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This Handbook summarizes the major features of the
benefits program for U.S. eligible employees of
TreeHouse Foods, Inc. (the “Company”) and its
subsidiaries as of January 1, 2017. You should not
rely on this information exclusively, as the terms of
the TreeHouse Foods, Inc. Health and Welfare
Benefits Plan (the “Plan”) are summarized in this
document plus the applicable benefit booklets or
insurance policies for each benefit under the Plan.
This Handbook applies only to full-time, non-union
employees of TreeHouse Foods, Inc. and its
subsidiaries. See “Eligibility” in the Participation
chapter of this Handbook for more detailed
information about who is an eligible employee.
This Handbook is based on legal documents (such as
Plan documents, benefit booklets and insurance
contracts) currently in effect. As such, your rights are
governed by the terms of this document and those
legal documents. Any questions concerning the Plan
shall be determined in accordance with the terms of
the Plan document.
While every effort has been made to give you correct
and complete information about your benefits, in the
event of any conflict or inconsistency between the
Handbook and the Plan, the terms of the Plan will
control. Where a conflict exists between this
document and an insurance policy, the insurance
policy will control, except to the extent the provisions
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of the insurance policy do not comply with applicable
law, in which case this document will control.

This Handbook contains a summary in English of your
Plan rights and benefits under the Plan. If you have
difficulty understanding any part of this Handbook,
please contact the Plan Administrator at (708) 4831300. Office hours are from 9:00 am to 5:00 pm
Monday through Friday. You may also call the Plan
Administrator's office for language assistance.
In addition, no person has the authority to make any
oral or written statement or representation of any kind
which is legally binding upon the Company that alters
the Plan document or any legal document maintained
in conjunction with the Plan.
The Company intends to continue the benefit
programs as described in this Handbook indefinitely
but reserves the right, at its discretion, to change or
even terminate all or any part of the benefits offered
at any time and in any manner to the extent permitted
by law. As a result, this Handbook is not a contract,
nor is it a guarantee of your benefits.
If the Company does modify or terminate any of the
benefit programs offered, a subsequent Handbook or
Summaries of Material Modifications will be provided
to advise you of any such modifications or
termination, as required by ERISA.
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Introduction
As part of the Company team, it is important to
understand the health and welfare benefits
available to you. That’s why we prepared this
Handbook. This Handbook provides you with
useful information to help you make choices that
will enhance your quality of life. The benefits
available to you are designed to protect you and
your family from financial hardships associated
with catastrophic medical expenses, disability or
death.

unable to work for a period of time due to a
covered disability.


Life and Accident addresses insurance
protection in the event you or your covered
dependents die or suffer a covered accidental
injury.



Glossary and Legal Notices contains the
definition of some terms used here, as well as
your legal rights

WHAT’S INSIDE
This Handbook contains important information on
many of the benefit programs the Company offers
under the Plan. This Handbook also serves as the
official Summary Plan Description required by the
Employee Retirement Income Security Act
(“ERISA”). This Handbook is divided into the
following sections to summarize the major features
of the benefit programs offered to eligible
employees:


Participation gives you information about who
is eligible to participate in the various benefit
programs offered, when you can enroll in or
change your coverage under the benefit
programs, when coverage begins and ends,
and important information about your rights
upon termination of certain coverages.



Health Care Benefits includes information
you need to know about the medical
(prescription drugs), dental and vision
programs.



Flexible Spending Accounts lets you know
how to use the health and dependent care
flexible spending accounts.



Health Savings Account lets you put away
money to use for any medical expenses not
covered under your consumer driven health
plan - Consumer 2250 or Consumer 3000.



Employee Assistance Program addresses
counseling and referral services available to
you and your dependents.



Disability addresses income protection for
you and your dependents in the event you are
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At the end of this Handbook, you will find contact
information to obtain more information about your
benefits, general administrative information
regarding your ERISA rights and other important
Plan information. In addition, a glossary is
included that defines commonly used terms and
phrases.
This Handbook, together with the program
booklets, will give you a complete picture of each
benefit offered under the Plan.

AN OVERVIEW OF YOUR HEALTH AND
WELFARE BENEFITS
The Plan offers you a variety of benefits and levels
of coverage from which you can choose. You may
want or need some of these benefits, but not
others. Or, you may want a higher level of
coverage for one benefit, but not for another
benefit. In addition, your personal situation may
change from year to year requiring a change in
your previously chosen benefits and coverage
levels. Because everyone’s situation is a little
different, the Plan allows you to:


Put together a mix of benefits that meets your
needs;



Continue or change your benefit coverages
once a year during the annual enrollment
period or, with respect to certain benefits,
during the year if you experience a change in
status or other event permitting you to change
your benefit coverages; and



Receive significant tax advantages for the
benefits you pay for on a pre-tax basis.
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The chart below highlights the different benefits available to help you create a mix of benefits that match your
lifestyle.
Benefit

Features

Health Care Coverages

You can choose medical (prescription drugs), dental and/or vision
coverage. These programs give you the flexibility to choose how you
would like to access services and plan coverage for your overall health
and wellness.

Flexible Spending Accounts
(“FSAs”)

You can pay for certain health and dependent care expenses on a pre-tax
basis through two types of flexible spending accounts.

Health Spending Account
(“HSA”)

You can pay for eligible medical expenses if you are covered under one of
the consumer driven health plans.

Employee Assistance Program
(“EAP”)

The Company, at its cost, offers telephonic counseling and referral
services to help you and your eligible dependents with everyday life
challenges that may affect health, family life and productivity and
happiness at work.

Disability
 STD
 Basic LTD
 LTD Buy-Up

In the event you become unable to perform your employment duties due to
a covered disability, STD coverage and LTD insurance, paid for by the
Company at its cost, provide you a level of continued income, based on
your earnings. In addition, the Company gives you the opportunity to
increase that level of LTD protection by purchasing a higher amount of
LTD insurance for yourself.

Life Insurance
 Employee Basic Life
 Supplemental Employee
Life
 Supplemental Spouse Life
 Supplemental Child Life

The Company, at its cost, provides a certain level of income protection for
your survivors if you die. In addition, the Company gives you the
opportunity to increase that level of protection by purchasing a higher
amount of life insurance for yourself and by purchasing life insurance for
your spouse or children.

Accident Insurance
 Employee Basic AD&D
 Supplemental Employee
AD&D
 Supplemental Family AD&D
 Business Travel Accident

The Company, at its cost, provides a certain level of income protection for
your survivors if you die or become dismembered as a result of a covered
accident. You may purchase additional accident coverage to protect you
and your family in the event you or your covered dependents should die or
become dismembered as a result of a covered accident. The Company
automatically provides insurance protection for you in the event something
happens to you while you are traveling on Company business through its
business travel accident program.

As noted in the chart above, coverage for some of
these benefits is automatically provided to you at
the Company’s cost. These benefits include basic
LTD, basic life insurance, basic accident, business
travel accident insurance and the EAP. As such,
you may not decline coverage under these
benefits. However, you may decline the medical
and dental care coverages, vision, and
participation in the FSAs or HSA, and LTD Buy-Up,
life and accident insurances.
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If you choose to decline coverage for any of the
elective benefits, you do not have coverage
through the Company for that benefit, and if you
decline any or all of the health care coverages, you
will not be eligible for COBRA benefits for the type
of health care coverage you declined. (COBRA
does not apply to disability, life or accident
coverage.) In addition, if you decline coverage for
one or more benefits, you may not elect coverage
under those benefits until the next annual
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enrollment period (unless you experience a change
in status or you qualify for an additional enrollment
opportunity during the year). See “Changing
Coverage During the Year” in the Participation
chapter for details on the events that allow you to
enroll in or change benefit coverages mid-year.

MORE INFORMATION

benefits, please contact your local Human
Resources representative or the TreeHouse
Corporate HR Department at:
TreeHouse Foods, Inc.
Corporate Human Resources Department
2021 Spring Road
Suite 600 Oak Brook, IL 60523
708.483.1300

You should retain this Handbook for future
reference. If you have questions about your
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Participation
This section gives you a roadmap on eligibility for
the various benefit programs, how to enroll for
coverage in your chosen benefit programs, when
coverage begins and ends, special rights upon
termination of coverage and how to file a claim for
benefits.

and the EAP, you are generally eligible on
your first day of the month following date of
hire if you are a regular, full-time non-union
employee.


You must be actively at work on the date
coverage is scheduled to begin. If you are not
actively at work on that day, coverage will not
begin until the first day on which you are
actively at work. For example, if you are on
bereavement leave of absence on the date
coverage is scheduled to begin, coverage for
you and, if any, your covered dependents, will
not begin until you return to work.



For LTD Buy-Up, Supplemental Employee
Life, Supplemental Spouse Life, Supplemental
Child Life, Employee Supplemental AD&D,
and Family Supplemental AD&D, your
coverage begins as soon as administratively
feasible following approval of your EOI, if
applicable.



If you elect spouse and child life insurance for
any such dependent who is confined for
medical care or treatment at home or
elsewhere, coverage for your dependent
begins when the dependent is medically
released from confinement.



Similarly, if you elect accident coverage for a
dependent who is confined to a health care
facility or disabled due to sickness or injury,
coverage for your dependent begins when the
confinement ends or your dependent is no
longer disabled, as the case may be.

ELIGIBILITY
Your Eligibility
You are eligible for the health and welfare benefits
described in this Handbook if you are a regular,
U.S. non-union employee who is employed by
TreeHouse Foods, Inc. or a subsidiary on a fulltime basis.
For purposes of this Plan:


A full-time employee is an employee who is
regularly scheduled to work at least 30 hours
per week. The Company has established an
eligibility policy detailing (1) how initial medical
coverage eligibility will be determined for
purposes of employees with varying work
schedules, seasonal employees and, where
applicable, part-time employees who have an
increase in work hours, and (2) how long
medical coverage will continue for employees
who meet the plan’s eligibility requirements
and enroll in a timely fashion. To learn more,
you may request a copy of this policy, free of
charge, by contacting your local Human
Resources representative.

When Coverage Begins

Excluded Individuals

Subject to certain exceptions (as may be identified
in your onboarding/new hire materials) and if you
timely enroll for coverage, your coverage (and
coverage for your eligible dependents) will begin as
of the first day of the month following hire. Payroll
deductions for your share of the coverage costs will
begin as soon as administratively feasible after
your coverage begins and will apply back to your
first date of coverage.

Please note that you are not eligible to participate if
you provide services to the Company under an
independent contractor, consultant or employee
leasing agreement, a non-documented resident
alien or if you are classified as contract labor.

Preexisting Conditions

In some cases, certain coverages may be subject
to additional requirements.


Benefits under the LTD program may be limited if
you have a disability due to a preexisting condition.
See the Disability chapter of this Handbook for
details.

For medical, dental and vision coverages,
the FSAs, STD, life and accident insurance

Non-union Employee (exclusions apply)
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Your Eligible Dependents

Proof of Dependent Status

Subject to certain limitations described below, you
may enroll your eligible dependents for medical,
dental and/or vision coverage as well as submit
eligible expenses incurred for your eligible
dependents for reimbursement under the Health
Care FSA. The Dependent Care FSA has different
dependent eligibility criteria. Please see the
“Flexible Spending Accounts” section of this
Handbook for more information on who is an
eligible dependent for purposes of receiving
reimbursement of eligible expenses under the
Dependent Care FSA. In addition, subject to
certain eligibility limitations, you may purchase life
insurance for your eligible dependents. Your
eligible dependents include your:

When you initially enroll a dependent, you will be
required to provide documentation as proof of your
dependent’s eligibility status as well as the
dependent’s Social Security Number. The
Company reserves the right to require, at any time,
appropriate documentation of your dependent’s
eligibility, such as a marriage certificate, birth
certificate, adoption papers, guardianship papers,
student status or disability.



Legal Spouse, unless you are legally
separated.



Children through the end of the month in
which they reach age 26, which can include:


Your natural children;



Your stepchildren or foster children;



Your legally adopted children (including
children placed with you for adoption);



Children who live with you and for whom
you have legal custody or are legal
guardian; and



A child age 26 or older who, because of a
mental or physical disability, lives with
you and depends on you for financial
support. The disability must have
occurred before age 26. Proof of a
mental or physical disability may be
required to continue coverage past age
25. Contact your local HR representative
for details. In this case, the child’s
coverage will continue only while he or
she is disabled.

Qualified Medical Child Support Order
(QMCSO)
The Plan also provides health care coverage for
your child pursuant to the terms of a Qualified
Medical Child Support Order (QMCSO), even if you
do not have legal custody of the child, the child is
not dependent on you for support, and regardless
of any enrollment season restrictions which might
otherwise exist for dependent coverage. If the
Plan receives a valid QMCSO and you do not
enroll the dependent child, the custodial parent or
state agency may enroll the affected child.
A QMCSO is either a National Medical Child
Support Notice issued by a state child support
agency or an order or a judgment from a state
court or administrative body directing the Company
to cover a child as your dependent under the Plan
for health care coverage. Federal law provides
that a QMCSO must meet certain form and content
requirements in order to be valid. If you have any
questions or you would like to receive a copy of the
written procedures for determining whether a
QMCSO is valid, please contact your local HR
representative.

Dual Coverage
If your spouse or eligible dependent child also
works for the Company and is eligible for health
care coverage and the Health and Dependent Care
FSAs, then he or she can enroll as an employee
under his or her own coverage or as a dependent
under your coverage. Note that dual coverage
(enrolling as an employee as well as a dependent
of an eligible employee) is not permitted.

Finally, your otherwise eligible dependent is
not eligible for health care coverage or
dependent life insurance if he or she is in the
active military service of any country or lives
outside the United States or Canada.
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If you and your spouse are both employed by the
Company and eligible for health care coverage and
the Health and Dependent Care FSAs, only one of
you may enroll your eligible dependent children.
Also, only one of you may cover your eligible
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children under the dependent life and accident
insurance programs.

Company. In that situation, each eligible employee
is covered as an employee under the life insurance
program.

Dependent life insurance does not cover
dependents who are also eligible employees of the

Non-union Employee (exclusions apply)
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ENROLLMENT
To receive coverage under the elective health and welfare benefits, you must timely enroll for those benefits.
Your enrollment materials will inform you of the specific methods of enrollment available and the specific time
frames within which you can enroll. However, coverage under other benefits is provided automatically without
any action required by you. The following chart shows which benefits require enrollment to receive coverage
and which are provided automatically.
Benefit Coverage

Enrollment Required
(Elective Coverages)

Medical

X

Dental

X

Vision

X

Health Care FSA

X

Dependent Care FSA

X

Employee Assistance Program

Automatic Participation

X

Disability
 STD

X

 Basic LTD

X

 LTD Buy-Up

X

Life Insurance
 Employee Basic Life

X

 Supplemental Employee Life

X

 Supplemental Spouse Life

X

 Supplemental Child Life

X

Accident Insurance
 Employee Basic AD&D

X

 Supplemental Employee
AD&D

X

 Supplemental Family AD&D

X

 Business Travel Accident

X

There are three possible times at which you can
enroll for coverage under your chosen benefits:

Read on for more details of how to enroll and when
your coverage becomes effective.



Before your 31st day of eligible employment;

How to Enroll



During annual enrollment; and



Within 31 days after you have a change in
status or experience another event that allows
you to make a mid-year election change.

Upon becoming initially eligible and before each
annual enrollment, you will receive enrollment
information that will let you know how and when to
enroll for coverage. If you need to make a midyear election, please contact your local HR

Non-union Employee (exclusions apply)
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representative for details on how to make any
changes.

“When Coverage Begins” above for information on
the effective date of coverage.

Coverage will become effective as described below
depending on when you enroll. In addition, note
that certain programs may require evidence of
insurability (EOI) as a condition to coverage. The
effective date for coverage will be contingent on
when the appropriate insurance company approves
your EOI, as detailed below. Payroll deductions for
the cost of your elected coverages shall begin as
soon as administratively feasible after coverage
begins and will end effective as of the last day of
your eligibility.

If you do not enroll for coverage before the 31st day
of eligible employment, your next opportunity to
elect such coverages will be annual enrollment,
unless a change in status or other event occurs
that allows you to enroll for coverage before annual
enrollment.

Annual Enrollment
Each fall, you may elect coverage under any of the
benefit programs for the following Plan year
(January 1 - December 31). The elections you
make during annual enrollment generally take
effect on the following January 1, the start of the
new Plan year, unless you enroll for certain
disability and life coverages that require evidence
of insurability (EOI) that is not approved until after
January 1. If EOI is required, but the insurance
company does not approve your EOI by January 1,
coverage will become effective the day on which
the insurance company approves your EOI, and
payroll deductions will begin as soon as
administratively feasible following approval of your
EOI.

Except for elections under the Health and
Dependent Care FSAs, the elections you make for
all other coverages - whether upon your initial
eligibility, during annual enrollment or, if permitted,
during the year - will stay in effect until you change
them upon an event permitting a mid-year change
in elections or during a subsequent annual
enrollment period. This means your elected
coverages will continue from Plan year to Plan year
without further action on your part. It also means
that if you do not have coverage under a program
for one Plan year, you will not have coverage
under that program for a subsequent Plan year,
unless you enroll for coverage upon an event
permitting mid-year enrollment or at annual
enrollment. If the Company decides to conduct a
positive enrollment period during which you would
be required to make an affirmative election for
each program in which you wish to participate
(even if you are currently enrolled in that program),
you will be notified in your enrollment materials
during annual enrollment.

Further, if you are on a leave of absence when
your newly elected disability, life and accident
coverages would otherwise become effective, the
effective date of the coverages will be delayed until
the day you are actively at work. Note that if you
are on vacation, you will still be considered actively
at work. If you are on an unpaid leave of absence
and did not continue your coverage during your
unpaid leave of absence, but make new elections
during annual enrollment, the effective date of all
your newly elected coverages will be delayed until
you return to work as an eligible employee. (See
“Changing Coverage During the Year” below for
further details.)

In any case, for the Health and Dependent Care
FSAs, you will need to make an election for each
Plan year in which you wish to participate in one or
both of these programs. Your elections for the
FSAs will not continue from Plan year to Plan year.

Before the annual enrollment period begins, you
will receive information that is designed to help you
with your annual enrollment elections. The
information describes the enrollment procedures,
the coverage options available for the upcoming
Plan year, your cost for each option, the maximum
contribution under the Health and Dependent Care
FSAs and any changes to the available coverages
since the last annual enrollment period. Your
enrollment materials contain important tips on how
to enroll. Be sure to read the information carefully.

Initial Eligibility
If you are a new Company employee eligible to
elect coverage or were previously an ineligible
employee who becomes an eligible employee, you
can enroll for coverage (including coverage for
your eligible dependents) under your chosen
benefits any time before your 31st day of eligible
employment. Your enrollment materials will inform
you of the current cost of coverages and what
information is needed to complete enrollment. See

Non-union Employee (exclusions apply)
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During annual enrollment, you have the opportunity
to:


decline) coverage, your benefit elections and
covered dependents stay in effect until you change
them at annual enrollment.

With respect to health care coverage,
switch from one medical option or dental
option to another (if more than one option
is offered), add or drop dependents, or
decline or add medical, dental or vision
coverage for the next calendar year.



With respect to the Health and Dependent
Care FSAs, enroll for coverage and
authorize the amount you want to deduct
from your pay on a pre-tax basis, subject
to certain maximums.



With respect to disability, life and accident
coverage, you may enroll for coverage, or
increase or decrease the level of life
insurance coverage for you or your
dependents, subject to certain conditions.
Please see the Disability and Life and
Accident chapters of this Handbook for
details on any EOI requirements or other
limitations on the availability of disability,
life and accident coverage.

However, under certain circumstances, you may
enroll in the health and welfare coverages, or add
or subtract covered dependents during the Plan
year. Except as otherwise specifically permitted,
you cannot change from one coverage option to
another. If you experience an event permitting a
mid-year change, you may make changes to any of
your elections (whether paid on a pre-tax or aftertax basis), subject to certain exceptions and
limitations explained below. This means you may
make changes to your disability, life and accident
insurances. However, any changes must be
consistent with the event.
The following is an overview of the categories of
events permitting you to make election changes to
some or all of your health and welfare coverages:

Special Circumstances: Reemployment
If you leave the Company and subsequently return
to the Company, depending on the time that
elapses between your termination date and the
date on which you are rehired, you may or may not
be eligible to make new elections.




If you are rehired within 30 days of your
termination, the coverages in effect
immediately before your termination will be
reinstated.
If you are rehired 30 or more days after your
termination, you have a choice as to whether
or not to resume coverage and you may make
new coverage elections.

Changing Coverage During the Year

Change In Status - You experience a “change
in status” – as described in this section – that
affects your or your dependents’ eligibility for
health and welfare coverage;



HIPAA Special Enrollment - You qualify for a
special enrollment during the year under the
Health Insurance Portability and Accountability
Act of 1996 (HIPAA);



QMCSO - The Plan Administrator receives a
Qualified Medical Child Support Order
(QMCSO) requiring you to enroll a dependent
child for health care coverage, which may
include the Health Care FSA;



Medicare or Medicaid Entitlement - You or
your dependent enroll in or lose coverage
under Medicare or Medicaid; or



Significant Cost or Coverage Changes - The
cost of the health and welfare coverages
significantly increases or decreases, or
coverage is significantly curtailed or lost.

Each of these events are explained in more detail
below. Please note that these events permit you to
change your elections after the elections take
effect during a Plan year.

Because of the tax advantages that apply to the
Plan when you pay for coverage on a pre-tax
basis, federal rules and regulations restrict your
ability to change your benefits and change your
covered dependents once elections become
effective. These rules and regulations govern the
types of changes that you may make during the
Plan year. In general, once you enroll for (or

Non-union Employee (exclusions apply)



In contrast, if you enroll for coverages during the
annual enrollment period, but your spouse’s annual
enrollment period occurs after the Company’s (but
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in the same year), you may make election changes
that correspond with your spouse’s changes
without regard to the rules on changing coverage
mid-year described here. For example, assume
you make your election coverages during the
Company’s annual enrollment period that takes
place in November. A month later in December,
your spouse’s employer conducts its annual
enrollment period. If you want to make election
changes under the Company plan that correspond
with your spouse’s elections, you may do so before
the Plan year starts. Once the Plan year starts and
your elections take effect, you will be permitted to
make changes only pursuant to the rules described
in this section.

If you do not make a timely election, you will not be
able to make a mid-year election and will have to
wait until annual enrollment to make any election
changes.
For example, assume you have “Employee Only”
coverage in effect under the medical program. On
July 12, you get married and want to change your
medical coverage level from Employee Only to
Employee + Spouse. You must make your election
change no later than August 12. If you timely
make your election, your spouse will have medical
coverage beginning July 12. If you do not make a
timely election (e.g. you submit your election on or
after August 13), your spouse will not have medical
coverage through the Plan. In this case, you will
have to wait until the annual enrollment period to
enroll your spouse.

Consistency Rule
For change in status elections under a health care
program, any election change you make must
affect eligibility under that program. In addition,
regardless of what event you experience, any
election change you make to any of your
coverages must be because of and consistent with
the event.

In addition, you may be required to provide proof of
your change in status or other event, if appropriate.
If proof is requested and you do not provide proof,
you cannot change your coverage until the next
annual enrollment, unless you once again meet
one of the events for a mid-year change. The Plan
Administrator reserves the right to require, at any
time, appropriate documentation of your change in
status or other event.

The Plan Administrator, in its sole discretion, shall
determine whether an event permits an election
change and, if so, whether the election change is
consistent with the event, in accordance with rules
established by the IRS.

Election Period for Changing Coverages
and Effective Date of Coverage
If you experience an event permitting you to
change any of your health and welfare coverages,
you must notify your local HR representative and
make your election changes within 31 days after
the event. If timely made, coverage changes made
due to a mid-year event are generally effective on
the date of the qualifying event. Three exceptions
are:




Event: Change in Status
You can change your health and welfare
coverages during the year if you experience a
change in status that affects eligibility for coverage
under the Plan or under another employer’s group
health plan (such as the plan of a dependent’s
employer). A change in status is any of the
following:

For enrollment of a child pursuant to a
QMCSO, coverage will be effective
immediately after the Plan Administrator
determines the QMCSO is valid, unless
another date is specified in the order,
For HIPAA special enrollment of a child as a
result of birth, adoption or placement for
adoption, coverage will be effective as of the
date on which you acquired the child, and

Non-union Employee (exclusions apply)

For coverages that require you or your
dependent, as applicable, to satisfy EOI,
coverage will be effective on the later of the
first day of the month following a timely
election change or the day on which the
insurance company approves your EOI.
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You get married, divorced, legally separated or
you have your marriage annulled;



Your spouse, or dependent dies;



Your dependent becomes eligible for coverage
or ineligible for coverage (e.g., he or she
reaches the eligibility age limit, becomes or
ceases to be a student or gets married);
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You acquire an eligible dependent child;



You, your spouse, or other dependent
experiences a change in employment status.
Changes in employment status include any of
the following:





Start or end of employment (See “Special
Circumstances: Reemployment” above
for unique rules in the case of
reemployment);



Begin an unpaid leave of absence or a
paid leave of absence becomes unpaid
(details regarding coverage during a
leave of absence are provided below);



Change in work site and your previous
coverage is no longer available;



Change in hours of employment which
impacts your eligibility for coverage;



Any other change in employment that
leads to a loss of or gain in eligibility for
coverage; or

will become effective. For example, if you
elect an annual contribution amount of
$1,000 and have contributed $600, you
cannot elect to decrease your annual
contribution amount to $500.

Your home residence changes and your
previous coverage option is no longer
available.

Important Notes Regarding Changes in Status:


You can make appropriate changes to
your Health Care FSA contributions.
However, please note that if you
experience a change in status that allows
you to decrease your Health FSA
contributions, you cannot make an
election change that will result in
decreasing your annual contribution
amount below what you have already
contributed through the date the change



A newborn child will be automatically
covered under the medical programs
described in this Handbook for the first
31 days after birth. An adopted child will
be similarly covered. To receive
coverage thereafter, you must enroll the
newborn or adopted child, as the case
may be, within 31 days after the child’s
birth or adoption.



For changes in status resulting in either
you or a dependent becoming ineligible,
note that coverage automatically ends as
of the date of the event resulting in your
or your dependent’s ineligibility. A timelymade mid-year election change will stop
the premium deduction that relates to the
cost of coverage.



Also, please note that if you become
divorced or legally separated or a
dependent child is no longer eligible for
coverage, your spouse or child, as the
case may be, will lose health care
coverage under the Plan at the end of the
calendar month in which the event
occurs. The individual losing health care
coverage will have the right to continue
coverage under COBRA. To exercise
these COBRA rights, the individual (or
you, on the individual’s behalf) must notify
your local HR representative within
60 days of the loss of coverage. Please
see “Health Care Continuation Rights
(COBRA)” later in this chapter for more
information on COBRA.

Coverage During Leaves of Absences
As noted above, the beginning of an unpaid leave of absence is a change in status permitting election changes.
To assist you in determining whether your leave is paid or unpaid triggering your right to make an election
change, the following chart identifies which leaves will be considered paid and unpaid.
Paid LOA*
 FMLA plus paid-time off

Non-union Employee (exclusions apply)

Unpaid LOA
 FMLA and no other income source
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 Sick leave

 Non-FMLA medical leave without Company salary
continuation

 Bereavement

 Voluntary military leave**

 Jury duty
 Involuntary military leave with pay differential**
*If any of these paid LOAs become unpaid, election changes may be made.
**Continuation of elective disability, life insurance and AD&D coverages are subject to the terms of insurance
policies and the Company’s military leave policy, and may not continue during a military leave. Please contact
your local HR representative for details.

In the event you qualify for an unpaid leave of
absence under the Company’s leave of absence
policy (like an FMLA leave or personal leave), the
following describes how your coverages may be
impacted during your leave of absence and what
happens when you return from a leave of absence.


pay for coverage provided during the month of
June. But, you do not pay for coverage
provided in July or August. In this
circumstance, your coverage will terminate
effective as of July 1. Note that if your health
care coverage is terminated due to your failure
to pay the required contributions, you will not
have any COBRA rights.

Continue to Participate in All or Some of Your
Coverages

The coverages in effect when you begin your
leave of absence will automatically continue
during your leave of absence. So, you will not
have to complete any election forms if you
want to continue your coverages during your
leave, but you must still make your required
contributions by paying the contributions over
the course of your leave.

You may choose to terminate your
participation in any of your coverages. To do
so, you must make a timely election within
31 days of the beginning of your approved
leave of absence by notifying your local HR
representative. If you do not terminate your
coverage during this election period, you
cannot change your benefit elections until the
next annual enrollment period unless you
experience another event permitting a midyear election change. In such circumstance,
coverage will continue and you will be required
to continue paying for coverage through the
course of your leave of absence, as described
above.

During your leave of absence, you will be
required to pay for your coverages with aftertax dollars. You will need to send a check to
the Company (or applicable third-party
administrator or insurance company) at the
beginning of each month to pay for your
coverages.


Rules Regarding Failure to Pay for
Coverage During Leaves of Absence:

Return from Leave of Absence in Same Plan
Year
If you terminate all or some of your coverages
when you begin your leave of absence and
you return from your leave in the same Plan
year as when your leave began, those
coverages will be reinstated upon your return.
Except as described below for the Health and
Dependent Care FSAs, coverage will be
reinstated at the same level.

If you take a leave of absence and payment for
coverage received during your leave of
absence is not received before the 30-day
grace period for the second billing period
expires, coverage will terminate retroactively to
the beginning of the period for which payment
was not made. If coverage terminates and you
incur services during that period, your services
will not be covered.

With respect to the Health and Dependent
Care FSAs, if you choose not to continue
coverage during your leave of absence, your

For example, you take a three-month unpaid
leave of absence that begins on June 1. You

Non-union Employee (exclusions apply)

Terminate All or Some of Your Coverages
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coverage will also be reinstated upon your
return, but you can choose the level at which
deductions will resume. In particular, for the
FSAs, you can choose to:

pay period deduction is increased, you will
meet your elected annual contribution of
$1,200.




reinstate your per pay period deduction
amount, or



adjust your per pay period deduction to
meet your elected annual contribution.

If the annual enrollment period occurs while
you are on a leave of absence, you will receive
annual enrollment materials and may make
election decisions for the upcoming Plan year.
To ensure you receive your annual enrollment
materials, please give your contact information
to your local HR representative so that the
Company has the most updated information
for you during your leave.

In either case, you will not be able to receive
reimbursement from your FSAs for eligible
expenses incurred during your leave of
absence.
For example, assume you elect a total of
$1,200 to be contributed to your Health Care
FSA for 2017. With 24 pay periods in a year,
this means your pay will be reduced, on a pretax basis, by $50 each pay period. Further
assume you take a leave of absence starting
July 1 and choose not to continue your Health
Care FSA contributions during your leave.
Before your leave, you would have contributed
$600 towards your annual contribution over
12 pay periods. When you return from your
leave, let’s assume there will be another 10
pay periods over which deductions will be
taken.

If you continue coverages during your unpaid
leave of absence, then any election changes
you make during annual enrollment will take
effect as if you were actively at work (except
new elections for disability, life and accident
coverages, which are delayed until you return
to work as an eligible employee). If you do not
make any election changes, your elections in
effect will continue (except for the Health and
Dependent Care FSAs).
If you do not continue coverages during your
unpaid leave of absence and make elections
during annual enrollment, those elections will
not take effect until you return from your
unpaid leave of absence.

Using this example, if you choose to reinstate
your original pay period deduction, then your
$50 per pay period deduction will resume. In
this case, your annual elected amount will be
adjusted downward to $1,100 to account for
the leave during which you did not participate
in the Health Care FSA.

If you are on an unpaid leave of absence and
do not make new elections during annual
enrollment, you will be given 31 days to make
new election choices when you return to work,
whether or not you continued your coverages
during your unpaid leave of absence.

In contrast, if you choose to adjust your per
pay period deduction to meet your elected
annual contribution, then upon your return
from leave, your deduction amount will be
adjusted from $50 per pay period to $60 per
pay period, determined as follows. When you
return from your leave, 10 payroll periods
remain over which $600 must be deducted to
meet your elected annual contribution of
$1,200 (as you already contributed $600
before your leave). So, upon your return from
leave, your deduction amount will be adjusted
to $60 per pay period ($600/10) to make up for
the pay periods during your leave that you did
not make contributions to the Health Care
FSA. In this example, even though your per
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Annual Enrollment During a Leave of Absence
and Return from a Leave of Absence in
Different Plan Year

If you do not make any elections during either
annual enrollment or the 31-day election
period upon your return, the coverages in
effect during your leave will be continued
(except for the Health and Dependent Care
FSAs). If you terminated coverage during your
leave of absence and do not make any
elections during either of these election
periods, you will not have any elective
coverage upon your return. In this case, you
may have only the Company-provided
coverages, depending on which coverages
you terminated before your leave of absence.
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Other Mid-Year Events

assistance under Medicaid or a state child
health plan.

Keep in mind that if you also experience
another event permitting a mid-year change in
coverage during your leave, such as a change
in status and/or a HIPAA special enrollment
event (discussed below), you may change
your coverages in accordance with the rules
for that event.

If you do not request the change within 31 days (60
days for events described in item 3) of your special
enrollment event, you lose special enrollment rights
for that event. However, if you are enrolled in a
medical option and your coverage level in effect
before your special enrollment event is Employee +
Family, you may add a new dependent at any time.
In this case, coverage will become effective on the
first day of the month following your request to add
the new dependent.

Event: HIPAA Special Enrollment
Under HIPAA, you have the right to enroll yourself
and your dependents for medical coverage, even if
you were not previously enrolled, within 31 days
(60 days for events described in item 3) after the
following special enrollment events:

Please note these special enrollment rights apply
only to changes in medical coverage and permit
you to enroll only yourself and your affected
dependents. They do not apply to any other
changes in benefit coverage, such as dental or
vision coverage or the Health Care FSA.

(1) You declined medical coverage because you
or your dependent had other coverage and the
other coverage ends because:


Event: Enrollment Pursuant to a QMCSO

You or your dependent are no longer
eligible for such coverage (whether such
coverage was provided through another
employer, private insurance or
otherwise);



You or your dependents exhaust COBRA
coverage under another employer’s group
health plan (other than due to a failure to
pay contributions or cause); or



Employer contributions toward the other
group health plan coverage terminate.

You, a custodial parent or a state agency may
enroll your dependent child in health care
coverage, including the Health Care FSA, pursuant
to the terms of a judgment, decree or order
resulting from a divorce, legal separation,
annulment or change in legal custody, which is
determined to be a Qualified Medical Child Support
Order (QMCSO). Alternatively, coverage for a
dependent child may be revoked if the QMCSO
requires the spouse, former spouse or another
individual to provide coverage for the child. Only
the child who is eligible for coverage pursuant to a
QMCSO may be enrolled for or dropped from
coverage.

If you timely enroll, coverage will take effect on
the first day of the month following timely
enrollment.

A dependent child can be enrolled for health care
coverage pursuant to a QMCSO only if any
required contributions are made. This means that
any required contribution for your dependent child’s
coverage will be withheld from your paycheck
unless a state agency pays the required
contribution. Coverage will be effective
immediately following the Plan Administrator’s
determination that the order is valid.

(2) You acquire a dependent as a result of a
marriage, birth, adoption or placement for
adoption. In the case of birth, adoption or
placement for adoption, if you timely enroll,
coverage will take effect on the date you
acquired the new dependent. In the case of
marriage, if you timely enroll, coverage will
take effect on the first day of the month
following enrollment.

Event: Medicare or Medicaid Entitlement
If you, your spouse or other dependent becomes
entitled to Medicare or Medicaid coverage, you can
drop Company coverage for yourself or that
individual, as the case may be. In contrast, if you,
your spouse or other dependent lose Medicare or

(3) You or your dependent loses coverage under
Medicaid or a state child health plan under title
XXI of the Social Security Act, or you or your
dependent gains eligibility for premium subsidy

Non-union Employee (exclusions apply)
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Medicaid coverage, you may enroll for Company
coverage for yourself or that individual, as the case
may be.

considered significantly curtailed for purposes
of this event.
These events allow you to change your
coverage option to another coverage option
providing similar coverage. If no similar
coverage is available, then you may revoke
coverage.

Event: Significant Cost or Coverage
Changes
A number of events come under this category, and
are described below. Keep in mind that the
occurrence of any of the described events will not
permit any changes to your Health Care FSA.




The cost of coverage for a benefit option
significantly increases or significantly
decreases during the Plan year.

A coverage option is added or significantly
improved during the Plan year and you are
eligible for it
In this event, even if you did not enroll for
coverage, you can elect coverage under the
new or significantly improved option.

The Plan Administrator, in its discretion, makes
a determination whether an increase or
decrease is significant triggering a right to
make mid-year election changes. Any
insignificant increases or decreases, as
determined by the Plan Administrator, in the
cost of coverage will be made automatically.



You or your dependent lose coverage under
any group health coverage sponsored by a
governmental or educational institution
This event allows you or your dependent to
enroll for coverage. Note that if you gain
eligibility for group health coverage sponsored
by a governmental or educational institution,
you may not drop your Company coverage.

If cost for a coverage option in which you do
not participate significantly decreases, you can
make an election to participate in that
coverage option. In contrast, if the cost for
your elected coverage option significantly
increases, you can select another coverage
option providing similar coverage. If no option
provides similar coverage, then you can drop
coverage.



The change corresponds with a change made
by you or your dependent under another
employer plan in the following circumstances:


Keep in mind that if you participate in the
Dependent Care FSA, a change can be made
only as a result of this event if the cost change
is imposed by a dependent care provider who
is not your relative.


For example, you elected medical coverage
during the Company’s annual enrollment held
in November. Your spouse’s employer
conducts annual enrollment in the following
February for a 12-month Plan year that begins
March 1. In this case, you can drop your
Company medical coverage if your spouse
wants to enroll you as dependent in her
employer’s health plan; or

An event occurs that significantly curtails
coverage or causes you to lose coverage.
A significant curtailment of coverage can
include such things as a significant increase in
the deductible, the copayment or coinsurance
amounts, and results in an overall reduction in
coverage. In addition, the Plan Administrator
may, in its discretion, treat a substantial
decrease in participating physicians from a
medical network as a significant curtailment of
coverage. However, if you choose to
participate in a medical option and your doctor
leaves the network, your coverage is not
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If the annual enrollment period under the
other employer plan occurs at a different
time of year than the Company’s annual
enrollment and the other employer plan
has a period of coverage that is different
than the calendar year period of coverage
provided under the Company programs.
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your dependent to change elections due
to the reasons described above (change
in status, special enrollment, QMCSO,
Medicare or Medicaid entitlement and
significant cost or coverage changes).
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If you qualify for annual or special enrollment in
Health Insurance Marketplace coverage, you may
drop coverage to enroll in the Marketplace, as long
as you certify that Marketplace coverage will begin
no later than the day following the termination of
your coverage under this Plan.

EVENT: Affordable Care Act Election Changes
If you experience a reduction in hours from more
than 30 hours per week, on average, to less than
30 hours per week, on average, but you do not
lose eligibility under the health plan as a result, you
may elect to drop coverage for yourself and any
covered dependents. To qualify, you must certify
that you intend to enroll in Health Insurance
Marketplace coverage or other qualifying coverage
no later than the start of the second full months
following the reduction.

These events only permit election changes under a
“group health plan” (generally, major medical
coverage).

Summary of Events
The following chart illustrates the types of election changes under the elective health and welfare programs that
would be considered consistent with some of the events described above. The chart is not an exhaustive list,
but is simply meant to give you an idea of the types of election changes that could be made. In addition,
enrollment in the disability and life coverages may be subject to additional EOI requirements. As noted above,
the Plan Administrator, in its discretion, has the authority to determine whether an election change is permitted.
Medical, Dental,
Vision and Health
Care FSA

Dependent
Care FSA

LTD

Life Insurance and
Accident Insurances

Marriage

 Enroll spouse for
coverage
 Revoke coverage
if spouse adds
you under his or
her employer
plan

Enroll if have a
qualifying
dependent

Enroll for
coverage

 Enroll spouse for
dependent life
coverage
 Enroll or increase
accident coverage

Birth/Adoption

Enroll child

Enroll for
coverage

Enroll for
coverage

 Enroll child for
dependent life
coverage
 Enroll or increase
accident coverage

Divorce

 Drop spouse and
any ineligible
children from
coverage
(COBRA
triggered)
 Enroll yourself
and children for
coverage if lose
other coverage

Drop or reduce
coverage

Drop coverage

 Drop* spouse and any
children from
dependent life
coverage
 Drop or decrease
accident coverage
*Subject to conversion
rights

Non-union Employee (exclusions apply)
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Medical, Dental,
Vision and Health
Care FSA

Dependent
Care FSA

LTD

Loss of Other
Health Coverage
(HIPAA Special
Enrollment)

Enroll for medical
coverage only

No change
permitted

No change
permitted

No change permitted

Death of a Spouse
or Child

Coverage for that
person ends

Drop coverage

 Drop
coverage
 Enroll for
coverage

 Full benefit payable to
you under dependent
life coverage
 Drop or decrease
accident coverage;
possible benefit
payable to you
*Subject to conversion
rights

Paid Leave of
Absence

No change
permitted

No change
permitted

No change
permitted

No change permitted

Life Insurance and
Accident Insurances

Company’s expense). You may contact your local
HR representative for current contribution rates.

COST OF COVERAGE
Payment of Coverages

The chart below highlights who pays for the benefit
coverages and on what basis they are paid.
Depending on the benefit chosen, either the
Company or you may pay for all of the coverage, or
you may share the cost of the coverage with the
Company. In addition, it shows you how you pay
for each benefit coverage -- on a pre-tax or aftertax basis.

The cost of the benefit coverages under the Plan
will vary from year to year due to changing health
care costs and inflation. During each annual
enrollment period, you will receive the current costs
of coverage under each benefit offered (unless the
coverage is automatically provided at the

You and
Company Pay

You Pay Pre- or
After-Tax

Medical

X

Pre-Tax***

Dental

X

Pre-Tax***

Coverage

Company Pays

You Pay

Vision

X

Pre-Tax***

Health Care FSA

X

Pre-Tax

Dependent Care FSA

X

Pre-Tax

Disability
 STD

X

 Basic LTD

X

N/A

 LTD Buy-Up

X

After-Tax

Life Insurance
 Employee Basic Life

X

Salaried Employees (exclusions apply)

N/A
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 Supplemental Employee
Life

X

After-Tax

 Supplemental Spouse
Life

X

After-Tax

 Supplemental Child Life

X

After-Tax

Accident Insurance
 Employee Basic AD&D

X

N/A

 Supplemental Employee
AD&D

X

After-Tax

 Supplemental Family
AD&D

X

After-Tax

 Business Travel Accident

X

N/A
be slightly lower when you retire or if you become
disabled. The amount of benefit reduction will
depend on the amount of your pre-tax contributions
and how long you participate in the Plan before
you retire. In contrast, the reduction may be more
than offset by the tax savings you experience over
the course of your career. If you have any
concerns, or if you need additional information,
contact your local Social Security Administration
office. As always, you should consult a financial
advisor about the effects of your participation in the
Plan.

Pre-Tax vs. After-Tax
As shown in the chart above, you pay for coverage
under certain benefits with pre-tax dollars deducted
from your paycheck each pay period. Using pretax dollars reduces your taxable income for federal,
Social Security, and (in most cases) state income
tax purposes, making more of your paycheck
available for you and your family. However, when
determining your coverage levels for other benefits
(e.g. your coverage level of basic life insurance)
under the Plan, your income is not reduced by the
cost of coverages paid on a pre-tax basis, so you
get the benefit of a higher coverage level. All of
this means that you pay for the benefits without a
tax cost. For many, this tax advantage may be
significant.

Coverage under the Plan is subject to payment of
any required contribution unless, in the case of a
child who is eligible for coverage pursuant to a
QMCSO, payment of the required contribution is
made by a state agency.

You pay for coverage under other benefits on an
after-tax basis. This means that you pay for the
cost of coverage with your already-taxed dollars
(your take-home pay). Your after-tax contributions
are also deducted from your paycheck each pay
period. IRS rules determine how each benefit you
receive is taxed.

Remember, however, that income tax laws
change frequently, and these changes affect
different individuals in different ways.
Therefore, the Company cannot assure you that
it will be to your advantage to participate in the
Plan.

Please note: Using pre-tax dollars can affect the
Social Security benefits you may eventually
receive. This is because you do not pay Social
Security (FICA) taxes on pre-tax dollars. If you
earn less than the Social Security “taxable wage
base” ($127,200 for 2017) after making
contributions to the Plan, your pre-tax contributions
to the Plan will lower the portion of your wages that
is subject to Social Security taxes. As a result,
your Social Security taxes will be lower, which
may, in turn, cause your Social Security benefits to

Salaried Employees (exclusions apply)

COORDINATION OF BENEFITS
Your health care coverages coordinate benefits
with other group plans that may cover you and/or
your dependents. This feature helps prevent
duplication of benefit payments for the same
services. It is your responsibility to notify the Plan
Administrator if you are covered by other plans. In
contrast, if you are eligible for LTD benefits, the
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amount of your disability benefit paid from the Plan
may be reduced by amounts payable from other
sources in the event of your disability. See the
Disability chapter in this Handbook for more
information.

would have counted toward satisfying your
deductible and/or annual out-of-pocket maximum
will be applied to the Company Plan.

Coordinating Plans
The following types of plans normally coordinate
benefits:


Plans provided by an employer, union, trust or
similar sponsor;



Other group health care plans that cover you
or your dependents, including student
coverage provided through a school above the
high school level;



Government benefit programs provided or
required by law, including Medicare and
Medicaid; and



Automobile insurance plans.

Your health care coverages will consider any
benefits to which you may be entitled from other
group plans (even if you do not request payment
from them) when determining the benefit payments
made under the Company Plan.

How Coordination with Other Group
Plans Works
If you are covered by more than one group plan,
one plan is primary. The primary plan pays
benefits first without considering the other plans.
Then the other plans pay benefits.
If your Company health care coverage is your
primary plan, the Plan pays benefits up to the limits
described in this Handbook. When the Company
coverage is the secondary plan, it figures its
regular benefit as if it were primary, subtracts from
that amount the primary plan’s benefits and then
pays the difference. Therefore, the benefits
payable from the Company Plan may be reduced
so that the benefits paid by all plans do not exceed
100% of the allowable expenses under the
Company Plan. Further, if the Company Plan is
secondary, its payments are limited to a maximum
of what it would have paid if it were the only plan
providing coverage. When your Company Plan is
the secondary plan, any allowable expenses that
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For example, suppose your spouse is covered by
his or her employer’s plan and as a dependent
under the Company Plan. The Company Plan is
the secondary payer for your spouse. Let’s also
assume that your spouse paid the deductible for
his or her plan, has $100 in eligible dental
expenses, the other dental plan pays 70% (or $70
of these eligible expenses), and the Company Plan
pays 80% (or $80) of these eligible expenses.
Here’s how the benefits are determined:
Eligible expense

$100

Spouse’s dental plan pays
first

$ 70 (70%)

Company plan pays second

$ 10 ($80 - $70)



Exception: There is an exception for Medicare
beneficiaries whose Medicare coverage is
secondary by law. If you are a Medicare
beneficiary, please call your local HR
representative for more information.


Total benefit paid from
both plans

$ 80

If your spouse was covered only by the Company
Plan, the Company Plan would have paid an $80
benefit. However, because the other group plan
pays 70% ($70) first, the Company plan would only
pay the remaining amount necessary to bring the
total benefit up to the Company plan benefit level
of 80% ($80).



If you have health care coverage under a group
health plan or Medicare in addition to your
Company health care coverage, the following rules
indicate which plan pays first and prioritize how
benefit payments are coordinated to avoid
duplication of benefits.

Rule 1: No Coordination of Benefits
Provisions. If one plan does not have a
coordination of benefits provision, then it is the
primary plan, while the plan with the
coordination provision is the secondary plan.
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Rule 4: Child of Separated or Divorced
Parents. If a court order specifies that one of
the parents is responsible for the child’s health
care coverage, the plan of that parent is
primary.
If the court decree awards joint custody
without allocation responsibility for the child’s
health care coverage, the Birthday Rule
determines which parent’s plan is primary. If
the parents do not share custody and no court
order allocates responsibility for the child’s
health coverage, the plan of the custodial
parent pays first, the plan of the spouse of the
custodial parent (if any) pays second, the plan
of the non-custodial parent pays next, and the
plan of the spouse of the non-custodial parent
(if any) pays last.

Determining the Order of Payment



Rule 3: Child of Parents NOT Separated or
Divorced. In this case, the Birthday Rule
applies. Under the Birthday Rule, benefits are
paid first by the plan of the parent whose
birthday is earlier in the year. If, by chance,
both parents have the same birth date, then
the plan of the parent who has been covered
longer pays first.
For example, if Mom was born on March 21
and Dad was born on May 10, then Mom’s
plan is considered primary, regardless of the
actual year in which they were born.

If the other plan already pays the same or higher
benefits, the Company Plan pays no benefits.

The following is a summary of these rules. The
primary plan pays before a secondary plan. The
first rule that applies to you will determine which
plan is primary and which is secondary.

Rule 2: Dependent/Non-dependent. A plan
covering a person as an employee is primary
over a plan covering that person as a
dependent.



Rule 5: Active or Inactive Employee. A plan
that covers the person as a former employee
or leased employee (or dependent of a former
employee or leased employee) is secondary to
a plan that covers the person as an active
employee or leased employee (or as a
dependent of an active employee or leased
employee). If the other plan does not have
this rule, and the plans do not agree on the
order of benefits, then this rule won’t apply.
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Rule 6: Continuation Coverage. COBRA
coverage is secondary to the plan covering the
person as an employee or retiree. Note: This
rule applies only when both plans provide
either non-dependent coverage or dependent
coverage to the person. However, if one plan
provides dependent coverage and the other
non-dependent coverage, Rule 2 applies.
Rule 7: Longer or Shorter Length of
Coverage. If none of the above rules
determines the order of payment, then the plan
that has covered the person longer pays
before the plan that has covered the person for
the shorter period of time.
Rule 8: Other Rules Don’t Apply. If none of
the above rules determines which plan is
primary, then the expenses are shared equally
between the plans.

You must notify your local HR representative any
time you obtain or lose other health care coverage.
If you or a covered dependent has primary
coverage under another medical or dental plan,
you must file a claim for benefits under that
coverage before your Company claim will be
processed.

Coordination of Benefits for Participants
Eligible for Medicare
If you or any of your dependents are eligible for
Medicare, Congress has established rules to
determine whether Medicare or another plan pays
first. This Handbook provides a summary of how
the Plan coordinates with Medicare, but you should
refer to your medical benefits booklet for more
details on the benefits available to Medicareeligible individuals under the Plan.
How the Plan coordinates with Medicare depends
on your age and whether you are an active or
inactive employee. If you are an active employee
and you are Medicare-eligible, the Plan is primary
and pays benefits as described in this Handbook.
If the Plan is secondary to Medicare, the Plan pays
the difference between what Medicare pays and
the benefits available under the Plan. If you file a
medical claim with the Plan, be sure to submit the
explanation of benefits (EOB) you receive from
Medicare. The combination of what Medicare pays
and what the Plan pays may not exceed what the
Plan alone would have paid. Under current law,
you and your dependents become eligible for
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Medicare at age 65. If you become disabled, you
may become eligible for Medicare before age 65.
Please notify the Claims Administrator once you
start Medicare benefits.

If You are an Active Employee
If you are an active employee and you or your
spouse reaches age 65, you or your spouse has
coverage either:


Under both the Plan and Medicare (the Plan is
primary and Medicare is secondary); or



Under Medicare only because you were not
already covered under the Company’s plan.

Your spouse, if age 65 or older, may make a
Medicare election separate from yours. He or she,
however, may not elect coverage under the Plan if
you do not elect coverage.
Please note: If you or your covered dependent has
end-stage renal disease, the Plan’s primary status
applies during the first 30 months of dialysis or the
first 30 months of treatment in connection with a
kidney transplant. Thereafter, Medicare generally
becomes primary. When this provision determines
that Medicare is primary, the Plan pays secondarily
regardless of whether you or your dependent
(whoever is eligible) has enrolled in Medicare.
Contact your local Social Security Administration
office to get more information about enrolling in
Medicare.

Coordination of Benefits for Participants
Eligible for TRICARE
TRICARE is government-sponsored health care
coverage for military personnel on active duty. If
you or your dependents are receiving benefits
under TRICARE, generally TRICARE will be the
secondary payer with respect to any benefit offered
under the Plan. For more information on how
TRICARE coordinates with employer provided
group health plan coverage, please consult your
TRICARE handbook or contact the Plan
Administrator.

SUBROGATION AND REIMBURSEMENT
Sometimes, you or a covered dependent may have
a claim for an illness, injury, disability or death,
such as from a car accident, that someone else is
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responsible to pay. The portion of the expense
that the other party (which may be an individual, a
company or an insurer) is responsible for paying is
not considered a covered expense under the Plan.
Also, the Plan does not provide benefits if there is
other coverage under any automobile policy,
homeowner’s policy, workers’ compensation, or
similar insurance coverage. However, the Plan
may advance you payment of the expense as a
benefit in exchange for you and your dependents
granting the Plan the right of subrogation,
reimbursement and recovery. By enrolling in the
Plan, as well as by applying for payment of
covered expenses, you and your covered
dependents are subject to and agree with the
following rules. Please note that the following does
not apply to the disability programs.




Reimbursement agreement – If you or your
covered dependent have expenses that are
excluded because they are or may be the
responsibility of a third party, you or your
covered dependent must sign the Plan’s
reimbursement agreement in order to receive
Plan benefits. The agreement acknowledges
your or your covered dependent’s obligation to
reimburse the Plan from the first dollars
recovered from any source. If expenses are
incurred by a minor dependent, the Plan
Administrator may require that the minor’s
parent or legal guardian execute the
reimbursement agreement and agree to be
bound by it. The Plan Administrator may, in its
discretion, withhold benefit payments that
might otherwise be advanced, and/or
prosecute an action at law or in equity in its
own name or in your name, in order to enforce,
secure, or protect the Plan’s rights. If you or
your covered dependent do not execute the
agreement, the Plan is not obligated to provide
any benefit payments.
Right of reimbursement – Whether or not
you or your covered dependent execute a
reimbursement agreement, in the event that
the Plan provides benefits and you or your
covered dependent recover a payment, either
by settlement, judgment, no-fault automobile
insurance statute, or otherwise, from any third
party, then you or your covered dependent
must immediately reimburse the Plan for the
full amount of any and all benefits paid in
connection with the injury, illness, disability or
death (reduced by any Average Discount
Percentage applicable to prescription drug
benefits) up to the amount of the recovery.
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This right of reimbursement applies regardless
of the label assigned to the recovery, and
regardless of any purported allocation or
itemization of such recovery to specific types
of injuries. This right provides the Plan with
priority over any funds paid by a third party or
insurer, without regard to whether you or your
covered dependent has been made whole. If
the recovery is for damages other than for
medical or dental care expenses, such as pain
and suffering, you or your covered dependent
will still be required to reimburse the Plan first.
The Plan has a lien on any such recovery in
the amount of the benefits paid by the Plan.


Right of subrogation – Whether or not you or
your covered dependent execute a
reimbursement agreement, if the Plan pays for
an expense for which another party was
responsible, the Plan is subrogated to all of
your or your covered dependent’s rights of
recovery against any party to the extent of the
benefits provided. This means that the Plan
shall also have a lien on any recovery from
such third party to the full amount of benefits
paid and may, at its option, file suit or
intervene in any pending lawsuit to secure and
protect its rights. The Plan’s right of
subrogation shall apply to the first dollar of any
recovery obtained from the third party, even if
the recovery obtained is less than the amount
needed to make you whole. If the Plan is
precluded from exercising its right of
subrogation or chooses not to exercise that
right, the Plan has discretion whether or not to
pay benefits.
Following are some examples of when the
subrogation and reimbursement rights
described above apply:


Payments made directly by a third party
or any insurance company on behalf of
the third party or any other payments on
behalf of the third party;



Any payments or settlements or judgment
or arbitration awards paid by any
insurance company under any uninsured
or underinsured motorist coverage;



Any other payments from any source
designed or intended to compensate a
participant for injuries sustained as the
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payment from workers’ compensation, whether
by judgment or settlement, where the Plan has
paid covered expenses prior to a
determination that the covered expenses
arose out of and in the course of employment.
Payment by workers’ compensation insurers or
the employer will be deemed to mean that
such a determination has been made.

result of negligence or alleged negligence
of a third party;







Any worker’s compensation award or
settlement;



Any recovery made pursuant to no-fault
insurance; and



Any medical payments made as the result
of such coverage in any automobile or
homeowners insurance policy.

Duty to cooperate – You and your covered
dependent are required to cooperate fully with
the Plan in connection with the exercise of its
rights, to provide such information, assistance
and documents as the Plan may require to
help enforce its rights, and to not do anything
to hurt such rights. You or your covered
dependent must notify the Plan before filing
any suit and may not settle any claim against a
third party without giving notice to and
obtaining the consent of the Plan
Administrator. If you or your covered
dependent notify the Plan before suit or
settlement, the Plan may retain your or your
covered dependent’s attorney to represent the
Plan. If the Plan hires your or your covered
dependent’s attorney, the Plan will agree with
the attorney on the amount of attorneys’ fees
and expenses that the Plan will pay. The Plan
is not bound by the amount or percent of your
or your covered dependent’s attorneys’ fees,
nor may they be subtracted from the amount
that is required to be repaid to the Plan without
the Plan’s consent. If you do not timely notify
the Plan of suit or settlement, or do not
cooperate with the Plan, or oppose the Plan in
enforcing the Plan’s subrogation or
reimbursement rights, you must pay the Plan’s
attorneys’ fees and costs incurred because of
your actions or failure to act, in addition to any
other rights or remedies that the Plan may
have.
Equitable Lien and other Equitable
Remedies – The Plan will have an equitable
lien against any rights you or your covered
dependent may have to recover the
reimbursable expenses from any party,
including an insurer or another group health
program, but limited to the amount of
reimbursable payments made by the Plan.
The equitable lien also attaches to any right to
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This equitable lien shall also attach to any
money or property that is obtained by anybody
(including, but not limited to, you, your covered
dependent, your or your covered dependent’s
attorney, and/or a trust) as a result of an
exercise of your or your covered dependent’s
right of recovery (sometimes referred to as
“proceeds”). The Plan shall also be entitled to
seek any other equitable remedy against any
party possessing or controlling such proceeds.
At the discretion of the Company, the Plan
may reduce any future covered expenses
otherwise available to you or your covered
dependent under the Plan by an amount up to
the total amount of reimbursable payments
made by the Plan that is subject to the
equitable lien.
This and any other provisions of the Plan
concerning equitable liens and other equitable
remedies are intended to meet the standards
for enforcement under ERISA that were
enunciated in the United States Supreme
Court’s decision entitled, Great-West Life &
Annuity Insurance Co. v. Knudson, 122 S.Ct.
708 (2002), and Sereboff v. Mid Atlantic
Medical Services, 126 S. Ct. 1869 (2006) and
their progeny.


Right of recovery or offset – The Plan has
the right to withhold the payment of benefits
under this Plan if you or your covered
dependent do not comply with these
requirements, and has the right to recover any
benefits paid to you, your covered dependent
or your or your covered dependent’s health
care provider in error. The Plan may stop
paying benefits under a reimbursement
agreement if, the Plan Administrator
determines that, you have failed or are failing
to fulfill your duty to cooperate. These rights
are in addition to any other rights and
remedies that the Plan may have. In
connection with this right of recovery or offset,
please consider the following:
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You or your adult covered dependents
may not assign any rights to recover
medical expenses from any party to any
of your or your covered dependent’s
minor child or children without the prior
express written consent of the Plan. The
Plan’s right to recover (whether by
subrogation or reimbursement) applies to
settlements or recoveries of decedents,
minors and incompetent or disabled
persons.



You may not make any settlement that
reduces or excludes, or attempts to
reduce or exclude the benefits provided
by the Plan.



The Plan’s rights described above cannot
be defeated nor reduced by the
application of any “made-whole doctrine”
or similar doctrine or any other such
doctrine purporting to defeat the Plan’s
recovery rights by allocating the proceeds
exclusively to non-medical expense
damages.





You or your covered dependents may not
incur expenses on behalf of the Plan in
pursuit of the Plan’s rights. Specifically,
neither court costs nor attorney fees may
be deducted from the Plan’s recovery
without the prior express written consent
of the Plan. This right cannot be defeated
by any so-called “common funds doctrine”
or similar equitable doctrine (or state
laws).
The Plan has the right to recover the full
amount of benefits provided without
regard to any claim of fault on the part of
any participant, whether under
comparative negligence or otherwise.



The benefits under the Plan are
secondary to any coverage under no-fault
or similar insurance.



If you do not honor your obligations, the
Plan will be entitled to recover any costs
incurred in enforcing the terms hereof
including, but not limited to attorney fees,
litigation, court costs and other expenses.
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HOW LONG COVERAGE CONTINUES
Generally, your benefit coverages continue while
you are still working with the Company as an
eligible employee and you are contributing your
appropriate share of the cost of coverage.
However, under certain circumstances, you (and
your eligible dependents) may be eligible to
continue your benefit coverages during leaves of
absence or after your termination from
employment, as provided in this Handbook. If you
(or your eligible dependents) elect to continue
coverage, the benefits provided will be the same as
those available to all other enrollees. If benefits
under the Plan are increased, decreased or
otherwise amended or changed either prior to or
following an election to continue coverage, the
benefits available during the applicable
continuation period will be subject to such
changes. You may not, however, initiate new
coverage at the beginning of a continuation period
if you did not previously have such coverage.

Leaves of Absences
Unpaid Military Leave
If you lose coverage because you enter into active
military duty covered under the Uniformed Services
Employment and Reemployment Rights Act
(USERRA), you and your covered dependent are
eligible to continue your health care coverage,
including the Health Care FSA, as long as you pay
the cost to continue your Company health care
coverage. Under USERRA, the cost for the first
30 days of continuation coverage for you and your
covered dependents is the same cost paid by
active employees. The cost of continuation
coverage after the first 30 days will be 102% of the
full cost of coverage.
Your continuation coverage period is 24 months.
The coverage period under USERRA will run
concurrently with the required COBRA continuation
period because the events giving rise to the
respective rights occur at the same time. See
“Health Care Continuation Rights” later in this
chapter for more information about your rights to
continue your health care coverage under COBRA.
Generally, to be eligible to continue your health
care coverage (and coverage for your eligible
dependents) while on active military duty, you must
provide notice to the Company of your absence
from employment at least 30 days prior to your
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departure for military service, and must provide
written notice to the applicable Plan Administrator
of your desire to continue health care coverage
within 60 days of your departure for such service.
For more information regarding your rights under
the Uniformed Services Employment and
Reemployment Rights Act of 1994, please contact
your local HR representative.

Other Leaves of Absences
Your health and welfare coverages will continue
during an approved paid leave of absence,
whether or not your leave is taken under the Family
and Medical Leave Act of 1993 (FMLA) and the
cost of coverage will continue to be deducted from
your pay on either a pre-tax or after-tax basis (as it
was before your leave). If you choose, you may
stop your health and welfare coverages during an
unpaid leave of absence. But, if you continue
coverages during your unpaid leave, required
contributions for your elected benefit options are
made with after-tax dollars. See “Changing
Coverage During the Year” above for more details.

When Coverages End

Termination of all coverages will be effective on the
day the triggering event occurs.

Your Dependent’s Coverage
Your dependent’s coverages end upon the first of
the following to occur:


When your coverage ends;



When your dependent commits a fraud or
intentional misrepresentation on the Plan; or



Your dependent no longer meets the eligibility
requirements.

If you intend to leave the Company, be sure to
check with your local HR representative about your
benefit status as soon as possible. In addition, you
or your dependent may be able to elect COBRA
coverage for continued health care coverage after
coverage ends or you may convert certain life
insurance coverages to individual policies if you no
longer qualify for group coverage through the
Company.

Your Coverages

INSURANCE CONVERSION OR
CONTINUATION RIGHTS

Your coverages end upon the first of the following
to occur:

Conversion Rights



Your employment with the Company ends
(e.g., you retire, quit, or are terminated);



You are no longer eligible to participate (e.g.,
you are no longer a full-time employee);



You fail to timely pay your required
contributions;

When certain group insurance ends, you or your
covered dependents may obtain individual
insurance coverage with the same insurance
company without satisfying any evidence of
insurability requirements. This is called a
“conversion right,” and applies to the following life
insurance coverages:



You commit a fraud or intentional
misrepresentation on the Plan;



You elect to terminate coverage;



You go out on strike or are locked out;



Your employer ceases to participate in the
benefit program; or



The Company terminates the benefit program.
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Employee life insurance;



Spouse life insurance;



Child life insurance.

You, your spouse, or your dependent may convert
to an individual policy if your employment with the
Company ends, you become ineligible for
coverage, or the Company terminates group life
insurance (limited rights apply in this
circumstance). If you or your dependent exercise
the available conversion rights, the maximum
amount of coverage is the amount of your or your
dependent’s coverage, as the case may be, in
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effect when your or your dependent’s coverage, as
the case may be, ends. When group life insurance
coverage ends, you will receive a “Notice of Life
Conversion Privilege.” You can then contact the
appropriate insurance company to convert your
coverage at the address listed in the “General
Information” section at the end of this Handbook.
To timely convert to an individual policy, you or
your dependent must apply for conversion with the
appropriate insurance company and pay the first
premium within 31 days after your Company
coverage ends.
If your life insurance coverage ends and you die
during the 31-day conversion period, your
beneficiary receives the benefit that would have
been paid if you converted to the individual policy.
Similarly, you will receive the benefit if dependent
life insurance ends and your dependent dies during
the conversion period. This is true regardless of
whether or not an application for conversion was
actually made.
Please note that you will have either limited or no
conversion rights in the following circumstances:




If your or your dependents’ insurance ends
because you fail to make any required
contributions, you or your dependent will not
have any conversion rights.
If the Company terminates group life
insurance, whether you and your dependent
have conversion rights depends on how long
you or your dependent have been insured. If
you or your dependent have been insured for
at least five years immediately before the
Company terminates group life insurance, you
or your dependent, as the case may be, may
convert your group insurance to an individual
policy. If you or your dependent are eligible to
exercise the conversion rights, then the
maximum amount of coverage under the
individual policy will be either the amount of
coverage in effect immediately before the
Company terminates coverage less the
amount of any group life insurance coverage
you or your dependent, as the case may be,
may receive within 31 days after your
Company coverage terminates, or $10,000,
whichever is less.
In addition, if you are “totally disabled” when
the Company terminates group life insurance
and remain so until the date your individual
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policy would become effective, you will have
the right to convert your basic and
supplemental life insurance to an individual
policy. This totally disabled exception does
not apply for covered dependents. For this
purpose, “totally disabled” means you are not
working at any job for wage or profit, and due
to sickness, injury, or both, you are not able to
perform, for wage or profit, the material and
substantial duties of any job for which you are
reasonably fitted by your education, training or
experience. In this circumstance, if you
exercise your conversion rights, the maximum
amount of coverage under the individual policy
will be no more than the amount of coverage
you have in effect immediately before your
Company coverage terminates less the
amount of any group life insurance coverage
you may receive within 31 days after your
Company coverage terminates.
Except for these limited circumstances, no
conversion rights will be available if the
Company terminates group life insurance.

HEALTH CARE COVERAGE
CONTINUATION RIGHTS (COBRA)
COBRA
A federal law known as COBRA (Consolidated
Omnibus Budget Reconciliation Act of 1985) allows
you and your covered dependent to continue your
medical, dental and vision care and Health Care
FSA coverage (on an after-tax basis) in certain
situations when coverage would otherwise end.
Upon a qualifying event (described below), you and
your covered dependents may be able to continue
these coverages. If otherwise eligible, you and
each of your covered dependents have an
independent right to elect COBRA continuation
coverage.
Many states have health care continuation laws
too. If your state provides for greater benefits
under a state continuation law than are provided
under COBRA, you are entitled to elect either
COBRA or continuation coverage under your
state’s law.

When to Elect COBRA
If you and/or your dependents choose continuation
coverage through COBRA, you and your covered
dependents are offered coverage on the same
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basis as other participants, except you or your
affected dependents pay the entire cost. COBRA
coverage is intended to extend the coverage that is
in effect for you and your covered dependents on
the day before your qualifying event. COBRA
coverage does not create new classes of covered
individuals. To be eligible for continuation of
coverage, your Company-provided health care
coverage must be in effect on the date before the
qualifying event. For your dependents to be
eligible for continuation of coverage, they must also
be enrolled for coverage on the day before the
qualifying event.
As noted above, if you elect COBRA coverage, you
will receive the same coverage that was in effect
on the day before the qualifying event. However,
you may change your coverage choices during the
annual enrollment period that falls during your
COBRA continuation coverage period. If your
covered dependents elect COBRA, these same
rights apply.
COBRA coverage takes effect on the date
coverage is lost on account of the qualifying event
if a timely election is made. While the Company
will notify the COBRA Administrator of your
qualifying event in the case of your termination

from employment (or service, as applicable),
reduction in hours which makes you ineligible for
coverage under the Plan or death, it is your (or
your covered dependent’s) responsibility to notify
the COBRA Administrator of any other qualifying
event (e.g., divorce, loss of student status). In
addition, you may add a newborn or an adopted
child during the COBRA continuation period in
accordance with the HIPAA “special enrollment”
rules outlined earlier. Your newborn or adopted
child’s coverage begins immediately.
To continue coverage, you or your affected
covered dependents (each, a “qualified
beneficiary”) are required to pay the entire cost,
plus an administrative fee, as allowed by law.

Administration of COBRA
If you have any questions about COBRA or if you
are required to notify the COBRA Administrator of
any event to trigger COBRA obligations, please
contact your local HR representative. Upon any
required notification by you, your local HR
representative will contact the COBRA
Administrator to send you any necessary
paperwork. TaxSaver is the COBRA Administrator.

Snapshot of COBRA Coverage
Here is a snapshot of who is eligible for COBRA continuation coverage, under what circumstances, and how
long COBRA continuation coverage continues for health care coverage. If one of the events listed in the chart
occurs, you and your enrolled dependents may apply for COBRA coverage.
Maximum COBRA
Period*

Qualifying Event

Who Is Eligible for COBRA

Termination of your employment (or
service, as applicable) for any reason
except gross misconduct†

You and your enrolled dependents

18 months

Reduction in hours of employment
(including a military leave of absence),
which makes you ineligible for coverage
under the Plan†**

You and your enrolled dependents

18 months

You become laid off†

You and your enrolled dependents

18 months

You do not return from an FMLA leave of
absence†

You and your enrolled dependents

18 months

If any of the above qualifying events
apply and you or your covered
dependent are disabled

You and your enrolled dependents

18 months up to
29 months***

Your death

Your enrolled dependents

36 months
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Divorce or legal separation (unless a
QMCSO provides otherwise)

Your enrolled dependents

36 months

Your child no longer meets the definition
of dependent under the Plan

Your covered dependent

36 months

*The maximum COBRA period is measured from the date you lose coverage on account of the qualifying event. If
eligible for COBRA under the Health Care FSAs, the maximum COBRA period is through the end of the calendar
year in which the qualifying event occurs. See the Flexible Spending Accounts chapter for details.
**Note that in the event you become entitled to COBRA coverage due to a loss of coverage triggered by a military
leave of absence covered by the Uniformed Services Employment and Reemployment Rights Act of 1994, you will
receive continued coverage at the same cost paid by active employees for the first 30 days of your military leave.
Also, your continuation coverage period is 24 months, not 18 months.
***See “COBRA Coverage for Disabilities” below for details.
†If you become enrolled in Medicare before your qualifying event, the maximum COBRA period for your enrolled
dependents will be the greater of 18 months from the date of the qualifying event or 36 months from the date you
become enrolled in Medicare

Important Notes:


If a second qualifying event occurs within the
18- or 29-month period, the COBRA
continuation period for health care coverage
may be extended up to 36 months from the
date you lost coverage on account of the first
qualifying event.



Please keep your local HR representative
informed of any change in your or your
covered dependents’ address so that you and
your covered dependents can receive the
necessary information concerning your rights
to COBRA continuation coverage.

Care FSA. If you have not incurred enough
expenses at the time of your qualifying event to
recover your contributions to the Health Care FSA,
then you should consider electing COBRA in order
to extend the coverage period long enough to incur
claims that would allow for full reimbursement of
the pre-tax dollars (plus the new after-tax COBRA
dollars) credited to your Health Care FSA as of the
qualifying event, but not past the end of the year.
For this reason, COBRA is available to you or your
covered dependents only if the amount you could
be reimbursed exceeds the amount you would
have to pay into the account on an after-tax basis.
For example, assume you authorized an annual
contribution of $1,200 to your Health Care FSA for
2017. Your employment terminates in October
2017 and you have $1,000 credited to your Health
Care FSA as of your termination. But, you have
incurred reimbursable expenses of only $200 as of
your qualifying event, and you have laser eye
surgery scheduled for November 2017, expenses
which would be reimbursable under your Health
Care FSA. In this circumstance, you may wish to
elect COBRA and pay $100 for November and
December 2017, on an after-tax basis, just so you
could get reimbursed (instead of forfeit) the amount
you already made on a pre-tax basis.

Health Care Flexible Spending Account
You and your covered dependents are also
permitted to elect COBRA continuation coverage
for your Health Care FSA upon a qualifying event
provided you have not received reimbursement for
amounts that exceed the balance in your Health
Care FSA as of the date the qualifying event
occurs (i.e. you have not “overspent” your Health
Care FSA). Your contributions for COBRA
continuation coverage will be made on an after-tax
basis. The COBRA rules discussed in this section
apply to the Health Care FSA, except that you may
not continue Health Care FSA coverage past the
end of the Plan year in which the qualifying event
occurs.

In contrast, if you had incurred reimbursable
expenses of $1,000 or more as of your termination,
you would not be entitled to COBRA.

COBRA Coverage for Disabilities

Electing COBRA for Health Care FSAs gives you
or your dependents the benefit of extending the
time period for which claims for reimbursement
may be incurred. Normally, to be eligible for
reimbursement, a claim must be incurred while you
are covered under and contributing to the Health

Bay Valley Foods

As shown in the chart above, COBRA coverage,
due to your termination or reduction of hours that
makes you ineligible for coverage under the Plan,
can be extended from 18 months up to 29 months
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if you (or another qualified beneficiary) are totally
disabled when you (or the other qualified
beneficiary) become eligible for COBRA coverage
or become disabled during the first 60 days of
COBRA coverage. Monthly contributions for
continuation coverage increase to 150% (from
102%) of the monthly amount for each of the
11 additional months of continuation coverage.
(Any covered dependents can also continue their
COBRA coverage during this extension period.)



To be eligible for this extension, the individual
must:

The COBRA Administrator sends you and/or your
affected covered dependent a notice and election
form, including the cost of coverage, within 14 days
of receiving this notification.





Receive a determination of disability from the
Social Security Administration (SSA) that the
individual was disabled on the date coverage
ended, or become disabled during the first
60 days of COBRA coverage, and
Notify your local HR representative within
60 days after the later of:

You (or your covered dependent) are
determined to have been disabled under the
Social Security Act when coverage ended or at
any time during the first 60 days of receiving
COBRA continuation coverage.

When you or your affected covered dependent
contact your local HR representative, be sure to
inform your local HR representative of the specific
event, the date of the event, and who is affected.

The local HR representative generally informs the
COBRA Administrator within 30 days of the loss of
your coverage on account of any of the following
qualifying events:


Reduction in hours that makes you ineligible
for coverage;

the date of the SSA’s determination of
disability; or



You are laid off;



the date of the qualifying event; or



You do not return from an FMLA leave of
absence;



the date on which you (or another
qualified beneficiary) loses (or would
lose) coverage under the Plan as a result
of the qualifying event.



Your termination of employment (or service, as
applicable) for any reason other than gross
misconduct;



You become entitled to Medicare; or



Your death.



If, during the 11-month disability extension, the
SSA determines that the individual is no longer
totally disabled, continuation of coverage will
cease. The individual must notify your local HR
representative within 30 days of any such finding.
Coverage will terminate on the earlier of the first
day of the month that is at least 30 days after the
SSA’s findings or at the end of the 29-month
period.

Reporting a Qualifying Event
You or your affected covered dependent must
notify your local HR representative either in writing
or orally within 60 days after the date on which
coverage is lost on account of any of the following
qualifying events:


You divorce or become legally separated;



Your child no longer meets the definition of a
dependent (e.g. due to age limit); or
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The COBRA Administrator sends you and/or your
affected covered dependents a notice and election
form, including the cost of coverage, within 44 days
after one of these qualifying events occur.

Deciding Whether or Not to Continue
Coverage
You have 60 days from the day coverage would
otherwise end (or from the day the notice is sent to
you, if later) to choose continuation coverage.
In order to continue your health care coverage, you
and/or your covered dependents must pay the full
cost of coverage, plus a 2% fee for administrative
costs (or a 50% administrative fee in the case of an
11-month extension due to disability).
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Your first payment (due within 45 days of your
election) must include your COBRA contribution for
the entire period from the date coverage ended
through the month of the payment. Subsequent
contributions are due on the first of the month,
whether or not you receive a bill. If the COBRA
Administrator does not receive your monthly
contribution within 30 days of the first of the month,
coverage is canceled as of the last day of the
month in which you paid a contribution. If you do
not choose to continue coverage, you should make
the appropriate election on the election form and
return it to the COBRA Administrator. In that case,
your health care coverage ends on the day on
which the qualifying event occurred.
If you choose not to continue your coverage,
additional health coverage options may be
available to you, including less expensive options,
through the Health Insurance Marketplace, or you
may qualify for a 30-day special enrollment period
for another group health plan for which you are
eligible, such as a spouse’s plan.

When Continuation Coverage Ends
Continuation coverage ends when any of the
following events occurs:


You (or a covered dependent) reach the end of
the applicable maximum COBRA period for
coverage;



You (or a covered dependent) do not pay a
monthly contribution within 30 days of its due
date;



Upon your or your covered dependent’s written
request to cancel coverage;



You (or a covered dependent) become entitled
to Medicare;



You (or a covered dependent) become
covered under another group medical or dental
plan;





During a disability extension period, the
disabled qualified beneficiary is determined by
the Social Security Administration to no longer
be disabled; or
The Company ceases to provide any group
health plan coverage.
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Please inform your local HR representative of any
changes in address or in personal circumstances
so that you and your covered dependents can
receive the necessary information concerning your
rights to continuation of coverage. However, if you
are already receiving COBRA, please contact the
COBRA Administrator to update any changes in
address or in personal circumstances.

CLAIMS PROCEDURES
Even though it does not happen often, occasionally
disagreements about benefit eligibility or amounts
arise. In most cases, they are resolved quickly.
However, if you are unable to resolve the
disagreement, formal appeals processes are in
place to help you appeal a denied claim.
The sections of this Handbook detailing specific
benefits available under the Plan inform you
whether or not you need to file a claim for benefits
and, if you do, the information you need to
complete a claim for benefits. When filing a claim,
please check with the applicable Claims
Administrator to be sure that its address has not
changed.
This section informs you of the time frames for
responding to initial claims as well as the appeals
process. The time frames for responding to claims
depend on the type of claim (eligibility claim or
claim for benefits, described below) and the
program under which you file a claim (e.g. medical,
disability). So, this section divides the claims
process by program, as follows:


The time frames for responding to initial claims
for medical, prescription drug, dental, vision
and Employee Assistance benefits and the
Health Care FSA as well as the appeals
process are described in this chapter in the
section entitled “Health Benefit Claims
Process.”



The timeframes for responding to a claim for
disability, life or accident benefits and the
appeals process are described in this chapter
in the section entitled “Disability, Life and
Accident Benefits Claims Process.”



The timeframes for responding to claims under
the business travel accident program as well
as the Dependent Care FSA and the appeals
process are described in this chapter in the
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section entitled “Business Travel Accident and
Dependent Care FSA Claims Process.”
Under the Plan, all claims must be submitted
within one year after the date of service. Please
note that if a shorter time period is provided in the
individual program sections, the shorter period will
apply.
In no event can you (or any other person)
challenge a decision in court until the applicable
claims procedures have been complied with and
exhausted. If, after you have exhausted the claims
procedures, you wish to challenge the decision of
the Plan Administrator or Claims Administrator, as
applicable, you will have 12 months from the date
you submit your last appeal to bring suit in a court
of law.

What is a Claim?
There are two types of claims.


Claim Regarding Eligibility or Enrollment.
This is a claim involving eligibility for coverage
under a benefit program or enrollment in a
benefit program. For example, you want to
enroll your dependent for coverage or change
previously elected coverage options during the
year, but you did not experience a mid-year
event. Or, you enrolled for coverage, but the
confirmation statement you receive shows you
enrolled in an option that you did not elect.
Note that a claim regarding your eligibility may
overlap with a claim for benefits (described
below). That is, you may be denied a benefit
because you are shown as not eligible to
participate in the program that denied your
benefit.
The Benefits Committee, which is the Plan
Administrator, determines these types of
claims. Please see General Information at the
end of this Handbook for contact information.
If you are denied LTD or life coverage because
you did not satisfy an insurance requirement
for coverage (e.g. evidence of insurability), any
inquiries or claims should be directed to the
Claims Administrator (the insurance company
for the coverage).



Claim for Benefits. A claim for benefits is the
more common type of claim and is a request
that benefits be paid under the applicable
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program or, with respect to the Health or
Dependent Care FSAs, a request that
expenses be reimbursed. For the health
programs, when you make a claim, you
generally receive an explanation of benefits
(EOB) telling you that a claim has been made
(even if you did not fill out the claim form), and
how much, if any, of the claim is paid for under
the health program. If an EOB denies or limits
payment for the services or supplies provided
to you, you can appeal that decision. For the
disability and life programs, you will need to
file a claim for benefits – whether it be for
benefits due to a disability you incur or for life
insurance proceeds.
You may or may not need to file a claim to
receive benefits. As mentioned earlier, the
respective sections of this Handbook will tell
you whether a claim needs to be filed.
Generally, under the medical program, if you
receive in-network services, you do not need
to file a claim form in order for the claim to be
submitted to the Plan and to receive an EOB.
Under the dental program, if you have
coverage under the Delta PPO, you do not
need to file a claim form in order to receive an
EOB.
Under the vision care programs, if you receive
services from a VSP network doctor, you do
not need to file a claim form to receive an
EOB. However, if you receive services from a
non-VSP provider, you must file a claim before
an EOB will be issued.
If you contribute to and seek reimbursement
for an eligible expense under the Health Care
FSA or the Dependent Care FSA, a request for
reimbursement is a claim for benefits. For the
Health Care FSA, your claim would be
considered a post-service claim under the
medical benefit claims procedures. For the
Dependent Care FSA, it is simply a claim. If
reimbursement is denied, that is an adverse
benefit determination which you can appeal.
Separate time frames apply for these claims,
as further described below.
For the disability and life programs, EOBs are
not issued. A claim must be filed if you
become disabled and seek disability benefits,
or, alternatively, life or accident proceeds
become available.
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Health Benefit Claims Process

Initial Claim Decision

These procedures apply to the health care
coverage programs (medical, prescription drug,
dental, vision and Health Care FSA), which are all
referred to as “health benefit” claims.

When a claim is received for a health benefit, the
Plan Administrator must decide whether the
individual is covered under the Plan or the Claims
Administrator must decide whether (or at what
level) the health benefit is covered under the Plan.
When a health benefit is provided or denied, you
will receive a notice explaining how the benefit
level was calculated or why benefits have been
denied (the EOB, generally). How fast this notice
must be given to you depends on whether the
claim is an urgent care claim, a pre-service claim
or a post-service claim. The deadline for this
notice is no later than:

As noted above, the Plan Administrator has the
authority to decide whether an individual is eligible
to participate in the Plan. A Claims Administrator
has the authority to decide the level of benefits that
are available to an individual. The appropriate
Claims Administrator depends on the program, and
for medical, also depends on the coverage option
you elected. See the chart in the General
Information chapter for contact information for the
applicable Claims Administrators.



For an urgent care claim, 72 hours after the
claim is received;



For a pre-service claim, 15 days after the claim
is received (may be extended up to an
additional 15 days);



For a post-service claim, 30 days after the
claim is received (may be extended up to an
additional 15 days).

For a pre-service or post-service claim, these time
periods may be extended for up to 15 days as long
as the Claims Administrator determines that such
an extension is necessary due to matters beyond
the Plan’s control and notifies you before the
original deadline. This notice will describe why the
extension is necessary. If you do not properly
submit all the necessary information for your
request for benefits, the Claims Administrator must
notify you and tell you what information is missing.
You have 45 days to provide the information
needed to process your request for benefits. While
the Claims Administrator is waiting on your
additional information, that time period does not
count towards the time frame in which the Claims
Administrator must decide your claim.
For an urgent care claim, you may be notified of an
initial decision orally, if a written or electronic notice

Non-Union Employees (exclusions apply) 34

2017

Participation
is provided no more than three days after the oral
notice.
An “urgent care claim” is any medical,
dental, vision or prescription drug benefit
claim where applying the non-urgent care time
frames (i) could seriously jeopardize your
health or ability to regain maximum function,
or (ii) in the opinion of a physician with
knowledge of your medical condition, would
subject you to severe pain without the care or
the treatment that is the subject of the claim.
A “pre-service claim” is a medical, dental,
vision or prescription drug benefit claim that
requires approval before you can receive
coverage (in whole or in part) for the medical
care.
A “post-service claim” is any other medical,
dental, vision or prescription drug benefit
claim, for example, a claim for reimbursement
after the medical care is received.

Failure to Follow Urgent Care or PreService Claims Procedures

no later than 24 hours after receiving the claim.
You must be given a reasonable time to provide
the information but not less than 48 hours. You will
be notified of the decision concerning your urgent
care claim as soon as possible but no later than 48
hours after the earlier of:


When the Plan receives the requested
information; or



The end of the period you were given to
provide the information.

Concurrent Care Claim
At times, the Claims Administrator may approve a
course of treatment that is provided over time or for
a specific number of treatments. If the Claims
Administrator later terminates or reduces approval
for a course of treatment, it will notify you of this
decision so you will have sufficient time to appeal
that decision before the course of treatment is
reduced or terminated.

If you fail to follow the procedures for filing an
urgent care claim or a pre-service claim, you will be
notified of the failure and the proper procedure to
be followed. This notice must be provided to you
no later than 24 hours after the failure for urgent
care claims or five days after the failure for preservice claims. This notice may be oral unless you
(or your representative) request a written notice.
This notice is triggered when:

If you need to extend a course of treatment and the
original request for the treatment was an urgent
care claim, you should contact the Claims
Administrator at least 24 hours before the
approved course of treatment will expire. If you do
so, the Claims Administrator will provide you with a
notice of its decision concerning the requested
extension within 24 hours of your request. If you
request an extension later, you will receive written
notice of the Claims Administrator’s decision based
on whether that request is an urgent care or preservice claim.



Appealing a Health Benefit Claim Denial



You (or your authorized representative) make
a communication that is received by a person
or organization unit customarily responsible for
handling benefit matters; and
The communication names a specific
participant or covered dependent, a specific
medical condition and a specific treatment,
service or product for which approval is
requested.

Notice of Incomplete Urgent Care Claim
If you (or your authorized representative) submit an
urgent care claim that is missing necessary
information, you will receive a notice. This notice
will tell you the specific information needed to
complete the claim. The notice will be given to you
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If you disagree with a coverage decision or denial,
you (or your authorized representative) may
request a full review by the Claims Administrator.
You must submit a request for review within
180 days after you receive the denial notice. In
connection with your appeal, you or your
representative can review relevant documents and
submit issues and comments in writing. If you
want to appeal a decision on benefits, send your
appeal to the Plan Administrator (for eligibility
claims) or the applicable Claims Administrator (for
benefit level claims) listed in the General
Information chapter of this Handbook.
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Your appeal will be reviewed. Someone other than
the person who made the first decision on your
claim must make this review. The Claims
Administrator must disclose the identity of any
medical or vocational experts who were consulted
in connection with your claim. If the benefit
decision is based on a medical judgment, the
Claims Administrator must consult with a health
care professional who has the appropriate training
and experience in the field of medicine involved.
For medical claims, if the Claims Administrator
considers, relies on or generates any new
evidence during this appeal process, or bases its
determination on a new rationale, the Claims
Administrator will furnish the new evidence or
rationale to the claimant as soon as possible and
free of charge.

Claims Decisions Notices

After a decision is made concerning your appeal,
you will be notified of the Claims Administrator’s
findings and decision in writing.
Generally, this notice will be provided within a
certain period after receiving the appeal, as
follows:

Claim Type

The notice given to you concerning the decision on
either your initial claim or your appeal (except as
noted) will include:


The specific reason or reasons for the
decision;



The specific Plan provisions upon which the
benefit decision is based;



The denial code and its corresponding
meaning, and a statement regarding the
availability of the diagnosis and treatment,
upon request (not applicable for dental, vision
and Health Care FSA claims);



A description of any additional material or
information that is necessary for you to
complete your claim and an explanation of why
such material or information is necessary;



If an internal rule, guideline, protocol or similar
criterion was relied on in making the decision,
either a copy of that document, or a statement
that such a document was relied upon and that
a copy will be furnished (free of charge) upon
request;



If the decision is based on a medical limit (for
example, a decision that the proposed service
is not medically necessary or that it is
experimental), either an explanation of the
scientific or clinical judgment for the decision
(applying the Plan’s terms to your medical
circumstances), or a statement that such an
explanation will be provided free of charge
upon request;



For an initial claim, a description of the appeal
procedures and time limits;



In the case of a denial on appeal, a statement
that you are entitled to receive, upon request
and free of charge, reasonable access to and
copies of all documents, records and other
information relevant to the claim;



For an appeal, a description of the external
appeal procedures (not applicable for dental,
vision and Health Care FSA claims);



The availability of and contact information for
any applicable office of health insurance

Medical, Dental, Vision,
Employee Assistance
and Health FSA

Urgent Claim

72 hours

Pre-Service Claim

30 days

Post-Service Claim

60 days

If your final appeal is denied, you may have the
right to have your medical claims heard by an
Independent Review Organization (IRO). This is
an organization that will review your claims which
is independent of the Claims Administrator. This
option is only available for claims involving medical
judgment or for rescissions (i.e., retroactive
terminations of coverage). You should file your
claim with the IRO no later than four months
following the final denial of your claim. If your
claim is urgent, you may file your claim with the
IRO following an initial claim denial. Your claim
denial notice will contain more information
regarding this process.
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consumer assistance or ombudsman (not
applicable for dental, vision and Health Care
FSA claims); and


A statement of your right to bring a civil action
under ERISA following a denial of the claim
upon review.

LTD, Life and Accident Benefits Claims
Process
These procedures apply to the LTD, life and
accident programs, insured by MetLife (collectively,
the “insurance programs”). MetLife serves as the
Claims Administrator for the insurance programs.
The Plan Administrator has the initial authority to
decide whether an individual is eligible to
participate in the Plan. For the LTD program, the
Claims Administrator has the authority to decide
whether an individual is disabled under the Plan
and the amount of benefits that are payable to
such an individual, and for the life and accident
program, whether proceeds are payable and to
whom. See “Applying for Benefits” in the
applicable chapters for information on how to apply
for benefits. When LTD payments are made or
denied, you will receive a notice explaining how
payments have been calculated or why benefits
have been denied. This notice will generally be
given within 45 days unless the Claims
Administrator notifies you in writing that an
extension (not to exceed 30 days unless the
Claims Administrator needs to extend that period
for another 30 days) is needed. If you do not
properly submit all the necessary information for
your request for benefits, the Claims Administrator
must notify you and tell you what information is
missing. While the Claims Administrator is waiting
on your additional information, that time period
does not count towards the time frame in which the
Claims Administrator must decide your claim.
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Relevant Documents
The relevant documents that must be made
available to you include documents, records
and other information that:


Were relied on in deciding your benefit
claim;



Were submitted, considered or generated
in the course of deciding your benefit
claim;



Demonstrate that the decision complied
with the Plan’s administrative procedures
or safeguards; or



For a medical or LTD claim, state the
Plan’s policy or guideline regarding the
benefits for your diagnosis, whether or not
it was relied upon.

If you think that a payment calculation or denial is
wrong, you may request a full review by the Claims
Administrator within 180 days after you receive the
notice. In connection with your appeal, you or your
representative can review relevant documents and
submit issues and comments in writing. See the
“Relevant Documents” sidebar for a description of
these documents. If you want to appeal a decision
on disability benefits, send your appeal to the
Claims Administrator listed in the General
Information chapter of this Handbook.
The Claims Administrator will review your appeal.
Someone other than the person who made the first
decision on your claim must make this review. The
insurer must disclose the identity of medical or
vocational experts whom it consults in connection
with your claim. If the benefit determination is
based on a medical judgment, the Claims
Administrator must consult with a health care
professional who has the appropriate training and
experience in the field of medicine involved. After
the Claims Administrator makes a decision
concerning your appeal, it will notify you of its
findings and decision in writing within 45 days
(unless special circumstances require an extension
not to exceed an additional 45 days) after it
receives your appeal. Again, if you do not properly
submit all the necessary information for your
request for benefits, the Claims Administrator will
notify you and tell you what information is missing.
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While the Claims Administrator is waiting on your
additional information, that time period does not
count towards the time frame in which the Claims
Administrator must decide your claim.
The notice given to you concerning the Claims
Administrator’s decision on either your initial claim
or your appeal (except as noted) will include:


The specific reason or reasons for the
decision;



The specific Plan provisions upon which the
benefit decision is based;



For an initial claim, a description of any
additional material or information that is
necessary for you to complete your claim and
an explanation of why such material or
information is necessary;



If an internal rule, guideline, protocol or similar
criterion was relied on in making the decision,
either a copy of that document, or a statement
that such a document was relied upon and that
a copy will be furnished (free of charge) upon
request;



If the decision is based on a medical limit (for
example, a decision concerning whether your
disability is mental or physical), either an
explanation of the scientific or clinical
judgment for the decision (applying the Plan’s
terms to your medical circumstances), or a
statement that such an explanation will be
provided free of charge upon request;



For an initial claim, a description of the appeal
procedures and time limits;



A statement that you are entitled to receive,
upon request and free of charge, reasonable
access to, and copies of all documents,
records or other information relevant to your
claim; and



A statement of your right to bring a civil action
under ERISA following a denial of the claim
upon review.

If your claim is denied upon appeal, you may file a
second appeal. The appeal must be submitted
within 180 days after you receive the denial notice.
The time frames for deciding your second appeal
and the procedures are the same as those for the
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first appeal. Someone other than the individual or
individuals involved in the prior reviews will review
your second appeal.

Business Travel Accident and
Dependent Care FSA Claims Process
These procedures apply to the business travel
accident program and the Dependent Care FSA.
The Plan Administrator has the authority to decide
whether an individual is eligible to participate in the
Plan. A Claims Administrator has the authority to
decide the amount of benefits that are payable to
an individual. See the chart in the General
Information chapter for more information on the
applicable Claims Administrators.
In no event can you (or any other person)
challenge a decision in court until this claims
procedure has been complied with and exhausted.
For the business travel accident insurance
program, you (or your authorized representative)
submit an initial claim for benefits by completing
the appropriate claims forms and filing them with
the applicable insurance company. See “Applying
for Benefits” in the Life and Accident chapter on
details for filing a claim for benefits. When
payments are made or denied, you will receive a
notice explaining how payments have been
calculated or why benefits have been denied. This
notice will include a reference to the specific Plan
provision on which the benefit decision was based,
and a description of any additional material or
information you should apply in support of your
claim and an explanation of why it is necessary.
This notice will generally be given within 90 days
unless the insurance company notifies you in
writing that an extension (not to exceed an
additional 90 days) is needed.
For the Dependent Care FSA, you submit an initial
claim for benefits when you request reimbursement
for a dependent care expense from TaxSaver, the
Claims Administrator for the Dependent Care FSA.
If you think that a payment calculation or denial is
incorrect, you may request a full review by the
appropriate Claims Administrator for the program
within 60 days after you received the notice. In
connection with your appeal, you or your
representative can review relevant documents and
submit issues and comments in writing. See the
“Relevant Documents” sidebar for a description of
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these documents. If you want to appeal a decision,
send your appeal to the insurance company listed
in the General Information chapter of this
Handbook.
The appropriate Claims Administrator will review all
disputed claims. It will notify you of its findings and
decision in writing within 60 days (unless special
circumstances require an extension not to exceed
an additional 60 days) after it receives the appeal.
The notice given to you concerning the Claims
Administrator’s decision on either your initial claim
or your appeal (except as noted) will include:


The specific reason or reasons for the
decision;



The specific Plan provisions upon which the
benefit decision is based;



A description of any additional material or
information that is necessary for you to
complete your claim and an explanation of why
such material or information is necessary;
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If an internal rule, guideline, protocol or similar
criterion was relied on in making the decision,
either a copy of that document, or a statement
that such a document was relied upon and that
a copy will be furnished (free of charge) upon
request;



For an initial claim, a description of the appeal
procedures and time limits;



A statement that you are entitled to receive,
upon request and free of charge, reasonable
access to, and copies of all documents,
records or other information relevant to your
claim; and



A statement of your right to bring a civil action
under ERISA following a denial of the claim
upon review.
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Medical Coverage
Your medical coverage is a key component of the
Plan. This coverage is a group health plan and
pays benefits for the treatment of an illness or
injury and offers many features, such as preventive
health care coverage, well-baby care and
prescription drug coverage.

you can enroll yourself and/or your eligible
dependents for medical coverage.
You choose whether to receive your health care
from a network provider, a non-network provider or
any combination of the two. You can choose a
provider each time you need to receive care. The
main differences between using a network and
non-network provider are the level of benefits
payable and the amount of administrative
responsibility you have. However, regardless of
whether you select a network provider or a nonnetwork provider, the medical plan has established
an annual deductible you must first meet and
certain out-of-pocket maximums and other
limitations.

HOW YOUR MEDICAL COVERAGE
WORKS
This section provides a brief overview of how your
medical coverage works.

Coverage Choices
You may choose one of the following medical
coverage options:


Consumer 2250



Consumer 3000

To find a network provider, please visit the BCBSIL
website at www.BCBSIL.com for a directory of the
network providers. You may also contact BCBSIL
at the telephone number shown on your
identification card.



Treehouse PPO

Level of Benefits



Waive medical coverage

You generally pay less out-of-pocket when you use
network providers. Network providers are doctors,
hospitals, and other health care professionals and
facilities that contracted with the medical plan to
provide appropriate care while lowering medical
costs. In contrast, non-network providers have not
negotiated any fees with the medical plan.

(Note: Alternative networks will be available for
associates in Georgia and Wisconsin.)
The Plan also offers MDLIVE, which is an ondemand service that allows participants to speak
with a doctor or therapist in real-time secure online
video, phone or email to assist with your nonemergency medical conditions. Additionally, Blue
Care Connection Health Advantage Services is
available to assist participants with everything from
locating a physician to dealing with claims issues.

The Annual Deductible
The deductible represents the amount you pay
each year before the medical plan pays benefits for
covered services. Network expenses incurred
toward satisfying the network deductible will apply
only to that network deductible. However, nonnetwork expenses incurred will apply toward
satisfying both the network and non-network
deductible.

Choosing Whom To Cover
You may choose medical coverage for yourself and
any one or more of your eligible dependents under
the following coverage levels:


Employee only



Employee + Spouse



Employee + Child(ren)

Once you pay the deductible, the medical plan
pays a percentage of covered expenses
(determined at the negotiated network fee for
network providers or the usual and customary
charges for non-network providers) for all covered
individuals for the rest of the calendar year.



Employee + Family

Copayments

See the Participation chapter for more details on
who is considered an eligible dependent and when
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A copayment is a flat dollar amount that you pay
your provider (for certain services) before benefits
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are paid. Your copayment does not apply toward
any out-of-pocket limits. See your medical benefit
booklet to see how much, if any, of a copayment is
required for certain services. For certain services,
the full cost of covered expenses may be paid after
you meet the copayment requirement.

Administrative Responsibility
If you receive care from a network provider, your
network provider will usually handle filing your
claims. But, you will need to file a claim for
benefits when you receive care from a non-network
provider. See “Applying for Benefits” at the end of
this section. You will have one year from the date
you received the service to file a claim.

Coinsurance
Coinsurance is the percentage of charges you are
responsible for after you meet any applicable
deductible or copayment requirement. See the
booklets for the percentage the medical plan pays.
The remaining percentage represents your
coinsurance.

In either case, you are responsible for
administrative details such as notifying BCBSIL
before receiving certain medical services. As more
fully described below, notification of services may
be required for a particular service to be covered
under the medical plan.

Please note that if you receive non-network
services, the percentage the medical plan pays
applies only to eligible services that do not exceed
usual, customary and reasonable charges. You
are responsible for any service the medical plan
does not cover, including any amounts that exceed
the usual, customary and reasonable charge.

PRE-CERTIFICATION
BCBSIL must be notified if you or a covered family
member are planning to receive any of the
following services:


Inpatient hospital service, including mental
illness and substance abuse

To protect you and your family from the financial
hardship of a serious injury or illness, there is an
annual out-of-pocket maximum.



Private duty nursing services



Home health care services

The annual out-of-pocket amount is the most you
may be required to pay in covered expenses in one
year, and your deductible is applied towards
meeting the out-of-pocket maximum. Once the
out-of-pocket maximum is reached for a year, the
medical plan option pays 100% of covered
expenses (i.e., the negotiated network fee or usual,
customary and reasonable charge, as the case
may be) for the remainder of the calendar year,
except for mental health and substance abuse
treatment, which continues to be paid at the
specified levels. See the appropriate benefit
booklet for more details. Any amount you pay
towards the out-of-pocket maximum each calendar
year cannot be applied to the next year’s out-ofpocket maximum.



Skilled nursing facility services

Annual Out-of-Pocket Maximum

Please note that approval by BCBSIL does not
guarantee that services or benefits will be paid, but
failure to provide proper notification can result in a
significant reduction in your benefits. You or your
covered dependent is responsible for notifying
BCBSIL. You are strongly encouraged to review
the sections entitled “Medical Services Advisory
Program” and “Claim Administrator’s Mental Health
Unit” in your medical benefits booklet for more
details.

PRESCRIPTION DRUG BENEFITS
You can fill prescriptions for yourself and your
covered dependents through the prescription drug
program provided through CVS/caremark. See
your prescription benefits booklet for more
information.

Please note that network and non-network
expenses you incur apply to reaching the
respective network and non-network out-of-pocket
maximums. However, the non-network expenses
you incur apply to reaching both the network and
non-network out-of-pocket maximums.

Non-Union Employee (exclusions apply)
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Blue Cross Blue Shield of Illinois
P.O. Box 805107
Chicago, IL 60680-4112

APPLYING FOR BENEFITS
Depending on whether you use a network provider,
you may not have to file a claim before the Plan
pays medical benefits. See your medical benefits
booklet for more information.

Prescription drug claims should be sent to:
CVS/caremark
Claims Department
PO Box 52136
Phoenix, AZ 85072

If your benefit claim is denied, you may appeal that
decision. Read on for more details.

How to File Claims
If you are required to file a claim, mail your
completed claim form (along with the supporting
original bills) to the address on the claim form. The
form must be signed, dated and returned within 90
days following the date of service.

Covered expenses will be paid according to the
terms of the medical plan, however, payment of
covered expenses may be coordinated with
coverage you receive under another group health
plan. See “Coordination of Benefits” in the
Participation chapter of this Handbook.

Be sure to include the:

Timely Filing



Provider’s name and address;



Patient’s full name;



Date of service;



Place of service;



Description of the service or supply;



Amount charged;



Diagnosis or nature of illness; and



Any other information requested on the claim
form.

You must file your claim within 90 days after the
date of service. In any event, written or electronic
proof of your loss must be given within one year
after your proof of loss is otherwise required,
except if you are incapacitated. Claims filed or
received after this one-year period are not eligible
for payment.

If a Claim is Denied
It’s possible that your claim can be denied.
Common reasons for denying a claim include:

If you already paid for services, you must also
submit proof of payment (receipt from provider)
with your claim form. Make copies of all bills for
your records because original bills will not be
returned to you.
Claim forms are available from BCBSIL at
1.866.427.7478 or at www.BCBSIL.com.
For the PPO options, medical claim forms are
available from BCBSIL at 1.866.548.1686 or at
www.bcbsil.com.

You use a provider that does not participate in
your medical coverage option;



You do not apply for benefits or provide the
necessary claim information within the time
allowed, benefit payments may be delayed or
forfeited;



Treatment is not medically necessary (if
treatment is obtained without notifying
BCBSIL); and/or



If you abuse your medical benefits or
deliberately and persistently violate provisions
of the medical program.

If disagreements arise regarding your claim, every
effort is made to resolve them quickly and
informally. However, if that is not possible, formal
procedures are in place so that you may appeal a
decision on your claim.

Medical claims should be sent to:

Non-Union Employee (exclusions apply)
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See “Claims Procedures” in the Participation
chapter of this Handbook and “Claim Review
Procedures” in the medical benefit booklet for
details on the appeals process.

Appeals of medical claims should be sent to:
Claim Review Section
Health Care Service Corporation
P.O. Box 2401
Chicago, IL 60690

Non-Union Employee (exclusions apply)
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Dental Coverage
Good health includes good dental hygiene. That’s
why the Company promotes preventive dental care
and also provides benefits for corrective services
through Delta Dental.



Your dental care is provided through the Delta
PPO program which pays benefits for
preventive, basic, major and orthodontic
services.

HOW YOUR DENTAL COVERAGE
WORKS



The Dental options are self-insured by the
Company. Under the options, you and your
covered dependents have the flexibility to
choose your dentist.



Under the PPO, you can choose to receive
dental treatment from any dentist that has
“contracted” with the PPO, and receive the
benefit of negotiated fees. Or, you can go to a
dentist outside the network. The level of
benefits paid for services from non-network
dentists are lower and are subject to usual,
customary and reasonable charges.

This section provides a brief overview of how your
dental coverage works.

Coverage Choices
You may choose one of the following dental
options:


Delta Low Plan



Delta High Plan

DELTA PPO PROGRAM



Waive dental coverage

If you select coverage under the Delta PPO option,
you have the flexibility to use any dentist you
choose. Read on about the features of this option.

Choosing Whom To Cover
You may choose dental coverage for yourself and
any one or more of your eligible dependents. The
available coverage levels are:

How the Delta PPO Option Works



Employee Only



Employee + Spouse



Employee + Child(ren)

The Delta PPO option lets you choose to have
dental care provided by a Preferred Provider
Organization (PPO) network dentist or any nonnetwork dentist. When you go to a network dentist,
you receive care at a discounted rate because
network dentists agreed to provide services to its
members at a reduced fee.



Employee + Family

Types of Services Covered

See the Participation chapter for more details on
who is considered an eligible dependent and when
you can enroll yourself and/or your eligible
dependents for dental coverage.

Four main categories of services are covered:
preventive care, basic restorative, major corrective
care and (for High Plan option only) orthodontic
care.

As you read about your coverage, keep in mind the
following:

Level of Benefits



If you receive your dental care from a network
dentist, the percentage of benefits that is paid will
be greater than with a non-network dentist. And,
you do not have to pay for any expenses in excess
of the negotiated rate for care received by a
network dentist.

You may select coverage for yourself and your
eligible dependents. You also may select no
coverage. If you select no coverage, you are
not eligible for benefits for any dental work,
whether preventive, routine, serious dental
care or any other dental services described in
this section.

Non-union Employee (exclusions apply)
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and reasonable if it is normally charged in your
area by approximately 80% of the dentists and
other licensed dental providers of similar training.
You are responsible for any charges above the
usual, customary and reasonable charges. The
Claims Administrator for the dental program
determines if all or part of a charge is usual,
customary and reasonable.

Claims Administrator before dental work begins.
The Claims Administrator will review your
treatment plan and will let you and your dentist
know what will be covered and how much you have
to pay. This is called a pretreatment review.

Requesting a Pretreatment Review
To start the pretreatment review process, follow
these steps:

Regardless of whether you select a network dentist
or a non-network dentist, the dental options have
established an annual deductible to meet and other
limitations.

The Annual Deductible
The deductible represents the amount you pay
each year before benefits for certain services are
paid whether you receive care by a network dentist
or receive care by a non-network dentist. See your
dental benefits booklet for more information
regarding your deductible amount.



Obtain a dental claim form from your local HR
representative or at www.deltadentalil.com.



Complete Part I of the form. Have your dentist
itemize the services and charges on Part II of
the form. A treatment plan typically includes
supporting material such as X-rays and dental
records.



Have your dentist send the dental claim form
to the Claims Administrator at the address on
the form.

Maximum Annual Benefits
The Claims Administrator will send you and your
dentist a summary of the benefits payable or
suggest an alternate procedure. If the dentist
changes the treatment after you submit a
pretreatment plan, claim payments are adjusted
accordingly. If the treatment plan is changed in a
major way, your dentist may submit the revised
plan for another pretreatment review.

The dental options have an annual maximum
benefit for each covered person for eligible dental
services. See your dental benefits booklet for
more information regarding your maximum annual
benefit.

Lifetime Maximum Benefit (High Plan
option)

If you decide not to undergo a pretreatment review,
you are reimbursed for the dental charges based
on the information the dentist provides after the
work is completed. This could result in lower
benefits if the Claims Administrator would have
recommended an alternate procedure.

Orthodontic care is subject to a lifetime maximum.
This means that once benefits paid for orthodontic
care reach these limits, no more benefits will be
payable for orthodontic care. If you have enrolled
in the High Plan option, see your dental benefits
booklet for more information.

DENTAL COVERAGE LIMITATIONS

What You Pay and What’s Covered

Alternate Treatment Rule

Your dental benefits booklet describes what you
pay for various services. It also describes any
limits. For additional information, you may also call
the Claims Administrator’s customer service
department.

If more than one service can be used to treat a
covered person’s dental condition, the Claims
Administrator may decide to authorize coverage
only for an alternate treatment, which is a less
costly covered service, provided that all of the
following conditions are met:

Pretreatment Review



If your dentist recommends a dental treatment that
is expected to cost more than $200, you should
have your dentist submit a treatment plan to the

Non-union Employee (exclusions apply)
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The service selected is deemed by the dental
profession to be an appropriate method of
treatment; and



The service selected meets broadly accepted
national standards of dental practice.

Administrator approved a pretreatment plan that
was submitted while you were still employed with
the Company. See your dental benefits booklet for
more information.

APPLYING FOR BENEFITS

If treatment is being given by a participating dental
provider and the covered person asks for a more
costly covered service than that for which coverage
is approved, the specific copayment or coinsurance
for such service will consist of:



Depending on which dentist you use, you may not
have to file a claim for benefits. If your benefit
claim is denied, you may appeal that decision.
Read on for more details.

Do You Need to File Claims?

The copayment or coinsurance for the less
costly approved service, plus

The table below shows who needs to file claims for
benefits.

The difference in cost between the less costly
approved service and the more costly covered
service.

If You Are A …

Replacement Rule
The replacement of, addition to, or modification of
existing dentures, crowns, cast or processed
restorations, removable bridges, or fixed
bridgework is covered only if one of the following
conditions is met:




Do You Need to File
a Claim?

PPO participant and use
an in-network dentist

No

PPO participant and use
an out-of-network
dentist

Yes

Filing a Claim
The replacement or addition of teeth is
required to replace one or more teeth
extracted after the existing denture or
bridgework was installed. Dental coverage
under the applicable option must have been in
force for the covered person when the
extraction took place; or

Your claims are processed by the Claims
Administrator for the Dental options. Be sure to file
claims within 90 days after dental services are
provided. However, you have up to one year to file
a claim if you cannot, through no fault of your own,
file a claim within the 90-day period. To file a
dental claim, follow these basic steps:

The existing denture, crown, cast or processed
restoration, removable bridge, or bridgework
cannot be made serviceable, and was installed
at least five years before its replacement.



Obtain a claim form from the Claims
Administrator before you or a family member
visits the dentist.

WHAT’S NOT COVERED



Complete Part I of the form.

Some dental services and supplies are not covered
by the dental coverage options. For a listing of
these see the dental booklet.



Ask your dentist to complete Part II of the
form.



After the course of treatment is completed,
have your dentist send the claim form to the
Claims Administrator at the address listed
below:

BENEFITS ON TERMINATION OF
EMPLOYMENT
In general, the dental options do not pay benefits
for services or supplies after dental coverage ends
unless you continue your dental coverage through
COBRA. This applies even if the Claims

Non-union Employee (exclusions apply)
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See your dental benefits booklet for more detail on
how to file a claim, including obtaining any required
predetermination of benefits.

If a Claim is Denied
It’s possible that your claim can be denied. If
disagreements arise regarding your claim, every
effort is made to resolve them quickly and
informally. However, if that is not possible, formal
procedures are in place so that you may appeal a
decision on your claim. See “Claims Procedures”
in the Participation chapter for details on the
appeals process.

Non-union Employee (exclusions apply)
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Vision Coverage
Through the Company, you can elect vision
coverage as part of your overall health and
wellness program for you and your eligible
dependents.



Employee + Spouse



Employee + Child(ren)



Employee + Family



Waive Vision Coverage

HOW YOUR VISION COVERAGE WORKS
Under the vision program, you may use any
licensed vision care provider. But, to get the
biggest possible benefit from the vision program,
you will need to go to a VSP network doctor for
care.

See the Participation chapter for more details on
who is considered an eligible dependent and when
you can enroll yourself and/or your eligible
dependents for vision coverage.

VSP network doctors are located right where you
need them – close to work, home and shopping
centers. They provide top quality care and offer a
wide selection of frames to choose from – all at
one convenient location.

As you read about your coverage, keep in mind the
following:


As you read about your coverage, keep the
following in mind:






The vision program is designed to cover basic
vision needs, such as routine eye exams and
lenses, and is provided through VSP®, an
independent vision care company. The
program is not designed to cover cosmetic
eyewear, or medical or surgical treatment of
eyes.

Finding and Using a VSP Network Doctor
When you or a covered dependent needs vision
care, call VSP at 1.800.877.7195 and request a
directory of VSP network doctors in your area or,
you can access VSP via the internet at
www.vsp.com.

You can receive services from a doctor of your
choice. However, if you go to a VSP network
doctor, you will pay less for your exam and
receive discounts on services and prescription
eyewear. VSP network doctors will also file
the claim for benefits on your behalf. VSP
network doctors are private practice vision
care professionals who have contracted with
VSP to provide services for pre-negotiated,
discount fees.

A VSP network doctor is any optometrist or
ophthalmologist licensed and otherwise qualified to
practice vision care and/or provide eyewear who
has contracted with VSP.
With VSP, you don’t need an identification card.
When you make an appointment with the VSP
network doctor you selected, identify yourself as a
VSP member. Your doctor and VSP will handle
the rest. If you do not identify yourself as a VSP
member, then benefits may be provided as if you
used a non-VSP provider.

If you choose a non-VSP provider, your
provider is not obligated to give you a discount
on his services or the purchase of prescription
eyewear. And, you pay for services at the time
you receive them and then file a claim for
benefits.

At the time you receive services or purchase
eyewear, you pay the required copayment plus you
pay for any services and eyewear that VSP does
not cover. VSP simply pays the covered amounts
for the vision care you receive directly to the VSP
network doctor. Using a VSP doctor means you
don’t have to file claim forms. Plus, you don’t have
to file claim forms. You pay a copayment for eye
exams and for services and eyewear that cost
more than VSP’s benefit amount.

Choosing Whom To Cover
You may choose dental coverage for yourself and
any one or more of your eligible dependents. The
available coverage levels are:


Employee Only

Non-union Employee (exclusions apply)
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Using a Non-VSP Provider
If You Use A …
Dollar for dollar you get the best value from your
VSP benefit when you visit a VSP network doctor.
If you decide not to see a VSP network doctor,
copayments still apply and certain services are not
covered at all.

VSP Network Doctor

No

Non-VSP Provider

Yes

Filing a Claim

You may use any optometrist, ophthalmologist and
dispensing optician you choose. If you do not use
a VSP network doctor, you must pay the provider
in full at the time of your appointment and submit a
claim to VSP for reimbursement. See “Applying for
Benefits” at the end of this section for more details.
VSP reimburses you for up to the amount shown in
the chart above.

When you use a non-VSP provider, you pay for
your vision care and eyewear when you receive
them. Then, you file a claim for benefits with VSP
within 180 days after the date of service for
reimbursement of eligible expenses. VSP will
reimburse you for expenses you incurred, up to the
vision program’s benefit levels.

WHAT’S COVERED

For faster reimbursement, sign on to
www.vsp.com, select the “Out-of-Network
Reimbursement Form” and follow the instructions
to complete the form.

The plan covers routine eye exams, and materials
(where a VSP doctor is used). There are no
deductibles for you to meet before benefits are
paid. Some services, however, require you to pay
a copayment before VSP pays benefits. See the
vision benefit booklet for more details.

If you file claims after 180 days, your claim will be
considered untimely and you may not receive
reimbursement for eligible expenses. However,
your claim may not be rejected or reduced if it was
not reasonably possible to submit the claim within
the 180day claim period as long as the claim was
submitted within one year after the 180 day claim
period expires. The only exception for not
submitting a claim timely will be for legal
incapacity.

APPLYING FOR BENEFITS
The vision program is easy to use. Depending on
whether you go to a VSP network doctor or not,
you may not have to file a claim for benefits. If
your benefit claim is denied, you may appeal that
decision. Read on for more details.

If a Claim is Denied

Do You Need to File Claims?

If disagreements arise regarding your claim, every
effort is made to resolve them quickly and
informally. However, if that is not possible, formal
procedures are in place so that you may appeal a
decision on your claim. See the section entitled
“Claims Procedures” in the Participation chapter for
details on the appeals process.

The table below shows who needs to file claims for
benefits.

Non-union Employee (exclusions apply)
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OVERVIEW OF YOUR FLEXIBLE
SPENDING ACCOUNTS
The Company offers you a way to pay certain
health and dependent care expenses with pre-tax
dollars through two types of Flexible Spending
Accounts (the “FSAs”) - a Health Care FSA and a
Dependent Care FSA. As you read about the
FSAs, keep the following in mind:




Each year at annual enrollment, you decide
whether or not to use one or both of the FSAs
and how much to contribute during the
upcoming year. Because your contributions
are not considered taxable, you may want to
consider whether an FSA can help you pay
less in taxes in an upcoming year.



The Dependent Care FSA is designed to help
you pay for eligible dependent care expenses
you incur while you and your spouse, if any,
are at work.



You make contributions to your FSAs through
authorized pre-tax salary deductions. These
contributions remain in your FSAs until you file
an appropriate claim form for reimbursement
(or until they are forfeited after the end of the
year). After filing a claim form, you are
reimbursed for eligible expenses with tax-free
dollars from the appropriate FSA.



If, at the end of the year, there are funds
remaining in either FSA for which you do not
submit a timely claim form, you forfeit those
amounts as required by IRS regulations.

The Health Care FSA is designed to help you
pay for certain health expenses not eligible for
reimbursement through any other source.

A SNAPSHOT OF YOUR FLEXIBLE SPENDING ACCOUNTS
We all are looking for ways to save money and the FSAs can be one way to help you save money. By using
pre-tax dollars to pay certain eligible health and dependent care expenses, you may save some taxes each
year. Here is a snapshot of the Health and Dependent Care FSAs:

Eligible Expenses

Qualified Dependents

Health Care FSA

Dependent Care FSA

Generally, medical, prescription
drug, dental, and vision expenses
not eligible for reimbursement
from any other source and
otherwise tax deductible

Eligible dependent day care
expenses you incur while you and
your spouse, if any, are at work

Your eligible dependents under
the Plan (whether or not they
are covered under the
Company health care
programs)

 A child under age 13,
 Any disabled dependent that
you claim as a dependent on
your tax return

Minimum Annual Contribution

$100

$100

Maximum Annual Contribution*

$2,600

$5,000 ($2,500 if married, but file
federal income tax return as a
single individual)

*Check your enrollment materials for the maximum annual contribution for any given Plan year.

two accounts, as applicable, in your name. As a
preliminary note, while the Health and Dependent
Care FSAs generally work in the same manner,
they are two separate accounts that are subject to
some different rules and restrictions. In addition,

HOW YOUR FLEXIBLE SPENDING
ACCOUNTS WORK
If you decide to participate in one or both of the
FSAs, the Plan Administrator will establish one or

Non-union Employee (exclusions apply)
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amounts credited to your Health Care FSA may not
be used to reimburse you for your dependent day
care expenses, and amounts credited to your
Dependent Care FSA may not be used to
reimburse you for your health care expenses.

The FSAs reimburse you for eligible expenses
you or your dependents incur during the Plan
year (January 1 through December 31).
Alternatively, if you start participating in the
FSAs because you are a newly eligible
employee or as a result of a mid-year event,
the FSAs reimburse you for eligible expenses
incurred after the effective date of your
participation and before December 31. Any
expense incurred before your enrollment or
after December 31 does not qualify for
reimbursement from contributions made to the
FSAs during your participation periods.

What You Need to Do
To make the FSAs work for you, follow these
steps:


Estimate your expenses
When you enroll, and at each annual
enrollment that you decide to participate in the
FSAs, you determine in advance how much
you expect to spend on health and/or
dependent care expenses for the upcoming
year. Because the FSAs offer a tax advantage
under IRS rules by letting you pay for eligible
expenses on a pre-tax basis, you may not
defer compensation for use in later years. As
a result, you forfeit any unused amounts left in
your FSAs at the end of the year under the
IRS’s “use-it-or-lose-it” rule. Therefore, it is
important to estimate these expenses
carefully.





When you receive a bill for expenses that are
reimbursable from your FSAs, pay your service
provider directly. Then, submit a claim form
along with the appropriate supporting
documentation to TaxSaver, the Claims
Administrator for the FSAs, at:
Tax Saver Plan
P.O. Box 609002
Dallas, TX 75360
Or by visiting Tax Saver Plan’s
website at:
www.taxsaverplan.com

Determine how much to contribute
After estimating your expenses and deciding
whether to enroll in one or both of the FSAs,
you then decide how much to contribute to
your FSAs for the upcoming year. After you
decide on the annual dollar amount (subject to
each FSA’s maximum), divide the amount by
your pay periods (52 if paid weekly; 26 if paid
bi-weekly; 24 if paid semi-monthly). Your
elected amount is deducted, on a pre-tax
basis, directly from your paychecks and
credited to the appropriate FSA until you file a
claim for reimbursement.

Please see “Applying for Reimbursement” at
the end of this chapter for information about
what constitutes “supporting documentation.”
Payment will be made directly to you and not
to any service providers.
You are reimbursed for the eligible expense
with your pre-tax dollars. These
reimbursements are not taxable to you. The
Health and Dependent Care FSAs impose
different rules on when and how claims are
paid:

In general, you cannot change the amount of
your contributions during the year unless you
experience an event that affects your
participation and permits you to make a midyear election change. See “Changing
Contributions During the Year” in the
Participation chapter of this Handbook for
more details.


Receive reimbursement



Incur expenses

Non-union Employee (exclusions apply)
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For the Dependent Care FSA, as you
submit claims for eligible expenses, you
will be reimbursed for all proper claims,
up to the actual amount that is credited to
your Dependent Care FSA when the
claim is received. If the balance in your
Dependent Care FSA is less than the
amount of a claim, the claim will be held
and reimbursed after additional
contributions sufficient to cover the claim
have been credited to your Dependent
Care FSA.

That is why you must carefully estimate your health
and dependent day care expenses when you elect
to participate in an FSA. If you budget for
emergencies or rare occurrences and they do not
occur, you will be likely to end up losing the money.
It is recommended that you apply good judgment in
determining how much to put in your FSAs and
have a contingency plan to use up any balance
remaining in your FSAs at the end of the calendar
year.

A Word About Taxes

If You Terminate Employment

FSA contributions reduce your taxable income –
meaning you pay less in taxes. Your FSA
contributions, as well as the money reimbursed to
you, are not subject to:

Only the expenses incurred through your last day
as an active employee and contributing to the
FSAs are eligible for reimbursement, unless, with
respect to the Health Care FSA only, you continue
your participation through COBRA. (See “Health
Care Coverage Continuation Rights” in the
Participation chapter of this Handbook for more
details.)

“Use-It-or-Lose-It” Rules

Federal income taxes



Social Security (FICA) taxes



In most cases, state and local income taxes

Rules vary, and state and local tax laws are subject
to frequent change. Please see the discussion
“Pre-Tax vs. After-Tax” under “Cost of Coverage”
in the Participation chapter of this Handbook for a
general discussion about the impact of reducing
your taxable income by pre-tax contributions.

As explained above, you will decide how much to
contribute to your FSAs. Because you make this
decision when you enroll in the FSAs - before you
have incurred your expenses for the year - it is
possible that you may overestimate your expenses
and contribute more than you need to cover your
health care and/or dependent care expenses.

Alternate Tax-Saving Approaches

However, the tax laws require that all amounts that
you contribute to your FSA during the year be used
to reimburse eligible expenses that you incur
during the same year. If you overestimate your
expenses, the tax laws require that any unused
pre-tax contributions be forfeited.

You may be eligible to take a deduction or tax
credit on your income tax return for eligible health
and/or dependent care expenses.

Health Care FSA vs. the Income Tax
Deduction

You have until April 30 of the next year to submit
claims for reimbursement from your FSAs for
expenses incurred between the previous January 1
and December 31 (or shorter participation period, if
applicable). Once this deadline passes, you will
forfeit any balance remaining in your FSA after all
proper claims have been submitted and paid.

Under current tax law, expenses reimbursed
through your Health Care FSA are normally
deductible on your federal income tax return if they
exceed 10% of your adjusted gross income. When
you use your FSA to reimburse these expenses,
you give up the opportunity to take a tax deduction
for these same items. So, when you consider
whether to enroll in the Health Care FSA, decide
whether you want to take the deduction on your
income tax return, or reimburse the expenses
through the Health Care FSA. Generally, if you do
not itemize deductions, or if your health care
expenses are less than 10% of your adjusted gross

You may not use excess amounts left in your
Health Care FSA to pay your dependent care
expenses, and vice versa, even if you will
otherwise forfeit those amounts.

Non-union Employee (exclusions apply)
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income, it may be better to use the Health Care
FSA. Consult a professional adviser familiar with
your personal situation for advice.

You cannot use the Dependent Care FSA and the
tax credit for the same expenses. The IRS
reduces your available tax credit by $1 for each $1
of reimbursement you receive from such an
account. For example, if you have a single eligible
dependent receiving care, and you receive $3,000
in reimbursement from your Dependent Care FSA,
you are not eligible for the tax credit because your
$3,000 reimbursement is greater than the $1,050
(35% of $3,000) IRS allowable tax credit.
However, you may be able to receive a partial
dependent tax credit for expenses that are eligible
for the tax credit and exceed the maximum amount
allowed for reimbursement under the Dependent
Care FSA.

Dependent Care Account vs. the
Income Tax Credit
The Dependent Care Account is not for everyone.
In general, if your family’s total adjusted gross
income for federal income tax purposes is:


More than $43,000, the Dependent Care FSA
may offer greater advantages



Less than $43,000, the tax deduction may be
more advantageous, depending on your
marital status, income level, number of
dependents receiving care, and other factors

There are some exceptions to this rule. The
approach that offers you the better financial
advantage will depend on your income and
expenses. Your local IRS office can provide you
with information that you need to make a decision.
Finally, you may want to get advice from your
professional tax advisor to help you determine
which method is better for you.

Depending on your income level, you can take a
tax credit anywhere from 20% to 35% of your
annual dependent care expenses on your federal
income tax return. These expenses are limited to
$3,000 for a single dependent and $6,000 for two
or more dependents receiving care.

Comparison Snapshot:
Dependent Care FSA

vs.

Income Tax Deduction

Immediate savings using pre-tax dollars; no
taxes paid up to $5,000 of eligible dependent
care expenses for one or more eligible
dependents

Deferred savings until you file taxes; tax
deduction of 20%-35% on maximum of
$3,000 of expenses for one dependent or
$6,000 for two or more

Forfeit any funds that remain in your FSA at the
end of the year

N/A

Reduces federal, Social Security, and many
state and local taxes

Does not reduce Social Security, but reduces
federal and many state and local taxes

The Company cannot offer you tax advice or
advise you on FSA-related decisions. This is to
protect you by ensuring that you always get the
most up-to-date advice, and that advice is only
available from a qualified tax advisor.

Regarding the Tax-Saving Approaches
It is important to note that any tax saving that may
result from your participation in the FSAs depend
on your personal situation and income level. The
tax information in this Handbook is only general
information. Because tax law is complicated and
subject to frequent change, you should talk with a
qualified tax advisor before you decide whether to
use the FSAs or to take a tax deduction.

Non-union Employee (exclusions apply)

THE HEALTH CARE FSA
Some health-related expenses that you incur for
yourself and your family may not be covered by
insurance. For example, you may be responsible
for insurance deductibles and copayments, as well
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as any expenses in excess of “usual, customary
and reasonable charge” limits. In addition, certain
medical procedures or treatments may be excluded
from insurance coverage entirely. The Health Care
FSA offers you an opportunity to pay some of
these expenses with pre-tax salary contributions
that you allocate to this account. You may elect to
make pre-tax salary contributions up to $2,600,
unless your annual enrollment materials provide
otherwise. Your Health Care FSA may be used to
pay your health care expenses, provided that they
are not reimbursable from any other source and, if
they eligible for a tax deduction under IRS
guidelines, you do not take the tax deduction.

Reimbursable and Non-Reimbursable
Expenses
The Health Care FSA reimburses you for many,
but not all, health care expenses that are tax
deductible. In general, you can receive
reimbursement for expenses incurred for medical
care, which includes amounts paid for the
diagnosis, cure, mitigation, treatment or prevention
of disease. But, expenses incurred to merely
benefit your general health or for personal reasons
(such as, cosmetic surgery, other than to correct or
cure a deformity or correct a congenital
abnormality) are not considered expenses for
medical care.

Eligible Dependents

Remember though, expenses reimbursed by your
Health Care FSA may not be claimed as a
deduction on your income tax return (if they would
otherwise be allowed). The following chart
identifies just some examples of eligible and
ineligible expenses. Other expenses not listed
below may or may not be eligible for
reimbursement. To learn more, contact To learn
more, contact TaxSaver at 1.800.328.4337 or
online at www.taxsaverplan.com.

You can use the Health Care FSA to reimburse
your eligible dependents’ health-related charges.
This includes any of your dependents eligible
under the Plan, even if your dependents are not
covered under the medical program.

Reimbursable Expenses

Non-Reimbursable Expenses

 Insurance deductibles and copayments for office
visits and prescriptions
 Charges that exceed usual, customary and
reasonable limits
 Acupuncture if treating a medical condition
 All dental expenses if you elect no coverage under
the dental program. It may also be used to pay for
dental services that are not covered or that have
annual dollar limits, such as orthodontia services
 Hearing care expenses, including those for
examinations and hearing aids, if not covered
under the medical program or other source
 Vision care expenses such as examinations,
treatments, eyeglasses and contact lens expenses
and laser eye surgery not covered by a benefit plan
 Weight loss treatment (with the exception of food
costs) associated with a diagnosed disease or
ailment such as obesity or hypertension, prescribed
by your doctor
 Expenses for medically necessary treatments and
procedures that are not covered by insurance
 Drugs available through prescription only and not
covered by the medical program and not used for
cosmetic purpose

Non-union Employee (exclusions apply)
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 Cosmetic treatment or drugs (unless prescribed to
treat a congenital defect or accident
reconstruction), including:
– Hair loss treatments or transplants
– Face lifts
– Piercings
– Teeth whitening
 Health club memberships or exercise classes to
promote general health
 Household help (even if recommended by your
doctor because you are unable to do housework)
 Individual health or dental insurance premiums
 Marriage or family counseling
 Nutritional supplements, vitamins, herbal
supplements, or “natural medicines,” which are
merely beneficial to general health
 Sales tax on any qualified expense
 Weight loss programs or medications to promote
general health
 Premiums for medical, dental or vision plans
 Over-the-counter medicines and drugs available
without a prescription.
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Reimbursable Expenses

Non-Reimbursable Expenses

your spouse does not work outside the home and
is physically or mentally unable to care for himself
or herself, or if he or she is a full-time student. In
either of these cases, for purposes of calculating
the contribution limit, the IRS considers your
spouse’s earned income to be:

THE DEPENDENT CARE FSA
You can use the Dependent Care FSA to pay for
some or all of the expenses you incur for the care
of a child or disabled dependent while you work.
However, to qualify as an eligible expense, all of
the following must be true:






Care for your dependent(s) must be necessary
for you and your spouse, if any, to work, look
for work, or go to school full-time. In other
words, expenses are not eligible if they are for
services provided while you are out for the
evening socially or on vacation.

$250 a month ($3,000 a year) if you have one
dependent



$500 a month ($6,000 a year) if you have two
or more dependents

If you participate, it is your responsibility to comply
with the federal limits.

If the care is provided by a day care facility
that cares for six or more individuals at the
same time, the facility must be licensed and
comply with all federal, state, and local
regulations governing day care centers.

Eligible Dependents
An eligible dependent is a child younger than
age 13 whom you claim as a dependent on your
income tax return. An eligible dependent can also
be an older dependent who:

Your care provider is anyone other than a
person whom you claim as a dependent on
your federal income tax return (a relative who
provides care must be at least age 19). In
addition, you must provide your caregiver’s
name, address, and Social Security number or
taxpayer identification number when you file
for reimbursement. You also must provide this
information on your federal income tax return,
unless your caregiver is a church or other
religious organization.

If You Are Married



Depends on you for at least half of his or her
support;



Is a member of your household;



Regularly spends at least eight hours a day in
your household; and



Is physically or mentally unable to care for
himself or herself.

Your dependent may be a disabled spouse, an
elderly parent, or any other relative or dependent,
as long as he or she meets all of the above
requirements.

Under federal law, if you participate in the
Dependent Care FSA and your spouse participates
in a similar account through his or her own
employer, your combined contributions to both
accounts may not exceed $5,000. This limit
applies regardless of the number of dependents
receiving care. If you and your spouse file
separate income tax returns, the most each of you
may contribute is $2,500. In addition, your
Dependent Care FSA contributions may not
exceed the annual income of the lower-paid
spouse.

Reimbursable and Non-Reimbursable
Expenses
Similar to the Health Care FSA, the Dependent
Care FSA reimburses you for dependent care
expenses that are tax deductible so that you and
your spouse, if any, may work or attend school fulltime. Remember though, expenses reimbursed by
your Dependent Care FSA may not be claimed as
a deduction on your income tax return. It is
important to contribute money only for dependent

In general, you may not participate in the
Dependent Care FSA if your spouse does not work
outside the home. There are two exceptions: if

Non-union Employee (exclusions apply)
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care expenses you know you will have during the
upcoming year. Do not forget to subtract the times
during which your dependent will not receive care,
such as vacation or sick time.

The following chart identifies just some examples
of eligible and ineligible expenses. Other
expenses not listed below may or may not be
eligible for reimbursement. To learn more, contact
TaxSaver at 1.800.328.4337 or online at
www.taxsaverplan.com.

Reimbursable Expenses

Non-Reimbursable Expenses

 Dependent care provided in your home, including
care provided by a babysitter or housekeeper.
The provider may be a relative (provided he or
she is not your child under age 19, your spouse,
or any other person whom you claim as a
dependent)
 Care provided in a neighbor’s home or in an
approved day care center, provided your
dependent regularly spends at least eight hours a
day in your home
 Household services, such as housekeeping or
maid services, provided they are necessary to run
your home for the well-being and protection of
your eligible dependent
 Before- and after-school programs for children
under age 13
 Day camp services for children under age 13, but
not overnight camp

 Care provided in 24-hour nursing care facilities
 Expenses you claim as an after-tax dependent
care tax credit on your federal income tax return,
or expenses paid by any similar reimbursement
plan
 Expenses to attend kindergarten or beyond
 Services provided by your spouse, your child
under age 19, or someone you or your spouse
claim as a dependent on your tax return
 Payments to a housekeeper while you are home
from work because of illness
 Child or dependent care provided while:
– You are at work and your spouse is doing
volunteer work (or vice versa), even if a
nominal fee is paid
– You and your spouse are doing volunteer
work (even if a nominal fee is paid)
– You or your spouse is not working (such as
weekend or evening babysitting fees)
 Transportation expenses to and from the care site
 Expenses for overnight camp
 Expenses for food, clothing and entertainment of a
qualified dependent, unless charges are incidental
and cannot be separated easily from the overall
dependent care cost

APPLYING FOR REIMBURSEMENT

Filing Deadline

Reimbursement from either FSA is available only
after the service for which you are seeking
reimbursement is performed and you receive
reimbursement from all other sources. As
described above, you may request reimbursement
for eligible health or dependent care expenses by
completing and submitting a claim form.

You may file claims at any time after you incur the
expense. You have until April 30 of the following
year to submit claims for expenses incurred
between January 1 and December 31 of the
previous year. Remember, IRS regulations require
that you forfeit any money that remains in your
FSAs after April 30.

You can obtain a claim form by calling TaxSaver at
1.800.328.4337 or online at
www.taxsaverplan.com.

Health Care Reimbursements
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Expenses eligible for reimbursement from other
sources must be submitted to that source first.
After a payment determination is made, you can
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submit the unreimbursed expense for
reimbursement from your Health Care FSA.

Dependent Care Reimbursements
For Dependent Care FSA claims, only your current
account balance is available to reimburse claims.
If the dependent care services exceed your
account balance, you receive a partial
reimbursement. You receive the unreimbursed
portion of the claim as you make additional
contributions to your Dependent Care FSA.

As noted above, the full annual amount you elect
to contribute to your FSA (less any previous
reimbursements) is available for reimbursement of
eligible health-related expenses, regardless of the
amount contributed to date. Contributions continue
to be deducted from your pay to cover any claims
already fully reimbursed from the Health Care FSA.

Supporting Documentation

Supporting Documentation

When you seek reimbursement, please submit:
Along with the reimbursement form, submit the
appropriate supporting documentation, such as:



Your provider’s bill or itemized receipt, and



The explanation of benefits (EOB) from the
insurance company





Your dependent care provider’s name,
address, and Social Security or federal tax
identification number

An itemized bill for services not covered by
insurance, including the name of the service
provider, cost of the service, and description of
the services rendered

If a Claim is Denied



Receipts for any medications and copayments



A Medical Determination Form, available at
www.taxsaverplan.com, with your physician’s
signature.

Non-union Employee (exclusions apply)

If disagreements arise regarding your claim, every
effort is made to resolve them quickly and
informally. However, if that is not possible, formal
procedures are in place so that you may appeal a
decision. See “Claims Procedures” in the
Participation chapter of this Handbook for details.
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If you are a participant in the Consumer 2250 or
the Consumer 3000 options (consumer driven
health plans, which are High-Deductible Health
Plans) and otherwise are an Eligible Individual,
the Health Savings Account (HSA) Pre-Tax
Contributions Arrangement allows you to make
pre-tax contributions (under federal law) to an
individual HSA.

When you enroll in Consumer 2250 or
Consumer 3000, you have authorized the
company to establish an HSA with Optum on
your behalf. The Company may make employer
contributions to your account.
If you do not want to make HSA contributions
through pre-tax payroll deductions, you can
make tax-deductible lump sum contributions to
your HSA at any time up to the IRS Maximum
Allowable Amount.

The HSA Pre-Tax Contributions Arrangement is
not an employee welfare benefit plan, is not
subject to the Employee Retirement Income
Security Act of 1974 (ERISA) and is not required
to be summarized in a Summary Plan
Description (SPD).

WHO IS ELIGIBLE
You are eligible to participate in the HSA PreTax Contributions Arrangement if you meet the
following requirements:

Legal Responsibility

You are eligible to open and contribute to an
HSA under Code Section 223 for any month, if
on the first day of such month you:

It is your legal responsibility (and not the
Company’s) to make sure that any contributions
to your HSA (including the Company’s
contributions) do not exceed the IRS Maximum
Allowable Amount for your coverage level. Also
note that special rules apply if both you and your
Spouse are eligible to contribute to HSAs.

HOW THE HSA PRE-TAX
CONTRIBUTIONS ARRANGEMENT
WORKS
The HSA is an individual custodial account that
you establish with a bank, such as Optum or
other financial institution to be used for
reimbursement of Qualified Medical Expenses
as set forth in Code Section 223. Your benefit
under the HSA Pre-Tax Contributions
Arrangement is the ability to make pre-tax
contributions to your HSA. Because your
contributions under the HSA Pre-Tax
Contributions Arrangement will be made with
pre-tax funds, you may save federal income
taxes, state income taxes and FICA (Social
Security and Medicare) taxes. Check out the
“Cost of Coverage” in the Participation chapter
for more information about the tax implications
of making pre-tax contributions.

Non-union Employee (exclusions apply)



Elect coverage under the Medical Plan
option Consumer 2250 or Consumer 3000
(that is, a High-Deductible Health Plan);



Are not enrolled in and/or covered by any
health plan that is not a High-Deductible
Health Plan, unless it is a type of
permitted limited coverage, such as a
Limited-Purpose Health Care FSA;



Cannot be claimed by another taxpayer
(except your Spouse) as a dependent on
his or her individual income tax return;
and



Are not eligible for and enrolled in
Medicare.

Newly hired Eligible Employees can elect to
make HSA pre-tax contributions for the current
calendar year on or before their Initial
Enrollment Deadline. Eligible Employees also
can elect to make HSA pre-tax contributions for
the next calendar year during the annual Open
Enrollment Period.
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Contribution Elections Must be Made Each
Year

2017 HSA
Contribution
s

Your HSA pre-tax contribution election must be
made each annual enrollment. The election will
not carry over from the previous year.

The
Company*

WHEN YOU HAVE COVERAGE UNDER
YOUR SPOUSE’S HEALTH PLAN

Employe
e+
Spouse/
Child/
Children

Employe
e+
Family

For all employees who enroll in the
Consumer 2250 Plan:
$600

$900

$1,200

For employees who make under
$65,000 and all Hourly Production
employees, who enroll in the
Consumer 3000 Plan:

You should be aware that coverage under your
Spouse’s health plan could make you ineligible
to contribute to an HSA if the health plan is not a
High-Deductible Health Plan. Refer to IRS
Publication 969, “Health Savings Accounts and
Other Tax Favored Health Plans” for information
about the special rules that affect contributions
to your HSA. The publication is available from
the IRS by calling 1-800-829-3676. Or, you can
download a copy of the publication from the IRS
website at www.irs.gov.

CONTRIBUTIONS TO YOUR HSA
When you enroll in Consumer 2250 or
Consumer 3000 option, you can make tax-free
contributions to your HSA, up to the IRS
Maximum Allowable Amount. Federal tax law
limits the amount that you and/or anyone else,
including the Company, can contribute to your
HSA on a tax-favored basis each year.

$200

$300

$400

Employee
(Annual
Maximum)

$2,800
(plus
additional
catch up
of $1,000,
if
applicable)

$5,850

$5,550

2017 IRS
Maximum
Allowable
Amount
(excluding
catch-up)

$3,400

$6,750

$6,750

These HSA contribution maximum amounts are
prorated per pay period for the number of
months in the calendar year in which you are
eligible to contribute to an HSA. The Company’s
full year contributions for the Consumer 2250
option in 2017 are listed in the table above
(there is no Company contribution for the
Consumer 3000 option), unless your base salary
is under $65,000.

The annual HSA contributions (your
contributions plus the Company’s contributions,
if any) cannot exceed the IRS Maximum
Allowable Amount. The following table provides
the 2017 IRS Maximum Allowable Amounts for
the coverage levels under Consumer 2250 and
Consumer 3000:

Non-union Employee (exclusions apply)

Employee

If you are enrolled in the Consumer 2250 option,
the Company makes its full contributions in
January each year. If you join the plan at a
time other than at the beginning of the plan year
in January, the company contribution amount
and schedule will be adjusted. If you choose to
make contributions via payroll to your HSA,
those contributions will be made at the rate of
124th each semi-monthly pay period (or 1/52
each weekly payroll, as the case may be). This
means that very little money may be available to
cover your medical expenses early in the year,
especially during the first year you enroll in the
consumer driven health plan. The contributions
that the Company makes to your HSA are fully
vested and are not forfeitable. They remain in
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your HSA for your use in future years, even
when your employment with the Company ends.

MAKING YOUR HSA CONTRIBUTION
ELECTION

CONTRIBUTIONS ARE VESTED

When you enroll in Consumer 2250 or
Consumer 3000, you specify the amount of pretax contributions, if any, that you wish to make to
your HSA. The Company will deduct your HSA
contributions on a pre-tax basis from your
paycheck. The Company will forward such pretax contributions to your HSA within a
reasonable time after being withheld from your
paycheck.

Any contributions that you make to your HSA
are fully vested and are not forfeitable. They
remain in your HSA for your use in future years,
even when your employment with the Company
ends.
In addition to making contributions up to the IRS
Maximum Allowable Amounts stated above, if
you are age 55 or older, you may also elect to
make an annual catch-up contribution to your
HSA ($1,000 each year). If you elect to make a
catch-up contribution for a given year, your
contributions will be prorated per pay period for
the number of months remaining in the calendar
year in which you are eligible to contribute to an
HSA.

If you enroll in Consumer 2250 or Consumer
3000 on or before your Initial Enrollment
Deadline or mid-year during the calendar year,
your pre-tax contributions to your HSA will be
limited to a prorated amount depending on your
Eligibility Date or the date you start making
contributions.
Eligible Employees can elect at any time during
the calendar year to start making, stop making,
or change the amount of their HSA pre-tax
contributions by contacting Human Resources.

IMPORTANT: You cannot make catch-up (or
any) HSA contributions if you are eligible for and
enrolled in Medicare.

ELECTION PROCESS

In addition, you have the option to make HSA
contributions up to the annual limits allowed by
federal tax law through tax-deductible lump sum
contributions directly to your financial institution.
And you are free at any time to move any or all
of your HSA funds from one bank to another
authorized bank or other financial institution.
Please note, however, that the Company will not
make HSA pre-tax contributions to any bank or
financial institution other than Optum and the
Company has no authority or control over the
funds deposited in your HSA. Additionally, you
should verify that any contributions you make
will be in compliance with the rules regulating
HSAs. For additional information on pre-tax
contributions to your HSA and IRS Maximum
Allowable Amounts, see “Contributions to Your
HSA”.

Once you have met all of the eligibility
requirements described in “Who Is Eligible”
above and you have established an HSA with a
bank, you may elect to make pre-tax
contributions to your HSA effective the first day
of the next calendar month or at any time
thereafter, provided you continue to meet the
eligibility requirements. You may make your pretax contribution election online through the
enrollment website when you enroll in Consumer
2250 or Consumer 3000 and establish your HSA
with a bank.
The enrollment information you receive before
your Initial Enrollment Deadline and during the
annual Open Enrollment Period will explain how
you can elect to make pay period pre-tax
contributions through the Company’s payroll.
Note: You cannot elect to participate in both the
HSA Pre-Tax Contributions Arrangement and
the Health Care Flexible Spending Account
(FSA) Plan.

Non-union Employee (exclusions apply)
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Once your HSA is established with Optum, you
will have the opportunity when you enroll in
Consumer 2250 or Consumer 3000 to set up
your HSA online through the affirmation process.
While online, you may also view a fee schedule
and other account information. If you choose
otherwise, the bank will mail instructions and
forms for establishing your HSA, a fee schedule,
and other account information to your address
on record shortly after you enroll in the
consumer driven health plan.

CHANGING YOUR HSA PRE-TAX
CONTRIBUTION ELECTION
You may elect at any time during the calendar
year to start making (as long as you satisfy all of
the eligibility requirements), stop making or
change the amount of pre-tax contributions to
your HSA on a prospective basis for the
remainder of the year, in accordance with the
Plan’s administrative procedures for processing
election changes and subject to the statutory
limits described in “Contributions to Your HSA”.

Reimbursements from your HSA for Qualified
Medical Expenses are not taxable under federal
law, even if at the time of the reimbursement you
are no longer eligible to contribute to the HSA.
However, reimbursements for expenses that are
not Qualified Medical Expenses result in taxable
income to you, regardless of when the
reimbursement is made, and may be subject to
an additional 10% penalty. Note: HSA funds
cannot be withdrawn to pay for Qualified Medical
Expenses incurred prior to the date your HSA
was established without adverse tax
consequences.

No changes can be made to other benefit
options in the Plan as a result of a change in
your pre-tax contribution election under the HSA
Pre-Tax Contributions Arrangement, unless
permitted as a result of a Change in Status
event as described in the Participation chapter
of this Handbook. For example, you may stop
your pre-tax contributions under the HSA PreTax Contributions Arrangement at any time
during the plan year; however, you cannot
change your pre-tax coverage election midyear
under Consumer 2250 or Consumer 3000
unless you experience a Change in Status
event.

WHEN PARTICIPATION ENDS

USING YOUR HSA

Your pre-tax election to the HSA Pre-Tax
Contributions Arrangement will be automatically
canceled upon one of the following events:

You must keep track of and request
reimbursement on your own from your HSA for
the payments you make for Qualified Medical
Expenses (whether before or after termination of
employment). The Claims Administrator for the
Medical Plan does not request reimbursement
for you from your HSA. Reimbursements and all
other matters relating to your HSA are not part
of the Plan and are to be handled by you and
your bank or other financial institution.

 Your employment with the Company ends for
any reason; or
 Your coverage under your consumer driven
health plan ends.
If you otherwise fail to satisfy the HSA Pre-Tax
Contributions Arrangement eligibility
requirements, you should notify HR immediately
and your HSA pre-tax contribution election will
be canceled. If you make pre-tax contributions to
your HSA when you are no longer eligible, you
may incur tax penalties.

The bank or the financial institution with which
you establish your HSA will provide you with
instructions on how to request reimbursement or
withdraw money from your HSA for Qualified
Medical Expenses.

For certain losses of coverage, you or your
covered Eligible Dependent will have a right to
continue coverage under COBRA for Consumer
2250. However, the Company will not make
contributions to your HSA after you lose
coverage under your consumer driven health
plan, even if you elect to continue coverage
under COBRA.

Non-union Employee (exclusions apply)

66

2017

Health Savings Account
 If you elect employee plus spouse/child(ren)
coverage and the Company contributes $900
to your HSA, you can contribute up to $5,850
to your HSA over the course of the year, for a
total of $6,750.

OTHER INFORMATION
This section includes additional important
information about HSA funding, contribution
limits, and tax implications.

 If you elect employee plus family coverage
and the Company contributes $1,200 to your
HSA, you can contribute up to $5,550 to your
HSA over the course of the year, for a total of
$6,750.

Funding
Your pre-tax contributions to the HSA Pre-Tax
Contributions Arrangement will be made by the
Company to your HSA if established with
Optum. You are responsible for the investment
of funds in your HSA. You may invest your HSA
contributions in any way permitted by the bank.

REPORTING ISSUES
The Company will report its contributions to your
HSA and your pre-tax HSA contributions on your
“W-2 Form.” You are responsible for all other
reporting requirements relating to contributions
to and distributions from your HSA in connection
with filing your individual federal, state and local
tax returns. The manager of your individual
custodial account has a reporting requirement to
the IRS.

Limits on Contributions to Your HSA
Federal tax law limits the amount that you and/or
anyone else, including the Company, can
contribute to your HSA on a tax-favored basis
each year. It is your legal responsibility (and not
the Company’s) to make sure that any
contributions that are made to your HSA
(including, where applicable, the Company’s
contributions) do not exceed the IRS Maximum
Allowable Amount for 2017.

CLAIMS

The limits are determined by federal tax law for
each of the Coverage Levels that are available
under the Consumer 2250 or Consumer 3000. If
the contributions made to your HSA exceed the
IRS Maximum Allowable Amount, you must
remove the excess contributions (and the
related investment earnings) from your HSA by
April 15 of the following calendar year or they
will become taxable income and you must also
pay a 6% penalty tax on them.

Claims for reimbursement from your HSA are
administered by your bank or other financial
institution in accordance with the HSA custodial
agreement between you and your bank or other
financial institution.

TAX IMPLICATIONS
You may save federal income taxes, state
income taxes and FICA (Social Security and
Medicare taxes) by participating in the HSA PreTax Contributions Arrangement. However,
different tax rules apply to your HSA benefits
than for the benefits offered under other plans
described in the Handbook. For example, if you
contribute to an HSA when you are not eligible,
you may incur tax penalties. Ultimately, it is your
responsibility to determine the tax treatment of
your HSA benefits.

The general rule for 2017 is that all contributions
made to your HSA for the full calendar year
cannot exceed $3,400 if you elect employee
only coverage or $6,750 if you elect employee
plus family coverage. This means that under
either of the consumer driven health plans, your
contributions cannot exceed these levels. For
example, under Consumer 2250:
 If you elect employee only coverage and the
Company contributes $600 to your HSA, you
can contribute up to $2,800 to your HSA over
the course of the calendar year, for a total of
$3,400.

Refer to the communication materials provided
by the bank or other financial institution for more
information regarding:
 The tax ramifications of participating in an
HSA;
 The terms and conditions of your HSA;
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Health Savings Account
 Your rights and responsibilities with respect
to your HSA;

Limits for Higher-Paid Employees
Contributions to your HSA are made through a
Code Section 125 cafeteria plan that permits
participants in Consumer 2250 and Consumer
3000 to make pre-tax HSA contributions. Your
coverage and benefits provided under the HSA
Pre-Tax Contributions Arrangement and the
Company’s HSA contributions will comply with
any relevant nondiscrimination provisions in
Code Section 125. The Company will restrict
enrollment or reduce benefits, or both, if
necessary, in a manner determined by the
Company, to comply with these requirements.

 The terms of eligibility;
 What constitutes a High-Deductible Health
Plan; and
 Contributions to and distributions from your
HSA.
Also, see IRS Publication 969, “Health Savings
Accounts and Other Tax-Favored Health Plans,”
which is available from the IRS by calling
1-800-829-3676. Or, you can download a copy
of the publication from the IRS website at
www.irs.gov. You may wish to consult a tax or
legal advisor.
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Employee Assistance Program


OVERVIEW OF YOUR EMPLOYEE
ASSISTANCE PROGRAM COVERAGE
The Employee Assistance Program (EAP) provides
you and members of your household with
counseling and referral services to help with
everyday life challenges that may affect your
health, family life, and productivity and happiness
at work. The EAP is of no additional cost to you (or
your eligible dependents).

Online Member Services. The EAP member
website features a wide range of tools and
information to help you take charge of your wellbeing and simply your life. Please note that the
EAP does not offer services for the following:

An advocate is ready to help assess your needs
and develop a solution to help resolve your
concerns. He or she can also direct you to an array
of resources in your community and online tools.

Face to Face Assistance
For face-to-face assistance, you have five sessions
available to you and your household members per
presenting issue, per household member, per year.
Call us to request a referral.

Work and Life Services
Call for a referral to a service in your community or
advice on topics such as:




Legal consultation. Receive consultations for
issues relating to civil, consumer, personal and
family law, financial matters, estate planning
and more.

Childcare and Eldercare Assistance.
Needs assessment plus referrals to childcare
and eldercare providers.



Identity Theft Recovery Services.
Information on ID theft prevention, plus an ID
theft emergency response kit and help from a
fraud resolution specialist if you are victimized.
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Inpatient or outpatient treatment for any
medically treated illness;



Prescription drugs;



Treatment or services for mental retardation or
autism;



Counseling services beyond the number of
sessions covered;



Services by counselors who are not
designated as providers by the Claims
Administrator for the EAP;



Counseling required by law or a court, or paid
for by Workers’ Compensation; or



Formal psychological evaluations and
fitness-for-duty opinions.

HOW THE EMPLOYEE ASSISTANCE
PROGRAM WORKS

Financial Services. Budgeting, credit and
financial guidance (investment advice, loans
and bill payments not included), retirement
planning and assistance with tax issues.



Daily Living Services. Referrals to
consultants and business that can help with
event planning, transportation services, pet
services and more (does not cover the cost
nor guarantee deliver of vendors’ services).

EAP services can be accessed through a toll-free
number 24 hours a day, 7 days a week. To speak
with an EAP counselor, please call 844.763.8543
or visit the website by logging on to
www.metlifeeap.com, username: MetLife3-5 and
password: guest.
For more information, see your local HR
representative.
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Disability Coverage
SHORT-TERM DISABILITY COVERAGE
Short-term disability (“STD”) coverage is available to most full-time employees. You must initiate your STD
benefits through your local HR department. See your local HR manager with any questions about eligibility.
Long-term disability (“LTD”) coverage is available to employees who satisfy the requirements described in the
“Eligibility” section of the Participation chapter of this Handbook.

A SNAPSHOT OF YOUR LONG-TERM DISABILITY COVERAGE
Here’s a snapshot of your disability benefits.
Feature

Duration

Amount of Benefit

Basic LTD

Provides a portion of
your income if your
disabling illness or injury
lasts longer than 180
consecutive days

Begins after 180 days of
continuous disability and
continues for a
maximum period based
on your age on the date
of disability (see your
benefits booklet for more
information)

50% of your annual base
pay, up to a maximum
benefit of $8,000 per
month

LTD Buy-Up

Provides a higher
portion of your income
during your disabling
illness or injury, after
180 days of continuous
disability

Begins after 180 days of
continuous disability and
continues for a
maximum period based
on your age on the date
of disability (see your
benefits booklet for more
information)

60% of your annual base
pay, up to a maximum
benefit of $12,000 per
month

Additionally, you may be eligible for Social Security benefits for your disability. Contact your local Social
Security office for more detailed information. Also, if you are disabled under the LTD program, the Claims
Administrator can offer you assistance with your application for Social Security disability benefits or appeal.
Please contact the Claims Administrator for more information if you would like this assistance.

Basic LTD

Covered Disabilities and Elimination
Period

Under the Basic LTD program, the Company pays
for your LTD coverage. If you are determined to be
disabled under the LTD program, you will be
eligible for LTD benefits if you meet the eligibility
requirements described in the Participation chapter
of this Handbook and in accordance with the terms
of the LTD program.

To receive LTD benefits, you must be continuously
disabled for an elimination period. For LTD, the
elimination period is 180 consecutive days, and
must be satisfied before you are eligible to receive
benefits. You may return to work for up to 15 days
during the elimination period for the purpose of
attempting to begin work again. If you find you are
still unable to work, you will not have to begin a
new elimination period. But, the elimination period
will be extended by the number of days you
temporarily returned to work.

LTD Buy-Up
In addition to your Company-provided Basic LTD
coverage, you may purchase additional LTD
coverage under the optional LTD program.
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Disabilities Excluded from Coverage



You will not be eligible for LTD benefits if you incur
a disability that is caused by, contributed to by, or
results from:

Report your absence to your supervisor
immediately before you see a health care
provider, unless it is an emergency.



For LTD, your local HR representative will give
you a packet to complete and submit to
MetLife.



On-the-job injuries;



An act of war, declared or undeclared,
insurrection, rebellion or terrorist act;



Active participation in a riot;



Attempted suicide;



Intentionally self-inflicted injury;



The insured committing a felony; or



A disability that is due to a preexisting
condition and which begins within 12 months
of the date your coverage under the LTD
program becomes effective. You have a
preexisting condition if you received medical
treatment, consultation, care, or services
(including diagnostic measures), took
prescribed drugs or medicines, or followed
treatment recommendation in the three months
just before the effective date of your LTD
coverage.

Proof of Claim
Generally, you must send the Claims Administrator
proof of your claim no later than 90 days after your
elimination period. See your LTD benefits booklet
for more information the materials you must submit
with your proof of claim.


Promptly provided and completed information
from you and your doctor will help ensure a
timely decision on your claim and payment of
any LTD benefits to which you are eligible.
See the section entitled “Claims Procedures”
in the Participation chapter of this Handbook
for details regarding any time limits that may
apply to the Claims Administrator’s response
to your claim for benefits.

If a Claim is Denied
If your claim for LTD benefits is denied or reduced
and you wish to appeal the claim decision, you
must file a written appeal. Please see the section
entitled “Claims Procedures” in the Participation
chapter for details on the appeals process for
disability benefits.

Amount and Duration of LTD Benefits
For more information regarding the amount and
duration of your LTD benefits, see your LTD
benefits booklet.

Recovery of Overpayments
Please note that you will be required to return to
the insurance company any overpayment of LTD
benefits paid to you.

APPLYING FOR BENEFITS
What You Need to File a Claim
To file an LTD claim:
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Life And Accident Protection
The Company’s life and accident insurance
program provides financial protection for you and
your family in the event of a death or accidental
loss of limb. The life and accident insurance
program is made up of: Basic Life Insurance and

optional Dependent Life Insurance, Basic Accident
Insurance, and Business Travel Accident
Insurance. See the benefits booklets for details on
each benefit.

A SNAPSHOT OF THE LIFE AND ACCIDENT INSURANCE COVERAGE
Here’s a snapshot of your life and accident benefits.

Type of Insurance

Coverage Amount

Employee Basic Life Insurance
 Company-provided benefit to your survivors in the
event of your death

1.5 times your basic annual earnings*
Maximum combined Basic Life and Supplemental
Life insurance benefit: $2,000,000

Supplemental Employee Life
 Life Insurance available in addition to Basic Life
Insurance

1, 2, 3, 4, or 5 times your basic annual earnings
Maximum combined Basic Life and Supplemental
Life insurance benefit: $2,000,000

Supplemental Spouse Life
 Life insurance for your spouse

 Available coverage level options:
 $25,000
 $50,000
 $75,000
 $100,000
Maximum coverage of $100,000

Supplemental Child Life
 Life insurance for your child(ren)

Available coverage level options:
 $5,000
 $10,000
 $20,000
Maximum coverage of $20,000

Employee Basic AD&D
 Company-provided protection for you if you should
die or become dismembered as a result of a
covered accident

1.5 times your basic annual earnings

Supplemental Employee AD&D
 Additional accident protection for you if you
should die or become dismembered as a result of
a covered accident

1, 2, 3, 4, or 5 times your basic annual earnings
Maximum coverage of $500,000

Supplemental Family AD&D
 Accident protection for your family if a covered
dependent should die or become dismembered as
a result of a covered accident

 Spouse: 50% of your Supplemental AD&D
coverage
 Child: Each child’s coverage is 15% of your
Supplemental AD&D coverage
 If you are covering both a spouse and child(ren),
your spouse’s coverage is 40% of your
Supplemental AD&D coverage, and each child’s
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Type of Insurance

Coverage Amount
coverage is 10% of your Supplemental AD&D
coverage

Business Travel Accident Insurance
 Protection in the event of a covered accident while
you are traveling on Company business
 For eligible spouses and children, insurance
protection in the event of a covered accident while
traveling with a team member on Company
business

 You: Up to $100,000 for most employees
 Spouse: Up to $25,000
 Each dependent child: Up to $10,000

* The coverage amounts of your basic life insurance will be reduced as you age, by the following
percentages: (i) 65% at age 65; (ii) 50% at age 70; (iii) 35% at age 75.
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Life And Accident Protection
for your elected life insurance coverages. This
may require that you pass a thorough physical
examination. If required, coverage in excess of the
amount subject to EOI will only become effective
when the insurance company approves the EOI.
This means that if you enroll for any life insurance
that requires EOI at annual enrollment, coverage
will become effective at the later of January 1 or
the insurance company’s approval of EOI.

WHEN YOU ENROLL
Naming a Beneficiary
When you first enroll for coverage, you designate
one or more beneficiaries to receive the proceeds
of your Basic Life and Basic Accident by
completing the appropriate section of the
enrollment materials. You may change your
designation at any time. You may make your
changes in the Workday system at any time or by
contacting your local HR representative. Your
beneficiary designation is effective on the date you
sign the form and return it to your local HR
representative, but will apply to any insurance
amounts paid after the insurance company
receives your change. Please contact your local
HR representative with any questions.

LIFE INSURANCE
Employee Basic Life Insurance
As noted in the “Snapshot” chart, Basic Life
Insurance coverage is equal to 1.5 times your
basic annual earnings, rounded up to the next
higher $1,000. For example, if your basic annual
earnings are $12,350, your Basic Life Insurance
coverage amount is $19,000. As your earnings
increase, your Employee Basic Life Insurance
coverage amount increases automatically as well.
Any adjustment is made annually on January 1.

If you elect the optional Dependent Life Insurance
coverage, or Accident Insurance coverage for your
dependents, you are the named beneficiary. If you
are not living and a benefit becomes payable (for
example, your dependent dies during the 31 day
conversion period for dependent life insurance
following termination of coverage after your death),
the benefit will be paid to the dependent’s estate.
Alternatively, the benefit may be paid to the
dependent’s surviving spouse, parents, children
and/or siblings, at the insurance company’s option.

Tax Alert

If you do not designate a beneficiary to receive any
of your life and accident insurance benefits, your
beneficiary or beneficiaries for any applicable life
and accident insurance coverages is the first
surviving person(s) listed below:

Your Life Insurance coverage is automatically
provided to you. If your Basic Life Insurance
coverage does not exceed $50,000, the coverage
is tax free to you. However, if your Basic Life
Insurance coverage exceeds $50,000, you must
include in your gross income the cost of the excess
coverage that is paid by the Company. For this
purpose, the cost is computed using a uniform
premium table published by the Internal Revenue
Service and is reported to you on your Form W-2
(“C” in Box 12) and on your pay check (under
“Group Term Life”).

1.

Your spouse

Supplemental Life Insurance

2.

Your children

3.

Your parents

4.

Your brothers and sisters

You may elect to purchase supplemental life
insurance for yourself, your spouse, and your
child(ren). The coverage options are listed in the
“Snapshot”. You will pay for this coverage on an
after-tax basis.

5.

Your estate

See your Life Insurance booklet for more details.

No Beneficiary Designation

Evidence of Insurability
In some instances, you may be required to provide
evidence of insurability (EOI) at your own expense

Non-union Employee (exclusions apply)
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If payable, the seat belt benefit will be equal to the
lesser of 10% your regular benefit, but not less
than $1,000 or more than $25,000.

Conversion and Portability Rights
If any of your life insurance coverages end for
certain reasons, you have certain rights to continue
the coverages at your expense. Please see
“Insurance Conversion or Continuation Rights” in
the Participation chapter of this Handbook for
details.

If payable, the air bag benefit will be equal to the
lesser of 5% of your regular benefit, but not less
than $1,000 or more than $10,000.

Business Travel Accident Insurance
ACCIDENT INSURANCE
Business Travel Accident Insurance pays benefits
in the event of accidental dismemberment or death
while traveling on Company business if the loss
occurs within 365 days of the accident. If
otherwise eligible for coverage, most employees
are covered up to $100,000 of Business Travel
Accident Insurance. Certain corporate officers are
eligible for larger amounts. Your spouse, if eligible,
is covered up to $25,000 and your dependent
children, if eligible, are covered up to $10,000.

The Company offers two types of accident
protection: AD&D and Business Travel Accident.
Benefits may be paid from any or all of the accident
programs. Benefits will not be offset in this
instance.

AD&D Insurance
AD&D Insurance pays benefits for a death or
dismemberment occurring within 12 months of, and
resulting from, a covered accident while your
coverage is in effect. These coverages are
available to you and your family. See the
“Snapshot” for a list of the coverages.

You are covered for business travel from the actual
start of the business trip from your office, your
home, or another location. Coverage ends when
you return. Normal travel to and from work is not
covered, nor is travel during any period of time
while you are working at your regular place of
employment (or service, as applicable) or on an
authorized leave of absence or vacation.

Seat Belt & Air Bag Benefit
If you or your covered spouse or child die in a
covered automobile accident while properly
wearing a seat belt and a properly functioning air
bag was deployed, two additional benefits may be
payable. Certain conditions must be met for this
benefit to be payable:


Your spouse and dependent children are covered if
they accompany you while you are traveling on
Company business.
See the Business Travel Accident benefits booklet
for more information.

It must be verified that the seat belt was
properly worn and the air bag was properly
deployed. The verification may be either part
of an official accident report or certified, in
writing, by an investigating officer.



The air bag benefit is only payable if a seat
belt was also properly worn.



Both the seat belt and air bag must meet
published federal safety standards, must have
been installed by the automobile manufacturer,
and must not have been altered after
installation.
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When Benefits Are Paid
For benefits to be paid under the accident
insurance programs the accident must occur while
your coverage is in effect and the loss must occur
within 12 months of the accident. For benefits to
be payable under Business Travel Accident, your
accident must also occur while traveling on
Company business.
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You can obtain the appropriate claims forms from
your local HR representative and instructions for
filing the claim with the appropriate insurance
company.

APPLYING FOR BENEFITS
When there is a claim for benefits under the
Company’s life insurance and AD&D insurance
programs, MetLife should be notified without delay
at 1.800.638.6420 or www.metlife.com. For the
Business Travel Accident program, contact your
local HR representative or the Plan Administrator.
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If your claim for benefits is denied or reduced and
you wish to appeal the claims decision, you must
file a written appeal. Please see the “Claims
Procedures” section of the Participation chapter for
details on the appeals process for life and accident
insurance benefits.
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General Information
If the Plan is modified, amended or terminated, you
will be notified of the effect of such change to your
Plan benefits or coverage. However, the
modification, amendment or termination may be
effective before you are notified. Subject to the
terms of any collective bargaining agreement, no
consent of any employee or any other person will
be necessary for the Company to modify, amend or
terminate the Plan described in this Handbook.

PLAN ADMINISTRATION
The Plan Administrator has the sole and complete
discretionary authority to determine eligibility for
Plan benefits, and to interpret and construe the
terms of the Plan, including the making of factual
determinations. The Plan Administrator shall have
the discretionary authority to grant or deny benefits
under the Plan. Benefits under the Plan will be
paid only if the Plan Administrator decides in its
discretion that the applicant is entitled to them.
The decisions of the Plan Administrator shall be
final and conclusive with respect to all questions
relating to the Plan. If a Claims Administrator has
the only review authority, the Claims
Administrator’s decision will be final and conclusive
with respect to all questions.

Because contributions for the health care programs
stop on the date the Plan ends, the amount of Plan
assets available to pay covered claims will not
exceed the amount of Plan assets on the
termination date.

Representations Contrary to the Plan

The Plan Administrator may delegate to other
persons responsibilities for performing certain
duties of the Plan Administrator under the terms of
the Plan and may seek such expert advice as the
Plan Administrator deems reasonably necessary
with respect to the Plan. The Plan Administrator
shall be entitled to rely upon the information and
advice furnished by such delegates and experts,
unless actually knowing such information and
advice to be inaccurate or unlawful.

No employee, director or officer of the Company
has the authority to alter, vary or modify the terms
of the Plan except by means of a duly authorized
written amendment to the Plan. No verbal or
written representations contrary to the terms of the
Plan are binding upon the Plan, the Plan
Administrator or the Company.

No Assignment
To the extent permitted by law, and except as
specified under the terms of the Plan, no benefits
will be subject to alienation, sale, transfer,
assignment, garnishment, execution or
encumbrance of any kind, and any attempt to do so
will be void. However, benefits under the Plan may
be subject to a Qualified Medical Child Support
Order (QMCSO).

The Plan Administrator may adopt uniform rules for
the administration of the Plan from time to time, as
it deems necessary or appropriate.

Amendment and Termination
The Company intends to offer the Plan indefinitely,
but reserves the sole discretionary right to modify,
amend or terminate the Plan, in any respect, at any
time and from time to time, retroactively or
otherwise, by a written instrument adopted by its
Board of Directors or its designee. The Company’s
decision to change or terminate the Plan could
result from:


Changes in federal or state laws governing
employee benefits;



Changes in an insurance contract or policy
involving an insurance company;



Changes in a collective bargaining agreement;
or



Any other reason.
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Fraud
The benefits under this Plan are for you and your
eligible dependents only. If you allow anyone other
than your eligible dependent to use your benefits,
you will be subject to adverse employment
consequences up to and including termination of
employment. If you suspect that someone is using
your benefits fraudulently, you must report it
immediately to the Plan Administrator.

Recovery of Payments Made by Mistake
You will be required to return to the Company any
benefits, or portion thereof, paid under the Plan by
a mistake of fact or law.
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book to be void, unlawful or unenforceable under
any applicable statute or other controlling law, the
remainder of the Plan shall continue in full force
and effect.

No Contract of Employment or Service
Your participation in the Plan does not assure your
continued employment with the Company or its
affiliates or rights to benefits except as specified
under the terms of the Plan. Nothing in the Plan or
in this Handbook confers any right of continued
employment (or service, as applicable) to any
employee or leased employee, as applicable.

Plan Funding
Benefits offered under the Plan are provided on
either a self-insured basis by the Company or are
fully insured, as shown in the following chart:

Severability
If a court of competent jurisdiction finds, holds or
deems any provision of the Plan described in this
Self-Insured

Fully Insured

Benefits

 Medical Coverage
 Dental PPO Plan Option
 Flexible Spending Accounts

 Vision Coverage
 Life Insurance (Basic, Supplemental,
Supplemental Spouse, and Supplemental
Child )
 Accident Insurance (Basic, Supplemental
Employee, Supplemental Family, and
Business Travel)
 LTD (Basic and Buy-Up)

Definition

As claims are made, covered benefits are
paid from the Company’s general assets.
However, the Company has administrative
services contracts with third-party
administrators to decide on and process
claims.

An insurance carrier insures the benefits and
pays the covered benefits. The Company
pays premiums to the insurance carrier for
benefit coverages from its own funds as well
as employee payroll deductions. In addition,
an insurance carrier provides administrative
services and makes decisions regarding
benefits.

Please see the “Plan Information” chart at the end
of this section for more details on which third-party
administrators and insurance companies the
Company has contracted with to provide services
and benefits.

also that Treehouse Foods, Inc. complies with
applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national
origin, age, disability or sex.

Governmental Benefits Exclusion
To the extent that a benefits offered under the Plan
is fully-insured, the insurance policy governing the
benefit is incorporated into the Plan. Where a
conflict exists between the terms of the Plan and
the insurance policy, the insurance policy controls.

If services or benefits are reasonably available
under any plan or program established by any
government or under any plan or program in which
any government participates (other than as an
employer), benefits under the Plan are not payable
for such services or benefits unless payment is
legally required. In the case of any person who is
not enrolled for all coverage for which he or she
has become eligible under any such plan or
program, services and benefits available shall
nevertheless include all benefits to which he or she

Applicable Law
The Plan described in this Handbook shall be
governed and construed in accordance with the
laws of the State of Illinois to the extent not
preempted by the laws of the United States. Note
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would be entitled if he or she were enrolled for
such coverage. The term “any government”
includes the federal, state, provincial, or local
government or any political subdivision thereof of
the United States or any country. This provision is
subject to any provision or regulation of such plan
or program that requires that benefits be utilized
before benefits are available thereunder.



Interpretive Authority



Continue Group Health Plan Coverage

If the Plan document does not clearly dictate
whether an expense is eligible under the Plan
and/or what percentage of the eligible charge is
covered, the Claims Administrator will make a
determination and pay benefits accordingly.
Except as provided above, if a question arises as
to the interpretation of the terms of the Plan
document, the Plan Administrator has discretionary
authority to interpret, construe, and apply the terms
of the Plan document and to decide any such
question, including but not limited to a question as
to an employee’s eligibility to participate in the
Plan.

In addition to creating rights for Plan participants,
ERISA imposes duties upon the people who are
responsible for the operation of the Plan. The
people who operate the Plan, called “fiduciaries,”
have a duty to do so prudently and in the interest
of you and other Plan participants and
beneficiaries.

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

No one, including your employer or any other
person, may discharge you or otherwise
discriminate against you in any way to prevent you
from obtaining a welfare benefit or exercising your
rights under ERISA.

Receive Information About Your Plan
and Benefits



Enforce Your Rights

Examine without charge at the Company and
major Human Resources offices of the
Company, all Plan documents, including
insurance contracts, and copies of all
documents filed by the Plan with the U.S.
Department of Labor and available at the
Public Disclosure Room of the Employee
Benefits Security Administration, such as
annual financial reports (Form 5500 Series).

If your claim for a welfare benefit is denied in whole
or in part, you must receive a written explanation of
the reasons for the denial. You have the right to
know why this was done, to obtain copies of
documents relating to the decision without charge,
and to appeal any denial, all within certain time
schedules.
Under ERISA there are steps you can take to
enforce the above rights. For instance, if you
request a copy of Plan documents or the latest
annual report from the Plan and do not receive
them within 30 days, you may file suit in a federal
court. In such a case, the court may require the
Plan Administrator to provide the materials and pay
you up to $110 a day until you receive the
materials, unless the materials were not sent

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

Non-union Employee (exclusions apply)

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

Prudent Actions by Plan Fiduciaries

Statement of ERISA Rights



Receive summaries of the Plan’s annual
financial reports. These summaries are
prepared and distributed to Plan participants
each year. The Plan Administrator is required
by law to furnish each participant a copy of the
summary annual report.
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because of reasons beyond the control of the Plan
Administrator.

Assistance With Your Questions
If you have any questions about the Plan, you
should contact the Plan Administrator. If you have
any questions about this statement or about your
rights under ERISA, or if you need assistance
obtaining documents from the Plan Administrator,
you should contact the nearest office of the
Employee Benefits Security Administration, U.S.
Department of Labor, listed in your telephone
directory, or the Division of Technical Assistance
and Inquires, Employee Benefits Security
Administration, U.S. Department or Labor, 200
Constitution Avenue, N.W., Washington, DC
20210. You may also obtain certain publications
about your rights and responsibilities under ERISA
by calling the publications hotline of the Employee
Benefits Security Administration.

If you have a claim for benefits that is denied or
ignored, in whole or in part, you may file suit in a
state or federal court after you have exhausted the
Plan’s claims procedures. In addition, if you
disagree with the Plan’s decision or lack thereof
concerning the qualified status of a medical child
support order, you may file suit in federal court
after you have exhausted the Plan’s claims
procedures. If it should happen that Plan
fiduciaries misuse the Plan’s money, or if you are
discriminated against for asserting your rights, you
may seek assistance from the U.S. Department of
Labor, or you may file suit in a federal court. The
court will decide who should pay court costs and
legal fees. If you are successful, the court may
order the Plan Administrator to pay these costs and
fees. If you lose, the court may order you to pay
these costs and fees if, for example, it finds your
claim is frivolous.

Plan Sponsor

TreeHouse Foods, Inc.
2021 Spring Road
Suite 600
Oak Brook, IL 60523
708.483.1300
Employer Identification Number: 20-2311383

Plan Administrator

TreeHouse Foods, Inc.
2021 Spring Road
Suite 600
Oak Brook, IL 60523
708.483.1300

Agent for Legal Service

TreeHouse Foods, Inc.
General Counsel
2021 Spring Road
Suite 600
Oak Brook, IL 60523
708.483.1300
Service of legal process may also be made on the Plan
Administrator.

Plan Name

TreeHouse Foods, Inc. Health and Welfare Benefits Plan

Plan Number

501

Plan Year

January 1 – December 31

Non-union Employee (exclusions apply)
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Plan Type

The Plan is an employee welfare benefit plan offering group
health plan, health care and dependent care FSA, disability, life,
accident and EAP coverage.

Non-union Employee (exclusions apply)
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PLAN INFORMATION
Benefit Program

Funding

Claims Administration

Medical

Self-Insured by the Company

BlueCross BlueShield of Illinois
P.O. Box 805107
Chicago, IL 60680-4112
1.866.548.1686
www.bcbsil.com

Dental

Self-Insured by the Company

Delta Dental of Illinois
P.O. Box 5402
Lisle, IL 60532
1.800.323.1743
www.deltadentalil.com

Vision

Insurance contract with:

When visiting a VSP network doctor, claim forms are
not necessary.

VSP
3333 Quality Drive
Rancho Cordova, CA
956701.800.877.7195
www.vsp.com

Flexible
Accounts

Spending

If you see a non-VSP doctor, send itemized claim
receipts and member/patient information to:
Vision Service Plan
P.O. Box 997105
Sacramento, CA 95899-7105
1.800.877.7195
www.vsp.com

Self-Insured by the Company

TaxSaver Plan
P.O. Box 609002
Dallas, TX 75360
1.800.328.4337
www.taxsaverplan.com

Health Savings Account

Not applicable

Optum
11000 Optum Circle
Eden Prairie, MN 55344
1.866.234.8913
www.optumbank.com

COBRA Administrator

Not applicable

TaxSaver Plan
P.O. Box 609002
Dallas, TX 75360
1.888.602.6272
www.taxsaverplan.com

Employee Assistance
Program

Self-Insured by the
Company

Metropolitan Life Insurance Company
200 Park Avenue
New York, NY 10166
1.844.763.8543
www.metlife.com

Non-union Employee (exclusions apply)
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Benefit Program

Funding

Claims Administration

Basic Life Insurance
Supplemental
Employee Life
Supplemental Spouse
Life
Supplemental Child Life
Employee Basic AD&D
Supplemental
Employee AD&D
Supplemental Family
AD&D
Basic Accident
Insurance

Insurance contract with:

Metropolitan Life Insurance Company - Group Life
Claims
P.O. Box 6100
Scranton, PA 18505-6100

Basic LTD
LTD Buy-Up

Insurance contract with:

MetLife
www.metlife.com

MetLife Disability Claims
P.O. Box 14590
Lexington, KY 40511-4590
1.800.230.9531 (fax)

MetLife
www.metlife.com

Short-Term Disability

Self-insured by the
Company

Sedgwick
P.O. Box 14424
Lexington, KY 40512-4424
1.844.822.7967

Business Travel
Accident Insurance

Insurance contract with:

Contact your local HR representative or the Plan
Administrator

Chubb

Non-union Employee (exclusions apply)
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whether the annual out-of-pocket expenses are
met, including copayments, expenses above usual,
customary and reasonable charges, penalties
incurred for not satisfying preapproval
requirements and coinsurance amounts for any
mental health or substance abuse treatments.

Actively at Work
For purposes of the disability programs, the
employee is working for the Company for earnings
that are paid regularly, and performing the material
and substantial duties of his or her regular
occupation. The employee’s worksite must be
either the Company’s usual place of business, an
alternate worksite at the direction of the Company
other than home (unless clear specific expectations
and duties are documented); or a location to which
the job requires the employee to travel. Team
members on normal vacation are considered
actively at work.

Claims Administrator
An insurance company or other party that has
contracted with the Company to provide
administrative services to a benefit program and is
responsible for determining whether a particular
claim is covered by such benefit program. In some
cases, the Plan Administrator will be the Claims
Administrator. See “Claims Procedures” in the
Participation chapter of this Handbook for details.

For purposes of the life insurance program, the
employee is working full-time or part-time at the
Company’s place of business, or at any other place
the Company business requires the employee to
go. An employee on normal vacation still qualifies
as actively at work if the employee was actively at
work on his or her last regular scheduled workday.

COBRA
Consolidated Omnibus Budget Reconciliation Act
of 1985, a federal law that extends group health
care coverage to employees and their qualifying
dependents who lose group health care coverage
as a result of certain qualifying events. COBRA
requires employers to offer covered employees 18,
29, or 36 months (for Health Care FSA, through the
end of the year under certain circumstances) of
continued coverage for a contribution based on the
cost of the coverage plus a 2% administration fee
(or a 50% administration fee for a qualifying 11month disability extension).

Annual Deductible or Deductible
The amount an employee is required to pay for
covered expenses before a health care program
begins to pay benefits. Refer to the description of
the health care coverage options to determine
whether a deductible must first be met.

Annual Enrollment
Period of time before the first day of a Plan year
during which eligible employees may make
elections with respect to coverage under one or
more benefit programs for themselves and their
eligible dependents, which elections shall take
effect in the immediately following Plan year.
Eligible employees may make enrollment changes
during annual enrollment without a change in
status. The Plan Administrator establishes the
annual enrollment period. See “Annual Enrollment”
in the Participation chapter of this Handbook for
details regarding when elections made during
annual enrollment take effect.

COBRA Administrator
The COBRA administrator assists the Company in
sending the necessary paperwork to eligible
employees to elect COBRA coverage and collects
COBRA premiums.

Coinsurance
The percentage of covered expenses for which an
employee is responsible after he meets any
applicable deductible or copayment requirement.

Company

Annual Out-of-Pocket Maximum

TreeHouse Foods, Inc. and any of its subsidiaries.

The maximum amount of expenses (including any
deductible) an employee pays in covered health
care expenses in a Plan year. Once the annual
out-of-pocket maximum is met, covered services
are paid at 100% of the negotiated network fee or
usual, customary and reasonable charges, as
applicable, for the remainder of the Plan year.
Certain expenses are not included in determining

Non-union Employee (exclusions apply)

Conversion Rights
The right to convert group life insurance coverage
to an individual life insurance policy without
satisfying any evidence of insurance requirements
when group life insurance ends. Conversion rights
may be limited under certain circumstances. See
“Insurance Conversion or Continuation Rights” in

90

2017

Glossary
the Participation chapter of this Handbook for more
details.

Dual Coverage
Enrollment as an employee as well as a dependent
of an eligible employee. Dual coverage is not
permitted.

Coordination of Benefits or COB
If an employee or covered dependent participates
in more than one health care plan, the plans
determine which coverage pays first.

Eligible Employee
An employee who satisfies the requirements to be
eligible to elect coverage under the programs
described in this Handbook.

Coverage Option
An option available under a health care program.
Under a coverage option, a premium and select
level of coverage may be offered.

Elimination Period
For purposes of the disability programs, a period of
continuous disability that must be satisfied before
an employee can begin to receive benefits under
the applicable disability program.

Covered Dependent
An eligible dependent whom an eligible employee
has enrolled in medical, dental, vision, dependent
life and/or accident coverage.

Employee Assistance Program (EAP)
Counseling and referral services to help you and
your eligible dependents with everyday life
challenges that may affect health, family life, and
productivity and happiness at work, provided by the
Company at no additional cost.

Dependent
An individual who qualifies as a dependent of an
eligible employee for coverage under a benefit
program described in this Handbook, and includes,
the employee’s spouse and dependent children.
Individuals who are otherwise “dependents” shall
not be eligible for coverage under a benefit
program if they serve in the military of any country
or reside outside of the United States or Canada.

ERISA
The Employee Retirement Income Security Act of
1974, as amended, which establishes certain rights
and protections for participants.

Dependent Care FSA

Evidence of Insurability (EOI)

A flexible spending account to which an eligible
employee can elect to make contributions, on a
pre-tax basis, that are later used to help pay for
eligible dependent care expenses incurred while
the employee and his or her spouse, if any, are at
work.

A statement of the employee’s or dependent’s
medical history which is used to determine whether
the employee or dependent is approved for
coverage. Evidence of Insurability is provided at
the employee’s expense, and may be required for
long-term disability coverage, supplemental life
insurance coverage and/or dependent life
insurance coverage.

Doctor
For purposes of the disability programs, a doctor is
a person who is performing tasks that are within
the limits of his or her medical license; and is
licensed to practice medicine and prescribe and
administer drugs or to perform surgery; or has a
doctoral degree in Psychology (Ph.D or Psy.D)
whose primary practice is treating patients; or is a
legally qualified medical practitioner according to
the laws and regulations of the governing
jurisdiction. The term doctor does not include any
relative of the employee, including but not limited to
the employee’s spouse, child, brother, or sister.
Parents of the employee or the employee’s spouse
are also not recognized as doctors for purposes of
this definition.

Non-union Employee (exclusions apply)

Explanation of Benefits (EOB)
A printed statement addressed to the employee or
provider that itemizes services performed and
benefit information related to those services,
including how much, if any, of the claim is paid for
under the health program.

FMLA
The Family and Medical Leave Act of 1993.
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the employee, files a separate federal income tax
return, maintains a separate residence during the
last six months and does not furnish more than
one-half of the cost of maintaining the principal
residence of the individual for whom expenses are
eligible for reimbursement under the Dependent
Care FSA.

Fraud
Knowingly making, or causing or permitting to be
made, false statements in order for you or another
person to obtain services or payment to which you
or the other person are not entitled. Fraud includes
any act that constitutes fraud under applicable
federal or state law.

Long-Term Disability Coverage(LTD)

Fully-Insured Plan

Coverage to provide income protection in the event
of a qualified long-term disability.

A plan under which an insurance carrier insures
the benefits and pays the covered benefits. The
Company pays premiums to the insurance carrier
for benefit coverages from its own funds as well as
employee payroll deductions. In addition, an
insurance carrier provides administrative services
and makes decisions regarding benefits.

Negotiated Network Fee
The fee for covered services negotiated between
the Plan and a network provider.

Network

Health Care FSA

A group of U.S. hospitals, physicians, specialists,
ancillary providers, etc., that meet specific criteria
and that agree to provide services at negotiated
rates to participants covered by the medical plan
and/or the dental options.

A flexible spending account to which an eligible
employee can elect to make contributions, on a
pre-tax basis, that are later used to help pay for
eligible health care expenses that the employee
and his or her eligible dependents incur.

Network Provider

Health Insurance Portability and
Accountability Act (HIPAA)

A provider who has contracted with a company
selected organization to provide appropriate
medical or dental care at a negotiated network fee.
A higher level of benefits is paid when care is
received from a network provider.

The Health Insurance Portability and Accountability
Act of 1996 requires employers to provide
certificates of creditable coverage to minimize preexisting exclusions imposed by employers under
group health plans, and provides employees with
special enrollment opportunities for medical
coverage.

Newborns’ and Mothers’ Health
Protection Act
The Newborns’ and Mothers’ Health Protection Act
requires medical plans to provide a minimum
hospital stay for the mother and newborn child of
48 hours after a normal, vaginal delivery and
96 hours after a cesarean section unless the
attending physician, in consultation with the
mother, determines a shorter hospital length of
stay is adequate.

Leave of Absence
A period of Company-approved absence from
service that is not treated as a termination of
employment in accordance with the Company’s
employment policies, including an absence under
FMLA or to perform military service protected
under the Uniformed Services Employment and
Reemployment Rights Act of 1994.

Out-of-Pocket Limit

Legal Spouse

See Annual Out-of-Pocket Maximum.

The individual to whom an employee is legally
married, including by reason of the common law
statutes in the state of the Participant’s principal
residence. A spouse does not include an
individual legally separated from the employee
under a decree of divorce or separate maintenance
nor does it include, for purposes of the Dependent
Care FSA, an individual who, although married to

Plan

Non-union Employee (exclusions apply)

The TreeHouse Foods, Inc. Health and Welfare
Benefits Plan.

Plan Administrator
The Benefits Committee or other entity or individual
designated from time to time by the Board of
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Directors of the Company to supervise the
administration of the Plan. The Plan Administrator
is the “named fiduciary” of the Plan, within the
meaning of ERISA Section 402(a). The Plan
Administrator may delegate to other persons its
responsibilities for performing certain of its duties.

Qualifying Event
An event that, following a loss of health care
coverage, triggers an employer’s COBRA
obligation. Or, a life event which allows an
employee to change benefit elections.

Self-Insured Program

Plan Sponsor

A program under which covered benefits covered
benefits are paid from the Company’s general
assets, as claims are made. However, the
Company has administrative services contracts
with third-party administrators to decide on and
process claims.

TreeHouse Foods, Inc. which has adopted the Plan
and offers the various benefit programs described
in this Handbook to eligible employees.

Plan Year
The calendar year.

Urgent Care
Portability Rights

Medically necessary care received at an urgent or
immediate care center to prevent serious
deterioration of a covered individual’s health
resulting from an unforeseen illness or injury
manifesting itself by acute symptoms of sufficient
severity, which may include severe pain.

The right to continue supplemental life insurance
coverage by paying premiums directly to the
insurance company instead of exercising the
conversion rights. Evidence of insurability is
generally required. See “Insurance Conversion or
Continuation Rights” in the Participation chapter of
this Handbook for more details.

Urgent Care Claim
A medical, dental, vision or prescription drug
benefit claim where applying the non-urgent care
time frames (i) could seriously jeopardize the
claimant’s health or ability to regain maximum
function, or (ii) in the opinion of a physician with
knowledge of the claimant’s medical condition,
would subject the claimant to severe pain without
the care or the treatment that is the subject of the
claim.

Post-Service Claim
A medical, dental, vision or prescription drug
benefit claim that is not a pre-service claim, urgent
care claim or concurrent care claim. For example,
a claim for reimbursement after medical care is
received.

Preferred Provider Organization (PPO)
A program coverage option that pays a higher level
of benefits when care is received from a network
provider. Services received from a non-network
provider may also be covered, but at a lower level
of benefit.

Usual, Customary and Reasonable
Charge (UCR)
The reasonable charge for a specific service or
supply as determined by the Plan Administrator by
comparing the non-network provider’s charge to
the fees charged by other providers in the same
geographic area. Amounts above the usual,
customary and reasonable charge are the
responsibility of the covered individual.

Pre-Service Claim
A medical, dental, vision or prescription drug
benefit claim that requires approval before the
covered individual can receive coverage (in whole
or in part) for the medical care.

Visually Necessary
For purposes of VSP, services and materials
medically or visually necessary to restore or
maintain a patient’s visual acuity and health and for
which there is no less expensive professionally
acceptable alternative, as determined by VSP.

Qualified Medical Child Support Order
(QMCSO)
A medical child support order, approved by the
Plan Administrator, that provides for health care
coverage and allocation of responsibility for the
payment of costs for health care coverage for a
child of an employee.

Non-union Employee (exclusions apply)
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WOMEN’S HEALTH AND CANCER RIGHTS ACT NOTICE
As a participant of the Plan, if you have had or are going to have a mastectomy, you may be
entitled to certain benefits under the Women’s Health and Cancer Rights Act of 1998 (WHCRA).
For individuals receiving mastectomy-related benefits, coverage will be provided in a manner
determined in consultation with the attending physician and the patient, for:

•
•

all stages of reconstruction of the breast on which the mastectomy was performed;
surgery and reconstruction of the other breast to produce a symmetrical
appearance;

•

prostheses; and

•

treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to
other medical and surgical benefits provided under the Plan. Please see your medical program
booklet for deductibles. If you would like more information on WHCRA benefits, please contact
your local Human Resources representative.
NEWBORN AND MOTHERS HEALTH PROTECTION ACT NOTICE
Under Federal law, the Plan generally may not restrict benefits for any hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following a
vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law
generally does not prohibit the mother’s or newborn’s attending provider, after consulting with
the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, the Plan may not, under Federal law, require that a provider obtain
authorization from the Plan, or an insurance issuer if applicable, for prescribing a length of stay
not in excess of 48 hours (or 96 hours).

HIPAA PRIVACY NOTICE
This Notice applies to employees, former employees and dependents who participate in the
Plan.
The Plan complies with the privacy rules of the Health Insurance Portability and Accountability
Act of 1996 (“HIPAA”), which provides safeguards on your protected health information
maintained by the Health Plans. These rules are described in the Notice of Privacy Practices
that was previously sent to you. If you would like another copy of the Plan’s Notice of Privacy
Practices, please contact Tiffany Hilker, the Privacy Officer of the TreeHouse Foods Group
Health Plans at (708) 409-5337.

Non-union Employee (exclusions apply)
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MEDICARE PART D CERTIFICATE OF CREDITABLE COVERAGE
Important Notice from TreeHouse Foods, Inc. About Your Prescription Drug Coverage and
Medicare
Please read this notice carefully and keep it with this SPD. This notice has information about
your current prescription drug coverage with TreeHouse Foods, Inc. 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.

TreeHouse Foods, Inc. has determined that the prescription drug coverage offered by
the TreeHouse Foods, Inc. Health and Welfare Benefits Plan 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 through 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 current coverage will not be affected. See your
HR representative for more specific information on the prescription drug coverage offered
through the TreeHouse Foods, Inc. Health Benefits Plan. If you do decide to join a Medicare
drug plan and drop your current coverage, be aware that you and your dependents will be able
to get this coverage back.

Non-union Employee (exclusions apply)
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When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
You should also know that if you drop or lose your current coverage with the Plan 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 the person listed below for further information. 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 Plan changes. You also may request a copy of this notice at any time.
For More Information About Your Options Under Medicare Prescription Drug Coverage…
More detailed information about Medicare plans that offer prescription drug coverage is in the
“Medicare & You” handbook. You’ll get a copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare drug plans.
For more information about Medicare prescription drug coverage:


Visit www.medicare.gov



Call your State Health Insurance Assistance Program (see the inside back cover of your
copy of the “Medicare & You” handbook for their telephone number) for personalized help



Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug
coverage is available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).
Remember: Keep this Creditable Coverage notice. If you decide to join one of the
Medicare drug plans, you may be required to provide a copy of this notice when you join
to show whether or not you have maintained creditable coverage and, therefore, whether
or not you are required to pay a higher premium (a penalty).
MEDICAID AND THE CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP) OFFER FREE
OR LOW-COST HEALTH COVERAGE TO CHILDREN AND FAMILIES
If you are eligible for health coverage under the Plan, but are unable to afford the premiums,
some States have premium assistance programs that can help pay for coverage. These States
use funds from their Medicaid or CHIP programs to help people who are eligible for employersponsored health coverage, but need assistance in paying their health premiums.

Non-union Employee (exclusions apply)
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If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed
below, you can contact your State Medicaid or CHIP office to find out if premium assistance is
available.
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or
any of your dependents might be eligible for either of these programs, you can contact your
State Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out
how to apply. If you qualify, you can ask the State if it has a program that might help you pay
the premiums for an employer-sponsored plan.
Once it is determined that you or your dependents are eligible for premium assistance under
Medicaid or CHIP, the Plan is required to permit you and your dependents to enroll in the Plan–
as long as you and your dependents are eligible, but not already enrolled in the Plan. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of
being determined eligible for premium assistance.

If you live in one of the following States, you may be eligible for assistance paying your
employer health plan premiums. The following list of States is current as of July 31,
2016. You should contact your State for further information on eligibility –

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

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

ALASKA – Medicaid

GEORGIA – Medicaid

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

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

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

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

COLORADO – Medicaid
Medicaid Website: http://www.colorado.gov/hcpf
Medicaid Customer Contact Center: 1-800-221-3943

IOWA – Medicaid
Website: http://www.dhs.state.ia.us/hipp/
Phone: 1-888-346-9562

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

NEW HAMPSHIRE – Medicaid
Website:
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone: 603-271-5218

KENTUCKY – Medicaid
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Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570

Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

LOUISIANA – Medicaid

NEW YORK – Medicaid

Website:
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
Phone: 1-888-695-2447

Website:
http://www.nyhealth.gov/health_care/medicaid/
Phone: 1-800-541-2831

MAINE – Medicaid

NORTH CAROLINA – Medicaid

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

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

MASSACHUSETTS – Medicaid and CHIP

NORTH DAKOTA – Medicaid

Website: http://www.mass.gov/MassHealth
Phone: 1-800-462-1120

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

MINNESOTA – Medicaid

OKLAHOMA – Medicaid and CHIP

Website: http://mn.gov/dhs/ma/
Phone: 1-800-657-3739

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

MISSOURI – Medicaid

OREGON – Medicaid

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

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

MONTANA – Medicaid

PENNSYLVANIA – Medicaid

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

Website: http://www.dhs.pa.gov/hipp
Phone: 1-800-692-7462

NEBRASKA – Medicaid
Website:
http://dhhs.ne.gov/Children_Family_Services/AccessNe
braska/Pages/accessnebraska_index.aspx
Phone: 1-855-632-7633

RHODE ISLAND – Medicaid
Website: http://www.eohhs.ri.gov/
Phone: 401-462-5300

NEVADA – Medicaid
Medicaid Website: http://dwss.nv.gov/
Medicaid Phone: 1-800-992-0900

SOUTH CAROLINA – Medicaid
Website: http://www.scdhhs.gov
Phone: 1-888-549-0820

WASHINGTON – Medicaid

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

Website: http://www.hca.wa.gov/free-or-low-costhealth-care/program-administration/premiumpayment-program
Phone: 1-800-562-3022 ext. 15473

TEXAS – Medicaid

WEST VIRGINIA – Medicaid

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

Website:
http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/
Pages/default.aspx
Phone: 1-877-598-5820, HMS Third Party Liability

UTAH – Medicaid and CHIP

WISCONSIN – Medicaid and CHIP

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

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

WYOMING – Medicaid

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

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

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

To see if any more States have added a premium assistance program since July 31, 2016, or
for more information on special enrollment rights, you can contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/ebsa
1-866-444-EBSA (3272)
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U.S. Department of Health & Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
http:///1-877-267-2323, Ext. 61565
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