the Plan and 

under federal law, you should review the Plan’s Summary Plan Description or contact the Plan 

Administrator.  

 

You may have other options available to you when you lose group health coverage. 

For example, you may be eligible to buy an individual plan through the Health Insurance 

Marketplace. By enrolling in coverage through the Marketplace, you may qualify for lower costs on 

your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify for a 30-day 

special enrollment period for another group health plan for which you are eligible (such as a spouse’s 

plan), even if that plan generally doesn’t accept late enrollees. 

 

What is COBRA continuation Coverage? 

COBRA continuation coverage is a continuation of plan coverage when coverage would otherwise end 

because of a life event known as a "qualifying event." You, your spouse, and your dependent children 

could become qualified beneficiaries if coverage under the plan is lost because of the qualifying event. 

Under the plan, qualified beneficiaries who elect COBRA continuation coverage must pay for 

COBRA continuation coverage. Employees and their qualified dependents are responsible for 

notifying the Company of any change in address or status (e.g., divorce, insurance eligibility, child 

becoming ineligible due to age, etc.) within 30 days of the event. 
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If applicable, your participation in the Health Flexible Spending Account can also continue on an 

after-tax basis through the remainder of the Plan Year in which you qualify for COBRA. The 

opportunity to elect the same coverage that you had at the time the qualifying event occurred extends 

to all qualified beneficiaries. 

 

If you make contributions to the Health Flexible Spending Account for the year in which your 

qualifying event occurs, you may continue to make these contributions on an after-tax basis. This way, 

you can be reimbursed for certain medical expenses you incur after your qualifying event, but before 

the end of the Plan Year. 

You may be offered to continue your coverage under the Health Flexible Spending Account if you 

have not overspent your account. The determination of whether your account for a plan year is 

overspent or underspent as of the date of the qualifying event depends on three variables: (1) the 

elected annual limit for the qualified beneficiary for the Plan Year (e.g., $2,550 of coverage); (2) the 

total reimbursable claims submitted to the Cafeteria Plan for that plan year before the date of the 

qualifying event; and (3) the maximum amount that the Cafeteria Plan is permitted to require to be 

paid for COBRA coverage for the remainder of the plan year. The elected annual limit less the claims 

submitted is referred to as the “remaining annual limit.” If the remaining annual limit is less than the 

maximum COBRA premium that can be charged for the rest of the year, then the account is overspent. 

You may not re-enroll in the Health Flexible Spending Account during any annual enrollment for any 

Plan Year that follows your qualifying event. 

 

Supporting documentation like a divorce decree, death certificate, proof of other insurance may be 

required as proof of a qualifying event. 

This general notice does not fully describe COBRA or the plan. More complete information is 

available from the plan administrator and in the summary plan document. 

If you are an employee, you will become a qualified beneficiary if you lose your coverage under the 

Plan because either one of the following qualifying events happens: 

 Your hours of employment are reduced, or 

 Your employment ends for any reason other than your gross misconduct. 

 

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your 

coverage under the Plan because any of the following qualifying events happens: 

 Your spouse dies; 

 Your spouse's hours of employment are reduced; 

 Your spouse's employment ends for any reason other than his or her gross misconduct; 

 Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 

 You become divorced or legally separated from your spouse. 

 

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan 

because any of the following qualifying events happens: 

 The parent-employee dies; 

 The parent-employee's hours of employment are reduced; 

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

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

 The parents become divorced or legally separated; or 
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 The child stops being eligible for coverage under the plan as a dependent child. 

 

When is COBRA Coverage Available? 

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan 

Administrator has been notified that a qualifying event has occurred. When the qualifying event is the 

end of employment or reduction of hours of employment, death of the employee, or the employee 

becoming entitled to Medicare benefits (under Part A, Part B, or both), the employee must notify the 

Plan Administrator of the qualifying event. 

 

How is COBRA Coverage Provided? 

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA 

continuation coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary 

will have an independent right to elect COBRA continuation coverage. Covered employees may elect 

COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation 

coverage on behalf of their children. 

 

COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is 

the death of the employee, the employee's becoming entitled to Medicare benefits (under Part A, Part 

B, or both), your divorce or legal separation, or a dependent child's losing eligibility as a dependent 

child, COBRA continuation coverage lasts for up to a total of 36 months. When the qualifying event is 

the end of employment or reduction of the employee's hours of employment, and the employee 

became entitled to Medicare benefits less than 18 months before the qualifying event, COBRA 

continuation coverage for qualified beneficiaries other than the employee lasts until 36 months after 

the date of Medicare entitlement. For example, if a covered employee becomes entitled to Medicare 8 

months before the date on which his employment terminates, COBRA continuation coverage for his 

spouse and children can last up to 36 months after the date of Medicare entitlement, which is equal to 

28 months after the date of the qualifying event (36 months minus 8 months). Otherwise, when the 

qualifying event is the end of employment or reduction of the employee's hours of employment, 

COBRA continuation coverage generally lasts for only up to a total of 18 months. There are two ways 

in which this 18-month period of COBRA continuation coverage can be extended. 

 

Disability extension of 18-month period of continuation coverage 

If you or anyone in your family covered under the Plan is determined by the Social Security 

Administration to be disabled and you notify the Plan Administrator in a timely fashion, you and your 

entire family may be entitled to receive up to an additional 11 months of COBRA continuation 

coverage, for a total maximum of 29 months. The disability would have to have started at some time 

before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-

month period of continuation coverage. Documentation from the Social Security administration 

certifying a disability will be required. 

 

Second qualifying event extension of 18-month period of continuation coverage 

If your family experiences another qualifying event while receiving 18 months of COBRA 

continuation coverage, the spouse and dependent children in your family can get up to 18 additional 

months of COBRA continuation coverage, for a maximum of 36 months, if notice of the second 

qualifying event is properly given to the Plan. This extension may be available to the spouse and any 
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dependent children receiving continuation coverage if the employee or former employee dies, becomes 

entitled to Medicare benefits (under Part A, Part B, or both), or gets divorced or legally separated, or if 

the dependent child stops being eligible under the Plan as a dependent child, but only if the event 

would have caused the spouse or dependent child to lose coverage under the Plan had the first 

qualifying event not occurred. 

 

Are there other coverage options besides COBRA Continuation Coverage? 

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for 

you and your family through the Health Insurance Marketplace, Medicaid, or other group health plan 

coverage options (such as a spouse’s plan) through what is called a “special enrollment period.” Some 

of these options may cost less than COBRA continuation coverage. You can learn more about many of 

these options at www.healthcare.gov. 

 

If you have questions 

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to 

the plan administrator indicated above or in the summary plan description. For more information about 

your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the 

Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the 

nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security 

Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone numbers of 

Regional and District EBSA Offices are available through EBSA’s website.) For more information 

about the Marketplace, visit www.HealthCare.gov.  

 

Keep your Plan informed of address changes 

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of 

family members. You should also keep a copy, for your records, of any notices you send to the Plan 

Administrator. 

 

MEDICARE PART D NOTICE 

Medical Plan: Premera Blue Cross Blue Shield of Alaska 

 

About Your Prescription Drug Coverage and Medicare 

This notice has information about your current prescription drug coverage and about your options 

under Medicare's prescription drug coverage. This information can help you decide whether or not you 

want to join a Medicare drug plan. If you are considering joining, you should compare your current 

coverage, including which drugs are covered at what cost, with the coverage and costs of the plans 

offering Medicare prescription drug coverage in your area. Information about where you can get help 

to make decisions about your prescription drug coverage is at the end of this notice. 

 

There are two important things you need to know about your current coverage and Medicare's 

prescription drug coverage: 

1. Medicare prescription drug coverage became available in 2006 to everyone with 

Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan or join a 

Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug coverage. All 

http://www.healthcare.gov/
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Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans 

may also offer more coverage for a higher monthly premium. 

2. We have determined the prescription drug coverage offered by Premera Blue Cross Blue 

Shield of Alaska is, on average for all plan participants, expected to pay out as much as 

standard Medicare prescription drug coverage pays and is therefore considered Creditable 

Coverage. Because your existing coverage is Creditable Coverage, you can keep this coverage 

and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan. 

 

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each year from 

October 15th to December 7th. Plan participants are eligible if they are within three months of turning 

age 65, are already 65 years old or if they are disabled. However, if you lose your current creditable 

prescription drug coverage through no fault of your own, you will also be eligible for a two (2) month 

Special Enrollment Period (SEP) to join a Medicare drug plan. 

 

What Happens to your Current Coverage if You Decide to Join a Medicare Drug Plan? 

If you decide to join a Medicare drug plan, your current coverage will not be affected, and benefits 

will be coordinated with Medicare. Refer to your plan documents provided upon eligibility and open 

enrollment or contact your provider or the plan administrator for an explanation and/or copy of 

the prescription drug coverage plan provisions/options under the plan available to Medicare eligible 

individuals when you become eligible for Medicare Part D.  

Visit http://www.cms.hhs.gov/CreditableCoverage/ which outlines the prescription drug plan 

provisions/options Medicare eligible individuals may have available to them when they become 

eligible for Medicare Part D. 

 

If you do decide to join a Medicare drug plan and current coverage is dropped, be aware you and your 

dependents may not be able to get this coverage back. Refer to plan documents or contact your 

provider or the plan administrator before making any decisions. 

 

Note: In general, different guidelines exist for retirees regarding cancelation of coverage and 

the ability to get that coverage back. Retirees who terminate or lose coverage will not be able to get 

back on the plan unless specific contract language or other agreement exists. Contact the plan 

administrator for details. 

 

When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan? 

You should also know if you drop or lose your current coverage and don't join a Medicare drug plan 

within 63 continuous days after your current coverage ends, you may pay a higher premium (a 

penalty) to join a Medicare drug plan later. 

 

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly 

premium may go up by at least 1% of the Medicare base beneficiary premium per month for every 

month that you did not have that coverage. For example, if you go 19 months without creditable 

coverage, your premium may consistently be at least 19% higher than the Medicare base beneficiary 

premium. You may have to pay this higher premium (a penalty) as long as you have Medicare 

prescription drug coverage. In addition, you may have to wait until the following October to join. 
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For more information about this notice or your current prescription drug coverage... 

Contact the person listed in this notifications report. You will get this notice each year. You will also 

get it before the next Medicare part D drug plan enrollment period and if this coverage changes. You 

also may request a copy of this notice at any time. 

 

For more information about your options under Medicare prescription drug coverage... 

More detailed information about Medicare plans that offer prescription drug coverage is in the 

"Medicare & You" handbook. You'll get a copy of the handbook in the mail every year from 

Medicare. You may also be contacted directly by Medicare drug plans. 

 

For more information about Medicare prescription drug coverage: Visit www.Medicare.gov or 

call your State Health Insurance Assistance Program (see the inside back cover of your copy of the 

"Medicare & You" handbook for their telephone number) for personalized help. Call 800-MEDICARE 

(800-633-4227). TTY users should call (877) 486-2048. If you have limited income and resources, 

extra help paying for Medicare prescription drug coverage is available. For information about this 

extra help, visit Social Security on the web at www.socialsecurity.gov or call (800) 772-1213 (TTY 1-

800-325-0778). 

 

Remember to keep this Creditable Coverage notice. If you decide to join one of the Medicare drug 

plans, you may be required to provide a copy of this notice when you join to show whether or not you 

have maintained creditable coverage and, therefore, whether or not you are required to pay a higher 

premium (a penalty). 

 

http://www.medicare.gov/
http://www.socialsecurity.gov/

