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Preface 
 

This booklet summarizes the major benefit-related provisions of the benefits, 
exclusions, limits and maximums under the NTCA-sponsored Group Health 
Program (“Program” or “GHP”). 
 
You and your eligible Dependents are only eligible to participate in the plans 
selected by your Member Company.   Your benefit confirmation information 
identifies the plans you are enrolled in and describes the other key features of the 
Program selected by your Member Company.  This includes the amount of the 
Deductible which applies to you and when your participation begins.  Your 
Member Company can also provide you this information. 
 
The written plan document (which includes the Specifications, the most recent 
Adoption Agreement your Member Company signed to establish the Program at 
your company, the insurance contract [for insured benefits], and the Trust 
Agreement under which the Program was established and is maintained) 
contains the official governing provisions and defines how the Program pays 
benefits; this booklet is only a summary.  If there are any differences between 
this booklet and the written plan document or verbal statements and the 
written plan document, the written plan document will govern. 
 
You are responsible for being informed about the Program.  We urge you to read 
this booklet carefully, so you will be aware of the valuable benefits available to 
you and your eligible Dependents.  Generally, words beginning with a capital in 
the text are words defined in the Specifications; you can review the Specifications 
at your Member Company’s business office.  If, after reading this booklet, there is 
something you do not understand about the Program or if you need information 
about your own or your Dependent’s benefits, please refer to the written plan 
document or contact the Contract Administrator at (828) 281-9000. 
 
 
 

If you (and/or your dependents) have 
Medicare or will become eligible for Medicare 
in the next 12 months, a Federal law gives 
you more choices about your prescription 
drug coverage. Please see page 88 for more 
details. 
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Key Plan Information 
 

Name of Plan 
High-Deductible Health Plan Triple AAA PPO of the Group Health Program of 
NTCA and Its Members 
 
Plan Sponsor 
National Telecommunications Cooperative Association (NTCA) 
4121 Wilson Blvd., Suite 1000 
Arlington, VA 22203 
 
Employer Identification Number 
52-0741336 
 
Plan Number 
505 
 
Type of Plan 
The High-Deductible Health Plan Triple AAA PPO of the Group Health Program 
of NTCA and Its Members is a welfare benefit plan maintained to provide such 
benefits as medical, dental, long-term and short-term disability, life, and accident 
insurance and is subject to the Health Insurance Portability and Accountability 
Act of 1996. 
 
Type of Administration 
Contract Administrator 
Insured benefits are administered by the applicable insurance company. 
 
Name of Program Administrator 
Group Health Program Trust Committee 
c/o NTCA–The Rural Broadband Association 
4121 Wilson Blvd., Suite 1000 
Arlington, VA 22203 
Telephone: (703) 351-2000 
 
Name of Contract Administrator 
Services Management Corporation (SMC) 
4121 Wilson Blvd., Suite 1000 
Arlington, VA 22203 
Telephone: (703) 351-2000 
 
30 Town Square Blvd., Suite 300 
Asheville, NC  28803 
Telephone: (828) 252-9776 
 
Agent for Service of Legal Process 
Ms. Shirley Bloomfield 
Chief Executive Officer  
or any Trust Committee Member at: 
NTCA–The Rural Broadband Association 
4121 Wilson Blvd., Suite 1000 
Arlington, VA 22203 
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Claim Submission 
Claims for medical or dental benefits may be filed electronically by your health 
care provider and submitted using the information on the back of your GHP ID 
card. Participants should submit claims for processing to: 
 
NTCA/SMC 
30 Town Square Blvd., Suite 300 
Asheville, NC 28803 
 
Claim Appeal Submission 
For initial review of medical necessity determinations, providers should submit a 
request for review to: 
 
UHC Appeals – CARE 
P.O. Box 400046 
San Antonio, TX 78229 
 
Other requests for review should be submitted to: 
 
NTCA Group Health Program 
Attn:  Appeals 
30 Town Square Blvd., Suite 300 
Asheville, NC 28803 
 
Source of Contributions 
Participating Member Companies and Participants 
 
Funding Medium 
IRS Code §501(c)(9) trust benefits are paid from the accumulated assets of the 
Trust except those payable under insurance contracts purchased by the 
Program.  The insurance contracts (life insurance, AD&D, 24-hour accident, and 
hi-limit business travel) are with Reliastar/VOYA and AIG. 
 
ReliaStar/VOYA Life Insurance 
20 Washington Avenue South 
Minneapolis, MN 55401 
 
AIG Life Insurance Company 
600 King Street 
Wilmington, DE 19801 
 
Custodial Trustee 
State Street Bank 
One Enterprise Drive 
Quincy, MA 02171 
 
Plan Year 
The Plan’s fiscal year is the twelve-month period beginning January 1 and ending 
December 31. 
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Trust Committee 
Mr. Toney Prather, Chairman 
Totelcom Communications, LLC 
P.O. Box 290 
6100 Highway 16 South 
De Leon, TX 76444 
 
Mr. Joseph Snyder, Vice Chairman 
Citizens Mutual Telephone Cooperative 
114 West Jefferson 
Bloomfield, IA 52537 
 
Ms. Becky Dooley 
RT Communications, Inc. 
P.O. Box 506 
130 South 9th Street 
Worland, WY 82401 
 
Mr. Keith Gibson 
Pinnacle Communications 
P.O. Box 230 
301 Highway 96 Southwest 
Lavaca, AR 72941 
 
Mr. Mark Harvey 
Farmers Cooperative Telephone Company 
P.O. Box 280 
332 Main Street 
Dysart, IA 52224 
 
Mr. Russell Kacer 
Ganado Telephone Co., dba YK Communications 
109 W. Putnam 
P.O. Box 329 
Ganado, TX 77962 
 
Ms. Kristi Westbrock 
Consolidated Telecommunications Co. 
P.O. Box 972 
Brainerd, MN 56401 
 
Mr. Jeff Wilson 
West Carolina Rural Telephone Cooperative Inc. 
P.O. Box 610 
Abbeville, SC 29620 
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What’s New for 2019? 
 

 
Some of the most significant changes are listed below.  These changes are 
shown in italicized text in the following pages. 
 
For more detailed information, refer to Section III of this document. 
 

• The $100 penalty for failure to obtain inpatient pre-admission review has 
been removed. Pre-admission review is still required to show the 
admission is medically necessary. 

 

• The payment for assistant surgeons is now based on the assistant 
surgeons negotiated rate or Usual Reasonable and Customary charges if 
there is not a Negotiated Rate. 

 

• Additional telehealth benefits are now available through Teladoc. 
 

• The lifetime limit on cochlear implants has been removed. 
 

• The treatment of autism, autism spectrum disorders and developmental 
delays is now covered.   

 

• GHP will use the UnitedHealthcare Choice Plus network for all GHP 
medical plans.  

 

• In-Network benefits have been extended to all other Health Care Providers 
when the service is performed at an In-Network facility. 
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Section I: 
Benefit Highlights 
 
The following highlights are not intended to fully summarize the Program’s 
benefits or various limits, exclusions, and conditions.  Benefits are generally paid 
at the provider-Negotiated Rate, where available, and limited to Maximum 
Charges or Usual, Customary and Reasonable charges for non-facility charges.  
Please read the various sections of this booklet for more information. 
 

Plan 
Provisions 

Highlights Page 

Eligibility Active Employees, directors, retained attorneys, 
and their Dependents. 

11 

Deductible and 
Out-of-Pocket 
Maximum 

• Deductible: 
In-Network $3,500 (individual) $7,000 (family) 
Out-of-Network $5,000 (individual) $10,000 
(family) 

 

• Out-of-Pocket Maximum 
In-Network $1,000 (individual) $2,000 (family) 
Out-of-Network $4,000 (individual) $8,000 
(family) 

 

Hospital 
Benefits 

• 100% of covered charges after meeting the 
Deductible for Inpatient and Outpatient 
services when In-Network or 50% of covered 
charges, after meeting the Deductible when 
Out-of-Network.  

• Inpatient hospitalizations require 
preadmission review through the Program’s 
Medical Review Company.  For emergency 
Inpatient admissions, the Medical Review 
Company must be contacted within 48 hours 
or as soon as reasonably possible.  Please 
refer to your identification card for contact 
information. 

• 100% of covered charges after meeting the 
Deductible when In-Network for emergency 
room visits.  

• 100% of covered charges, after meeting the 
Deductible when In-Network for treatment at 
an Urgent Care Center. 

19 
 
 
 
 

19 
 
 
 
 
 
 
 

20 
 
 

20 

Major Medical 
Benefits 
 
 
 
 
 
 
 
 

• 100% of covered charges for certain 
preventive care services, with no Co-Pay or 
Deductible when In-Network or 50% of Usual, 
Customary and Reasonable charges for 
certain preventive care services, after meeting 
the Deductible, when Out-of-Network. 

• 100% of covered charges after meeting the 
Deductible for Outpatient Surgery and related 
charges when In-Network or 50% of the 

21 
 
 
 
 
 

28 
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Plan 
Provisions 

Highlights Page 

 
 
 
 
 
 
 
 

Usual, Customary and Reasonable covered 
charges, after meeting the Deductible, when 
Out-of-Network.  

• Coinsurance amounts for assistant surgeon 
fees are based the assistant surgeon’s 
Negotiated Rate if there is not a Negotiated 
Rate payment will be based on the Usual, 
Customary and Reasonable charge for 
assistant surgeon services. 

• Physician and specialist visits are subject to a 
$20 Co-Pay when received In-Network, after 
meeting the Deductible or 50% of the Usual, 
Customary and Reasonable covered charges, 
after meeting the Deductible, when Out-of-
Network.  

• The remaining covered charges are payable at 
100% after meeting the Deductible when In-
Network or 50% after meeting the Deductible 
when Out-of-Network and Usual, Customary 
and Reasonable for non-facility charges or 
limited to the Maximum Charge for facility 
charges. 

•   Telehealth benefits through Teladoc. 

• Certain Outpatient surgical and radiological 
procedures require precertification through the 
Medical Review Company.  Please refer to 
your identification card for contact information. 

 
 

 
 
 
 

28 
 
 
 
 

28 
 
 
 
 
 

28 
 
 
 
 
 
 

33 
 

20 

Mental Health 
and Substance 
Abuse 

• Office visits from an In-Network provider are 
subject to a $20 Co-Pay, after meeting the 
Deductible. 

• 100% of covered charges, after meeting the 
Deductible for Inpatient Hospital stays when 
In-Network or 50% of the Usual, Customary 
and Reasonable covered charges for non-
facility charges or limited to the Maximum 
Charge for facility charges, after meeting the 
Deductible, when Out-of-Network. 

• 100% of covered charges, after meeting the 
Deductible for other services of a Mental 
Health Provider when In-Network or 50% of 
the Usual, Customary and Reasonable 
covered charges for non-facility charges or 
limited to the Maximum Charge for facility 
charges after the applicable Deductible when 
Out-of-Network.   

28 
 
 

19 
 
 
 
   
 
 

29 
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Plan 
Provisions 

Highlights Page 

Additional 
Benefit and 
Payment Limits 

The medical portion of the Program has limits for 
certain covered charges.  The key ones are: 
 

• Chiropractic charges – 100% of In-Network 
charges after meeting the Deductible, not to 
exceed a maximum payment of $50 per visit 
or 50% of the lesser of the Negotiated Rate 
or billed charge after meeting the Deductible 
not to exceed a maximum payment of $50 
per visit when Out-of-Network; benefit limited 
to 1 visit per day, 30 visits per year; 

• Vision care – limits on cost and frequency of 
eye exam and cost of eyeglasses or contact 
lenses – a vision care program is available; 

• Organ transplants – lifetime maximum of one 
transplant per single organ or bone marrow 
transplant per individual including but not 
limited to high-dose chemotherapy supported 
by the bone marrow transplant treatment. 
 

 
 
 

34 
 
 
 
 
 
 
 

34 
 
 

37 
 
 

  
 

Prescription 
Drug Benefits 

Platinum Drug Plan 
 

 Generic Preferred Non-
Preferred 

Retail 
(30-day 
supply) 

$12 $35 $60 

Mail (90-
day 
supply) 

$25 $85 $150 

 
Gold Drug Plan 
 

 Generic Preferred Non-
Preferred 

Retail 20% 
Min $12 
Max $35 

30% 
Min $25 
Max $75 

30% 
Min $50 
Max $150 

Mail 20% 
Min $30 
Max $90 

30% 
Min $65 
Max $195 

30% 
Min $125 
Max $375 

 

• If a generic drug is available, the Program will 
only cover the cost of the generic drug. 

• Certain prescription drugs require 
preauthorization, are subject to drug 
utilization rules such as step therapy and 
quantity limitations, and may only be 
dispensed by mail.  

36 
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Plan 
Provisions 

Highlights Page 

• The Voluntary Smart90 program allows 
participants to receive a 90-day supply of 
eligible prescriptions from a designated retail 
pharmacy and pay the applicable mail order 
Co-Pay. 

• Out-of-pocket maximum $1,850 per 
individual/$3,700 per family 

 
 
 

Dental Benefits Platinum Dental 
 

• Certain preventive care is covered at 100% of 
Usual, Customary and Reasonable charges 
with no Deductible.   

• Basic/major procedures are covered at 80% of 
Usual, Customary and Reasonable charges 
after meeting a $150 annual Deductible for 
family coverage or $75 for individual 
coverage.   

• There is a $3,000 per individual per calendar 
year maximum for dental benefits.  

• Orthodontia benefits are subject to a lifetime 
maximum of $1,500.  

• TMJ benefits are subject to a maximum 
lifetime benefit of $5,000, which is separate 
from the $3,000 annual maximum. 

 
Gold Dental 
 

• Certain preventive care is covered at 80% of 
Usual, Customary and Reasonable charges 
with no Deductible.   

• Basic/major procedures are covered at 50% 
of Usual, Customary and Reasonable 
charges after meeting a $150 annual 
Deductible for family coverage or $75 for 
individual coverage.  

• There is a $1,000 per individual per calendar 
year maximum for dental benefits  

• TMJ benefits are subject to a maximum 
lifetime benefit of $5,000 which is separate 
from the $1,000 annual maximum. 

• Orthodontia is not covered under the Gold 
Dental Plan. 

 

44 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

46 
 
 
 
 
 
 
 
 
 
 
 

 

Death Benefits 
(Life Insurance) 
 

• The level of coverage is selected by the 
Member Company; maximum coverage is 
$700,000 for an active Employee and 

57 
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Plan 
Provisions 

Highlights Page 

$15,000 for an active director or retained 
attorney.   

• Dependents are not eligible for basic 
coverage, but are eligible for limited 
Dependent benefits, if elected.   

• If adopted by the Member Company, 
Employees and Dependent spouses may also 
purchase supplemental life insurance. 

 

Long-term and  
Short-term 
Disability 

• Short-term disability is available at various 
levels up to a maximum of 70% of salary with 
a cap of $12,500 per month.  Short-term 
disability is payable for up to 26 weeks; based 
on the Member Company’s election. 

• Long-term disability is only available at 70% 
of Compensation under the Platinum 
Disability Plan or 50% of Compensation 
under the Gold Disability Plan with a cap of 
$12,500 per month. Long-term disability is 
payable for varying periods depending on the 
Employee's age at time of receipt and on the 
Employee's degree of disability.   

 
Pre-existing condition limits may apply to the 
long-term and short-term disability plans. 
 

60 

24-Hour  
Accident and 
Hi-Limit 
Business 
Travel 
 

• The 24-hour accident plan pays certain 
amounts for accidental death or 
dismemberment of eligible Employees and 
Dependents.  

• The hi-limit business travel plan pays certain 
amounts for active Employees, directors, and 
retained attorneys who are accidentally 
injured or killed while traveling on official 
company business. 

 

68 
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Section II: 
Eligibility and Participation 
 
The following eligibility and participation information apply only to the plans 
elected by your Member Company.  If your Member Company has not selected a 
certain plan, neither you nor your Dependents are eligible for those benefits, 
even if you meet the eligibility requirements described below. 
 
The different GHP plans a Member Company can select include: 

• Medical 

• Dental 

• Life insurance, including Accidental Death and Dismemberment and 
Dependent life 

• Short-term disability 

• Long-term disability 

• 24-hour accident 

• Hi-limit business travel 
 
See your benefit confirmation information for the plans selected by your Member 
Company. 
 
Who Is Eligible to Participate? 
 
To be eligible to participate, you must be included in one of these three 
categories and satisfy the “Other Eligibility Requirements” which follow: 
 

• An active Employee designated as full-time by your Member Company, 
provided you work at least 17½ hours per week or 1,000 hours per year.  
You also are included in this category if you regularly work 40 hours per 
week or more, even if your Member Company does not designate you as 
full-time or if your Member Company is required to treat you as full-time 
under the Affordable Care Act (ACA); 

 

• An active director or retained attorney; or 
 

• The Dependent of an active Employee, director, or retained attorney.  A 
Participant’s spouse employed by the same Member Company as the 
Participant may enroll in the Program as a Dependent. A Participant’s 
spouse employed by another Member Company may enroll in the Program 
as both a Dependent and an active Employee, director, or retained attorney. 

 
Individual and family coverage is available after retirement for Employees, 
directors, and retained attorneys under certain circumstances.  For more 
information, please see Continuation of Medical and Dental Benefits. 
 
Are There Any Other Eligibility Requirements? 
 
Medical and Dental 

 

• You must enroll yourself and any Dependents within 31 days after you are 
hired, become eligible or become a director or retained attorney of the 
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Member Company.  If you do not enroll within 31 days following the date you 
become eligible, you may only enroll during the annual enrollment period, 
unless you meet an exception below.  Your effective date of coverage will be 
the start of the next Plan year (January 1).  There are several exceptions:  

 

 If you had other coverage, including medical coverage at the time you 
were hired, you have 31 days after that coverage ends to enroll under 
the Program for yourself and your Dependent, where applicable.  (This 
does not apply if your Member Company pays 100% of contributions in 
which case you would not have been able to waive coverage originally.)  
The effective date for coverage under the Program will be the date the 
other coverage is terminated. 

 

 If you have a new Dependent because of marriage, or the birth of a 
child, or adoption or placement for adoption of a child, you can elect 
coverage for yourself and your Dependents within 31 days following the 
event.  The effective date for coverage under the Program is the date of 
marriage, birth, adoption or placement for adoption. 

 

 If you have a Dependent who has reached the maximum age under his 
parent’s coverage under another health plan, you may be able to elect 
coverage for yourself and your Dependent within 31 days following the 
Dependent reaching the maximum age for the other coverage. 

 

 If you or your Dependents are no longer eligible for coverage under title 
XIX of the Social Security Act or a state child health plan under title XXI 
of the Social Security Act, you can elect coverage under the Program 
within 60 days after the date of termination from this other coverage.  
The effective date for coverage under the Program will be the date the 
other coverage is terminated. 

 

 If you or your Dependents become eligible for assistance for Program 
coverage under title XIX of the Social Security Act or a state child health 
plan under title XXI of the Social Security Act, you can elect coverage 
under the Program provided you make an enrollment election within 60 
days of the date you or your Dependents are determined to be eligible 
for this assistance.  The effective date for coverage under the Program 
will be the date of your election to enroll. 

 

 You also may enroll yourself or a Dependent, if you were covered under 
another group health plan or had other health insurance coverage at the 
time of your initial eligibility; stated in writing you declined enrollment 
solely due to other coverage; the other coverage terminated due to loss 
of eligibility, including loss due to legal separation, divorce, death, 
termination of employment, reduction in hours, termination of employer 
contributions, or exhaustion of COBRA continuation coverage; and your 
request for enrollment is made within 31 days of the date your previous 
coverage terminated.  Your effective date for coverage will be the date 
the other coverage is terminated.  
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 For the dental program, if you or your Dependents stop participating, 
you can re-enroll at the beginning of the Plan Year following 12 months 
of non-coverage.  If you or your Dependents stop participation a second 
time, dental coverage will not be reinstated unless you experience a 
special enrollment event described under these other eligibility 
requirements.   

 

• Coverage will not begin until you have reported to work with your Member 
Company.   

 

• If you are on non-medical leave on the date your coverage is to begin, then 
your coverage will begin on the day you return from leave. 
 

• Retirees age 65 or over who are eligible for Medicare, and any Dependents 
age 65 or over who are eligible for Medicare, automatically will be enrolled 
in a Medicare Part D Drug Plan sponsored by GHP, except individuals who 
are enrolled in a high-deductible health plan option or individuals deemed 
Totally Disabled.  Individuals enrolled in a high-deductible health plan 
option or deemed Totally Disabled, regardless of age, as well as 
Dependents who are under age 65, will remain in the non-Medicare drug 
coverage under GHP.   If you are enrolled in the Medicare Part D Drug 
Plan, you (or your Dependents, as applicable) may opt out of drug 
coverage, but your premium for medical coverage will not change, and you 
may not enroll in other drug coverage under GHP.  You will not be able to 
re-enroll in GHP’s Medicare Part D Drug Plan later, including during annual 
enrollment.   You will receive additional information about GHP’s Medicare 
Part D Drug Plan and enrollment information when you become eligible. 

 
Other Programs (life, short-term and long-term disability, hi-limit, and 24-hour 
accident) 
 

• Dependents can only participate in the Dependent life and 24-hour accident 
programs.  Dependents may not participate in short-term disability, long-term 
disability or hi-limit business travel plans. 

 

• You must enroll yourself and any Dependents within 31 days after you are 
hired, become eligible or become an active Employee, director, or retained 
attorney of the Member Company.  If you do not enroll within 31 days 
following the date you become eligible, you may only enroll during the annual 
enrollment period and you may have to show proof of good health.  Your 
effective date of coverage will be the start of the next Plan year (January 1).  
If you initially declined coverage for these benefits because you had other 
coverage at the time you were hired, and you lose this coverage, you may 
enroll outside the annual enrollment period and will not have to show proof of 
good health.  You have 31 days after the prior coverage stops to apply for 
coverage under the Program.  If you do not elect to participate during these 
time periods, you can only participate after the 31-day period by submitting 
acceptable proof of good health through your Member Company to the 
Contract Administrator. 
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• You must be actively at work (not on leave or leave without pay) on the date 
your coverage is to begin (if you are an Employee and you cannot be 
Hospitalized or Totally Disabled (if you are an Employee, director, retained 
attorney or Dependent). 

 

• If you are an Employee but not actively at work, your coverage would begin 
on the day you return to active work status.  If you are an Employee, director, 
retained attorney, or Dependent and are Hospitalized or Totally Disabled 
when your coverage would begin, your coverage will not begin until you are 
released from the Hospital or recovered from your Total Disability.  If you are 
an Employee, you must return to active work status following your release 
from the Hospital or recovery from Total Disability for your coverage to begin. 

 
A Totally Disabled Employee, director, or retained attorney is one who is 
unable, by reason of any medically-determinable physical or mental 
impairment, to substantially engage in or perform any occupation for which 
he or she is or becomes qualified for by reason of education, training, 
experience or rehabilitation as determined by the Program.  A Totally 
Disabled Dependent is one who is unable to perform the normal activities of 
daily life of a person of similar age who is in good health as determined by 
the Program. 

 
Coverage Changes 

 

• Once you become a Participant, you can change from single to family 
coverage within 31 days after either a change in family status (such as 
marriage, birth of a child, adoption) or after an eligible family member loses 
coverage under another group policy.  If your Member Company participates 
in GHP Choice, you may also change to a different plan of benefits during 
the annual open enrollment period.  Coverage is effective immediately 
except as noted, with contributions payable from the first of the month 
following the month when the change in family status occurred. 

 

• You may change from family to single coverage within 31 days after a 
change in family status (such as divorce or death of a spouse) or during the 
annual enrollment period.  The change will be effective immediately or at the 
beginning of the Plan Year (January 1), as described above. 

 
In General 
 

• You will be provided benefit confirmation information describing your plan 
elections and showing your enrolled Dependents.  Please notify your 
Member Company immediately if the information reported regarding 
Dependents is not accurate or if a Dependent is or becomes ineligible for 
coverage.  Failure to do so may be considered an intentional 
misrepresentation of material fact, which could cause coverage to be 
rescinded.  In that case, you may be responsible for any charges mistakenly 
paid by the Program after your Dependent becomes ineligible.   
 

• You and your Dependents must complete the waiting period The waiting 
period selected by your Member Company is described in your benefit 
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confirmation information.  The maximum waiting period a Member Company 
can select is ninety days.  Coverage under the hi-limit business travel plan, if 
elected by your Member Company, will begin upon date of hire.  
 

• You must agree to make whatever contribution your Member Company 
requires for the coverage selected. 

 
Who Is a Dependent? 
 
The Program Specifications describe who qualifies as a Dependent.  If you have 
any questions about whether someone meets these requirements, you should 
contact the NTCA benefits resource unit or your Member Company’s benefits 
representative. 
 
Except as provided below, “Dependent” means: (1) the legal same-sex or 
opposite-sex spouse of a Participant; this includes a common law spouse, if the 
common law marriage is recognized under state law in the state of legal 
residence; and (2) all children under the age of 26.  For purposes of (2), a “child” 
means: (i) the natural child of the Participant; (ii) a legally-adopted child or a child 
in placement for adoption; (iii) a stepchild; and (iv) a child who is under the 
Participant’s guardianship pursuant to the order of a court of competent 
jurisdiction.  A “child” also includes a child called to service in the uniformed 
services, as defined and applied in the Uniformed Services Employment and 
Reemployment Rights Act (USERRA).  A child who does not qualify under these 
criteria is not a “child” for the Group Health Program’s definition of “Dependent” 
even though the child may live with the Participant or an ex-spouse or relative 
and could be correctly claimed as a Dependent on the Participant’s Federal tax 
return. 
 
Dependent children reaching age 26 who are Totally Disabled through physical or 
mental impairment can continue to be covered, provided they were a covered 
Dependent under the Program prior to attaining age 26 and provided they 
continue to receive sufficient support from the Participant. 
 
For purposes of 24-Hour Accident Insurance, Dependent Child means the Insured 
Participant’s unmarried children, including natural children from the moment of 
birth, step, foster or adopted children from the moment of placement in the home 
of the Insured under age 26 (26 if attending an accredited institution of higher 
learning on a full-time basis) and primarily dependent on the Insured for support 
and maintenance. Any unmarried Eligible Dependent Child(ren) before reaching 
the age limit specified above, who are incapable of self-sustaining employment by 
reason of mental or physical incapacity, and who are primarily dependent on the 
Insured for support and maintenance, may continue to be eligible under the Policy 
beyond that age limit for as long as the Policy is in force, but only if they remain 
continuously covered under the Policy. 
 
When Does Participation Start and End? 
 
Your participation will begin once you meet all the eligibility requirements.  For 
benefits you elect at annual enrollment or for benefits where proof of good health 
is required, participation will begin at the beginning of the Plan Year. Your 
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Dependents will begin participating on the same day you do, provided they meet 
the eligibility requirements. 
 
Your participation will stop at the end of the month after the earliest of: 
 

• when your employment ends, either voluntarily or involuntarily (or you stop 
being a director or a retained attorney); 

 

• when you are no longer eligible to participate (e.g., you stop working 1,000 
hours per year); 

 

• when your Member Company stops participating in the Program; 
 

• when your Member Company is dropped from the Program for failure to 
make the required contributions; 

 

• when the NTCA Board of Directors discontinues either the whole Program or 
those parts of the Program you are enrolled in; 

 

• when contributions for the coverages stop. 
 
Your Dependent’s coverage will end at the earliest of the following: 
 

• when the person no longer meets the definition of a Dependent; 
 

• when your coverage ends. 
 
There are opportunities to continue enrollment in the Program or convert to an 
individual life insurance policy after coverage stops.  For more information, refer 
to Continuation of Medical and Dental Benefits. 
 
How Do I Elect My Benefits? 
 

• Your Member Company may provide you with the opportunity to choose 
between different benefit plans at the following times: 
 

 when your Member Company first offers more than one plan of benefits; 

 when you first enroll in the Program;  

 during the annual enrollment period designated by the Contract 
Administrator, in which case the change you elect (if any) will become 
effective the following January 1; or 

 for medical benefits, if you experience a special enrollment event 
because you acquired a Dependent or if you lose other coverage as 
described in Other Eligibility Requirements. 

 

• If you are a Retired Participant, surviving spouse, or divorced spouse who 
has elected Lifetime continuation coverage, you will be allowed to choose 
from the retiree plan(s) of benefits offered by your Member Company as of 
the day you elect coverage as a Retired Participant, surviving spouse, or 
divorced spouse and will be permitted to change elections during the annual 
enrollment period as described above (if applicable).  Alternately, you may 
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elect COBRA coverage as described under Continuation of Medical and 
Dental Benefits. 
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Section III: 
Medical and Dental Benefits 

 
Medical Benefit Provisions 

  
What Are the Medical Benefit Provisions? 
 
The Program provides benefits on a self-insured basis for the Hospital and Major 
Medical charges summarized in this section.  It is IMPORTANT to note these 
benefits are subject to limits and exclusions.  PLEASE CAREFULLY REVIEW 
these limits and exclusions to determine whether coverage will be provided in 
specific circumstances.  To the extent the Program has a Negotiated Rate for a 
particular benefit listed in this Section III, the Program will pay the Negotiated 
Rate. 
 
Deductible and Coinsurance Requirements.  Some charges are subject to a 
Deductible, while others are not.  Please refer to your benefit confirmation 
information or check with your Member Company's benefits representative to find 
out the amount of your Deductible.  Beginning January 1, 2018 an individual 
member of a family does not have to meet the full family Deductible before 
benefit payments begin. Once an individual meets their individual Deductible, the 
Program will begin paying benefits for Eligible Expenses for that person. Only 
allowable charges can be used to satisfy the Deductible.  Some benefits are 
subject to a Co-Pay and some benefits are subject to a Coinsurance requirement, 
which means benefits are payable at 50% of covered charges rather than 100%.  
See page 39 for information on when and to what extent the Coinsurance 
requirement will be waived. 

In-Network Benefits.  "In-Network" means a provider or facility directly or 
indirectly contracted with the Group Health Program’s national preferred provider 
organization, UnitedHealthcare Choice Plus Network, at the incurred date of 
service of a claim.  UnitedHealthcare is identified by the logo printed on your 
GHP ID Card.  For purposes of the vision benefit provided through Vision 
Services Provider (VSP), those providers are not considered "In-Network". 

 
These providers can change at any time.  You should verify a provider's In-
Network status prior to your visit.  Even when your initial point of service is with 
an In-Network provider, this is not a guarantee all services are provided by In-
Network providers. If you have questions about which providers are In-Network, 
you can view a list of In-Network providers at the website listed on your GHP ID 
card, or call the phone number listed on your card for an updated list. 
 
Eligible services provided by a radiologist, anesthesiologist, certified registered 
nurse anesthetist, pathologist or other Hospital based provider will be payable at 
the In-Network level of benefits even when rendered by an Out-of-Network 
provider (except for surgeons or assistant surgeons); provided that the service 
was rendered at an In-Network facility and filed as a facility claim.   
 
Special Benefit Rules.  There are special benefit rules for certain conditions and 
services.  These are: 

• Physical Therapy Benefits – see page 29. 
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• Home Health Care – see page 29. 

• Telehealth Benefits – see page 33. 

• Maternity Benefits – see page 33. 

• Chiropractic Charges – see page 34. 

• Vision Care – see page 34. 

• Hearing Care – see page 35. 

• Hospice Care – see page 35. 

• Prescription Drugs and Medicines – see page 36. 

• Organ and Bone Marrow Transplants – see page 37. 

• Diabetic Education – see page 37. 

• Large Case Management – see page 37. 

• Limited Dental Benefits – see page 38. 

• Acupuncture – see page 38. 
 
Overall Limits and Provisions.  There are several overall limits and provisions 
affecting your coverage.  These are: 

• Maximum Benefits 

• Coinsurance Waiver Provision 

• Medically Necessary 

• Maximum Charges, where applicable 

• Usual, Customary and Reasonable (UCR) charges, where applicable 

• Contract Allowable Charges, where applicable 

• Timely Filing 
 
These provisions and limits are described in more detail below. 
 
Specific Benefit Exclusions.  The Program contains specific benefit exclusions.  
For a list of these exclusions, see pages 40 – 43. 
 
How Are Hospital Charges Covered? 
 
Preadmission Review 
 
To ensure an inpatient stay is not denied because it is not considered Medically 
Necessary, preadmission review must be obtained from the Medical Review 
Company prior to Inpatient Hospital admission.  To obtain a preadmission review, 
your Physician or Mental Health Provider should contact the Medical Review 
Company prior to admission to a Hospital at the phone number listed on the back 
of your GHP ID card.  If you or your Dependent is admitted to a Hospital because 
of an emergency, your Physician or Mental Health Provider must contact the 
Medical Review Company within forty-eight (48) hours or as soon as reasonably 
possible following admission.   
 
Coverage of Hospital Charges 
 
After meeting the Deductible, for the following charges payment will be made at 
100%, when provided by an In-Network provider or 50% of the Maximum Charge 
for facility charges or 50% of the Usual, Customary and Reasonable charge for 
non-facility charges when provided by an Out-of-Network provider. 
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• Inpatient semi-private room and board charges and related services and 
supplies for regular hospital accommodations and intensive care units, if 
Medically Necessary. Coverage for Inpatient Hospital charges includes 
treatment of psychiatric/mental or nervous disorders and substance abuse. 

 
Coverage for Inpatient Hospital charges also includes charges where 
admission is for dental procedures provided the admission is Medically 
Necessary.  If it is not Medically Necessary, then the charges will not be 
covered either as a medical or a dental expense. 

 

• Outpatient Hospital charges. 
 

• Transportation to and from a Hospital by professional land ambulance where 
the individual’s medical condition precludes the use of public or personal 
transportation.  Coverage of air ambulance charges for transport to the 
nearest Hospital capable of providing the appropriate level of care will be 
considered on a case-by-case basis where loss of life or severe bodily harm 
is imminent. 

 

• Ambulatory Surgical Center charges. 
 

• For Emergency Treatment, after the Deductible, payment will be made, 
subject to other limitations and exclusions outlined in this section, for the 
lesser of 100% of the billed charges or, where the GHP has a Negotiated 
Rate, 100% of the Negotiated Rate.   
 
Important Note:  To be covered, Hospital services must be authorized by a 
Health Care or Mental Health Provider. Benefits will not be paid for non-
emergency Friday or Saturday admissions.   

 
How Are Major Medical Charges Covered? 
 
Precertification Review 
 
Your Physician or Mental Health Provider must obtain precertification review from 
the Medical Review Company for the following Outpatient procedures: 

• Hysterectomy 

• Laminectomy 

• CT [computerized axial tomography] Scan 

• PET [positron emission tomography) Scan 

• MRI [magnetic resonance imaging] procedures 
 
Precertification is required to show the procedure is Medically Necessary. To 
obtain precertification review, your Physician or Mental Health Provider should 
contact the Medical Review Company prior to the procedure at the phone number 
listed on the back of your GHP ID card.  Procedures approved through 
precertification are valid for 90 days once issued by the Medical Review 
Company.  Precertification is not required if the procedure is performed during an 
emergency room visit.  
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Are Any Major Medical Charges Paid at 100%? 
 
Yes.  Covered charges for specific preventive care services are payable at 100% 
and are not subject to the Deductible when received from an In-Network provider. 
Other In-Network Major Medical charges listed under this section are subject to 
the applicable Deductible. Covered charges for specific preventive care services 
are payable at 50% of the Usual, Customary and Reasonable charges after the 
Deductible, when received from an Out-of-Network provider. 
 

• Specific preventive care services are described on the following pages and 
as required by law. 

 

Preventive Care Service Description 

Abdominal Aortic Aneurysm 
 

Ultrasound screening for at risk men age 
65 to 75. Limit to one screening per 
lifetime. 

Alcohol Misuse Screening and behavioral counseling 
intervention for adults age 18 and older 
as part of an annual physical to reduce 
alcohol misuse by adults. 

Anemia Screening Routine screening for children at 12 
months. 

Aspirin Use Must be prescribed by a physician and 
based on recommended guidelines. 
Current guidelines are for adults age 50 
to 59 who have a 10% or greater 10-year 
cardiovascular risk who are not at 
increased risk for bleeding, have a life 
expectancy of at least 10 years and are 
willing to take a low-dose aspirin daily for 
at least 10 years. ***   

Autism Screening Screening for children at 18 and 24 
months. 

Bacteriuria Urinary Tract Infection 
Screening 

Screening for pregnant women. 

Bilirubin Screening Screening for newborns. 

Blood Screening Screening for newborns. 

Blood Pressure Screening Screening for well-child and adults.  

Bowel Preparations for 
Colonoscopy 

Adults over age 50, covered two times 
per calendar year.  

  

Breast Cancer Screening 
Counseling/BRCA Testing 

Counseling and evaluation for further 
breast cancer testing for women with 
increased risk.  Limit up to two 
counseling sessions per lifetime. 
Includes BRCA genetic testing, if 
indicated. 



 

GHP SPD HDHP Triple AAA PPO Plan 2019 22 

Breast Cancer Chemoprevention 
Counseling 

Counseling and preventive medications 
for women at higher risk for breast 
cancer. 

Breast Cancer Screening One mammography screening annually 
for women beginning at age 40, with a 
baseline mammogram between ages 35 
to 40. 

Breast Feeding Counseling Interventions to support and promote 
breast feeding by women and costs for 
the purchase of breast feeding 
equipment. 

Cervical and Vaginal Cancer 
Screening 

Screening for cervical cancer in women 
age 21 to 65 with cytology (Pap smear) 
every year. For women age 30 to 65 who 
want to lengthen the screening interval, 
screening with a combination of cytology 
and human papillomavirus (HPV) testing 
every year. 

Colorectal Cancer Screening Screening using fecal occult blood 
testing, sigmoidoscopy or colonoscopy 
for adults age 50 and older and for 
participants and dependents under age 
50 upon recommendation of a treating 
physician and family history of colorectal 
cancer.      

Congenital Hypothyroidism 
Screening 

Screening for newborns. 

Contraceptives FDA approved prescription, generic 
contraceptive methods and forms for 
women, over-the-counter generic 
contraceptives and contraceptive 
implants once in a three-year period 
where prescribed by a physician.   
Removal of contraceptive implants once 
in a three-year period, sterilization 
procedures (tubal ligation), and patient 
education and counseling (when part of 
a routine examination).  If your provider 
recommends a medically necessary 
determination, GHP will cover the brand 
contraceptive method without cost-
sharing. 

Critical Congenital Heart Defect 
Screening 

Screening for newborns. 

Depression Screening Screening for adults including pregnant 
and postpartum women and 
implemented with adequate systems in 
place to ensure accurate diagnosis, 
effective treatment and appropriate 
follow-up. 
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Screening for major depressive disorder 
(MDD) in adolescents aged 12 to 18 
years and implemented with adequate 
systems in place to ensure accurate 
diagnosis, effective treatment and 
appropriate follow-up. 

Development Screening Screening for children under age 3, and 
surveillance throughout childhood. 

Diabetes (Type 2) Screening Screening for high-risk adults including 
screening for abnormal blood glucose as 
part of cardiovascular risk assessment in 
adults age 40 to 70 who are obese, 
including referral for intensive behavioral 
counseling interventions to promote 
healthful diet and physical activity. 

Diet and Physical Activity Referral for counseling for adults who 
are overweight or obese and have 
additional cardiovascular risk factors.  

Domestic and Interpersonal 
Violence  

Annual screening and counseling for all 
women. 

Dyslipidemia Screening Screening for children at higher risk of 
lipid disorders. 

Fall Prevention Exercise or physical therapy and vitamin 
D supplementation with prescription to 
prevent falls in community-dwelling 
adults age 65 and older who are at 
increased risk for falls, with prescription.  
Physical therapy is subject to medical 
review by the Medical Review Company. 

Fluoride Chemoprevention 
Supplements 

Fluoride treatment for children up to age 
5.  Must be prescribed by physician. *** 

Fluoride Varnish Application of fluoride varnish to the 
primary teeth of infants and children up 
to age 5.  Must be applied by primary 
care clinicians.  

Folic Acid Supplements Provided for women who may become 
pregnant.  Must be prescribed by a 
physician. *** 

Gestational Diabetes Screening for women after 24 weeks of 
pregnancy.  

Gonorrhea Prevention Medication Medication for eyes of newborns. 

Gynecological Exam One routine exam per calendar year for 
women. 

Hearing Screening Screening for all children 

Height, Weight, Length, Head 
Circumference, Weight for Length, 
and Body Mass Index 

Measurement for newborns and children 
of certain ages. 
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Hemoglobinopathies or Sickle Cell 
Disease Screening 

Screening for newborns. 

Hepatitis B Screening Screening for children and adults. 

Hepatitis C Screening Screening for children and adults at high 
risk for infection. 

Human Immunodeficiency Virus 
(HIV) Screening 

Screening for HIV infection in children 
and adults age 15 to 65 years, younger 
adolescents and older adults at 
increased risk, and all pregnant women. 
HIV screening and counseling for 
sexually transmitted infections annually 
for women who are sexually active.  
Screening includes actual testing for 
HIV. 

Human Papillomavirus (HPV) 
DNA Test 

Women beginning at age 30, every year. 

Immunization (Well Baby)  
Well-baby = birth – age 2 

• Diphtheria, Tetanus, Pertussis – 
DTP  

• Haemophilus Influenzae type b – 
Hib 

• Hepatitis A   

• Hepatitis B   

• Influenza – Flu  

• Inactivated Poliovirus - IPV 

• Measles, Mumps, Rubella - MMR 

• Pneumococcal – PCV  

• Rotavirus - RV 

• Varicella – Chicken Pox  

Immunization (Well-Child)  
Well-child = age 2 – 21* 
(*except where noted 
otherwise) 

• Diphtheria, Tetanus, Pertussis – 
DTP  

• Haemophilus Influenzae type b – 
Hib 

• Hepatitis A   

• Hepatitis B   

• Human Papillomavirus – HPV (*age 
7 - 21) 

• Influenza – Flu  

• Inactivated Poliovirus - IPV 

• Measles, Mumps, Rubella - MMR  

• Meningococcal – Meningitis  

• Pneumococcal – PCV  

• Varicella – Chicken Pox 
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Immunization (Adults)  
Adults = age 22 and 
older* (*except where 
noted otherwise) 

• Diphtheria, Tetanus, Pertussis – 
DTP  

• Haemophilus Influenzae type b – 
Hib 

• Hepatitis A   

• Hepatitis B   

• Herpes Zoster – Shingles (*age 50 
and older) 

• Human Papillomavirus – HPV (*age 
22 - 26) 

• Influenza – Flu (includes H1N1) 

• Measles, Mumps, Rubella - MMR  

• Meningococcal – Meningitis  

• Pneumococcal – PCV  

• Varicella – Chicken Pox  

Latent Tuberculosis Infection 
Screening (LBTI) 

Screening in populations at increased 
risk. 

Lead Testing Testing for children (age birth - 2: limit up 
to three tests per calendar year; age 3 – 
6: limit one test per calendar year).  

Lung Cancer Screening  Screening by CT Scan for adults age 55 
to 80 with long-term smoking history. 
Precertification for this screening is 
required by GHP. 

Medical History For all children throughout development. 

Obesity Counseling and 
Screening 

Referrals for children and adults with 
primary diagnosis of obesity.  
Note: No benefits are available for any 
other obesity treatment, including 
surgical interventions such as gastric/lap 
band surgery. 

Oral Health Risk Assessment For newborns and young children. 

Osteoporosis Screening Screening for women age 60 and older. 

Phenylketonuria (PKU) Screening Genetic disorder screening for 
newborns. 

Preeclampsia Prevention Aspirin – Provided for pregnant women 
after 12 weeks of gestation who are at 
high risk for preeclampsia.  Must be 
prescribed by your physician. *** 

Prostate Cancer Screening Exam One prostate screening per calendar 
year for men beginning at age 50. 

Psychosocial/Behavioral 
Assessment 

Assessments for children of all ages, 
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Rh Incompatibility Screening Screening for pregnant women and 
follow-up testing for women at higher 
risk. 

Routine Physical Exam General health examination, limited to 
one examination per calendar year.  
Covered services include, but are not 
limited to, the visit, urinalysis, whole 
blood count, chest X-ray, occult feces, 
mammogram, pap smear, prostate 
exam, EKG, cholesterol, blood pressure 
and glucose screening.  
 
Note:  An exam and related lab work 
done at a weight loss center either as a 
condition for entering a weight loss 
program or during a weight loss program 
is not considered a covered physical or 
general health exam for this purpose.  
Expenses for such an exam are not 
covered under GHP.  

Sexually Transmitted Infection 
(STI) Prevention Counseling and 
Screening 

High-intensity behavior counseling to 
prevent STIs for sexually active 
adolescents and adults who are at 
increased risk for sexually transmitted 
infections. STI screenings include: 
syphilis, and chlamydia and gonorrhea 
screenings for sexually active women 
age 24 years or younger and in older 
women who are at increased risk for 
infection. 

Skin Cancer Behavioral 
Counseling 

Counseling for children, adolescents, 
and young adults age 6 months to 24 
years who have fair skin about 
minimizing their exposure to ultraviolet 
radiation to reduce risk for skin cancer. 

Statin Preventive Medication 
(Effective January 1, 2018) 

Statin preventive medication for adults 
age 40 to 75 with no history of 
cardiovascular disease (CVD), 1 or more 
CVD risk factors and a calculated 10-
year CVD event risk of 10% or greater.  
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Tobacco Use Screening and 
Cessation Counseling 

Screening for adults, age 18 and older, 
and all pregnant women regardless of 
age.  For those adults who use tobacco 
products, at least two tobacco cessation 
attempts per calendar year. Each 
cessation attempt includes coverage for 
four tobacco cessation counseling 
sessions of at least 10 minutes each 
without prior authorization (including 
telephone counseling, group counseling 
and individual counseling). Counseling 
must be provided by a health care or 
mental health care provider as defined in 
the GHP Specifications.   
Each cessation attempt also includes 
coverage for FDA-approved tobacco 
cessation medications, including both 
prescription and over-the-counter 
medications, for a 90-day treatment 
regimen. Must be prescribed by 
physician. *** No prior authorization is 
required. 
For pregnant women who use tobacco 
products, augmented, pregnancy-tailored 
counseling.  Counseling must be 
provided by a health care or mental 
health care provider as defined in the 
GHP Specifications.   
Interventions to prevent initiation of 
tobacco use in school-aged children and 
adolescents. 

Tuberculin Testing Testing for children up to age 21; limit 
one test per calendar year.  

Visual Acuity Screening Vision screening for children up to age 5. 

Well-Baby and Well-Child Care Exams for dependent children up to age 
24 months, unlimited for routine, non-
illness related office visit. 
Exams for dependent children age 24 
months up to age 26, limited to one 
preventive office visit per calendar year. 

Well-Woman Visits Annually to obtain required preventive 
services. If a clinician determines that a 
patient required additional well-women 
visits to obtain all necessary services, 
then those additional visits will be 
covered without cost sharing. 

***Benefits are only available through GHP’s prescription drug plan.  
If a generic drug is available, GHP will only cover the cost of the 
generic drug.  Participants may pay the entire cost to obtain the 
brand name drug.   
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Covered preventive care services must be appropriate based on age, gender, 
and condition of the patient.  Reimbursements are determined based on the 
physician/provider’s claim submitted to GHP and may be subject to Usual, 
Customary and Reasonable (UCR) charges.  If provided by an In-Network 
provider:  
 

• If the primary purpose of the office visit is an annual physical/preventive 
care, there will be no cost-sharing, such as a Deductible, Coinsurance, or 
Co-Pay, for the office visit or preventive care services. 

• If the primary purpose of the office visit is diagnostic or treatment-related and 
preventive care services directly related to treatment are also submitted on 
the claim, there will be cost-sharing. Preventive services not related to 
treatment will not be subject to cost-sharing such as a Deductible, 
Coinsurance, or Co-Pay, on the preventive care services if these services 
are separately billed.  There may be cost-sharing on non-preventive care 
services or on preventive care services not separately billed depending on 
the GHP participant’s elected medical plan. 

 
Covered charges for Outpatient Surgery and related charges are covered at 
100%, when provided by an In-Network provider or 50% of the Usual, Customary 
and Reasonable covered charges when provided by an Out-of-Network provider.  
Outpatient Surgery includes the following: 

 

• Surgery fees.  Coinsurance amounts for assistant surgeon fees shall be 
based on the assistant surgeon’s Negotiated Rate; if there is not a 
Negotiated Rate payment will be based on the Usual, Customary and 
Reasonable charge for assistant surgeon services.  
 

• Anesthesia charges 
 

• Laboratory charges, provided they are identified as such and provided they 
are strictly laboratory charges and do not include a consultative procedure 
 

• Radiology charges 
 

For the following charges, payment will be made at 100% when provided by an 
In-Network provider. Payment will be made at 50% of the Usual, Customary and 
Reasonable charge for non-facility charges or the Maximum Charge for facility 
charges when provided by an Out-of-Network provider.  Office visits obtained 
from an In-Network provider will be subject to a $20 Co-Pay. See “Does GHP 
Offer Telehealth Benefits?” for more information about telehealth benefits. 
Providers may charge for services in addition to the office visit, which are 
payable at 100%, for In-Network providers and at 50% of the Usual, 
Customary and Reasonable covered charges for non-facility charges and 
the Maximum Charge for facility charges, for Out-of-Network providers. 
  

• In-Hospital surgical procedures, including Surgery fees, anesthesia charges, 
laboratory charges, radiology charges, and Health Care Provider fees for in-
hospital visits and consultations. 
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• Services of a Health Care Provider or a licensed Physician’s Assistant 
rendered under the direct supervision of a Physician. 
 

• Psychiatric/Mental or Nervous Disorder Charges – Outpatient and other 
related charges for services of a Mental Health Provider.  Covered charges 
include charges for family counseling conducted during treatment for a 
diagnosed condition. 

 

• Substance Abuse Related Charges – Outpatient and other related charges 
for services of a Mental Health Provider.  Covered charges include charges 
for family counseling conducted during treatment for a diagnosed condition. 

 

• Physical therapy rendered by a registered physical therapist (R.P.T.), but not 
to exceed the services of more than one physical therapist at one time.  
Appropriate treatment is subject to medical review by the Medical Review 
Company. Failure to obtain medical review is not subject to a penalty 
resulting in the reduction of benefits. 
 

• X-ray, examinations and treatments, anesthetics, lab tests, and 
chemotherapy. 

 

• Home Health Care – The Program will pay for the following covered charges 
for you or your Dependent if you have an approved Home Health Care Plan: 

 

 Up to 50 visits during a calendar year by a representative of a Home 
Health Care Agency to provide therapy and/or other Medically 
Necessary services.  A visit of four hours or less count as one visit; for a 
visit more than four hours, each four hours or fraction thereof will be 
considered a separate visit.  Homemaking services, such as 
housekeeping, preparing meals, or acting as a companion or sitter, are 
not covered. 

 

 Other services and supplies ordered by a Physician as part of the Home 
Health Care Plan. 

 

• As required by the Women’s Health and Cancer Rights Act of 1998, benefits 
are provided for mastectomy-related services including reconstruction and 
Surgery to achieve symmetry between the breasts, prosthesis, and 
complications resulting from a mastectomy including lymphedema. 

 

• Nursing care rendered at home by a professional private duty registered 
nurse (R.N.) or licensed practical nurse (L.P.N.) at home following discharge 
from a Hospital subject to the following: 

 

 services of no more than one nurse at any one time, 
 

 benefits will be limited to 30 days in a calendar year, and 
 

 (1) the care is ordered by the attending Physician; (2) the Physician 
identifies the specific professional skills required by the patient and the 
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medical necessity for skilled services; and (3) the Physician indicates 
the length of time the services are needed. 

 

• Coronary/Cardiac rehabilitation programs supervised by a cardiologist or 
cardiac surgeon for the treatment of or recovery from: 
 

 Myocardial Infarction 
 

 Coronary Revascularization (including Coronary Bypass and 
Angioplasty) 

 

 Valvular Aortic Surgery 
 

 Cardiac Transplantation 
 

A covered rehabilitation program must start within 60 days following one of 
the above covered cardiac events and benefits will only be payable for up to 
a six-consecutive month rehabilitation period. 
 
Charges for gymnasium or exercise equipment used in connection with a 
covered cardiac rehabilitation program are not covered. 

 

• Durable Medical Equipment with a billed or Usual, Customary and 
Reasonable purchase price of less than $1,000 will be covered up to the 
purchase price with no rental and includes but is not limited to: crutches, 
trusses, splints, bandages, walkers, canes, orthopedic shoes, corrective 
shoes, surgical hose and diabetic shoes. Covered items must be Medically 
Necessary, rather than being primarily for comfort or convenience.   
 
Durable Medical Equipment with a billed or Usual, Customary and 
Reasonable Charge exceeding $1,000 will be covered up to the purchase 
price as a rental arrangement, as applicable, such as the rental of a 
wheelchair or Hospital-type bed. Covered items must be Medically 
Necessary, rather than being primarily for comfort or convenience and may 
require a Physician’s supporting statement. The total cost of Durable Medical 
Equipment will be reimbursed only up to the purchase price of the equipment 
if purchased new. Appropriate treatment is subject to medical review by the 
Medical Review Company. Failure to obtain medical review is not subject to 
a penalty resulting in the reduction of benefits. 

  
For Durable Medical Equipment that cannot be purchased, such as certain 
respiratory equipment, the Program will follow the guidelines established by 
Medicare. 

 
Charges for necessary repairs (and rental charges during the repair period) 
of Durable Medical Equipment purchased by the Program are Eligible 
Expenses.  Batteries for such devices and equipment are not Eligible 
Expenses. 

 
Charges for replacement of Durable Medical Equipment by the Program are 
covered expenses if: 
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 the equipment cannot be repaired, or 
 

 repairs would be more expensive than purchasing replacement 
equipment, or 

 

 replacement is recommended by the attending Physician based upon 
medical necessity. 

 
Repair or replacement of Durable Medical Equipment will not be covered 
during the equipment's normal, useful life, including for cosmetic or 
technological improvements, unless the equipment is damaged during 
normal use. 

 

• Miscellaneous Eligible Items: 
 

 Accessories for orthopedic braces (e.g., leather straps or pads) 
 

 Custom orthotics 
 

 Syringes, needles, diabetic supplies and test strips 
 

 Catheters (surgical tubes) 
 

 Colostomy bags and accessories 
 

 Intraocular lenses (FDA-approved) 
 

 Pacemaker 
 

 Prosthesis for post-mastectomy bra 
 

 Traction equipment (head halter) 
 

 Prescription grade compression stockings, four pair per calendar year 
 

 Surgical dressing, surgical tape 
 

 Insulin 
 

 Injected Vitamin B-12 to treat pernicious anemia 
 

 Taxes on covered items 
 

 One procedure per eye per lifetime performed on the cornea (i.e., radial 
keratotomy, Lasik, keratomileusis, or other FDA-approved correction 
procedure) not to exceed a maximum payment of $937.50 per eye when 
provided by an In-Network provider or $468.75 per eye when provided 
by an Out-of-Network provider. 
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 Orthoptic therapy when recommended by a Physician for treatment of 
convergence insufficiency 

 

 Voluntary or involuntary termination of pregnancy 
 

 Voluntary sterilization except when considered preventive care as 
required by applicable law.  The cost for the reversal of these 
procedures is not covered. 

 

 Fertility medications and treatment of infertility. Eligible Expenses for 
fertility drugs are payable at 50% of the cost of the medication to the 
Program. All charges related to artificial insemination, in-vitro 
fertilization, and similar procedures are excluded. 
 

 Routine patient costs otherwise eligible under the Program that are 
associated with participation in Phases I-IV of approved clinical trials to 
treat cancer or other life-threatening conditions, as required by the 
Affordable Care Act (ACA).  These costs will be subject to the Program’s 
otherwise applicable Deductibles and limitations and do not include 
costs of the investigational item, device, or service, items that are 
provided for data collection, or services that are clearly inconsistent with 
widely accepted and established standards of care for a particular 
diagnosis. 
 

 Behavioral services for autism spectrum disorder (including intensive 
behavioral therapies such as Applied Behavioral Analysis (ABA)) that 
are: 

 
▪ Focused on the treatment of core deficits of autism spectrum 

disorder. 
 

▪ Provided by an applied behavioral analyst certified by the 
Behavior Analyst Certification Board (BACB) or other qualified 
provider under the appropriate supervision. 

 
▪ Focused on treating maladaptive/stereotypic behaviors that are 

posing danger to self, others and property, and impairment in 
daily functioning. 

 
This section describes only the behavioral component of treatment for 
autism spectrum disorder.  Medical treatment of autism spectrum 
disorder is a covered health service for which benefits are 
available under the Hospital and major medical provisions of GHP. 
 
Benefits under this paragraph include the following levels of care: 

 
▪ Inpatient treatment. 
▪ Residential Treatment. 
▪ Partial Hospitalization/Day Treatment. 
▪ Intensive Outpatient Treatment.  
▪ Outpatient Treatment 
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Services under this paragraph include the following: 

 
▪ Diagnostic evaluations, assessment and treatment planning 
▪ Treatment and/or procedures. 
▪ Medication management and other associated treatments. 
▪ Individual, family, and group therapy.  
▪ Provider-based case management services. 
▪ Crisis intervention. 
▪ Enhanced autism spectrum disorder services that are focused on 

educational/behavioral intervention that are habilitative in nature 
and that are backed by credible research demonstrating that the 
services or supplies have a measurable and beneficial effect on 
health outcomes. Benefits are provided for intensive behavioral 
therapies (educational/behavioral services that are focused on 
primarily building skills and capabilities in communication, social 
interaction and learning such as applied behavioral analysis (ABA)). 

 
Does GHP Offer Telehealth Benefits? 
 
Yes. GHP has partnered with Teladoc to provide immediate, on-demand access 
to non-urgent care. Services are available by telephone, 800-835-2362 or video 
conference, www.teladoc.com. The cost of a Teladoc appointment is $45 for 
general medical services and $75 for dermatology. You will be responsible for 
paying the cost of the visit in full at the time of service. Teladoc will submit a claim 
on your behalf. The Program will reimburse you for that amount, subject to any 
Deductible, Co-Pay, or Coinsurance. All Teladoc providers are In-Network 
providers. 
 
How Are Maternity Benefits Covered? 
 

• Hospital (including birthing centers) and Major Medical expenses related to 
pregnancy (including the services of a licensed, certified nurse midwife) 
incurred after the effective date of coverage are payable as any other 
Hospital or Major Medical Charges. 

 

• Federal law generally prohibits group health plans from restricting benefits 
for any hospital length of stay in connection with childbirth for the mother or 
newborn child to less than 48 hours following a normal vaginal delivery, or 
less than 96 hours following a cesarean section, or requiring a provider 
obtain authorization from the plan for prescribing a length of stay not more 
than the above periods. However, GHP does require notification upon 
admission. 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. 

 
Are There Additional Benefit and Payment Limits for Certain Conditions 
and Services? 
 
Yes.  The following Hospital and Major Medical services are subject to benefit 
and payment limits, as described in the following sections. Unless indicated 
otherwise, these conditions and services for In-Network and Out-of-Network 
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coverage apply after meeting the Deductible. All other plan limits and exclusions, 
including those listed in this section apply to these services. 
 

• Chiropractic Charges –The Program will pay for chiropractic Outpatient and 
related charges up to a maximum of 30 visits per calendar year and a 
maximum of 1 visit per day at 100% of In-Network charges not to exceed a 
maximum payment of $50 per visit or 50% of the lesser of the Negotiated 
Rate or billed charge not to exceed a maximum payment of $50 per visit 
when Out-of-Network.  X-rays will not be included for purposes of the $50 
per visit limit. 
 
Manipulations that, if performed by a chiropractor, would be covered under 
this provision, are subject to the limits in this subsection, regardless of 
whether provided by a chiropractor osteopathic Physician, or other provider. 
 

• Vision Care – Each Member Company decides if vision coverage will be 
offered.  Please review your benefit confirmation information to see if you 
have vision coverage.  You cannot waive vision coverage if offered by your 
Member Company. The Program offers the following options for vision care: 

 

 Vision Service Plan (VSP) is a vision care plan contracted to provide 
discount eye exams and eyeglasses or contact lens services for GHP 
Participants.  To use this plan, Participants set up an appointment with 
an optician or ophthalmologist (who has contracted with VSP) and 
receive eye exams and necessary eyeglasses or contact lenses at 
minimal or no cost.  VSP then bills the Program directly for the services 
provided.  Benefits received from VSP are available instead of the 
Program benefit and in no case as a supplement.  VSP charges are not 
subject to the Deductible.  For more information, contact VSP at 
www.vsp.com or (800) 877-7195. 

 

 If you decide not to use VSP, you can go to your own optician or 
ophthalmologist, pay for a routine eye exam and eyeglasses or contact 
lenses, and be reimbursed as indicated below even if the provider is In-
Network:  
 
▪ Routine Eye Exam: 100% of the lesser of the Negotiated Rate or 

billed charge not to exceed a maximum payment of $100 for one 
routine eye exam per calendar year. 

 
▪ Prescription Eyeglasses:  

 
o Frames: 100% of the lesser of the Negotiated Rate or billed 

charge not to exceed a maximum payment of $187.50 per 
calendar year, either alone or in combination with prescription 
lenses or prescription contact lenses. 

 
o Lenses: 100% of the lesser of the Negotiated Rate or billed 

charge not to exceed a maximum payment of $187.50 per 
calendar year, either alone or in combination with prescription 
frames or prescription contact lenses. 
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▪ Prescription Contact Lenses: 100% of the lesser of the Negotiated 
Rate or billed charge not to exceed a maximum payment of 
$187.50 per calendar year, either alone or in combination with 
prescription eyeglass frames or lenses, except that the Plan will 
pay 100% of the Usual, Customary and Reasonable charge for 
one pair of contact lenses when prescribed following corneal 
transplant surgery or for the treatment of keratoconus. 

 
▪ Special Rules for Participants and Dependents Under Age 19: 

 
o For one routine eye exam per calendar year, 100% of the 

Usual, Customary and Reasonable charges. 
 

o For prescription eyeglass lenses, 100% of the Usual, 
Customary and Reasonable charges for one pair per calendar 
year. 

 
o For prescription eyeglass frames or contact lenses,100% of the 

lesser of the Negotiated Rate or billed charge not to exceed a 
payment of $187.50 per calendar year   
 

 All maximum payment amounts are not subject to the Deductible. 
 

The following items are excluded: contact lens kits, solutions, service 
agreements, insurance contracts and other similar services.  

• Hearing Care – The Program will pay for: 

 

 Cochlear Implants - 100% of In-Network charges or 50% of the Usual, 
Customary and Reasonable charges when Out-of-Network. 

 

 Hearing Aids and Auditory Implants - 100% of In-Network charges or 
50% of the lesser of the Negotiated Rate or billed charge when Out-of-
Network up to the lesser of three hearing aids and/or other auditory 
implants every four calendar years not to exceed a maximum payment 
of $6,250 when In-Network or $3,125 when Out-of-Network per 
individual every four calendar years.  Hearing aids and/or other auditory 
implants, applied toward the Program maximum in effect prior to 
January 1, 2017 will carry forward up to a maximum of four years in 
determining current hearing aid benefits. 

 
Allowable amounts include any Hospital, medical or other charges incurred 
in connection with or related to the implantation of the device, including but 
not limited to charges for pre-screening, testing and therapy.  Allowable 
amounts also include repairs and replacements of such devices. 

 

• Hospice Care – The Program will pay for the following covered charges for a 
terminally ill Participant or Dependent for up to six months of treatment as an 
Inpatient or Outpatient at a Hospice in a Hospice Care Program.  A 
Participant or Dependent will be considered terminally ill for purposes of the 
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Hospice Care Benefit if his Physician certifies his life expectancy is six 
months or less: 

 

 100% of In-Network charges or 50% of Usual, Customary and 
Reasonable charges when Out-of-Network for Inpatient and Outpatient 
Hospital charges paid according to the Inpatient and Outpatient Hospital 
benefits of this section. 

 

 100% of In-Network charges or 50% of Usual, Customary and 
Reasonable charges when Out-of-Network for Charges for supplies 
provided or administered as part of the Hospice Care Program paid 
according to the Major Medical benefits of this section. 
 

• Prescription Drugs and Medicines – Prescription drugs and medicines 
purchased from a registered pharmacist or through a retail and/or mail-order 
drug program approved by the Trust Committee (including a Medicare Part D 
Drug Plan for Medicare-eligible individuals established pursuant to the 
Medicare Modernization Act) are payable subject to limits and other criteria 
established by the Trust Committee. 

 
Expenses for over-the-counter drugs, medications, vitamins, minerals, 
nutrients or dietary products are not covered even if prescribed by a 
Physician, unless the expenses are for prescribed nutrients, vitamins and 
minerals and are Medically Necessary in the treatment of a covered Illness 
or injury (e.g., potassium prescribed to offset the effect of a diuretic that is 
used to treat high blood pressure) or required to be covered by applicable 
law. 

  
Expenses for compound drugs are covered if Medically Necessary in the 
treatment of a covered Illness or injury. Compound drugs not Medically 
Necessary are not covered. 
 
Eligible Expenses for prescription drugs are subject to the Deductible, unless 
considered preventive in accordance with applicable regulations.   
 
Charges by a Hospital for prescription drugs and medicines will be 
reimbursed under the terms of the prescription drugs and medicines benefit 
unless: 
 

 the prescription drugs or medicines are dispensed by the Hospital for 
Inpatient use, 
 

 the prescription drugs or medicines are dispensed by the Hospital either 
prior to or on the day of discharge to an Inpatient for use following 
discharge (“take home drugs”), or 

 

 the prescription drugs or medicines are dispensed by the Hospital during 
an emergency room visit for Emergency Treatment. 

 
In these situations, the charges will be reimbursed as provided under terms 
of the Inpatient Hospital benefit. 
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Certain classes of drugs may be subject to drug utilization management 
rules, including preauthorization, step therapy and quantity limitations. For 
more information on prescription drugs subject to utilization management, 
contact Express Scripts at the number on the back of your GHP ID card or 
visit www.express-scripts.com.  Eligible Expenses for fertility drugs are 
payable at 50% of the cost of the medication to the Program.  Additionally, 
certain specialty medications may only be dispensed by mail. 

 

• Organ and Bone Marrow Transplants –The Program will pay the following 
covered charges for up to one transplant related to a single organ or bone 
marrow transplant per lifetime:   

 

 100% of In-Network charges or 50% of the Usual Customary and 
Reasonable charges when Out-of-Network for the removal of the donor 
organ, including the cost of the organ (if any), and the cost of 
transporting it to the transplant site and a coordination of benefits with 
the donor’s insurance. 

 

 100% of In-Network charges or 50% of the Usual Customary and 
Reasonable charges when Out-of-Network for charges related to bone 
marrow transplants (including autologous bone marrow transplants) 
including, but not limited to, high dose chemotherapy, and, when 
applicable, coordination of benefits with a donor’s insurance. 

 
Benefits will be paid according to the Inpatient and Outpatient Hospital 
and Major Medical provisions. 
 

• Diabetic Education – The Program will pay 100% of In-Network charges or 
50% of the Usual, Customary and Reasonable charges when Out-of-
Network for self-management diabetic education up to a lifetime maximum of 
three diabetic education visits per individual. 

 

• Optimum Health  – The Program has partnered with Healthways to provide 
the Optimum Health Program.  Optimum Health is aimed at identifying high-
risk Participants for intervention prior to an acute occurrence, such as a 
hospital admission or an emergency room visit. 
 
For Participants identified as high risk, they will be contacted by a registered 
nurse case manager who will work individually with the Participant.  The 
registered nurse will help Participants make informed choices, be more 
confident in their health-related decisions, avoid developing future 
complications, and improve overall quality of life through a care management 
program designed especially for the Participant.  Eligible Participants who 
successfully complete their specially designed program may receive a $100 
credit toward eligible mail order prescription drugs. 

 

• Large Case Management – Participants and Dependents identified by the 
Medical Review Company as having a serious condition that would be 
eligible for large case management may be contacted by the Medical Review 
Company.  A registered nurse case manager will work individually with the 
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Participant or Dependent to develop a case management program designed 
especially for the Participant or Dependent.  Failure to participate in the large 
case management program, as determined by the Medical Review 
Company, will result in the amount of benefits available being reduced by 
$500. 

 

• Limited Dental Benefits – The Program will pay: 
 

 100% of In-Network charges or 50% of the Usual, Customary and 
Reasonable charges when Out-of-Network for Inpatient and Outpatient 
expenses for the Participants and Dependents under the Hospital and 
Major Medical provisions of GHP for closed or open reduction of 
fractures or dislocations of the jaw; other incision or excision procedures 
on the jaws and tissues of the mouth when extraction of teeth is not 
involved; and repair to natural teeth that are damaged as a result of an 
accident when services are rendered within one year of the accident. 
Note: damage to natural teeth while eating is not considered an 
accidental dental injury. Expenses that result from that type of damage 
are covered under dental benefits. 
 

 100% of In-Network charges or 50% of the Usual, Customary and 
Reasonable charges when Out-of-Network for Inpatient and Outpatient 
dental expenses for the following Dependents under the Hospital and 
Major Medical provisions of GHP, except that the services of a legally 
licensed dentist can be covered only under the dental benefit provisions: 

 
▪ Dependent children younger than age nine (9) when anesthesia is 

required for the safe and effective administration of dental 
procedures.   

▪ Dependent children age nine (9) and older who are developmentally 
disabled and for whom general anesthesia is recommended and is 
Medically Necessary.  

 

• Acupuncture – The Program will pay for all related charges up to a maximum 
of 20 visits per calendar year and a maximum payment of $1,000 per 
individual per calendar year, at 100% of In-Network charges not to exceed a 
payment of $50 per visit or 50% of the lesser of the Negotiated Rate or billed 
charge not to exceed a payment of $50 per visit when the service is received 
from an Out-of-Network Provider. Treatment must be performed by a 
Physician or Licensed Acupuncturist and shall be limited to treatment for an 
Illness or injury covered by the Program 

 
Out-of-pocket payments for acupuncture charges are not Eligible Expenses 
for purposes of the 100% coverage that begins once the limit on maximum 
out-of-pocket expenses is reached. 

 

Does the Group Health Program Offer a Wellness Plan? 
 
Yes, GHP offers the GHP Wellness Connections plan. If adopted by your 
Member Company, the plan is available to Employees and their spouses enrolled 
in a GHP medical plan. GHP Wellness Connections is designed to encourage 
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improvements in health and reduce medical expenses through prevention. 
Incentives are offered for completing wellness activities, including an annual 
preventive screening and completion of either telephonic or online coaching. 
Completion of a health survey is also required although no incentive is provided 
for completion. Please contact your benefits representative to find out if your 
company has adopted GHP Wellness Connections.  
 
Are There Other Medical Benefit Provisions and Limits? 
 

• Maximum Benefits – The Program has an annual maximum of $600,000 it 
will pay on behalf of an individual.  Once this maximum is reached, the 
Program will only continue to pay benefits for Eligible Expenses that are 
“essential health benefits” as defined in the Affordable Care Act (ACA).  
There is no lifetime maximum benefit limit on Eligible Expenses for essential 
health benefits.  Eligible Expenses incurred in any plans of benefit under the 
Program will be counted toward the maximum benefit limit. 
 

• Coinsurance Waiver Provision – Coinsurance shall be waived for covered 
medical benefits once either you or you and your family have reached, in any 
calendar year, the maximum out-of-pocket limit  on Coinsurance payments 
for covered medical benefits ($1,000 per individual In-Network, $2,000 per 
individual Out-of-Network, $4,000 per family In-Network and $8,000 per 
family Out-of-Network)  For prescription drugs and medications, Coinsurance 
shall be waived once either you or you and your family have reached, in any 
calendar year, the separate maximum out-of-pocket limit on Coinsurance 
payments for covered prescription drugs and medications ($1,850 per 
individual and $3,700 per family). 
 
In no circumstance will Coinsurance, Deductibles, and copayments paid by a 
Participant and/or his Dependent exceed the maximum limit required under 
the ACA. 

 

• Medically Necessary – Benefits are provided for services and supplies only if 
they are determined by the Program to be Medically Necessary.  A service or 
supply is not Medically Necessary if it is primarily for comfort or convenience, 
investigative or experimental, or not consistent with standards of good 
medical practice.  

 

• Maximum Charges – Except where indicated the Program only provides 
benefits for charges up to a Maximum Charge for non-emergency facility 
charges. The Maximum Charge is 200% of the published rates allowed by 
the Centers for Medicare and Medicaid Services (CMS) for Medicare for the 
same or similar service within the geographic market, or when a rate is not 
published by CMS for the facility service or the facility does not submit 
sufficient information on the claim to pay it under the CMS published rate, 
the Maximum Charge will be 50% of the provider’s billed charge.   

 

• Usual, Customary and Reasonable Charges – For non-emergency, out-of-
network, non-facility charges, such as provider services, lab services, or 
Durable Medical Equipment, the Usual, Customary and Reasonable charge 
is either the Negotiated Rate or if there is no Negotiated Rate 200% of the 
published rates allowed by CMS for Medicare for the same or similar service 
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within the geographic market, or when a rate is not published by CMS for the 
service, Usual, Customary and Reasonable will be the 70th percentile of the 
applicable rate published in the FAIR Health national database. “Usual, 
Customary and Reasonable” means, with respect to non-facility services for 
out-of-network non-Emergency Treatment under the Platinum Dental Plan or 
the Gold Dental Plan, the 80th percentile of the applicable rate published in 
the FAIR Health national database.  A charge will not be covered, nor will it 
be included for purposes of the calculation of any Coinsurance or Deductible 
requirements, if it does not meet this standard.  

 

• Contract Allowable Charges – A contract allowable charge is the reduced 
charge the provider has agreed to and will generally be less than the billed 
amount. 
   

• Timely Filing – Charges must be incurred during a period of coverage for 
benefits to be available under the Program.  See Section VII for deadlines for 
filing benefit claims. 

 
What Benefits Are Excluded? 
 
The Program contains the following specific benefit exclusions, except as 
required by applicable law.  This list is not meant to be all inclusive; it is meant to 
highlight the types of expenses not covered by the Program.  Any services and 
supplies not listed as eligible elsewhere in this document or in the Program 
Specifications, but are not listed as excluded below, should be presented for 
predetermination, especially if they seem to be ones like those in the following 
categories. 
 
Even though a Health Care Provider may prescribe, recommend, or approve a 
service, supply or a piece of equipment does not make the charge an eligible 
expense, even though it is not specifically listed as excluded. 

 

• Artificial insemination 
 

• Autopsy 
 

• Bed tables and trays 
 

• Charges for all dental services except as specifically provided for under 
limited dental benefits 
 

• Charges for personal comfort items such as telephone, television, radio, 
barber and beauty services 

 

• Charges for a weight loss program and for the treatment of obesity, including 
all drugs and medications, even if prescribed by a physician.  This exclusion 
includes, but is not limited to, bariatric Surgery and procedures related to 
bariatric Surgery. 

 

• Charges which would not have been incurred if the patient did not have this 
coverage 
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• Chelation therapy 
 

• Chemical peels, except when used for treatment of active keratoses 
 

• Convenience items such as air conditioners and electric fans, heating pads, 
hot water bottles, humidifiers, dehumidifiers, purifiers, vaporizers and 
atomizers, whirlpool baths and blenders 
 

• Cosmetic Surgery, except (a) to correct congenital abnormalities; (b) when 
related to the correction of a functional birth defect; or (c) where necessitated 
by an injury or Illness 
 

• Custodial care 
 

• Dermabrasion 
 

• Diapers for adults and children in all instances 
 

• Educational material or courses (e.g., Lamaze training), except as specified 
in under diabetic education 
 

• Electrolysis 
 

• Expenses incurred in a VA (Veteran's Administration) or military Hospital for 
military service related Illnesses or injuries  
 

• Experimental or investigational courses of treatment, except as required by 
law, for routine patient costs in connection with participation in clinic trials 
 

• Food supplements, nutrients, vitamins, minerals, and dietary products, even 
if prescribed or administered by a Physician, unless required to be covered 
by applicable law.  Nutrients, vitamins, and minerals may be covered in 
limited circumstances when prescribed by a Physician and determined to be 
Medically Necessary in the treatment of a covered illness or injury. 
Appropriate treatment is subject to medical review by the Medical Review 
Company. Failure to obtain medical review is not subject to a penalty 
resulting in the reduction of benefits. 

 

• Genetic testing, except as Medically Necessary for diagnosis or treatment of 
a condition in the individual being tested or except where required by 
applicable law 

 

• Girdles, corsets, abdominal binders, and belts 
 

• Guest meals and guest cots 
 

• Gymnasium and exercise equipment or exercise programs to improve, 
increase and/or restore flexibility, strength, and quality of movement 
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• Hospital and Major Medical expenses resulting from work-related injuries or 
Illnesses covered (or would be covered) under a Workers’ Compensation 
program or similar law, if the Participant (or Dependent) or employer of the 
Participant (or Dependent) is required to have such coverage, or, if coverage 
is optional, has obtained such coverage 
 

• Hydrocollators 
 

• Hydropathy and dietary control, or any combination thereof 
 

• Hypnosis 
 

• Ice bags 
 

• I.D. bracelets, baby beads, footprints 
 

• Illness, injury, or disability incurred in a declared or undeclared war or while 
in the armed services 
 

• Illness, injury, or disability not treated by a licensed Physician as defined for 
purposes of the Program 
 

• Illness or injury sustained as the result of participation in the commission of a 
felony (except to the extent such illness or injury results from an act of 
domestic violence or a medical condition) 
 

• In-Hospital private duty nursing care 
 

• In-Vitro Fertilization or similar procedure 
 

• Marriage counseling, parental counseling, family counseling, pastoral 
counseling, or other counseling, except as specified in this section for family 
counseling related to Psychiatric/Mental or Nervous Disorder or 
Alcohol/Drug-Related treatment 
 

• Myotherapy, including services by a mycologist or myotherapist 
 

• Non-human tissue or mechanical organ transplants 
 

• Non-ultraviolet light therapy 
 

• Nursing home care (as distinguished from Hospice Care) 
 

• Nutritional and dietary counseling services, except as required by applicable 
law 
 

• Orthomolecular therapy 
 

• Over-the-counter drugs and medications, even if prescribed by a Physician, 
except as required by applicable law 
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• Physician’s fee for completion of insurance form 
 

• Recreational or education therapy, or other forms of non-medical self-care or 
self-help training 
 

• Reversal of voluntary sterilization procedures 
 

• Safety glasses 
 

• Services rendered by a naturopathic Physician 
 

• Speech therapy, except when necessitated by an injury or Illness 
 

• Standby Physician charges, unless required by law 
 

• Smoking cessation programs, except as required by applicable law, including 
all drugs and medications used for these programs even if prescribed or 
administered by a Physician 
 

• Stress management programs 
 

• Physician telephone consultations and advice, except as specified under 
miscellaneous covered items for certain telehealth services 
 

• Therapy for autism, autism spectrum disorders, and developmental delays, 
(except as provided under miscellaneous eligible items), learning disabilities, 
stuttering, or tongue thrusting; for purposes of this exclusion, Attention Deficit 
Disorder is not considered a learning disability 
 

• Thermometers 
 

• Transportation or travel expenses incurred in connection with medical 
treatment, except in very limited circumstances 
 

• Treatment by a masseur or masseuse 
 

• Ultraviolet light therapy, except when related to treatment for infant jaundice 
or dermatological conditions 
 

• Vaccines, except vaccines required by applicable law 
 

• Vocational counseling or training 
 

• Voluntary contributions for free medical services 
 

• Wigs or other hair replacement programs for the treatment of baldness or 
excessive hair loss 
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Dental Benefits 
 

What Are the Dental Benefit Provisions? 
 
The Group Health Program offers two dental plans – the Platinum Dental plan 
and the Gold Dental plan.  Please review your benefit confirmation information to 
see which of these plans was elected by your Member Company or by you (if 
both plans were made available by your Member Company). 
 
What Is Eligible Under the Platinum Dental Plan   
 
The Program provides benefits on a self-insured basis for certain dental charges 
as described in this section.  The Program will pay up to $3,000 per individual per 
calendar year for the following dental services and supplies for you and each 
covered Dependent.  This $3,000 maximum benefit includes any orthodontia 
charges used in meeting the $1,500 maximum lifetime benefit described below.  
The dental services must be performed by a licensed dentist or a dental 
technician working under the supervision of a licensed dentist. 
 
How much the Program pays depends on the type of service involved.  Benefits 
paid by the Program are based on the Usual, Customary and Reasonable charge 
for the specific dental treatment, service or supply involved (see page 39 for an 
explanation of Usual, Customary and Reasonable). 
 

• Preventive Care 
 

The Program pays 100% of eligible charges, with no Deductible, for: 
 
♦ preventive oral exams (twice annually for each covered individual); 

 
♦ cleaning of teeth and topical application of fluoride (twice annually for 

each covered individual); 
 
♦ full mouth X-rays and supplementary bite-wing X-rays; and  
 
 panoramic X-rays (panoramic not covered more than once in any period 

of 36 consecutive months). 
 

• Basic and Major Procedures 
 

The following list of charges are payable at 80%, after meeting the 
Deductible of $150 for family coverage and $75 for individual coverage: 
 
♦ Dental sealants (for a Participant or Dependent under age 19); 
 
♦ Space maintainers to replace premature lost teeth (for a Participant or 

Dependent under age 19); 
 
♦ Emergency palliative treatment; 
 
♦ X-rays other than full-mouth or supplementary bite-wing as are required; 
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♦ Extractions; 
 

♦ Oral Surgery except for those procedures specifically covered under the 
medical plan for Participants and Dependents with GHP medical 
coverage; 
 

♦ Amalgam, silicate, acrylic, synthetic, porcelain and composite filling 
restorations to restore diseased or accidentally-broken teeth; 

 
♦ General anesthetics administered in connection with oral or dental 

Surgery; 
 

♦ Endodontic treatment, including root canal therapy; 
 

♦ Treatment of periodontal and other diseases of the gums and tissue of 
the mouth; 

 
♦ Injection of antibiotic drugs by an attending dentist; 

 
♦ Repair or re-cementing of crowns, inlays, onlays, bridgework or 

dentures; or relining or rebasing of dentures more than six months after 
the installation of an initial or replacement denture, but not more than 
one relining or rebasing in any period of 36 consecutive months; 

 
♦ Dental implants, veneers, inlays, onlays, gold fillings, crown restorations 

to restore diseased or accidentally-broken teeth, but only when the 
tooth, because of extensive caries or fractures, cannot be restored by 
amalgam, silicate, acrylic, synthetic, porcelain or composite filling 
restoration.  Benefits are also not payable for replacement of crowns 
and dental implants, if it has been less than five years since the crown 
or implant was installed; 

 
♦ Initial installation of fixed bridgework including inlays and crowns as 

abutments; 
 

♦ Initial installation of partial or fully removable dentures including 
precision attachments and any adjustments during the six-month period 
following installation; 

 
♦ Replacement of an existing partial or fully removable denture, new 

bridgework or the addition of teeth to an existing partial or fully 
removable denture or bridgework; 

 
♦ Prescription Drugs and Medicines – Prescription drugs and medicines 

prescribed by an attending dentist in the treatment of a covered dental 
procedure. 
 

• Orthodontic Procedures 
 
The following charges are payable at 80% after meeting the Deductible of 
$150 for family coverage and $75 for individual coverage. 
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 Orthodontic procedures and treatment consisting of Surgery therapy, 
appliance therapy and functional/myofunctional therapy including related 
oral examinations and surgical extractions, for both adults and 
Dependent children.  A maximum lifetime benefit of $1,500 shall apply to 
each individual for orthodontic treatment or related procedures. 

 

 Temporomandibular Joint Dysfunction (TMJ) 
 

The following charges are payable at 80% after meeting the Deductible of 
$150 for family coverage and $75 for individual coverage. 
 

 Treatment of TMJ. A maximum lifetime benefit of $5,000 applies to each 
individual for TMJ treatment and related procedures. Eligible TMJ 
charges are excluded from the $3,000 annual maximum. 
 

What Is Eligible Under the Gold Dental Plan?  
 
The Program provides benefits on a self-insured basis for certain dental charges 
as described in this section.  The Program will pay up to $1,000 per individual per 
calendar year for the following dental services and supplies for you and each 
covered Dependent.  The dental services must be performed by a licensed 
dentist or a dental technician working under the supervision of a licensed dentist. 

 
How much the Program pays depends on the type of service involved.  Benefits 
paid by the Program are based on the Usual, Customary, and Reasonable 
charge for the specific dental treatment, service, or supply involved (see page 39 
for an explanation of Usual, Customary, and Reasonable). 
 

• Preventive Care 
 

The Program pays 80% of covered charges, with no Deductible, for: 
 
♦ preventive oral exams (twice annually for each covered individual); 
 
♦ cleaning of teeth and topical application of fluoride (twice annually for 

each covered individual); 
 
♦ full mouth X-rays and supplementary bite-wing X-rays; and  
 
 panoramic X-rays (panoramic not covered more than once in any period 

of 36 consecutive months). 
 

• Basic and Major Procedures 
 

The following list of charges are payable at 50% after meeting the Deductible 
of $150 for family coverage and $75 for individual coverage: 
 
♦ Dental sealants (for a Participant or Dependent under age 19); 
 
♦ Space maintainers to replace premature lost teeth (for a Participant or 

Dependent under age 19); 
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♦ Emergency palliative treatment; 
 
♦ X-rays other than full-mouth or supplementary bite-wing as are required; 

 
♦ Extractions; 

 
♦ Oral Surgery except for those procedures specifically covered under the 

medical plan for Participants and Dependents with GHP medical 
coverage; 

 
♦ Amalgam, silicate, acrylic, synthetic, porcelain and composite filling 

restorations to restore diseased or accidentally-broken teeth; 
 
♦ General anesthetics administered in connection with oral or dental 

Surgery; 
 

♦ Endodontic treatment, including root canal therapy; 
 

♦ Treatment of periodontal and other diseases of the gums and tissue of 
the mouth; 

 
♦ Injection of antibiotic drugs by an attending dentist; 

 
♦ Repair or re-cementing of crowns, inlays, onlays, bridgework, or 

dentures; or relining or rebasing of dentures more than six months after 
the installation of an initial or replacement denture, but not more than 
one relining or rebasing in any period of 36 consecutive months; 

 
♦ Dental implants, veneers, inlays, onlays, gold fillings, crown restorations 

to restore diseased or accidentally-broken teeth, but only when the 
tooth, because of extensive caries or fractures, cannot be restored by 
amalgam, silicate, acrylic, synthetic, porcelain or composite filling 
restoration.  Benefits are also not payable for replacement of crowns 
and dental implants, if it has been less than five years since the crown 
or implant was installed; 

 
♦ Initial installation of fixed bridgework including inlays and crowns as 

abutments; 
 

♦ Initial installation of partial or fully removable dentures including 
precision attachments and any adjustments during the six-month period 
following installation; 

 
♦ Replacement of an existing partial or fully removable denture, new 

bridgework, or the addition of teeth to an existing partial or fully 
removable denture or bridgework; 

 
♦ Prescription Drugs and Medicines – Prescription drugs and medicines 

prescribed by an attending dentist in the treatment of a covered dental 
procedure. 

 

• Orthodontic Procedures 
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Orthodontic Procedures are not covered under the Gold Dental plan. 
 

• Temporomandibular Joint Dysfunction 
 
The following charges are payable at 50% after meeting the Deductible of 
$150 for family coverage and $75 for single coverage. 
 

 Treatment of TMJ. A maximum lifetime benefit of $5,000 applies to each 
individual for TMJ treatment and related procedures. Eligible TMJ 
charges are excluded from the $1,000 annual maximum. 

 
Can I End My Dental Coverage and Later Re-enroll? 
 
If you or your Dependent terminates dental coverage, you or your Dependent 
may re-enroll but only after waiting until January 1st following twelve full months 
of non-coverage.  If you or your Dependent terminates dental coverage a second 
time, you or your Dependent cannot re-enroll for dental coverage, unless you or 
your Dependent experiences a special enrollment event described in Section II 
under the heading “Are There Any Other Eligibility Requirements?”  Retirees and 
former Dependents who continue coverage (after losing coverage as a 
Dependent) cannot re-enroll after they drop their dental coverage.   

 
What Benefits Are Excluded from the Dental Plans? 
 
The Program has specific dental benefit exclusions.  This list is not meant to be 
all inclusive, but is meant to highlight the specific type of expenses the Program 
does not cover.  Any services and supplies not listed as covered should be 
presented for predetermination, even if they are not listed below, especially if 
they seem to be ones like those shown in the following categories. 
 

• Expenses for oral hygiene instruction, training in preventive dental care, and 
dietary planning. 

 

• Procedures done, or supplies used, primarily to improve appearance. 
 

• Services or supplies which are unnecessary or considered experimental in 
terms of generally accepted dental standards. 

 

• Over-the-counter supplies used as part of an on-going oral hygiene program, 
even if prescribed by a dentist (e.g., specialized tooth pastes, mouth washes, 
etc.). 

 

• For the Gold Dental plan only, orthodontic procedures and treatment 
consisting of Surgery therapy, appliance therapy, and 
functional/myofunctional therapy including related oral examinations and 
surgical extractions. 
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Continuation of Medical and Dental Benefits 
 
Can I Continue My Medical and Dental Benefits After Coverage for Me or My 
Dependents Ends? 
 
The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA you and 
your eligible Dependents to continue your medical and dental benefits beyond 
the date your coverage is scheduled to end. is scheduled to end. is scheduled to 
end. 
 
What Are the Notice Requirements to Continue Coverage for Covered 
Employees and Qualified Beneficiaries? 
 
It is the responsibility of covered Employees, directors, and retained attorneys 
and their qualified beneficiaries to provide written notice to the Contract 
Administrator of any of the following qualifying events within 60 days: 
 

• divorce or legal separation of a covered Employee; 
 

• a beneficiary ends coverage as a Dependent child; 
 

• second qualifying event after a qualified beneficiary has become entitled to 
COBRA continuation coverage with maximum durations of 18 or 29 months; 

 

• qualified beneficiary has been determined by the Social Security 
Administration to be disabled at any time during the first 60 days of 
continuation coverage; or 

 

• qualified beneficiary has been determined by the Social Security 
Administration to no longer be disabled. 

 
Written notices should include your name, the name of the qualified beneficiary (if 
applicable), you or your qualified beneficiary’s address and phone number, your 
social security number or alternate ID number, the name of your participating 
Member Company (employer), a description of the qualifying event and the date 
of the qualifying event.  Written notice should be given to the Contract 
Administrator at the address provided in the Key Plan Information section of this 
booklet or may be sent by fax to (828) 255-9510. 

 
How Long Can I (or My Dependents) Continue Coverage? 
 
You and your Dependents may extend your coverage for 18 months if your 
coverage ends because of termination of employment (other than for gross 
misconduct), reduced hours of employment, or retirement. 

 
Your Dependents also may extend their coverage for 36 months if you die, you 
and your spouse legally separate or divorce, your Dependent child loses eligibility 
for coverage under the Program, or you become entitled to Medicare.  
 
If you become entitled to Medicare benefits (either Part A or Part B) and later 
have a termination of employment or a reduction of hours, the period of COBRA 
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coverage for your spouse and dependent children may last until the later of the 
36-month period that begins on the date you became entitled to Medicare, or the 
18- or 29-month period that begins on the date of your termination of employment 
or reduction of hours. 

 
Your Member Company is responsible for notifying the Contract Administrator 
within 30 days of your death, termination of employment or reduction of hours, 
you becoming entitled to Medicare benefits, or of any bankruptcy or 
reorganization proceeding involving the Member Company or a related company 
whose Employees are covered. 
 
When Will COBRA Coverage End? 
 
Coverage will end before the 18 or 36-month periods described above if: 

 

• the Program does not receive timely payment of the required contributions; 
 

• the person with COBRA continuation coverage becomes covered by another 
group plan which does not contain any exclusion or limit for any Pre-Existing 
condition; 

 

• the person with COBRA continuation coverage becomes entitled to Medicare 
benefits, except if you retire and elect continuation coverage, you may retain 
coverage under the Program after age 65, but this coverage will be 
secondary to Medicare; 

 

• NTCA ends the Program; or 
 

• your Member Company stops participating in the Program. 
 
What are the COBRA contribution requirements? 
 
An individual who elects continuation coverage is required to pay contribution(s) 
for the coverage.  The contribution(s) will be periodically determined by the 
Committee and meet applicable law and regulations. 

 
The first contribution must be paid within 45 days of the date extended coverage 
is elected.  Afterwards, contributions are payable as of the first of the month for 
each month coverage is in effect.  The requirement to make contributions 
continues at least through the end of the month when the Contract Administrator 
is notified in writing of the individual’s intent to terminate continuation coverage. 
 
What If I (or my Dependent) Is Disabled? 
 
If you or your Dependent are determined to be disabled by the Social Security 
Administration at any time during the first 60 days of continuation coverage,  
coverage may be continued for up to an additional 11 months following the 18-
month initial continuation period for an overall total of 29 months, provided you 
have given the Contract Administrator written notice of the Social Security 
Administration determination within 60 days of such determination and before the 
end of the 18-month initial continuation period.  This coverage will apply to all 
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qualified beneficiaries (i.e., Dependents are entitled to 29 months of coverage if 
the former Participant is determined to be disabled). 
 
You or your Dependent must promptly notify the Contract Administrator of any 
final Social Security Administration determination that you are no longer disabled. 
Any coverage which has been extended beyond the 18-month initial continuation 
period under this provision will terminate the last day of the month following 30 
days after the date of such determination. 
 
Children born to or placed for adoption with you during the continuation coverage 
period are also qualified beneficiaries entitled to continuation coverage. 

 
Can Coverage Be Continued After Retirement or After the Death of or 
Divorce from a Covered Spouse? 
 
Continued medical and dental benefits are available for you and your 
Dependents after you retire, for your spouse upon your death, and for your 
spouse upon your divorce. A former spouse may elect lifetime coverage if he or 
she had at least 20 years’ continuous coverage under the Program and in the 
case of a Retired Participant the divorce or legal separation becomes final on or 
after January 1, 2016, provided you were covered at the time of retirement or you 
die or become divorced while covered.  

 
How Long Can I Continue Coverage as a Retiree or After the Death of or 
Divorce from a Covered Spouse? 
 
This coverage can be selected under the COBRA provisions stated above (with 
an 18-month/36-month limit period as described) or you or your spouse (as 
applicable) may select “lifetime” coverage. 
  
If you, a surviving spouse, or a divorced spouse with 20 years of continuous 
coverage should elect COBRA continuation coverage, your coverage will 
continue to mirror that provided by your Member Company for the duration of 
coverage (usually either 18 or 36 months). 
 
Lifetime retiree and spousal coverage can continue if you/your spouse are 
eligible without regard to the general “18-month/36-month” rule. Continuation of 
Dependent coverage is subject to the rules for Dependent coverage. 
 
Lifetime retiree medical and dental options for those under age 65 are usually the 
same you had as an active Participant.  Your Member Company may have 
elected a plan of medical benefits for its retirees that are different from the plan it 
elected for its active Participants.  You should refer to your benefit confirmation 
information for this information.  The cost for this coverage is the same as it 
would be for an active Participant.  How much of this cost you pay and how much 
your employer pays is determined by your Member Company.  
 
If you or your spouse continue lifetime medical coverage and reach age 65, you 
will be eligible for Medicare benefits.  At that point, you must elect to have 
Medicare as your primary carrier and the Group Health Program as secondary 
carrier. 
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The level and cost of this coverage is subject to change; you will be notified of 
any changes. 
 
When Will Coverage End if I Continue Coverage as a Retiree or After the 
Death of or Divorce from a Covered Spouse? 
 
Coverage will end if: 

 

• the Program does not receive timely payment of the required contributions; 
 

• NTCA ends the Program; 
 

• your Member Company stops participating in the Program; or 
 

• the Committee decides to cancel this coverage option.  (The Committee 
reserves the right to do so at any time.) 

What Are the Continuation Coverage Rights Under The Uniformed Services 
Employment and Reemployment Rights Act of 1994 (USERRA?? 

 
This section contains important information about your right to USERRA 
continuation coverage, which is a temporary extension of coverage under the 
Program while you are in the uniformed services of the United States. 
 
The right to USERRA continuation coverage was created by the Uniformed 
Services Employment and Reemployment Rights Act of 1994 (USERRA).  
USERRA continuation coverage can become available to Employees when they 
would lose their group health coverage.  Employees may also continue coverage 
for other family members who are covered under the Program when they would 
otherwise lose their group health coverage. 
 
What is USERRA Continuation Coverage? 
 
USERRA continuation coverage is a continuation of Program coverage when 
coverage would otherwise end because of your service in the uniformed services 
of the United States.  Under the Program, if you elect USERRA continuation 
coverage, you must pay for the USERRA continuation coverage. 
 
When is USERRA Coverage Available? 
 
The Program will offer USERRA continuation coverage to you after the Contact 
Administrator has been notified you have qualified military service. 
 
If an Employee returns to employment with his former Member Company within 
five (5) years of entering military service, the Employee may resume coverage 
under the Program, provided the Employee’s Member Company is still 
participating in the Program. 
 
How is USERRA Coverage Provided? 
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Once the Contact Administrator receives notice you are eligible for continuation, 
USERRA continuation coverage will be offered to you.  You may elect USERRA 
continuation coverage on behalf of your family members who are covered by the 
Program.  USERRA continuation coverage is a temporary continuation of 
coverage.  You may elect to continue your coverage for a period of time that is 
the lesser of: 
 

• the 24-month period beginning on the date on which your absence for 
performing service begins; and 

 

• the period beginning on the date on which your absence for performing 
service begins, and ending on the date on which you fail to return from your 
service or apply for a position of employment as provided under Section 
4312(e) of the Uniformed Services Employment and Reemployment Rights 
Act of 1994 (USERRA), as amended. 

 
Coordination of Benefits and Subrogation 
 
How Are GHP Benefits Coordinated if I Have Other Coverage? 
 
Coordination of Benefits 
 
The medical and dental benefits will be coordinated with benefits you or your 
Dependents have under any other group accident or group health coverage, 
Medicare or “no fault” automobile insurance.  This is intended to prevent payment 
of benefits for a particular service more than the charge for that service. 
 
If you are eligible to have Medicare as your primary carrier, the Program will not 
pay for expenses that are payable by Medicare Part A or Part B or where a 
Medicare payment is supposed to be the full payment for the service provided.  If 
you are enrolled in Medicare Part C and have primary coverage with Medicare, 
no benefits will be payable above the normal Part A or Part B coordination level if 
you go to an out-of-network provider as defined by the administrator of the 
Medicare plan.  No benefit will be payable if you are enrolled in a Medicare 
Medical Savings Account (MSA) and you incur an expense reimbursable from 
your MSA.  Further, if Medicare is the primary benefits provider for a covered 
individual who was already eligible for Medicare based on age or disability, 
Medicare will remain the primary payer. 
 
In situations where you or your Dependents have other coverage and the 
Program coverage is secondary, the Program will pay the difference between 
what the primary carrier has paid and the provider’s billed charge (less any 
discount the primary carrier was entitled to), not to exceed what the Program 
would have paid had it been primary. If the Program coverage is secondary, and 
the primary carrier makes a medical necessity determination, the Program will 
rely on the primary carrier’s determination of medical necessity.  If the Program 
coverage is secondary, the Program will not pay more than the maximum 
allowable benefit as determined by the primary carrier.  Double Coverage 
includes a situation where an individual is covered under the Group Health 
Program as both a Participant and a Dependent at the same time. 
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This provision applies whether a claim is filed under Medicare or the other plans.  
If needed, authorization must be given to this plan to obtain the information as to 
benefits or services available under the other plans, or to recover overpayments. 
 
The Program follows the National Association of Insurance Commissioners 
Coordination of Benefit Guidelines in determining whether it will be considered 
primary or secondary when other coverage exists. 
 
Regarding coordination of benefits with Tricare (the Civilian Health and Medical 
Program of the Uniformed Services), NTCA will be the primary carrier and Tricare 
the secondary carrier, except in the case of a Participant or Dependent on active 
military duty, in which case Tricare will be the primary carrier, and GHP the 
secondary carrier. 
 
If you or your Dependents are covered under the Program and under Medicare, 
the Program will pay before Medicare, if (1) you are an active Employee, active 
director or active retained attorney; (2) in the case of active Participants, you or 
your Dependents are eligible for Medicare due to disability until age 65 or (3) you 
or your Dependents are eligible for Medicare due to end-stage renal disease until 
age 65 for the first 30 months after renal dialysis is initiated, or if after a kidney 
transplant you or your Dependents could be entitled to Medicare if a timely 
application is filed.  If Medicare is the primary benefits provider for a covered 
individual who was already eligible for Medicare based on age or disability, 
Medicare will remain the primary benefits provider.  If your Member Company has 
fewer than 20 Employees on each working day in each of 20 or more calendar 
weeks in the current calendar year or the preceding calendar year, Medicare may 
be the primary benefit provider unless your Member Company elects to have the 
Program primary.  In general, the Program is primary to Medicaid. 
 
Note:  Because the Medicare coordination provisions apply based on 
expenses that are or would be covered by Medicare, affected Participants 
must enroll in Medicare Parts A and B to obtain maximum benefits.  For 
example, Retired Participants age 65 and over (and active Participants and 
Eligible Spouses age 65 and over at a Member Company that has less than 
20 Employees and whose Member Company has elected to have Medicare 
be the primary benefits provider) must enroll in Medicare Parts A and B to 
obtain maximum benefits.  This is because Program coverage is secondary 
to Medicare for such persons.  Similarly, individuals with kidney disease 
should enroll in Medicare Parts A and B as soon as they become eligible 
because Program benefits will be limited in such situations. 
 
Subrogation 
 
Immediately upon payment of any benefits under the Program, the Program will 
be subrogated to:  (1) all rights of recovery a Covered Person has against any 
party whose conduct or action caused or contributed to the loss for which 
payment was made by the Program or (2) any party who has received payments 
on behalf of a Covered Person for injury or illness from any source by way of 
settlement, judgment, or any other means, including but not limited to Workers’ 
Compensation coverage, uninsured motorist coverage, underinsured motorist 
coverage, personal umbrella coverage, no-fault automobile insurance coverage 
or homeowners’ insurance.  “Covered Person” includes anyone on whose behalf 
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the Program pays or provides any benefit including, but not limited to, the minor 
child or Dependent of any Program member or person entitled to receive any 
benefits from the Program.  If a Covered Person receives any reimbursement 
from any party because of an injury or illness, the Program will have a first dollar 
priority claim, to the extent of benefits paid, upon any amounts the Covered 
Person recovers from any party, whether by settlement, judgment, or otherwise.  
The Program will be entitled to recover these amounts whether or not the monies 
a Covered Person receives from a third party are designated as medical 
expenses. 
 
If any person or entity, other than the Covered Person, has possession of funds 
recovered from a third party as to which the Covered Person has a claim, then 
the Program will be subrogated to the Covered Person’s claim and will have a 
right to recover directly from the person or entity holding the funds on behalf of 
the Covered Person.  In that event, the Covered Person will assist the Program in 
its attempt to recover from that person or entity.  In the event a Covered Person 
is deceased, the Plan will have a right to recover funds from the estate pursuant 
to this reimbursement provision. 
 
The Covered Person and individuals acting on his behalf, including attorneys, will 
do nothing to prejudice the Program’s subrogation and reimbursement rights and 
will, when requested, provide the Program with information and cooperate with 
the Program in the enforcement of its subrogation and reimbursement rights.  It is 
the duty of the Covered Person and individuals acting on the Covered Person’s 
behalf, to notify the Contract Administrator within 45 days of the date of the injury 
or the date when the covered Person, or persons acting on his behalf, gives 
notice to any other party, including an attorney, of their intention to pursue or 
investigate a claim to recover damages on behalf of the Covered Person. 
 
By accepting any benefits advanced by the Program under this section, the 
Covered Person acknowledges that any proceeds of settlement or judgment, 
including a Covered Person’s claim to such proceeds held by another person, 
held by the Covered Person or by another, are being held for the benefit of the 
Program under these provisions.  If the Program advances moneys or provides 
benefits for an injury, sickness, or other conditions, and the Covered Person 
recovers moneys or benefits from a third party in the amount of the moneys or 
benefits advanced, the Program has an equitable lien in connection with any 
such payments.  Failure to hold such received funds in trust, and in a separate, 
identifiable account, will be deemed a breach of the Covered Person's fiduciary 
duty to the Program.  
 
The Program’s subrogation and reimbursement rights are a first priority claim 
against all potentially liable parties and are to be paid before any other claim for 
the covered person’s general damages.  The Program shall be entitled to 
reimbursement even if the payments received by the covered person from any or 
all parties are insufficient to make the covered person whole or to compensate 
the covered person in part or in whole for the damages sustained.   
 
The Program shall be responsible only for those legal fees and expenses to 
which it agrees in writing. No Covered Person hereunder shall incur any 
expenses on behalf of the Program in pursuit of the Program’s rights 
hereunder.  Specifically, no court costs or attorney’s fees may be deducted from 
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the Program’s recovery without the express written consent of the Program.  Any 
so-called “Fund Doctrine", “Common Fund Doctrine”, “Attorney’s Fund Doctrine”, 
or other equitable defenses shall not defeat this right.  
 
This entire subrogation and reimbursement provision will apply whether or not 
liability for payment is admitted by any potentially responsible party.  In the event 
a Covered Person refuses to reimburse the Program in accordance with the 
terms of this provision, the Program has the right to deduct the amount of 
benefits paid from any future benefits payable to the Covered Person and may 
bring an action under the Employee Retirement Income Security Act of 1974, to 
recover funds from the Covered Person or against the Covered Person’s estate 
or any other person holding funds on behalf of the Covered Person. 
 
If a third-party reimbursement is made to a Covered Person before benefits under 
this plan are paid, the maximum benefit payable will be limited to the amount, if 
any, more than the third-party reimbursement. 
 
Participants and Dependents may not assign their legal rights or rights to any 
payments under the Program.  Notwithstanding the foregoing, the Program may 
choose to remit payments directly to health care providers with respect to 
covered services, if authorized by Participants, but only as a convenience to 
Participants.  Health care providers are not, and shall not be construed as, either 
“participants” or “beneficiaries” under this Program and have no rights to receive 
benefits from the Program or to pursue legal causes of action on behalf of (or in 
place of) Participants under any circumstances. 
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Section IV:  
Life Insurance Benefits 
 
What are the Basic Life Insurance Benefits under GHP? 
 
The Program allows your Member Company to elect the level of term life 
insurance benefits for its Employees, directors, and retained attorneys.  The 
minimum is $3,000 and the maximum is $700,000.  Amounts elected by the 
Member Company may be flat dollar amounts (e.g., $10,000) or expressed as 
multiples of Compensation (e.g., one time, two times, etc.).  A Member Company 
cannot elect a level of term life insurance benefit for its directors and retirees 
which exceed the level elected for its Employees. 
 
A Member Company may also elect to make available supplemental coverage for 
their Employees.  If so, you may purchase supplemental coverage in $10,000 
increments up to a $700,000 maximum when combined with basic coverage.  For 
amounts between $10,000 and $150,000, you do not have to show proof of good 
health if you elect the supplemental coverage when you first become eligible for 
life insurance benefits.  For amounts greater than $150,000, you must show proof 
of good health.  If you do not purchase supplemental coverage when it is first 
available, you must show proof of good health for any amount of supplemental 
coverage.  If you are declined for supplemental coverage, your next opportunity 
to apply will occur during the next open enrollment period. 
 
All life insurance elected under the Program is term insurance, meaning it is 
payable as a death benefit but has no cash value.  It is underwritten by an 
insurance company (ReliaStar/VOYA) and is not a self-insured benefit, like the 
medical, dental, short-term and long-term disability benefits.  The Trust 
Committee contracts for this insurance on behalf of the Program and maintains a 
master contract with the carrier. 
 
If you terminate your employment (or your status as a director or retained 
attorney), you can convert your life insurance coverage to an individual policy 
with the insurance company underwriting the Program without having to 
demonstrate you are in good health.  Retirees can continue coverage after 
retirement up to 25% of the insurance amount they had when they Retired, up to 
a maximum of $100,000.  Retirees have an annual opportunity to reduce the 
amount of their life insurance coverage. Once the level of life insurance is 
reduced, there is no opportunity to increase the level of retiree life insurance 
coverage in the future. The minimum amount of retiree life insurance coverage is 
$1,000.  
 
Employees who continue working past age 70 will have the amount of their life 
insurance coverage reduced on a sliding scale starting at 39% and ranging 
between 2% and 4% per year, as described in the master contract. 
 
At death, benefits are payable to the beneficiary (or beneficiaries) you designate. 
Designations are made in a manner determined by the Contract Administrator 
and may be electronic. You may change this designation at any time. A new one 
is effective as of the date it is received by the Contract Administrator.  If you fail to 
make a beneficiary designation, benefits will be paid at your death as specified in 
the master contract. 
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For information on how much life insurance you have, please refer to your benefit 
confirmation information. 
 
Are There Accidental Death and Dismemberment Benefits Under GHP? 
 
Yes.  Your Member Company also may provide accidental death and 
dismemberment (AD&D) insurance.  If it elects to provide this coverage, the 
amount of coverage cannot exceed the amount of your regular life insurance 
coverage.  If your Member Company makes available supplemental life 
insurance, including AD&D, you may also purchase supplemental AD&D 
insurance.  The amount of AD&D supplemental coverage may not be more than 
the amount of your supplemental coverage. 
 
AD&D benefits are payable under the terms of the master contract with the 
insurance carrier (ReliaStar/VOYA).  The contract describes when benefits are 
payable, including at death and for serious bodily injury incurred accidentally 
while you are insured provided the loss occurs within a year of the injury.  
Benefits are paid according to a schedule included in the insurance contract.  The 
contract also indicates total benefits payable for all losses as the result of any 
one accident cannot exceed the face amount of coverage. 
 
Benefits payable because of this coverage is in addition to the regular life 
insurance benefit described above.  As with the regular life insurance, benefits 
are payable to the beneficiary (beneficiaries) you designate.  In the absence of a 
designation, benefits are payable as specified in the insurance contract. 
 
For information on how much AD&D insurance you have, please refer to your 
benefit confirmation information. 
 
Can My Dependent Have Life Insurance Coverage? 
 
Member Companies can also elect Dependent life insurance for the family 
members of their active Employees (but not directors and retained attorneys).  
Dependent life coverage is only available if you are enrolled in basic life 
insurance coverage.  This coverage has no accidental death and dismemberment 
feature. 
 
The maximum coverage a Member Company can select is $50,000 for a spouse 
and 50% of the elected spouse amount not to exceed $2,500 for each Dependent 
child 
 
If your Member Company makes available Employee and Dependent spouse 
supplemental life coverage, your spouse may purchase Dependent spouse 
supplemental coverage.  Your spouse may purchase coverage in $5,000 
increments up to $100,000 and must go through medical underwriting for any 
amount.  If your spouse is declined for supplemental coverage, the next 
opportunity to apply will occur during the next open enrollment period. 
 
An Employee cannot be covered under both the Dependent life insurance and 
the regular life insurance. 
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For information on whether your Member Company has elected this coverage 
and the amount of coverage, please refer to your benefit confirmation. 
 
Is There a “Living Benefit” Feature Associated with the Life Insurance 
Benefits under GHP? 
 
Yes.  The life insurance program has a “living benefit” feature you can use if you 
become terminally ill and have at least $10,000 in coverage. 
 
This “living benefit” feature allows you to collect 50% of your regular life 
insurance proceeds (not AD&D) prior to your death if your Physician certifies your 
life expectancy is six months or less. 
 
If I Am No Longer Covered by GHP, May I Keep My Life Insurance? 
 
If you stop participating in the Program for any reason other than a voluntary 
decision to no longer participate, and you are covered for basic or basic and 
supplemental life insurance benefits, you may convert to an individual policy 
offered by ReliaStar/VOYA.  You must submit a completed application to 
ReliaStar/VOYA for the individual policy and pay the first month’s premium within 
31 days after losing coverage under the Program.  To obtain an application and 
pay the first month’s premium, please contact your local ReliaStar/VOYA agency.  
You are responsible for applying for this coverage, so be sure to consider this 
when your participation in the Program ends. 
 
Can My Life Insurance Be Reduced? 
 
The amount of basic and supplemental Life Insurance and Accidental Death and 
Dismemberment Insurance for Employees will reduce on the January 1 following 
the date you attain age 70 by: 
 

• 39% and then 4% each year of the amount in the Schedule at age 70 

• 2% each year of the amount in the Schedule at age 75 
 
The schedule for directors and retained attorneys is different.  If you are age 65 
or over when the insurance first becomes effective, the amounts of your Life and 
Accidental Death and Dismemberment coverage will be determined by the above 
formula.   
 
The amount of Life Insurance available to you on the date of your retirement will 
not exceed the lesser of $100,000 or 25% of the amount applicable to you on the 
date immediately prior to the date of your retirement.  The minimum amount of 
retiree life coverage is $1,000. 
 
When Life Insurance is reduced because of age or retirement, and the reduced 
amount is not an even multiple of $100, it will be increased to the next highest 
$100 increment. 
 
Accidental death and dismemberment insurance will terminate on your retirement 
date. 
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Section V: 
Short-term and Long-term Disability Benefits 
 
The Program provides short-term disability benefits and/or long-term disability 
benefits if you become Totally Disabled and if your Member Company elects to 
provide these benefits.  These benefits are available to Employees, but not to 
directors, retained attorneys, or Dependents. 
 

“Total Disability (a) for the first two years, the inability to substantially engage 
in or perform his present occupation by reason of any medically-determinable 
physical or mental impairment, as determined by the Program; (b) after the 
first two years, for the remainder of any continuous period of disability, the 
inability by reason of any medically-determinable physical or mental 
impairment, to substantially engage in or perform any occupation for which the 
Employee is or becomes qualified for by reason of education, training, or 
experience, as determined by the Program. or experience, as determined by 
the Program. or experience, as determined by the Program. 
 
"Partial Disability" means the inability to perform some but not all of the duties 
of the Employee's occupation (for which he was employed at the start of the 
Total Disability) by reason of any medically determinable physical or mental 
impairment. 

 
For information on whether your Member Company has elected to provide these 
two programs, please refer to your benefit confirmation. 
 
Short-term Disability Benefits 
 
What Are the Short-term Disability Benefits? 
 
The short-term disability program is intended to provide salary continuation for an 
Employee who is Totally Disabled because of a non-occupational (non-job 
related) Illness or injury and is temporarily unable to work. 
 
Benefits are payable on a weekly basis based on acceptable and continued 
medical certification as to the existence of the disability.  Benefits begin on the 
first day out of work if the disability is due to an accident or on the eighth day if 
due to an Illness.  Benefits can continue for up to 13 or 26 weeks, depending on 
your Member Company’s election. 
 
The amount of benefits varies, depending on what your Member Company elects.  
The amount paid cannot exceed 70% of your estimated Compensation.  The 
maximum short-term disability payment for disabilities occurring after January 1, 
2018 is $12,500 per month.  
 
Short-term disability payments will be reduced dollar-for-dollar for benefits 
payable under certain other programs such as: 
 

• under any Compulsory Benefit Act or law; 
 

• under a defined benefit plan maintained by your employer (but not by 
amounts from your pension contributions to the plan); 
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• under any other group disability insurance plan maintained by your Member 
Company; or 

 

• under the disability or retirement provisions of the Social Security Act. 
 
This reduction in short-term disability benefits will be made whether or not you 
receive such payments; the key factor is if you are eligible for them, regardless of 
if you filed application to receive them or, having filed an application, chose to 
accept them. 
 
If requested, you are required to furnish information concerning other income or 
benefits amounts to which you are entitled.  If you fail to provide information or do 
not provide complete information, and, as a result, you are overpaid, the Contract 
Administrator may adjust benefits as necessary and recover overpayments from 
future benefits. 
 
Short-term disability payments can also be reduced if the total payments being 
made from all the above sources (including the short-term benefits payable from 
this Program) exceed 100% of the Compensation you were entitled to 
immediately prior to the start of payments. 
 
Can I Receive Partial Short-term Disability Benefits? 
 
Yes. Following a period of Total Disability when benefits were paid, you may be 
entitled to Partial Disability benefits until the waiting period for long-term disability 
is met.  Partial Disability benefits shall equal 70% or 50% (based on the Member 
Company’s election) of the difference between pre-disability Compensation and 
current Compensation, but cannot be larger than necessary to bring the 
combination of benefits and current Compensation up to 100% of your estimated 
Compensation at the time you became disabled. 
 
Long-term Disability Benefits 
 
What Are the Long-term Disability Benefits? 
 
The long-term disability program is intended to provide income replacement for 
you, if you are out of work for at least 90 days because of a Total Disability. 
 
In filing for long-term disability, you must provide written proof relating to the 
occurrence, character, and extent of a claimed disability.  You must be under the 
active care of a Physician or Mental Health Provider at all times while you are 
Totally Disabled.  You are also required to furnish, as requested, written proof of 
the continuing disability at intervals as the Contract Administrator may reasonably 
require.  At the expense of the Program, the Contract Administrator has the right 
and opportunity, either during the application stage or while you are receiving 
benefits, to have you examined by a Physician or Mental Health Provider 
designated by it and may do so as often as it may reasonably require during 
review of your claim or when benefits are being paid. 
 
Once approved, long-term disability payments are made monthly after the waiting 
period has been satisfied.  There are two waiting periods available:  13 and 26 
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weeks.  Your Member Company selects which of the two will apply to its 
Employees at the time it adopts the Program and will let you know the election.  
Benefits will be payable only for that portion of any continuous period of disability 
during which a Totally or Partially Disabled Employee is under the active care or 
treatment of a Physician or Mental Health Provider and is adhering to an 
appropriate medical treatment plan. 
 
An Employee who unsuccessfully attempts to return to work prior to the end of a 
13 or 26 consecutive week waiting period will be considered as satisfying the 
waiting period requirement if (a) the return to work does not exceed five (5) work 
days, and (b) the applicable waiting period is extended by the number of days 
worked.  Work days during a period of partial short-term disability will not extend 
the waiting period for long-term disability. 
 
If you are found to be Totally Disabled, you must file separately for Social 
Security disability benefits within six months after the date you became disabled.  
If you do not, long-term disability payments under the Program can be suspended 
until you do.  If you receive an initial denial from the Social Security 
Administration, the Contract Administrator may require you to file an appeal of the 
denial.  Upon request, the Contract Administrator may assist in this process. 
 
The maximum long-term disability payment for someone who became disabled 
January 1, 1999 or later is $12,500 per month.  For persons disabled prior to 
January 1, 1999 but after January 1, 1993, the maximum is $6,000 per month.  
For persons disabled prior to January 1, 1993, the maximum is $5,250 per 
month.  The actual amount paid is either 70% (under the Platinum Disability Plan) 
or 50% (under the Gold Disability Plan) of estimated Compensation depending on 
the election of your Member Company.  If your Member Company makes 
available the long-term disability program, see your benefit confirmation 
information for the level of income replacement selected by your Member 
Company.  This payment is then reduced dollar-for-dollar for benefits payable 
under certain other programs, such as: 
 

• under any Workers’ Compensation Law, Occupation Disease Law, or any 
other state or federal law of similar purpose; 

 

• under any Compulsory Benefit Act or law; 
 

• under a defined benefit plan maintained by your employer (but not by 
amounts from your pension contributions to the plan); 

 

• under any other group disability insurance plan maintained by your 
employer; or 

 

• under the disability or retirement provisions of the Social Security Act. 
 
This reduction in long-term disability benefits will be made whether or not you are 
in receipt of such payments; the key factor is if you are eligible for them, 
regardless of if you filed an application to receive them, or having filed an 
application, chose to accept them. 
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You are required, if requested, to furnish information concerning other income or 
benefits amounts to which you are entitled.  If you fail to furnish the information or 
do not provide complete information and are overpaid, the Contract Administrator 
may adjust your benefits as necessary and recover overpayments from future 
benefits. 
 
Long-term disability payments can also be reduced if the total payments being 
made from all the above sources (including the long-term benefits payable from 
this Program) exceed 100% of the Compensation you were entitled to 
immediately prior to the start of payments. 
 
Are There Rehabilitation Provisions if I Am Receiving Long-term Disability 
Benefits? 
 
The long-term disability program is intended to provide benefits if you are Totally 
Disabled.  One of the goals of the Program is to try to restore you to a gainful 
employment situation, if possible.  The Program has an active rehabilitation 
feature and will evaluate each person receiving long-term disability benefits to 
see if they are a candidate. 
 
If the Contract Administrator determines a long-term disability recipient can 
participate in a rehabilitation program provided by the Program (or any other 
entity) which may reasonably be expected to successfully rehabilitate the person, 
the Contract Administrator may require participation in rehabilitation efforts for a 
period determined by the Contract Administrator.  During participation in 
rehabilitation, long-term disability payments will continue.  Benefits payable, when 
added to Compensation received because of the rehabilitation, may not exceed 
monthly base Compensation (excluding overtime) in effect immediately prior to 
the disability date. 
 
Following the rehabilitation program, if the Contract Administrator determines you 
are no longer Totally Disabled, the Program will stop paying monthly benefits.  
Partial disability benefits may be payable under the provisions outlined below.  If 
the rehabilitation program is not successful, you would remain qualified for 
monthly benefits to the same extent as if rehabilitation had not been attempted. 
 
As a condition of continued disability payments, you are required to cooperate in 
all matters relating to rehabilitation.  A failure to provide reasonable cooperation 
will result in a 50% reduction in the amount of monthly benefits payable under 
this Program for the period of non-cooperation. 
 
All costs and expenses directly related to rehabilitation will be paid by the 
Program. 
 
Can I Receive Partial Long-term Disability Benefits?  
 
If you return to work following a period of Total Disability during which benefits 
were paid, you may be entitled to partial disability benefits for up to an additional 
five (5) years, if the Compensation you are entitled to upon your return to work is 
less than what you were receiving when you became disabled.  Partial disability 
benefits shall equal 70% under the Platinum Disability Plan or 50% under the 
Gold Disability Plan of the difference between pre-disability Compensation and 
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current Compensation, but cannot be larger than necessary to bring the 
combination of benefits and current Compensation up to 100% of your estimated 
Compensation at the time you became disabled. 
 
What if I Become Disabled Again After I Return to Work? 
 
After receiving long-term disability benefits, if you recover sufficiently to return to 
work, and then become Totally Disabled again, your disability benefits can be 
restored without you having to meet an additional waiting period if: 
 

 you have not been back to work on a full-time basis for six (6) consecutive 
months or more before you become disabled again; and 

 your subsequent disability is a recurrence of your prior disability or is due to 
causes directly related to it. 

 
How Long Will I Receive Long-term Disability Payments? 
 
If you are Totally Disabled, do not return to work and will not recover, your 
benefits continue to age 65, or longer, if you become disabled when you are age 
62 or older.  The maximum benefit period shown in the following table is based 
on the age when the person first became Totally Disabled: 

  
                            Maximum Duration  

Age   of Benefit in Years 
 

61 or younger  to age 65 
62 3.5 years 
63 3.0 years 
64 2.5 years 
65 2.0 years 
66 1.75 years 
67 1.5 years 
68 1.25 years 
69 and older 1.0 year 

 
There is one exception to this rule.  If you became Totally Disabled because of 
current drug abuse, the maximum period you would be considered Totally 
Disabled and eligible for benefits is three (3) years. 
 
As the Social Security Retirement age is extended, the disability benefit will be 
extended until you reach the new Social Security Retirement age.  This extended 
benefit period will be contingent on your continued Total Disability. 
 
Will Contributions Continue to be Made for My Other NTCA Benefits if I am 
on Long-Term Disability? 
 
Under either the Platinum or Gold Disability Plan, upon completion of the long-
term disability waiting period and while you receive long-term disability payments, 
the Program will make any required employer or Employee contributions to the 
NTCA-sponsored Retirement and Security Program and to any of the coverages 
you had under the Group Health Program at the time you became disabled. 
These contributions will be made if:   
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• your employer elected and was making the required contributions to fund the 
waiver of contributions at the date of your disability;  

 

• you were making any required contributions at the date of your disability;  
 

• with respect to contributions to the Retirement and Security Program, you 
were an Employee who was participating in the Program as of the date of 
your disability; and  

 

• with respect to coverage under the Group Health Program or the Retirement 
and Security Program, the coverage was in effect as of the date of your 
disability.  

 
Under either the Platinum or Gold Disability Plan your Member Company may 
also choose to only make waiver fund contributions for medical-coverage for a 
maximum period of 29 months.  Please contact the benefits representative at 
your Member Company for additional information regarding which option has 
been elected. 
 
No waiver of contribution coverage for benefits under the NTCA-sponsored 
Savings Plan will be provided if you become Totally Disabled on or after January 
1, 2015 (including after a prior period of Total Disability).  If you previously had 
this waiver coverage and became Totally Disabled prior to January 1, 2015, and 
have been determined by the Social Security Administration to be eligible for 
Social Security Disability Insurance (“SSDI”), you will make a one-time election to 
either continue receiving waiver of contribution benefits under the NTCA-
sponsored Savings Plan, or receive an increased income replacement benefit in 
an amount equal to the waiver of contribution benefit you otherwise would have 
been entitled to.  If an election is not made, option (b) will apply.  If you became 
Totally Disabled before January 1, 2015 and have not been determined by the 
Social Security Administration to be eligible for SSDI, you will not be entitled to 
continue receiving waiver of contribution benefits under the NTCA-sponsored 
Savings Plan. You will automatically receive an increase in your income 
replacement in an amount equal to the waiver of contribution benefit you 
otherwise would have been entitled to.  Contributions to the Savings Plan will be 
made based on the rate of Employer and Employee contributions in effect on the 
date of Total Disability, provided that such contributions will not be made with 
respect to any Employee contributions that were not required to give rise to 
Employer matching contributions.   
 
These contributions will permanently end if you begin working full-time for your 
current employer or another employer.  For the Retirement and Security 
Program, contributions will be made based on the rate of employer contributions 
and the rate of any required Employee contributions in effect on the date you 
became disabled, subject to the conditions and limitations contained in that 
Program.  For the Group Health Program, the contributions will be related to the 
elections in effect as of the date of your disability. 
 
The payment of contributions to the Retirement and Security Program and/or the 
Savings Plan will be made only if the employer has elected to allow disabled 
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Employees to continue participation in those plans and only to the extent 
permitted under those plans. 
 
Under What Circumstances Will Short-term and Long-Term Disability 
Benefits Not Be Paid? 
 
Short-term or long-term disability benefit payments will not be made in the 
following situations. 
 

• If the disability is the result of injuries sustained or Illness which first 
originated before the effective date of this benefit coverage, unless the loss 
started after you were covered for 90 consecutive days without receiving 
treatment or without consulting a Physician for that injury or Illness.  After 
you have been actively at work for 18 consecutive months while participating 
in this option, this limit will not apply. 
 
Effective for Member Companies adopting disability benefits on or after 
January 1, 2015, this exclusion shall not apply to short-term or long-term 
disability benefits if you were enrolling at the time a Member Company 
initially adopts disability benefits and can demonstrate previous insured 
group short-term or long-term disability coverage through the adopting 
Participating Member Company was in effect when the injury or Illness first 
manifested with no lapse in coverage prior to the effective date of long-term 
disability coverage under the Program. 
 

• If the disability resulted from an intentionally self-inflicted injury or attempted 
suicide, while sane or insane. 
 

• If the disability resulted from injury sustained or Illness contracted because of 
war, or any act of war, whether declared or undeclared. 
 

• If the disability resulted from any injury sustained or Illness contracted while 
you were on active duty (including active duty for training purposes) in the 
military, naval, or air forces of any nation, or international organization or 
combination of nations; or working in any civilian non-combatant unit which 
serves with such forces in combat.  The only exception is if you sustain a 
non-service related injury or Illness while on temporary tour of duty in the 
military for one month or less, you will continue to be covered under this 
provision. 
 

• If the disability resulted from injuries sustained as the result of participation in 
the commission of a felony. 

 
When Will My Long-term Disability Benefits End? 
 
Long-term disability benefits will be terminated for any of the following reasons: 
 

• you are no longer Totally Disabled; 
 

• you reach social security retirement age (or a later age, if you became 
disabled after age 62); 
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• your disability was a direct result of drug abuse and you have received 
disability benefit payments for three years; 
 

• you are receiving other related benefits you did not previously report; or 
 

• NTCA ends the Program. 
 
After two years of disability, long-term disability benefits will be terminated unless 
one of the following conditions is met: 
 

• you have been determined to be eligible or have been accepted for Social 
Security Disability Insurance benefits or Supplemental Security Income 
benefits by the Social Security Administration, 
 

• you are unable to perform any job comparable in scope and skill base to 
your pre-disability position, or 
 

• you are at least 60 years of age.  For disability claims incurred on or after 
January 1, 2007, you must reach age 60 no later than the beginning of the 
post-two year any occupation period. 



 

GHP SPD HDHP Triple AAA PPO Plan 2019 68 

Section VI: 
24-Hour Accident and Hi-Limit Business Travel 
 
Are There Any Other Types of Life or Accident Insurance Benefits Available 
to me? 
 
NTCA also sponsors a 24-hour accident plan and a hi-limit business travel plan, 
both of which are insured lines of coverage.  Your Member Company may elect 
to provide either or both of these plans; if it does, it will notify you of these plans 
when you are hired and of any contributions you are required to make for the 
coverage.  Please review your benefit confirmation information to see if these 
plans were elected by your Member Company. 
 
24-Hour Accident Insurance 
 
This is an insurance program paying benefits if you or your Dependents have 
coverage and are accidentally injured or killed.  The accident does not have to be 
job-related.  The Member Company selects the level of coverage to be provided, 
if any.  Coverage can be provided both for Employees and directors. 
 
In the event of your death, the amount of the coverage is from a minimum of 
$10,000 to a maximum of $100,000, in increments of $10,000, $20,000, $25,000, 
$50,000 and $100,000, as elected by your Member Company. 
 
In the event of your insured spouse’s death, the amount of coverage for an 
insured spouse is 50% of the amount of your 24-Hour Accident coverage. 
 
In the event of your insured dependent child’s death, the amount of coverage for 
an insured dependent child is the lesser of $15,000 or 15% of your 24-Hour 
Accident coverage.  
 
The coverage will also pay all or a percentage of your amount of coverage if you 
or your insured spouse or dependent child lose limbs, sight or hearing because of 
a covered accident. Certain exclusions apply. 
  
If you and your spouse are both eligible to enroll in coverage, only one of you 
may elect family coverage. The other spouse may only elect single coverage. 
 
Hi-Limit Business Travel 
 
This is an insurance program paying benefits if an Employee or director is 
accidentally injured or killed while on official company business.  In the event of 
your death, the coverage levels available are $50,000 for Employees and 
$100,000 for directors, retained attorneys and general managers.  The Member 
Company selects the level of coverage it will provide. 
 
The coverage will also pay all or a percentage of your amount of coverage if you 
lose limbs, sight, hearing or become paralyzed because of a covered accident. 
Certain exclusions apply. 
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Section VII: 
How to File Claims 
 
How Do I File a Claim for Benefits? 
 
If you are covered under plans described in this booklet and eligible for payment 
under benefit plans outlined in this document, you should file a claim for benefits.  
Claims for medical or dental benefits may be filed electronically by your health 
care provider and submitted using the information on the back of your GHP ID 
card.  Participants should submit claims for processing to the address shown on 
page 3 of this summary.   
 
A claim should be submitted within 90 days after the expense or basis for the 
claim occurs.  A claim submitted more than one year after expenses were 
incurred or Total Disability occurred will not be covered unless the Program is the 
secondary payer and the primary payer caused the delay or a longer period is 
permitted under a contract with an applicable provider.  The deadline for filing 
claims is shorter if your Member Company stops participating in the Program or 
the Program itself ends.  See Section XII for these deadlines. 
 
The Program may disclose protected health information to the Participating 
Member Company for the purposes of plan administration functions, as permitted 
by law.  The Program may only disclose information upon the receipt of 
certifications, as required by law, from the Participating Member Company.  Only 
persons involved with plan administration functions will have access to any 
information disclosed related to your medical plan.  If the persons to whom 
information is disclosed violate this Section, or applicable law, the Program will 
stop disclosing such information. 
 
The Program Administrator may have to obtain additional information from you, 
your Member Company, service providers, and other parties to verify eligibility, 
date of birth, determine the amount of benefits to which you are entitled, and 
related reasons.  If the Program Administrator finds fraud has occurred, claims 
may be adjusted and your participation may be terminated. 
 
Payment will be made directly to the Hospital or medical provider rendering 
services.  If your Member Company made payment, the Program will reimburse 
your Member Company.  Short-term Disability payments will be paid weekly.  
Long-term Disability payments will be paid monthly.  Claims for benefits under an 
insurance contract should be filed directly with the appropriate insurance 
company. 
 
Recovery of Overpayments  
 
Whenever benefit payments exceed the amount allowable under the provisions of 
the Program, whether due to mistake or to the negligent or intentional conduct of 
a provider, claimant, or any other party, the Program shall have a right to recover 
the excess payments, including the right to offset the excess against any benefits 
payable in the future. 
 
In addition, if the overpayment is made to a provider, the Program (or any third-
party administrator of the Program) may offset payments otherwise due for 
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services provided by that provider to different Participants or Dependents in the 
Program. In addition, if a provider to whom an overpayment was made has 
patients who are participants in other health and welfare plans administered by 
the third-party administrator, the third-party administrator may reduce payments 
otherwise owed to the provider from such other health plans by the amount of the 
overpayment. 
 
Anti-Assignment of Benefits and Causes of Action 
 
Participants and Dependents may not assign their legal rights or rights to any 
payments under the Program. Notwithstanding the foregoing, the Program may 
choose to remit payments directly to health care providers with respect to 
covered services, if authorized by Participants, but only as a convenience to 
Participants. Health care providers are not, and shall not be construed as, either 
“participants” or “beneficiaries” under this Program and have no rights to receive 
benefits from the Program or to pursue legal causes of action on behalf of (or in 
place of) Participants under any circumstances. 
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Section VIII: 
Determination of Claims and Appeals 
 
The Program Administrator shall determine whether and to what extent any claim 
for benefits under the Program must be approved or denied based on the 
Program Specifications and may delegate any of its responsibilities to the 
Contract Administrator or another third party.  A claim for benefits subject to 
these procedures is a claim for a specific benefit under the Program.  A general 
question involving enrollment or eligibility status is not subject to the procedures 
described below.  Benefits under the Program will be paid only if the Program 
Administrator decides using their discretion that the claimant is entitled to them.  
Claims for benefits paid under an insurance contract will be decided under the 
claims procedures of the appropriate insurance company, which has the final 
authority to decide claims. 
 
What if an Initial Claim for Benefits Is Denied? 

 
The notice of a benefit decision will be written so it can be understood by you and 
must express:  
 

• specific reason for the denial;  

• specific reference to the provisions of the Program on which the denial is 
based;  

• a description of additional information, if any, needed to decide the claim;  

• the reasons such information is necessary;  

• an explanation of the Program’s claims review procedures;  

• any internal rule, guideline, or protocol relied on in making an adverse 
determination (or state that such information is available free of charge);   

• where the claim is denied based on medical necessity or an experimental 
care exclusion, an explanation of the scientific or clinical basis of the 
determination (or state that such information is available free of charge). 

• information sufficient to identify the claim involved, including date of service, 
health care provider, and claim amount (for health benefit claims); 

• the denial code and corresponding meaning (for health benefit claims); 

• a statement describing the availability, upon request, of the diagnosis code 
and its corresponding meaning and treatment code and its corresponding 
meaning (for health benefit claims); 

• the Program Administrator’s standard, if any, used in denying the claim (for 
health benefit claims); 

• a description of the external review process, if applicable (for health benefit 
claims); and 

• a statement about the availability of, and contact information for, any 
applicable office of health insurance consumer assistance or ombudsman 
established under health care reform laws to assist individuals with internal 
claims and appeals and external review processes (for health benefit 
claims).  

• a discussion of the decision, including an explanation of the basis for 
disagreeing with or not following: (i) the views presented by the claimant to 
the Program of health care professionals treating the claimant and vocational 
professionals who evaluated the claimant; (ii) the views of medical or 
vocational experts whose advice was obtained on behalf of the Program in 
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connection with a claimant’s adverse benefit determination, without regard to 
whether the advice was relied upon in making the benefit determination; and 
(iii) a disability determination regarding the claimant presented by the 
claimant to the Program made by the Social Security Administration (for 
disability claims); and 

• a statement that the claimant is entitled to receive, free of charge, 

reasonable access to and copies of all documents relevant to the claim (for 

disability claims). 

Health Benefits 
 
If you incorrectly file a claim or do not follow the Program’s procedures, the 
Program Administrator must notify you within five (5) days (48 hours if the claim 
is an Urgent Claim), and you must re-submit the claim according to Program 
procedures.  The Program Administrator must provide you notice of the decision 
according to the time periods described below: 
 

• Urgent Claims – If the Program Administrator determines that a claim is 
urgent, notice, whether adverse or not, must be provided as soon as 
possible taking into account medical urgency, but no later than 72 hours after 
receipt of the claim.  Notice may be provided verbally, in which case written 
notice must be provided within three (3) days of the verbal notice. 

 
An urgent claim is any claim for medical care or treatment with respect to 
which the application of the time periods for making non-urgent care 
determinations could seriously jeopardize you or your Dependent’s life or 
ability to regain maximum function, or, in the opinion of a Physician with 
knowledge of you or your Dependent’s medical condition, would subject you 
or your Dependent to severe pain that cannot be adequately managed 
without the care or treatment that is the subject of the claim.  In addition, if a 
Physician with knowledge of you or your Dependent’s medical condition 
certifies a claim as urgent, the Program must treat the claim as an urgent 
claim. 
 
If you submit an incomplete claim, the Program Administrator must inform 
you within 24 hours and give you 48 hours to provide the additional 
information.  The Program Administrator must notify you of its decision within 
the lesser of 48 hours after receiving the additional information or 48 hours 
after the expiration of the time period you had to provide additional 
information. 

 
If you request an extension of urgent care beyond the initially prescribed 
period and make the request at least 24 hours prior to the expiration of care, 
the Program Administrator must notify you of an adverse determination 
within 24 hours of receipt of the request. 

 

• Pre-Service Claims – Notice, whether adverse or not, must be provided 
within a reasonable time period, but not longer than 15 days from receipt of 
the claim.  If the Program Administrator determines an extension is 
necessary for reasons beyond the Program’s control, you must be notified of 
the extension and may extend the determination period 15 days.  If 
additional information is necessary, the Program Administrator must notify 
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you of the required information and give you 45 days to provide the 
additional information. 

 

• Post-Service Claims – Notice of an adverse decision must be provided within 
a reasonable time period, but not longer than 30 days from receipt of the 
claim.  If the Program Administrator determines an extension is necessary 
for reasons beyond the Program’s control, you must be notified of the 
extension and may extend the determination period 15 days.  If additional 
information is necessary, the Program Administrator must notify you of the 
required information and give you 45 days to provide the additional 
information. 

 

• Concurrent Care Claims – The Program Administrator must notify you of any 
reduction or termination of ongoing care, unless the reduction or termination 
is due to Program amendment or termination, sufficiently in advance to allow 
you to appeal the decision before care is reduced or terminated. 

 
Disability Benefits 
 
If a claim for disability benefits is entirely or partially denied, the Program 
Administrator must give you notice of an adverse decision within 45 days from 
receipt of the claim.  If the Program Administrator determines an extension is 
necessary for reasons beyond the Program’s control, you must be notified of the 
extension and may extend the determination period two additional 30-day 
periods.  If additional information is necessary, the Program Administrator must 
notify you of the required information and give you 45 days to provide the 
additional information. 
 
If My Initial Claim Is Denied, What Is the Process to Appeal the 
Determination? 
 
Except for urgent claims, you must be entitled to two levels of review of any initial 
claims denial.  For urgent claims, you shall be entitled to one level of review 
under an expedited timeframe.  Except to the extent a longer period is permitted 
under a contract with the applicable provider for the first level of review, you must 
have 180 days from the date that the Program Administrator’s initial notice is 
received to make a written request for review of the decision.  If the denial is 
upheld on the first level of review, you must have 180 days to make a written 
request for a second review of the decision except to the extent a longer period is 
permitted under a contract with the applicable provider.  During these periods, 
you or your authorized representative may review relevant Program documents 
and submit additional information.  Please see page 3 of this summary for 
information on where to submit a request for review.  Unless the claimant 
indicates in writing that a request is for a formal review or appeal of the decision, 
any other claims inquiry will be considered an informal inquiry not subject to this 
Section. 
 
The first level of review must be conducted by the Program Administrator.  
Review of urgent claims and second-level reviews must be made by the 
Committee, except that the Committee may delegate its authority to make 
reviews to either (a) a subcommittee of its members, (b) the Program 
Administrator, or (c) any other person or entity.  If the Committee makes such a 
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delegation, the delegee must have the same discretionary authority as the 
Committee.  Reviews must be conducted by an individual who was neither the 
person who made the initial decision that is being reviewed, nor the subordinate 
of that person.  The reviewer must not give deference to the initial decision, and a 
review decision must be issued according to the time periods set out below.  If 
the claim involves medical judgment or experimental treatment, the Committee 
(or its delegee) must consult with a health care professional who was not 
involved in the initial claim. 
 
A notice of the decision must be issued at each level of review.  The notice must 
be written so it can be understood by you and must express:  
 

• the specific reason for the denial;  

• the specific reference to the provisions of the Program on which the denial is 
based;  

• a statement that you are entitled to receive, free of charge, reasonable 
access to and copies of all documents relevant to the claim;  

• a description of any voluntary appeal or alternative dispute resolution 
procedures;  

• any internal rule, guideline or protocol relied on in making an adverse 
determination (or state that such information is available free of charge);   

• where claim is denied based on medical necessity or an experimental care 
exclusion, an explanation of the scientific or clinical basis of the 
determination (or state that such information is available free of charge). 

• information sufficient to identify the claim involved, including date of service, 
health care provider, and claim amount (for health benefit claims); 

• the denial code and corresponding meaning (for health benefit claims); 

• a statement describing the availability, upon request, of the diagnosis code 
and its corresponding meaning and treatment code and its corresponding 
meaning (for health benefit claims); 

• the Program Administrator’s standard, if any, used in denying the claim (for 
health benefit claims); 

• a description of the external review process, if applicable (for health benefit 
claims); and 

• a statement about the availability of, and contact information for, any 
applicable office of health insurance consumer assistance or ombudsman 
established under health care reform laws to assist individuals with internal 
claims and appeals and external review processes (for health benefit 
claims); and 

• a discussion of the decision, including an explanation of the basis for 

disagreeing with or not following: (i) the views presented by the claimant to 

the Program of health care professionals treating the claimant and vocational 

professionals who evaluated the claimant; (ii) the views of medical or 

vocational experts whose advice was obtained on behalf of the Program in 

connection with a claimant’s adverse benefit determination, without regard to 

whether the advice was relied upon in making the benefit determination; and 

(iii) a disability determination regarding the claimant presented by the 

claimant to the Program made by the Social Security Administration (for 

disability claims). 

 



 

GHP SPD HDHP Triple AAA PPO Plan 2019 75 

 
Health Benefits 
 

• Urgent Claims – A request for an expedited review may be submitted 
verbally, and all necessary information, including the notice of the decision, 
must be made by telephone, facsimile, or similarly expeditious method.  The 
Committee must notify you of the review decision as soon as possible taking 
into account the medical exigencies, but no later than 72 hours after receipt 
of the request for review. 

 

• Pre-Service Claims – For the first level of review, the Program Administrator 
must notify you of the review decision within a reasonable time period, but no 
later than 15 days from receipt of the request for review.  For the second 
level of review, the Committee must notify you of the review decision within a 
reasonable time period, but no later than 15 days from receipt of the second 
request for review. 

 

• Post-Service Claims – For the first level of review, the Program Administrator 
must notify you of the review decision within a reasonable time period, but no 
later than 30 days from receipt of the request for review.  For the second 
level of review, the Committee must notify you of the review decision within a 
reasonable time period, but no later than 30 days from receipt of the second 
request for review. 

 
Disability Claims 

 
For the first level of review, the Program Administrator must notify you of the 
review decision within a reasonable time period, but no later than 20 days from 
receipt of the request for review.  If the Program Administrator determines that 
special circumstances require an extension of time for processing the claim, you 
must be notified of the extension and may extend the determination period for 45 
days.  For the second level of review, the Committee must notify you of the 
review decision within a reasonable time period, but no later than 25 days from 
receipt of the second request for review. 
 
A claimant must follow the procedures described above, including exhaustion of 
both levels of review, before taking action in any other forum regarding a claim for 
benefits under the Program.  Any suit or legal action initiated by a claimant for 
benefits under the Program must be brought by the claimant no later than one (1) 
year following a final decision on the claim for benefits by the Program or upon 
external review.  The one-year statute of limitations on suits for all benefits must 
apply in any forum where a claimant initiates such a suit. 
 
External Review 
 
A claimant may be eligible for external review, as required under the Patient 
Protection and Affordable Care Act (PPACA) with respect to an internal appeal 
denial that involves medical judgment or if a claim involves rescission of 
coverage.  Eligibility claims or claims for benefits not involving medical judgment 
are not eligible for external review.  External reviews will be conducted by an 
Independent Review Organization, which may overturn the NTCA Group Health 
Program’s decision.  The Independent Review Organization’s decision is binding 
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on the NTCA Group Health Program.  Your internal appeal denial notice will 
include more information about your right to file a request for external review.  
You must file your request for external review, where available, within four (4) 
months of receiving your final internal review determination. 
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Section IX: 
ERISA Rights 
 
What Are My Rights as a Participant? 
 
As a Participant in the NTCA Group Health Program, you have certain rights 
under the Employee Retirement Income Security Act of 1974 (“ERISA”), as 
amended.  ERISA provides that all Program Participants will be entitled to: 
 

• examine, without charge, at the Program Administrator’s office and at other 
specified locations, such as worksites and union halls, all Program 
documents, including insurance contracts, collective bargaining agreements, 
and a copy of the latest annual report (Form 5500 series) filed by the 
Program with the U.S. Department of Labor; 

 

• obtain, upon written request to the Program Administrator, copies of 
documents governing the operation of the Program, including insurance 
contracts, collective bargaining agreements, copies of the latest annual 
report (Form 5500 series), updated summary plan description, and Program 
information upon written request.  The administrator may make a reasonable 
charge for the copies; 

 

• receive a summary of the Program’s annual financial report.  The Program 
administrator is required by law to furnish each Participant with a copy of this 
summary annual report; 

 

• continue health care coverage for yourself, spouse, or Dependents if there is 
a loss of coverage under the Program because 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 Program on the rules 
governing your COBRA continuation rights. 

 
In addition to creating rights for plan Participants, ERISA imposes duties upon the 
people responsible for the operation of the Program.  The people who operate 
your Program (called “fiduciaries”) have a duty to do so prudently and in the 
interest of you and other Program Participants and beneficiaries.  It is illegal for 
anyone, including your employer and your union, to fire you or otherwise 
discriminate against you in any way to prevent you from exercising your rights 
under ERISA. 
 
If your claim for benefits under the Group Health Program is denied entirely or in 
part, you must receive a written explanation of the reason for the denial.  You 
have the right to have the Program review and reconsider your claim.  Under 
ERISA, there are steps you can take to enforce the above rights. 
 
For instance, if you request a copy of the Program documents or the latest 
annual report and do not receive the information within 30 days, you may file suit 
in a federal court.  In such a case, the court may require the Program 
Administrator to provide the materials and pay you up to $110 a day until you 
receive the materials, unless the materials were not sent because of reasons 
beyond the control of the Administrator.  If you have a claim for benefits which is 
denied or ignored, in whole or in part, you may file suit in a state or federal court.  
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In addition, if you disagree with the Program’s decision or lack thereof concerning 
the qualified status of a qualified medical child support order, you may file suit in 
federal court. 
 
If Program fiduciaries misuse the Program’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 would 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, especially if it finds your claim is 
frivolous. 
 
If you have questions about your Program, you should contact the Contract 
Administrator.   
 
If you have any questions about this statement or about your rights under ERISA, 
you should contact the nearest office of the Employee Benefits Security 
Administration, U.S. Department of Labor, listed in your telephone directory or the 
Division of Technical Assistance and Inquiries, Employee Benefits Security 
Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., 
Washington, D.C. 20210. 



 

GHP SPD HDHP Triple AAA PPO Plan 2019 79 

Section X: 
Notice of Privacy Practices 
 

Effective Date of Notice: September 23, 2013 

 

The NTCA-sponsored Group Health Program (the “Plan”) is 

required by law to take reasonable steps to ensure the privacy of 

your personally identifiable health information and to inform you 

about: 

• the Plan’s uses and disclosures of Protected Health Information (PHI); 

• your privacy rights with respect to your PHI; 

• the Plan’s duties with respect to your PHI; 

• your right to file a complaint with the Plan and to the Secretary of the U.S. 
Department of Health and Human Services; and 

• the person or office to contact for further information about the Plan’s 
privacy practices. 

 

The term “Protected Health Information” (PHI) includes all individually 

identifiable health information transmitted or maintained by the Plan, 

regardless of form (oral, written, electronic).   

 

Section 1. Notice of PHI Uses and Disclosures 

Uses and Disclosures to Carry Out Treatment Payment and Health Care 
Operations 

The Plan and its business associates may use your PHI without authorization 

to carry out treatment, payment and health care operations. “Treatment” is 

the provision, coordination or management of health care and related 

services. It also includes but is not limited to consultations and referrals 

between one or more of your providers. For example, the Plan may disclose 

to a treating orthodontist the name of your treating dentist so that the 

orthodontist may ask for your dental X-rays from the treating dentist. 

“Payment” includes but is not limited to actions to make coverage 

determinations and payment (including billing, claims management, 

subrogation, plan reimbursement, reviews for medical necessity and 

appropriateness of care, and utilization review and preauthorization). For 

example, the Plan may tell a doctor whether you are eligible for coverage or 

what percentage of the bill will be paid by the Plan. “Health Care Operations” 

include but are not limited to quality assessment and improvement, reviewing 

competence or qualifications of health care professionals, underwriting, and 

premium rating. It also includes disease management, case management, 

conducting or arranging for medical review, legal services and auditing 

functions including fraud and abuse compliance programs, business planning 

and development, business management and general administrative 

activities. For example, the Plan may use information about your claims to 

refer you to a disease management program, project future benefit costs or 

audit the accuracy of its claims processing functions.  Note that the Genetic 

Information Nondiscrimination ACT (GINA) prohibits using PHI that is genetic 

information for underwriting purposes.   
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The Plan also may disclose PHI to the Plan Sponsor, the Trust Committee of 

the Group Health Program and Its Member Companies, as applicable, for 

Plan administration functions. In addition, the Plan may disclose PHI to the 

Secretary of the U.S. Department of Health and Human Services, in order for 

the Secretary to determine the Plan’s compliance with Federal law. 

 
Uses and disclosures that require that you be given an opportunity to agree or 
disagree prior to the use or release 

Disclosure of your PHI to family members, other relatives and your close personal 
friends is allowed if: 

* the information is directly relevant to the family or friend’s involvement with 
your care or payment for that care; and 

* you have agreed to the disclosure or have been given an opportunity to 
object and have not objected. 

 

Uses and disclosures for which consent, authorization or opportunity to object is 
not required 

The Plan may use or disclose your PHI, where required or permitted 

by law, without authorization under the following circumstances: 

(1) When required by law. 

(2) When permitted for purposes of public health activities. PHI 

may also be used or disclosed if you have been exposed to a 

communicable disease or are at risk of spreading a disease or 

condition, if authorized by law. 

(3) When authorized by law to report information about abuse, neglect or 

domestic violence to public authorities if there exists a reasonable belief that 

you may be a victim of abuse, neglect or domestic violence. In such case, the 

Plan will promptly inform you that such a disclosure has been or will be made 

unless that notice would cause a risk of serious harm. For the purpose of 

reporting child abuse or neglect, it is not necessary to inform the minor that 

such a disclosure has been or will be made. Disclosure may generally be 

made to the minor’s parents or other representatives although there may be 

circumstances under Federal or state law when the parents or other 

representatives may not be given access to the minor’s PHI. 

(4) The Plan may disclose your PHI to a public health oversight agency 

for oversight activities authorized by law. This includes uses or 

disclosures in civil, administrative or criminal investigations; inspections; 

licensure or disciplinary actions (for example, to investigate complaints 

against providers); and other activities necessary for appropriate 

oversight of government benefit programs (for example, to investigate 

Medicare or Medicaid fraud). 

(5) The Plan may disclose your PHI when required for judicial or 

administrative proceedings. For example, your PHI may be disclosed in 

response to a subpoena or discovery request provided certain conditions 

are met. One of those conditions is that satisfactory assurances must be 

given to the Plan that the requesting party has made a good faith attempt to 

provide written notice to you, and the notice provided sufficient information 

about the proceeding to permit you to raise an objection and no objections 

were raised or were resolved in favor of disclosure by a court or tribunal or 

that the parties have obtained a qualified protective order. 
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(6) For law enforcement purposes, including for the purposes of 

identifying or locating a suspect, fugitive, material witness or missing 

person. Also, when disclosing information about an individual who is or 

is suspected to be a victim of a crime but only if the individual agrees 

to the disclosure or the covered entity is unable to obtain the 

individual’s agreement because of emergency circumstances. 

Furthermore, the law enforcement official must represent that the 

information is not intended to be used against the individual, the 

immediate law enforcement activity would be materially and adversely 

affected by waiting to obtain the individual’s agreement and disclosure 

is in the best interest of the individual as determined by the exercise of 

the Plan’s best judgment. 

(7) When required to be given to a coroner or medical examiner for the 

purpose of identifying a deceased person, determining a cause of death or 

other duties as authorized by law. Also, disclosure is permitted to funeral 

directors, consistent with applicable law, as necessary to carry out their 

duties with respect to the decedent. 

(8) For organ, eye or tissue donation purposes. 

(9) For certain government-approved research activities. 

(10) When consistent with applicable law if the Plan, in good faith, 

believes the use or disclosure is necessary to prevent or lessen a 

serious and imminent threat to the health or safety of a person or the 

public and the disclosure is to a person reasonably able to prevent or 

lessen the threat, including the target of the threat. 

(11) For certain government functions, such as related to military service or 
national security. 

(12) When authorized by and to the extent necessary to comply with Workers’ 
Compensation or other similar programs established by law. 

(13) To notify a family member or other individual involved in your care of your 
location, general condition, or death or to a public or private entity authorized by 
law or its charter to assist in disaster relief efforts to make such notifications 
 
Uses and disclosures that require written authorization 

The plan will obtain your authorization before using or disclosing 

psychotherapy notes as required by law. Psychotherapy notes are 

separately filed notes about your conversations with your mental health 

professional during a counseling session. They do not include summary 

information about your mental health treatment. The Plan may use and 

disclose such notes when needed by the Plan to defend against litigation 

filed by you.  The Plan also will obtain your written authorization to use or 

disclose PHI for marketing purposes where the Plan receives financial 

remuneration or for the sale of PHI. 

 
For any other uses and disclosures of your health information, the 

Plan will obtain your written authorization. Such authorization 

applies only to the Group Health Program. You may be required to 

complete separate authorizations from other service providers to 

the Program. You may revoke this authorization in writing at any 

time, provided the Plan has not yet taken action in reliance on your 

authorization. 
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Section 2. Rights of Individuals 

Right to Request Restrictions on PHI Uses and Disclosures 

You may request the Plan to restrict uses and disclosures of your PHI to 

carry out treatment, payment or health care operations, or to restrict uses 

and disclosures to family members, relatives, friends or other persons 

identified by you who are involved in your care or payment for your care. 

However, the Plan generally is not required to agree to your request unless 

you have paid out-of-pocket in full for the services to which the information 

relates. Such requests should be made to the Privacy Officer at 

HIPAAPrivacy@NTCA.org or by mail to 30 Town Square Boulevard, Suite 

300, Asheville, NC 28803 or you can call 828-281-9000. 
 

Right to Confidential Communications 

You have a right to request confidential communications. The Plan will 

review reasonable requests to receive communications of PHI by 

alternative means or at alternative locations. The Plan is required to 

accommodate your request if you state that communications by normal 

means could endanger you.  You or your personal representative will be 

required to complete a form to request restrictions on uses or disclosures 

of your PHI. Such requests should be made to the Privacy Officer at 

HIPAAPrivacy@NTCA.org or by mail to 30 Town Square Boulevard, Suite 

300, Asheville, NC 28803 or you can call 828-281-9000. 

 
Right to Inspect and Copy PHI 

You have a right to inspect and obtain a copy of your PHI contained in a 

"designated record set", including an electronic copy, for as long as the Plan 

maintains PHI. “Designated Record Set” includes the medical records and 

billing records about individuals maintained by or for a covered health care 

provider; enrollment, payment, billing, claims adjudication and case or 

medical management record systems maintained by or for a health plan; or 

other information used in whole or in part by or for the covered entity to 

make decisions about individuals. The requested information will be 

provided within 30 days. A single 30-day extension is allowed if the Plan is 

unable to comply with the deadline. You or your personal representative will 

be required to complete a form to request access to the PHI in your 

designated record set. 

 

Requests for access to PHI should be made to the Privacy Officer at 

HIPAAPrivacy@NTCA.org or by mail to 30 Town Square Boulevard, Suite 

300, Asheville, NC 28803. If access is denied, you or your personal 

representative will be provided with a written denial setting forth the basis 

for the denial, a description of how you may exercise those review rights 

and a description of how you may complain to the Secretary of the U.S. 

Department of Health and Human Services. The Plan reserves the right to 

apply a cost based fee including labor, copy costs, supplies, and postage. 
 
Right to Amend PHI 

You have the right to request the Plan to amend your PHI or a record about 

you in a designated record set for as long as the PHI is maintained in the 
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designated record set. The Plan has 60 days after the request is made to act 

on the request. A single 30-day extension is allowed if the Plan is unable to 

comply with the deadline. If the request is denied in whole or part, the Plan 

must provide you with a written denial that explains the basis for the denial. 

You or your personal representative may then submit a written statement 

disagreeing with the denial and have that statement included with any future 

disclosure of your PHI. 

 

Requests for amendment of PHI in a designated record set should be made to 
the Privacy Officer at HIPAAPrivacy@NTCA.org or by mail to 

30 Town Square Boulevard, Suite 300, Asheville, NC 28803 or you can 

call 828-281-9000. You or your personal representative will be required 

to complete a form to request amendment of the PHI in your designated 

record set. 

 
The Right to Receive an Accounting of PHI Disclosures 

At your request, the Plan will also provide you with an accounting of 

disclosures by the Plan of your PHI during the six years prior to the date of 

your request except for disclosures made: (1) to carry out treatment, payment 

or health care operations; (2) to individuals about their own PHI; (3) pursuant 

to an authorization; or (4) prior to the compliance date. The Plan has 60 days 

after the request is made to act on the request. A single 30-day extension is 

allowed if the Plan is unable to comply with the deadline. If you request more 

than one accounting within a 12-month period, the Plan will charge a 

reasonable, cost-based fee for each subsequent accounting. 

 

The Right to Receive a Paper Copy of This Notice Upon Request 

You have a right to obtain a paper copy of this Notice, even if you have agreed to 
receive this Notice electronically, by contacting Privacy Officer at HIPAAPrivacy@ 
NTCA.org or by mail to 30 Town Square Boulevard, Suite 300, Asheville, NC 
28803 or you can call 828-281-9000. 

 

A Note About Personal Representatives 

You may exercise your rights through a personal representative. Your personal 

representative will be required to produce evidence of his/her authority to act 

on your behalf before that person will be given access to your PHI or allowed 

to take any action for you. Proof of such authority may take one of the following 

forms: 

• a power of attorney for health care purposes, notarized by a notary public; 

• a court order of appointment of the person as the conservator or guardian 
of the individual; 

• an individual who is the parent of a minor child (as specified by applicable 
state law); or 

• a form signed by you authorizing an individual to be your personal 
representative 

 

The Plan retains discretion to deny access to your PHI to a personal 

representative where the plan believes it is not in your best interest or could 

endanger you. 
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Section 3. The Plan’s Duties 

The Plan is required by law to maintain the privacy of PHI and to provide 

individuals (participants and beneficiaries) with notice of its legal duties and 

privacy practices. The Plan is required to comply with the terms of this notice. 

However, the Plan reserves the right to change the terms of the Notice and to 

make the new Notice provisions effective for all PHI that it maintains.  If there 

is a material change to any provisions of this Notice, the Plan will distribute a 

revised privacy Notice. 

 
Any revised version of this notice will be distributed within 60 days of the 

effective date of any material change to the uses or disclosures, the 

individual’s rights, the duties of the Plan or other privacy practices stated in this 

notice. 

 

The Plan also is required to comply with State laws, if any, that also are 

applicable and are not contrary to HIPAA (for example, where state laws may be 

stricter).      

 

Notice of Breach of Unsecured PHI 

The Plan is required to notify you of any breaches of unsecured protected 

health information as soon as possible, but in any event, no later than 60 days 

following the discovery of the breach.  

  

Section 4. Your Right to File a Complaint with the Plan or the HHS Secretary 

If you believe that your privacy rights have been violated, you may complain to 

the Plan in care of the Privacy Officer at HIPAAPrivacy@NTCA.org or by mail 

to 30 Town Square Boulevard, Suite 300, Asheville, NC 28803 or you can call 

828-281-9000. You may file a complaint with the Secretary of the U.S. 

Department of Health and Human Services, Hubert H. Humphrey Building, 

200 Independence Avenue S.W., Washington, D.C. 20201. The Plan will not 

retaliate against you for filing a complaint. 

 
Section 5. Whom to Contact at the Plan for More Information 

If you have any questions regarding this notice or the subjects addressed in it, 
you may contact the Privacy Officer at HIPAAPrivacy@NTCA.org or by mail to 30 
Town Square Boulevard, Suite 300, Asheville, NC 28803 or you can call 828-281-
9000. 
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Section XI: 
Nondiscrimination Statement 
 
The NTCA Group Health Program complies with applicable Federal civil rights 
laws and does not discriminate on the basis of race, color, national origin, age, 
disability, or sex.   
 
The NTCA Group Health Program does not exclude people or treat them 
differently because of race, color, national origin, age, disability, or sex. 
  
The NTCA Group Health Program: 
   

• 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 Meredith Johnson, Civil Rights Coordinator. 
 
If you believe that the NTCA Group Health Program has failed to provide these 
services or discriminated in another way on the basis of race, color, national 
origin, age, disability, or sex, you can file a grievance with:  
 
Meredith Johnson, Civil Rights Coordinator 
30 Town Square Blvd., Suite 300 
Asheville, NC  28803 
Telephone: 828-281-9000 
Facsimile: 828-255-9625 
Email: mjohnson@ntca.org 
 
You can file a grievance in person or by mail, fax, or email. If you need help filing 
a grievance, Meredith Johnson, Civil Rights Coordinator is available to help you.  
 
You can also file a civil rights complaint with the U.S. Department of Health and 
Human Services, Office for Civil Rights, electronically through the Office for Civil 
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: 
 
U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
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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.  
 
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de 
asistencia lingüística.  Llame al 1-828-281-9000. 
 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-828-281-

9000。 

 
CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành 
cho bạn.  Gọi số 1-828-281-9000. 
 
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga 
serbisyo ng tulong sa wika nang walang bayad.  Tumawag sa 1-828-281-9000. 
 
ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны 
бесплатные услуги перевода.  Звоните 1-828-281-9000). 
 

جان.  ملحوظة:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالم

)رقم هاتف الصم والبكم 9000-281-828-1 اتصل برقم :  
 
ATANSYON:  Si w pale Kroll Aysén, gen sèvis èd pou lang ki disponib gratis pou 
ou.  Rele 1-828-281-9000. 
 
ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont 
proposés gratuitement.  Appelez le 1-828-281-9000. 
 

주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 

있습니다.  1-828-281-9000 번으로 전화해 주십시오. 

 
UWAGA:  Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy 
językowej.  Zadzwoń pod numer 1-828-281-9000. 
 
ATENÇÃO:  Se fala português, encontram-se disponíveis serviços linguísticos, 
grátis.  Ligue para 1-828-281-9000. 
 
ATTENZIONE:  In caso la lingua parlata sia l'italiano, sono disponibili servizi di 
assistenza linguistica gratuiti.  Chiamare il numero 1-828-281-9000. 
 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-

828-281-9000まで、お電話にてご連絡ください。 

 
ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung.  Rufnummer: 1-828-281-9000. 
 
PAKDAAR:  Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga 
awanan bayadna, ket sidadaan para kenyam.  Awagan ti 1-828-281-9000. 
 
  



 

GHP SPD HDHP Triple AAA PPO Plan 2019 87 

Section XII: 
Medicare Part D Notice of Creditable Coverage 
 
Important Notice from the Group Health Program of NTCA About   
Your Prescription Drug Coverage and Medicare  
  
Please read this notice carefully and keep it where you can find it. This 
notice has information about your current prescription drug coverage with 
the Group Health Program of NTCA and about your options under 
Medicare’s prescription drug coverage.  This information can help you 
decide whether or not you want to join a Medicare drug plan.  If you are 
considering joining, you should compare your current coverage, including 
which drugs are covered at what cost, with the coverage and costs of the 
plans offering Medicare prescription drug coverage in your area.  
Information about where you can get help to make decisions about your 
prescription drug coverage is at the end of this notice.  
  
There are two important things you need to know about your current 
coverage and Medicare’s prescription drug coverage:   
  
1. Medicare prescription drug coverage became available in 2006 to 
everyone with Medicare. You can get this coverage if you join a Medicare 
Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or 
PPO) that offers prescription drug coverage. All Medicare drug plans 
provide at least a standard level of coverage set by Medicare. Some plans 
may also offer more coverage for a higher monthly premium.    
  
2. The Program Actuary, Willis Towers Watson has determined that the 
prescription drug coverage offered by NTCA’s Group Health Program 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.  
  
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 NTCA Group Health Program 
coverage will be affected.   
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NTCA’s Group Health Program currently offers two prescription drug plans:  
Platinum drug and Gold drug, which are available as adopted by your member 
company. 
In addition, your current coverage pays for other health expenses along with 
prescription drugs.  You will still be eligible to receive all of your current health 
benefits if you choose to enroll in a Medicare prescription drug plan.  However, 
you will not be eligible for prescription drugs through the NTCA Group Health 
Program if you choose to enroll in a Medicare prescription drug plan.  
If you do decide to join a Medicare drug plan and drop your NTCA Group Health 
Program prescription drug coverage, be aware that you and your dependents will 
not be able to get this coverage back.    
  
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug 
Plan?  
  
You should also know that if you drop or lose your current coverage with NTCA’s 
Group Health Program and don’t join a Medicare drug plan within 63 continuous 
days after your current coverage ends, you may pay a higher premium (a 
penalty) to join a Medicare drug plan later.   
  
If you go 63 continuous days or longer without creditable prescription drug 
coverage, your monthly premium may go up by at least 1% of the Medicare base 
beneficiary premium per month for every month that you did not have that 
coverage. For example, if you go nineteen months without creditable coverage, 
your premium may consistently be at least 19% higher than the Medicare base 
beneficiary premium. You may have to pay this higher premium (a penalty) as 
long as you have Medicare prescription drug coverage. In addition, you may have 
to wait until the following October to join.   
  
For More Information About This Notice or Your Current Prescription Drug 
Coverage…  
  
Contact our office for further information at 828-281-9000 
 
NOTE: You’ll get this notice each year. You will also get it before the next period 
you can join a Medicare drug plan, and if this coverage through the NTCA Group 
Health Program changes. You also may request a copy of this notice at any time. 
 
For More Information About Your Options Under Medicare Prescription 
Drug Coverage…  
  
More detailed information about Medicare plans that offer prescription drug 
coverage is in the “Medicare & You” handbook. You’ll get a copy of the handbook 
in the mail every year from Medicare.   You may also be contacted directly by 
Medicare drug plans.   
  
For more information about Medicare prescription drug coverage:  

• Visit www.medicare.gov   

• Call your State Health Insurance Assistance Program (see the inside back 
cover of your copy of the “Medicare & You” handbook for their telephone 
number) for personalized help  
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•  Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-
2048.  

 
If you have limited income and resources, extra help paying for Medicare 
prescription drug coverage is available. For information about this extra help, visit 
Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-
1213 (TTY 1-800-325-0778).  
  
Remember:  Keep this Creditable Coverage notice.  If you decide to join one 
of the Medicare drug plans, you may be required to provide a copy of this 
notice when you join to show whether or not you have maintained 
creditable coverage and, therefore, whether or not you are required to pay a 
higher premium (a penalty).   
  
Revision Date: August 2, 2011  
Name of Entity/Sender: Group Health Program of NTCA and Its Members 
Address: 30 Town Square Blvd., Suite 300 
 Asheville, NC 28803   
Phone Number: 828-281-9000  
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Section XIII: 
Amendment and Termination 
 
What Rights Do My Member Company or NTCA Have to Change or End 
Participation in the Program? 
 
Adjustment of Contributions 
 
The contributions charged for the various plans may be increased or decreased 
by the Program Trust Committee at any time.  The Program will provide your 
Member Company with at least 30 days’ notice of any increase. 
 
By the Member Company  
 

• The plans selected by your Member Company are listed in your benefit 
confirmation information.  Your Member Company may change its selection 
of plans at any time by completing a new Adoption Agreement. 

 

• Your Member Company may end its participation in the Program at any time 
by giving the Program 30 days’ written notice.  Benefit payments will be 
made under the terms of the Program for medical and dental expenses 
incurred or disabilities arising during the period when participation was in 
effect and contributions were made.  No benefits will be paid where a claim 
was not filed for them within 90 days of the termination date. 

 

• If your Member Company does not make the required contributions, the 
Member Company’s participation in the Program may be terminated.  
Thereafter, benefits will be paid as noted above. 

 
By the Board 
 
The Program may be amended, altered or modified by NTCA at any time, but, 
except as described below, no amendment will become effective on less than 30 
days’ notice to each Member Company.  No amendment will deprive you or your 
Dependents, without your consent, of any benefits provided by contributions 
made prior to the date of such amendment. 

 
The Board may amend, alter, or modify the Program retroactively and without 
notice if the Board determines, in its sole discretion that such an amendment is 
not a material reduction in covered services or benefits; or is necessary or 
appropriate to conform the Program to any governmental or judicial law, 
regulation or ruling. 
 
Termination by the Board 
 
If the Board decides to terminate the Program, it will give 90 days’ written notice 
to all Member Companies.  After 180 days following the effective termination  
date, no further claims will be paid. 
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