
BOARD OF PUBLIC WORKS AND SAFETY 

RESOLUTION NO. 17-02 

A RESOLUTION OF THE BOARD OF PUBLIC WORKS AND SAFETY OF THE CITY 
OF GREENWOOD AMENDING EMPLOYEE HEAL TH INSURANCE BENEFIT PLAN 

WHEREAS, the Board of Public Works and Safety of the City of Greenwood, Indiana 
(the "Board") adopted Resolution 15-03 approving an Employee Health Insurance Benefit Plan; 

WHEREAS, the Employee Health Benefits Plan was amended by Resolution 15-15 with 
respect to retiree coverage; 

WHEREAS, Indiana state law and Greenwood Municipal Code §2-82 provides certain 
qualifications that retirees and retirees' spouses must meet in order to participate in the City's 
group health insurance program and in order to be eligible for a 50% premium contribution from 
the City; and 

WHEREAS, the health insurance benefit plan must be amended to conform to the 
Municipal Code and Indiana state law. 

NOW THEREFORE, BE IT RESOLVED BY THE BOARD OF PUBLIC WORKS 
AND SAFETY OF THE CITY OF GREENWOOD, INDIANA THAT: 

1. The City's Employee Health Benefits Plan approved in the form attached as 
Exhibit A to Resolution 15-03, as amended by Resolution 15-05, is hereby amended by deleting 
the section entitled "Coverage of Retirees" to be replaced with language to read: 

Coverage of Retirees: Coverage shall be provided to retirees and their spouse in accordance 
with Greenwood Municipal Code §2-82 and Indiana state law. 

Eligibility for Coverage 

Eligibility for health insurance coverage for retirees and their spouses shall be determined in 
accordance with Ind. Code § 5-10-8-2.6 for non-public safety employees and Ind. Code § 5-10-
8-2.2 for public safety employees. 

Eligibility for 50% Premium Benefit 

Eligibility for the 50% premium benefit for health insurance for retirees and their spouses shall 
be determined in accordance with Greenwood Municipal Code 2-82. 

PASSED BY THE BOARD OF PUBLIC WORKS AND SAFETY OF GREENWOOD, 
INDIANA this '3-tl.. day of February, 2017, by a vote of ___3___ ayes, __!Z_ nays. 

BOARD O~KS AND SAFETY 

~ 
Kevin Hoover 

Amanda Leach, Board Clerk 
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BOARD OF PUBLIC WORKS AND SAFETY 

RESOLUTION NO. 15-03 

A RESOLUTION OF THE BOARD OF PUBLIC WORKS AND SAFETY OF THE CITY 
OF GREENWOOD ADOPTING EMPLOYEE HEAL TH INSURANCE BENEFIT PLAN 

AND RELATED CONTRACTS FOR THE 2015-2016 POLICY YEAR 

WHEREAS, the Board of Public Works and Safety of the City of Greenwood, Indiana 
(the "Board") recognizes that health insurance is an important benefit to the City's employees; 

WHEREAS, health insurance represents a significant expenditure to the City's budget; 

WHEREAS, the City's health insurance plan is renewed annual on April 1; and 

WHEREAS, certain revisions and amendments are necessary to the City's Employee 
Health Insurance Benefit Plan due to changes in federal laws and regulations, market conditions, 

and budgetary reasons. 

NOW THEREFORE, BE IT RESOLVED BY THE BOARD OF PUBLIC WORKS 
AND SAFETY OF THE CITY OF GREENWOOD, INDIANA THAT: 

1. Pierre Fox of Regions Insurance, Inc. shall serve as broker of record for the City 

for its health insurance benefit plan for the 2015-2016 policy year. The Board authorizes and 
delegates authority to the Mayor to sign all documents and contracts necessary to effectuate said 
relationship subject to approval of form by the City's Legal Department. 

2. HCC Life Insurance Company shall serve as the medical stop loss provider for the 
City for its health insurance benefit plan for the 2015-2016 policy year. The Board authorizes 
and delegates authority to the Mayor to sign all documents and contracts necessary to effectuate 
said relationship subject to approval of form by the City's Legal Department. 

3. Advantage Care Solutions, Inc. shall serve as the third party administrator for the 
City for its health insurance benefit plan for the 20 I 5-20 I 6 policy year. The Board authorizes 
and delegates authority to the Mayor to sign all documents and contracts necessary to effectuate 

said relationship subject to approval of form by the City's Legal Department. 

4. Premiums for the 2015-2016 policy year shall be established as follows: 

Category Monthly Rate 

Single $68.50 

Employee plus Spouse/Employee plus $128.00 
Children 

Family $159.00 

Additionally, a $20 monthly surcharge shall be applied to Employee plus Spouse accounts and 
Family accounts where the employee's spouse is employed full time at an employer who offers 
health insurance benefits. 

5. The City's Employee Health Benefits Plan is hereby approved m the form 
attached hereto as Exhibit A. 
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6. Delta Dental of lndiana shall serve as the provider for the City for its dental 
insurance benefit plan for the 201 S-2016 policy year. 11le Board authorizes and delegates 
authority to tlie Mayor to sign all documents and contracts neces~ary to effectuate said 
relationship subject to approval of form by the City's legal Depa.itmer.it. 

PASSED BY THE BOARD OF PUBLIC WORKS AND SAFETY OF GREEN\VOOD, 
fNDIANA this /./,+£-- day of March, 2015, by a vote of _J_ ayes, _Q_ nays. 

ATTEST: 

~%0>-~J.c.. :olil\cb 
Amanda Leach, Board Clerk 

BPWS Res. J S-03 
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REGIONS 
INSURANCE. INC . 

ADVISOR AGREEMENT 

This Advisor Agreer.neat {'"Agreement"} is entered into as of 411/2015 by and berween 
City of Greenwood and all of ics subsiclin.ries and related entities enroUed L.hrough the employee 
benefit programs and having a place of business at 300 S. Madison Ave, Greenwood. IN and 
Regions Insurance. lnc .. having its principal place of business in Binningham. Alabama with an 
agency locn1ion al 630 3rd Ave SW, Su.ice 200, Carmel, IN 46032 ("Advisor"). 

WI-I EREAS, CLieoc wishes co obtain tbe services and assistance or Advisor wicb strategic 
benefit planning. benefit design, data analysis. optimal fonding. management and communication 
with respect to its employee benefit programs; 

WHEREAS, Advisor has knowledge and experience in assisting employers wi1b 
designing. managing. analyzing and communica1ing employee bencfir plaos; and 

WHEREAS, Client and Advisor desire to set forth in this Agreement their respective 
expectations relaling to r.he services to be provided by Advisor to Clienr. 

NOW, TH EREFOR.E, for good aod valuable consideration, the receipt and sufficiency of 
which is hereby muruaJly acknowledged., the parties hereby agree as set forth in this Agreement. 

1. Services. Advisor will provide Clieni services for Client's core employee benefil 
programs which includes group medical. group prescription drugs, group Ii fe & disability 
benefits, dental, vision, and non-core programs which includes employee paid voluntary benefits 
programs. 

a. Strategic Bene.fit Planning. Advisor will provide assistance in developing 
overall employee benefit program benchmarks and targets 10 ensure Urnt the employee benefit 
programs meet the objectives of Client 

b. Benefit Desiga. Advisor will help to ensure that benefit designs arc 
consistent with the strategic benchmarks and targets set fortJ1 in the strategic benefit planning 
process. 

c. Administration. Advisor will review and assess vendor pedo1mance and 
conduct claims reviews with Client. 

d. Fuodjng. Advisor will review and recommend funding alternatives, 
including reviewing fee proposals and monitoring employee benefit program coses against 
expect at ions. 
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e. Employee Communications. Advisor will assist Client in drafting 
employee communications regarding employee benefit programs perfonnance and changes. 

f. Compliance Tools & Legislative lnfon11ation. Advisor will provide 
infonnational materials on legislative developments impacting employee benefit plans, including 
access to online reference tools on topics such as FMLA, COBRA, HIPAA, HlPAA Privacy, 
FLSA> and other topics for Client's review. 

g. Meetings with Client and Vendors. Advisor will attend and facilitate 
meetings with Client and vendors as needed to facilitate program management and planning 
employee benefit program changes. 

h. Other Services Not Included. Actuarial services from third paities, on-line 
enrollment services specifically required by Client, legal advice, and deferred compensation 
plans are not offered nor included as pat1 of the services provided by Advisor to CHent. 

i. Outline of Services. The services to be provided Client are further 
des~ribed on Exhibit A to this Agreement. 

2. Authorization. Client authorizes Advisor to act as an Insurance producer on its 
behalf and to represent and assist Client in all discussions with Insurers and/or intermediaries. 

3. Approval. Upon request of Client, Advisor, acting as an insurance producer, will 
place the selected insurance coverages for Client. Client has the right to approve of, and Advisor 
will obtain Client's approval prior to, the placement of any insurance coverage by Advisor acting 
as an insurance producer with a specific insurance company or other risk bearing entity 
("Insurer") or the utilization of any intennediaries. Client is not required to use Advisor to place 
any specific insw-ance coverage during the tenn of this Agreement. 

4. Compensation. Client shall pay Advisor a fee of $1,666 payable in equal monthly 
installmenrs except as otherwise provided in this Agreement. 

5. Term. This Agreement will commence on 411/2015 and end on 3/31/2015 
regardless of the policy period of any insurance coverage (1'lnitial Term"). After the Initial 
Tenn, this Agreement will remain in effect until terminated as provided for in this Agreement. 

6. Te1mination. This Agreement may be terminated by either party for any reason 
upon sixty (60) days wtitten notice to the other party. 

7. Commissions Received for the Sale of Insurance. Upon the receipt of a request 
by Client, Advisor acting as an insurance producer will attempt to place the requested core 
program insurance coverage without commissions being included in the premium. However, this 
may not be possible and Advisor may receive compensation from insurance companies, or their 
affiliates, in the fom1 of corrunissions for the sale of insurance. Commissions are typically 
calculated as a percentage of the premium paid to the insurance company. Some insurance 
companies offer additional compensation based on incentive or contingent criteria such as the 
amount of the total premiwn collected by an insurance company, underwriting profitability, or 
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ocher factors. The total amount of compensation that may be received from an insurance 
company is not generally known until the completion of the underwriting year. 

8. Non-Core Programs. Since commissions are typically included in employee paid 
voluntary benefits, Advisor may receive commissions from an Insurer. 

9. Client Tnfonnation. Advisor will limit the use of any and all information it 
receives from the Client, Client's empJoyee, and/or pJan sponsor relating to the Client's 
employees and will execute a Business Associate Agreement in the form altached hereto as 
Exhibit B. 

I 0. Records. Advisor will retain its records in accordance with the Regions Document 
Retention and DestJuction policy. Unless otherwise required by law, records will not be retained 
for more than seven (7) years and noncritical documents may be destroyed earlier in accordance 
with Advisor's nom1al course of business practice. Client must maintain such documents or other 
infonnation delivered by Advisor or an Insurer which Client deems to be c1itical business 
records. 

11. Designated Professionals. Advisor will designate appropriate professionals to 
assist Client according to the needs of Client and according to the disciplines required to 
complete the appointed task in a professional manner. Advisor retains the right to substirute 
personnel with reasonable cause. Advisor agrees to replace designated professionals as 
reasonably requested by Client. 

12. Client Responsibilities. Client will make available such (easonable infonnation 
as requested by Advisor that is necessary for Advisor to provide its services recognizing that the 
Client has limited resow·ces. The requested infon11ation will be made available to Advisor as 
promptly as possible. Each pat1y will endeavor to make judicious use of the other party'8 time. 
Client will meet regularly with Advisor for the pu1poses of completing certain mutually agreed 
upon tasks. Client agrees to notify Advisor as soon as possible, but at least thirty (30) days prior 
lo the effective date, of any proposed amendments to the employee benefit plans if the 
amendments would affect Advisor in the performance of its obligations under this Agreement. 

13. fndependent. Advisor does not speak for any Insurer, is not bound to utilize any 
particular Insurer, and does not have the authority to make binding commitments on behalf of 
any Insurer. 

14. Fiduciary Responsibilitv. Client acknowledges that: (a) Advisor will have no 
discretionary authority or discretionary control respecting the management of any of the 
employee benefit plans; (b) Advisor will exercise no autho1ity or control with respect to 
management or disposition of the assets of Client's employee benefit plans; and (c) Advisor will 
perform services pursuant to this Agreement in a non-fiduciary capacity. While the Advisor is 
not a fiduciary, Advisor will perfonn its services in good faith under this Agreement. 
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15. Miscellaneous. This Agreement sets fo11h the entire understandings and 
agreements between the parties. Any ptior understandings or agreements relating to the subject 
matter of this Agreement are terminated. All advisory services are deemed to have been 
perfo1med in the Advisor's agency location. The state law of the agency location governs the 
construction, interpretation, and effectiveness of this Agreement without regard to its conflict of 
laws provision. Any amendment to this Agreement must be in writing and signed by the parties. 
Course of dealings between the pai1ies may not alter the provisions of th.is Agreement. This 
Agreement may be executed in counterpa11s and each such document will deemed to be an 
original. This Agreement may be executed by the parties and submitted electronically to the 
other pa11y with the signature of each pa11y binding on each party to the fullest extent allowed by 
applicable law. 

IN WITNESS WHEREOF, the parties have executed this Agreement by and tlu·ough 
their respective duly authorized officers or agents as of the date set forth hereinabove. 

Regi<m Insurance, Inc. 

By: 

Print Name: 

Title: 

Date: Z 
/7 

/ CITY OF GREENWOOD, by and through its 
Board of Public Works & Safecy, 

:.:nt~~~~:?Q' l 
Title: fVla 70 c 

Date: (V)<tr oL I {,p / 0}0/5 
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I 5. Miscelh1neous. This Agreement sets forth the entire understandings and 
agreements between the parties. Any prior understandings or 11greements relating to the subject 
n:uiucr of lhis Agrecmc;nt are terminated. All advisory services are deemed to have been 
.1>erfo1med in the Advisor's agency location. The state law of the agency location governs the 
construction,. interpretation, and ctl'cct·iveness of this Agreement without regard to its conffict of 
laws provision. Any amendment to this Agreement must be in writing and signed by the parties. 
Course of dealings between the parties may not alter the provisions of this Agreement. TI1is 
Agreement m11y be executed in countc1ports and each such document will deemed tc.> be an 
original. This Agreement may he ex.ecuted by the parties and submitted electronically to the 
other party with the signature of each parly binding on each party to the fullest extent allowed by 
applicable lilw. 

IN WITNESS WHEREOF, the pa11ies have executed this Agreement by and through 
their respective duly authorized officers or agents as of the date set forth hcrcim1bove. 

::g;on~ 

Print Name: Jl>u ?LJ!f.{e-:fcr 
Title: 1)£ ~PH.5 ~M'Vl<.. 

Date: -·r/ i2/) { S: 

By: 

Print Name: 

Title: 
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ADVISOR AGREEMENT 

Exhibit A 

Strategic Planning Data Analysis Recommendation and Management Performance 
Implementation Measurement 

Define employee Conduct plan design Recommend customized Create value Prepare 
benefit objectives review and benefit solutions that also statement for stewardship repo11 
with focus on integration into provide for strategic employee 
immediate insurance program enhancements. communication 
opportunities options and education 
Define strategy to Conduct core Conduct vendor Conduct network Evaluate year-
integrate future program claims and relationship negotiations utilization analysis over-year 
enhancements to analyze data and assistance with performance 
manage trend and management of services 
promote employee provided by vendor 
health and 
productivity 
Assess health care Project impact of Develop employee Engage in plan 
refonu impact plan design changes communication strategy uti I ization review 

' 
Plan for health care Assist in program 
reform implementation 
implementation 

Develop employee 
education and 
conununication plans 

Page 5of16 



Exhibit B 

BUSINESS ASSOCIATE AGREEMENT 

The City of Greenwood Group Health Plan ("Payor") and Regions Insurance, Inc 
("Business Associate") Qointly "the Parties") enter into this agreement to comply with the 
requirements of 45 C.F.R. Pa11s 160, 162, and l 64 for the Administrative Simplification 
provisions of Title II, Subtitle F of the Health Insurance Portability and Accountability Act of 
I 996 (''HIPAA"), the Health Information Technology for Economic and Clinical Health Act, as 
incorporated in the American Recovery and Reinvestment Act or 2009 ("HlTECH'') applicable 
to business associates, and the final modifications to the HrP AA Privacy, Security, Enforcement, 
and Breach Notification Rules as issued on January 25, 2013 and effective March 26, 2013 (75 
Fed. Reg. 5566 (Jan. 25, 2013)) ("the Final Regulations''). HIP AA, HITECH, and the Final 
Regulations are collectively referred to in this Agreemenr as " HlPAA Requirements.' ' 

Payor and Business Assocjate agree to incorporate into this Agreement any regulations 
issued by the U.S. Department of Health and Human Services ("DHHS") with respect to the 
HIP AA Requirements that relate to the obligations of business associates and that are required to 
be (or should be) reflected in a business associate agreement. Business Associate recognizes and 
agrees that it js obligated by law to meet the applicable provisions of the HlPAA Requirements 
and that it has direct liability for any violations of the HTP AA Requirements. 

WHEREAS, the Payor has engaged Business Associate to perfonn services or provide 
goods, or borh; 

WHEREAS, Payor possesses PHr (as hereinafter defined) that is protected under the 
HIPAA Requirements and is pennitted to use and disclose such info1mation only in accordance 
with such laws and regulations; 

WHEREAS, Business Associate may receive such informacion from Payor, or create and 
receive such infonnation on behalf of Payor, io order to perform certain of the services or 
provide certain of the goods, or both; and 

WHEREAS, Payor wishes to ensure that Business Associate will appropriately safebruard 
the prjvacy, coofJdentiality, integrjty, and availability of PHT; 

NOW THEREFORE, Payor and Business Associate agree as follows: 

ARTICLE 1 DEFINITIONS 

For pu1poses o[ this Agreement, the following tenns shall have the following prescribed 
meanings. 

"Breach" means the acquisition, access, use, or disclosure of Protected Health Jnfonnation in a 
manner not pennitted under the HIPAA Requirements unless there is a low probability the PHI 
has been compromised based on a risk assessment, as defined in 45 C.F.R. § 164.402. 
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"Business Associate Subcontractor" means an entity or agent that creates, receives, maintains or 
transmits Protected Health Jnfonnation on behalf of Business Associate, as defined in 45 C.F.R. 
§ 160. l 03. 

"Data Aggregation Services" means, with respect to Protected Health Informadon created or 
received by Business Associate, the combining of such Protected Health Information by 
Business Associate with protected health information (as defined in HIP AA) received by 
Business Associate in its capacity as a business associate (as defined in HIPAA) of another 
Covered Entity (as defined in HIPAA), to permit data analyses that relate to the health care 
operations of the respective covered entities, including Payor. 

"Electronic Media" means the mode of electronic transmission and includes the Internet (wide­
open), Extranet (using Internet tecJmology to link a business with infonnation only accessible to 
collaborating parties), leased lines, dial-up lines, private networks, and those transmissions that 
are physically moved from one location to another using magnetic tape, disk, or compact disk 
media. 

"Electronic Protected Health Information" or "ePHI" means Protected Health Tnfonnation that is 
(i) transmitted by Electronic Media, or (ii) maintained in any medium described as Electronic 
Media, as defined in 45 C. F. R. § I 60. 103. 

"HIPAA" means the security and privacy requirements applicable to health care Payor as 
reflected in 42 U.S.C. § 1320d et.seq. and such regulations as may be promulgated thereunder 
from time to time (currently, 45 CFR § 164.102 through 164.534). 

"HITECH" means the Health Information Technology for Economic and Clinical Health Act of 
2009 as reflected in 42 U.S.C. § 1792 1 et. seq. and such regulations as may be promulgated 
thereunder from time to time. 

"Limited Data Set" means Protected Health Information excluding direct identifiers of an 
individual or of relatjves, employers, or household members of the individual, as defined in 45 
C.F.R. § 164.514. 

"Principal Agreement'' means the contract or agreement, whether in wntmg or otherwise, 
between Payor and Business Associate, pursuant to which Business Associate provides services 
to Payor of the type that require the Paities to enter into this Agreement pursuant to HIP AA. 

"Protected Health Information" or "PHI" means individually identifi ab le health information of 
Payor that is (i) transmitted by Electronic Media, (ii) maintained in any medium described as 
Electronic Media, or (ili) transmitted or maintained in any other form or medium, as defined in 
45 C.F.R. § 160.103. "Protected Health tnfonnation" does not include individually identifiable 
health information in: (i} education records covered by the Family Educational Ri ght and Privacy 
Act (20 U.S.C. § J 232g(a)( 4)(B)(iv)), or (ii) records described at 20 U.S.C. § 1232g(a)( 4)(B)(iv). 
The use of "Protected Health lnfo1mation" or "PHI" in thi s Agreement shall mean both 
Electronic PHJ and non-Electronic PHI, unless another meaning is clearly specified. 
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"Secuiity lncident" means the attempted or successful unauthorized access, destrnction, 
disclosure, modification, or use of infonnation or interference with system operations in an 
information system, as defined in 45 C.F.R. § 164.304. 

"Unsecured Protected Health lnfo1mation'' or "Unsecured PHJ" means Protected Health 
Infonnation chat is not rendered unusable, unreadable, or indecipherable to unauthorized 
individuals through the use of a technology or methodology specified by the Secretary of Health 
and Human Services in the b>uidance issued under section 13402('1)(2) of HlTECH, as defined in 
45 C.F.R. § 164.402. 

"Unsuccessfu l Security Incident" means any Security Incident that does not result in 
unauthorized access, destruction, disc losure, modification, or use of Protected Health 
lnforrnation . Ex.aruples include, but are not limited to, pings on Bus iness Associate 's fi rewall, 
port scans, attempts to long onto a system or enter a database with an invalid usem ame or 
password, denial of service attacks not resulting 1n the system being taken off-line, or malware 
such as worms or viruses. 

All other tenns in this agreement shall have the meanings set forth in the app licable div isions 
under the HTPAA Requirements. 

ll. STATUS OF PARTIES 

Business Associate hereby acknowledges and agrees that Payor is a Covered Entity and that 
Business Associate is a Business Associate as that term is defined in HJPAA Requirements of 
the Payor. 

Ill. PERMITTED AND REQUIRED USES AND DISCLOSURES 
OF PROTECTED HEAL TH INFORMATION 

Business Associate shall be permitted and required to create , receive, disclose, maintain, transmit 
or use PHI only as provided in the Principal Agreement and th is Agreement. Business Associate 
shall not use or further disclose PHI in any manner that: (a) would violate the terms o f this 
Agreement; or (b) if done by Payor, would violate HlP AA, except that ( i) Bus iness Associate 
may use and disclose PHI for the proper management and adrninistrntion o f Business Associate 
or to carry out the legal responsibilities of Business Associate, and (i i) Business Associate may 
pr:ovide Data Aggregation Services relating to the health care operations of Payor. Business 
Associate may disclose PHI for the purposes described in item (b)(i) of this Section m only if 
the disclosure is required by law or Business Associate obtains reasonable assurances from the 
person to whom the information is disclosed that it will be held confidentially and used or further 
disclosed only as required by law or for the purpose for which it was disclosed to the person and 
that the person will notify Business Associate of any instance where the confidentiality of the 
PHI has been breached. Business Associate agrees that it shall comply with the requirements of 
the Privacy Rule that apply to Payor in the perfonnance o f canying out one or more of Payor's 
obligations under the Privacy Rule (Subpart E of 45 C.F.R. Part 164). 

Bus iness Associate shall report any use or disclosure of PHJ that is nol provided for in this 
Agreement to Payor, including B reaches of Unsecured PHI as required by 45 C. F. R. § 164.410 
and required by this Agreement in Section VI below. 
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Business Associate shall establish, implement, and maintain appropriate safet,ruards, and comply 
with the Security Standards (Subpart C of 45 C.F.R. Part 164) with respect to ePHl, as necessary 
to prevent any use or disclosure of PHI other than as provided for in this Agreement. 

In conduccing functions and/or activities Wlder this Agreement thar involve the use and/or 
disclosure of PHI, Busienss Associate shall limit the use and/or disclosure of PH I to the 
minimum amount of information necessary as detennined by Payor lo accomplish the intended 
purpose of the use or disclosure, as required by 45 C.F.R. § 164.502(b). 

RESTRICTIONS ON THE USE AND DISCLOSURE 
OF PROTECTED HEALTH INFORMATION 

Notwithstanding anything in the Principal Agreement to the contrary, Business Associate shall: 

1.1 Not use or further disclose PH I other than permitted or required by this Agreement or required by 
law; 

1.2 Business Associate shall not without prior written consent of Payor. disclose any PHI on the 
basis that such disclosure is required by law without notifying Payor so that Payor shall have the 
opportunity to object to the disclosure and to seek appropriate relief. If the Payor objects to the 
disclosure, Business Associate shall refrain from disclosing the PHI until Payor has exhausted all 
alternatives for relief. Business Associate shall require reasonable assurances from persons 
receiving PHI that such persons will provide Payor with similar notice and opponunity to object 
before disclosing PHI on the basis that such disclosure is required by law; 

1.3 If Payor notifies Business Associate that Payor has agreed to be bound by additional restrictions 
on the uses or disclosures of PHI pursuant to HIPAA Requirements, Business Associate shall be 
bound by such additional restrictions and shall not disclose PHI in violation of such additional 
restrictions in accordance with 45 C.F.R. § 164.522; 

1.4 Use appropriate safeguards to prevent use or disclosure of the PHI other than provided for by this 
Agreement and represent and warrant that it complies with each of the Standards and 
Implementation Specifications of 45 CFR §§ 164.308 (Administrative Safeguards). 164.310 
(Physical Safeguards), 164.312 (Technical Safeguards}, 164.314 (Organizational Requirements), 
and 164.31 (Policies and Procedures and Documentation Requirements} with respect to ePHI. 
Implement administrative, physical, and technical safeguards that reasonably and appropriately 
protect the confidentiality, integrity, and availability of the ePHI that it creates, receives, maintains, 
or transmits on behalf of Payor as required by HIPAA; 

1.5 Business Associate shall utilize a Limited Data Set wherever possible in the use, disclosure or 
request of PHI. In the event that a Limited Data Set is not possible, Business Associate agrees to 
use, disclose, or request only the minimum necessary PHI to accomplish the intended purpose of 
the use, disclosure. or request: 

1.6 Report to Payor any use or disclosure of the PHI not provided for by this Agreement. or any 
security incident, of which it becomes aware; 

1.7 Ensure that any agents. including a subcontractor, to whom it provides PHI received from, or 
created or received by Business Associate on behalf of, Payor agrees to the same restrictions 
and conditions that apply to Business Associate with respect to such PHI (and, in the case of 
ePHI. that such agents and subcontractors agree to implement reasonable and appropriate 
safeguards to protect it) provided, however, that Business Associate shall not disclose or provide 
access to PHI to any subcontractor or agent without the prior written consent of th e Payor; 

Page 9of16 



_\..:\ 1-1 

1.8 Make available to Payor (or as directed by Payor, to an individual who is lhe subject of the PHI 
(or their designees)) PHI about that individual to the extent required by, and in accordance with, 
45 C.F.R § 164.524 of the HIPM Requirements. When requested, Business Associate shall 
make such information available in an electronic format: 

1.9 Make available an individual's PHI in a Designated Record Set for amendment by that individual 
and incorporate any amendments to that individual's PHI to the extent required by, and in 
accordance with. 45 C.F.R. § 164.526 of the HIPM Requirements; 

1.10 Make available PHI required to provide an accounting of disclosures of an individual's PHI to the 
extent such accounting is required by, and in accordance with, 45 C.F.R. § 164.528 to Payor or. 
at the direction of Payor, directly to the individual; 

1.11 Make its internal practices, books and records relating to the use and disclosure of PHI received 
from, or created or received by Business Associate on behalf of, Payor available to the Secretary 
of Health and Human SeNices (or its delegate) for purposes of determining Payer's compliance 
with HIPM: and 

1.12 At termination or expiration of this Agreement, if feasible, return or destroy (at Payor's option) all 
PHI received from, or created or received by Business Associate on behalf of, Payor that 
Business Associate still maintains in any form and retain no copies of such PHI or, if such return 
or destruction is not feasible, extend the protections of this Agreement and of the HIPM 
requirements to the PHI and limit further uses and disclosures to those purposes that make the 
return or destruction of the PHI infeasible. 

ARTICLE 2NOTICE 

Business Associate shall immediately report to Payor any unauthorized access, use, disclosure, 
modification, or destruction of PHI not permitted by this Agreement, by applicable law, or permitted in 
writing by Payor upon discovery, whether it is by or at Business Associate or Business Associate 
Subcontractor. Business Associate shall also report any Breach of Unsecured PHI or Non-Compliance 
with the Agreement, any Security Incident, or any Breach consistent with the HIPM Breach Notification 
Regulations known or reasonably believed by Business Associate or Business Associate Subcontractor. 
Notice shall be in writing and provided to Payor immediately. 

Such notice will include, to the extent possible, the identification of each individual whose PHI has been 
or is reasonably believed by Business Associate to have been accessed, acquired. used. or disclosed 
during the Breach. Such notice shall also include the following information: (i) a brief description of what 
happened, including the date of the Breach and the date of the discovery of !he Breach. if known: (ii) a 
description of the types of Unsecured PHI that were involved in the Breach (such as full name, social 
security number, date of birth, home address, account number, diagnosis, disability code, or other types 
of information); (iii) any steps individuals should take to protect themselves from potential harm resulting 
from the Breach; (iv) a brief description of what Business Associate or Business Associate Subcontractor 
is doing to investigate the Breach, to mitigate harm to individuals. and to protect against any further 
breaches; (iv) any other information, including a written report, as Payor might reasonably request; and 
(v) contact procedures for obtaining additional information. 

Business Associate shall assist Payor in performing a risk assessment to determine if there is a low 
probability of compromised PHI and cooperate with Payor in meeting all of Payer's obligations under the 
HIPM Requirements and any other security breach notification law. 

Business Associate agrees to fully cooperate, coordinate with, and assist Payor in gathering 
infoJmation necessary to notify the affected individuals and agrees that it shall be solely 
responsible for all costs and expenses incuned as a result of the Breach, including costs 
associated with mitigation, preparation, and delivery of the notices. In the event that Business 
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Associate creates, receives maintains, or transmits PHI on behalf of other covered entities in 
addition to Payor> Business Associate agrees that it has the capability to identify the covered 
entity to which the breached infonnation relates. 

In the event of any use or disclosure of PHI in violation of th.is Agreement by Business Associate 
or by a third party to which Business Associate disclosed PHI that arises from the acts or 
omissions or Business Associate or its employees, subcontractors, agents, or representatives, and 
that requires notification of govenunental agencies and individuals, Business Associate will 
cooperate fully with Payor and will can-y out the notification requirements subject to Payor's 
prior approval of any written reports, unless Payor elects to cany out the notifications. 

For Unsuccessful Security Incidents, Business Associate shall provide Payor, upon written request, a 
report that identifies the categories of Unsuccessful Security Incidents, indicates whether Business 
Associate believes its or its Business Associate Subcontractor's current security measures are adequate 
given the scope and nature of such attempts, and, if the security measures are not adequate, the 
measures Business Associate or Business Associate Subcontractor will implement to address the 
security inadequacies. 

Business Associate shall have procedures in place to mLt1gate, to the maximum exrent 
practicable, any deleterious effect from any use or disclosure of PHI in violation of this 
Agreement or applicable law. 

Business Associate shall have and apply appropriate sanctions against any employee, 
subcontractor, or agent who uses or discloses PHI in violation of this Agreement or applicable 
law. 

ARTICLE 308LIGATIONS OF BUSINESS AS SOCIA TE SUBCONTRACTORS 

Business Associate agrees to enter into a written agreement with all Business Associate 
Subcontractors, as required by the HIP AA Requirements. The Business Associate Subcontractor 
Agreement will (i) require them to comply with the Ptivacy and Security Rule provisions of this 
Agreement in the same manner as required of Business Associate and (ii) notifies such Business 
Associate Subcontractors that they will incur liability under HIP AA Requirements for non­
compliance with such provisions. Business Associate shall ensure that all Business Associate 
Subcontractors agree in writing to the same privacy and secu1ity rest1ictions, conditions, and 
requirements that apply to Business Associate with respect to PHI. 

ARTICLE 4BUSINESS ASSOCIATE COMPLIANCE WITH HIPAA 

Business Associate represents and warrants that effective February 17, 20 I 0, it shaH be in 
compliance with HIP AA. including, but not limited to 45 CFR § 164.308, 45 CFR § 164.310, 45 
CFR § 164.312, 45 CFR § 164.316 and 45 CFR § 504(e). 

ARTICLE 5SECURJTY STANDARDS 

In order to preserve the integrity, confidentiality, and availability of , and to prevent non­
permitted use or disclosure of ePHI created or received for or from Payor, Business Associate 
agrees to develop, document, implement, maintain, and use appropriate Administrative, 
Technical, and Physical Safeguards. At a minimum these standards shall meet the requirements 
of the HIP A/\ Security Standards applicable to Business Associate. 
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To comply with HlPAA Security Standards, Business Associate agrees that it shall: 

5.1 Develop and implement Adminislrative, Technical, and Physical Safeguards as required by the 
HIPAA Securily Standards that reasonably protect the confidentiality, integrity and availability of 
ePHI that Business Associate creates, receives, maintains, or transmits on behalf of Payor. 
Policies and procedures that meet the documentation standards of the HIPAA Requirements shall 
also be developed and implemented; 

5.2 Ensure that any Business Associate Subcontractor agrees to implement reasonable safeguards 
to protect ePHI; 

5.3 Report any unauthorized access, use, disclosure, modification, or destruction of PHI or ePHI not 
permilted by this Agreement. applicable law, or permitted by Payor in writing of which Business 
Associate becomes aware to Payor in accordance with the reporting requirements: 

5.4 For Unsuccessful Security Incidents, aggregale the data and. upon written request by Payor, 
report to Payor in accordance with the reporting requirements: 

5.5 Take all practical and reasonable steps to mitigate any harmful effects known to Business 
Associate resulting from any unauthorized access, use, disclosure, modification, or destruction of 
PHI; 

5.6 If Payor determines Business Associate has violated a material term of the Agreement 
concerning Business Associate's security obligations and Business Associate is unable to cure, 
permit termination of the Agreement; and 

5. 7 Provide Payor. upon request, with access to and copies of documentation regarding Business 
Associate's safeguards for PHI. 

ARTICLE 6PAYMENT OF BREACH EXPENSES 

Business Associate shall reimburse Payor for all reasonable costs and expenses incurred by 
Payor to satisfy Payor' s obligation under HITECH and the regulations promulgated thereunder to 
notify individuals and other entities in the event of a Breach of Unsecured PHI by Business 
Associate or any subcontractor, agent, employee, director, member, or other representative of 
Business Associate. Payor will submit an invoice to Business Associate detailing the costs and 
expenses incun·ed by Payor and Business Associate shall make full payment to Payor within ten 
( 10) business days of receipt of the invoice. 

ARTICLE 70BLIGA TIONS OF PAYOR 

Payor shall notify Business Associate of any litnitation(s) in Payor's notice of privacy practices 
in accordance with 45 CFR § 164.520, to the extent that such limitation may affect Business 
Associate's use or disclosure of PHI. 

Payor shall notify Business Associate of any changes in, or revocation of, pennission by an 
individual to use or disclose PHI, to the extent chat such changes may affect Business Associate's 
use or disclosure of PHI. 

Payor shall notify Business Associate of any restriction to the use or disclosure of PHI that Payor 
has agreed to in accordance with 45 CFR § I 64.522, co che extent that such restriction may affect 
Business Associate 's use or disclosure of PHI. 
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Payor shall not request Business Associate to use or disclose PHI in any manner that would no1 
be permissible under HlPAA Requirements if done by Payor. Notwithstanding the foregoing 
language, Business Associate may use or disclose PHl for Data Aggregation Services to Payor as 
permitted by 42 CFR § 164.504(e)(2)(i)(B) or the management and administrative activities of 
Business Associate in accordance with this Agreement. 

ARTICLE BAMENDMENT 

This Agreement may be amended only in writing and only by th.e mutual consent of the Parties. 
Notwithstanding the foregoing, this Agreement shall automatically be amended to the extent 
minimally necessary to comply with any changes to HIP AA, including any changes as a result of 
HITECH. 

ARTICLE 9TERM AND TERMINATION 

Th.is Agreement sha ll become effective as of the later of (i) the date set forth below or (ii) the 
date the HlP A.A Requirements become effective with respect to the relationship between Payor 
and Business Associate. This Agreement shall remain in effect until the earlier of: (i) the date 
the Pa1ties mutually agree in writing to tenninate th.is Agreement, or (ii) the date the Principal 
Agreement is terminated. No separate notice shall be required to terminate this Agreement upon 
termination of the Principal Agreement. 

Notwithstanding anythjng in the Principal Agreement to the contrary, Payor may terminate this 
Agreement and the Principal Agreement or seek other remedies upon written notice to Business 
Associate if Payor determines that Business Associate has violated a material provision of this 
Agreement; if Business Associate is named a defendant in a criminal proceeding for violation of 
HIP AA Requirements, or if a finding or stipulation that Business Associate has violated any 
HIPAA Requirement or other security or privacy laws is made in any administrative or civil 
proceeding in which Business Associate has been joined 

Upon tennination of this Agreement, Business Associate and Payor shall have a continued 
obligation to protect the privacy and security of PHI created, received, maintained, or transmitted 
in connection witb services provided under the Agreement. This obligation shall be continuous 
and survive termination, expiration, cancellation, or other conclusion of this Agreement. 

Upon tennination of th.is Agreement for any reason, Business Associate shall return or destroy, 
as specified by Payor, all PHI that Business Associate still maintains in any form, and shall retian 
no copies of such PHI. Tf Payor, in its sole discretion, requires that Business Associate destroy 
any or all PHI, Business Associate shall certify to Payor that the PHI has been destroyed. If 
return or destruction is not feasible, Business Associate shall infotm Payor of the reason it is not 
feasible and shall continue to extend the protections of th.is Agreement to such information and 
limit further use and disclosure of such PHI to those purposes that make the return or destruction 
of such PHI infeasible. 

Payor and Business Associate agree that any violation of the provisions of this Agreement may 
cause itTeparable hann to Payor. Accordingly, in addition to any other remedies available to 
Payor at law, in equity, or under this Agreement, in the event of any violation by Business 
Associate of any of the provisions of th.is Agreement, or any explicit threat thereof, Payor shall 
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be entitled ro an injunction or other decree of specific performance with respect to such violation 
or explicit threat 1hereof, without bond or other security being required and without the necessity 
of demonstrating actual damages. 

Business Associate shall indemnify, hold hannless, and defend Payor from and against any and 
all claims. losses, liabilities, costs, and other expenses resulting from, or relating to, the acts or 
omissions of Business Associate in connection with tbe representations, duties, and obligations 
of Business Associate under this Agreement. 

ARTICLE 10RELATIONSHIP TO PRINCIPAL AGREEMENT 

lt is the intenr of the Parties that the tenns of this Agreement be interpreted so as to cause the 
Principal Agreement to comply with the privacy and security requirements of HIPAA and the 
requirements of HITECH. Accordingly, this Agreement shall amend the Principal Agreement to 
the extent provided herein regardless of whether this Agreement formally satisfies the 
requirements of the Principal Agreement for amendment of the Principal Agreement. To the 
extent any provisions of this Agreement conflict with the terms of the Principal Agreement, this 
Agreement shall govern. 

ARTICLE 11 MISCELLANEOUS 

Inconsistencies. ln the event an inconsistency arises between the provisions of this Agreement 
and a mandatory tenn of the HIP AA Requirements, which may be expressly amended from time 
to time by the DHHS or as a result of interpretations by DHHS, a court, or other regulatory 
agency with authority over the Parties), the interpretation of DHHS, such court or regulatory 
agency shall prevail. In the event of a conflict in interpretation between these entities, the 
conflict shall be resolved in accordance with rules of precedence. Where provisions of this 
Agreement conflict with mandated HrPAA Requirements but are nonetheless pennitted by the 
HlPAA Requirements> the provisions of this Agreement shall control. 

Assignment. This Agreement may not be assigned by either party without the p1ior written 
consent of the other pai1y, which consent shall not be unreasonably with.held. This Agreement 
shall be binding upon and inure to the benefit of the successors and permitted assigns hereof. 

Further Assurances. Each party will cooperate with the other and execute and deliver to the 
other party such other instruments and documents and take such other actions as may be 
reasonably requested from time to time by the other pa11y to ca1Ty out, evidence and confirm the 
intended purposes of th.is Agreement. 

Survival. Notwith.standi.ng any contrary provision in this Agreement, the provisions of this 
Agreement shall continue in force beyond the tenn of this Agreement to the extent necessary or 
appropriate to give such provisions their intended effect, unless and until the Parties specifically 
agree in writing to the contrary. 

Waiver. The rights and remedies of the Parties are cumulative and not alternative. Neither the 
failure nor any delay on the pan of any party in exercising any right, power, or privilege under 
this Agreement shall operate as a waiver thereof, nor shall any single or partial exercise of any 
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such right, power or privilege preclude any other or further .exercise thereof or exercise of any 
other right, power or privilege. · . . 
Governing Law. This Agreement shall be governed by the laws of the jurisdiction provided in 
the Principal Agreement. If the Principal Agreement does not specify such a jurisdiction, this 
Agreement slrall be g<YVemed by the laws of the State oflnCliana. 

Force Majeure. Neither pa11y shall be liable or deemed to be in default for any delay or failure 
in perfonnance under this Agreement or other interruption of services deemed resulting, directly 
or indirectly, from acts of God, civil or military authority, acts of public enemy, war, accidents, 
fires, explosions, earthquakes, floods, or strikes, or similar cause beyond the reasonably control 
of either pa11y. 

Relationship of Parties. None of the provisions of this Agreemen1 is intended to create nor 
shall be deemed or construed to create any relationship between the Pa11ies hereto other than that 
of independent entities contracting with each other hereunder solely for the pu1vose of effecting 
the provisions of this Agreement. 

No Third Party Beneficiaries. Nothing herein is intended to give nor shall have the effect of 
giving> any enforceable rights to any third parties who are not parties hereto or successors or 
pennirted assigns of the pa11ies hereto, whether such claims are asse11ed as third party 
beneficiary rights or otherwise. 

Counterparts. This Agreement may be executed in one or more counterparts each of which 
shall be deemed to be an original and all of which together shall constitute one and the same 
instrument. 

Notice. Notices required under this Agreement shall be sent by regular mail to the address of 
each patty set fo11h below or such other address as that pa11y may designate in a notice properly 
delivered to the other parties. 

fN WITNESS WHEREOF, Payor and Business Associate, each by their duly authorized 
representatives, have caused this Agreement to be executed and delivered as of the last date 
written below. 

CITY OF GREENWOOD, by and through its 
Board of Public Works & Safety, 

~ 
Date 

Plan Name: 
Address: 300 5 . (f\oJ :~ A- ve.oue 

City, State, Zip: C?r~ e...;'\ <).) OO c.~ T N '-ll.c.> 14 d 
I 
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BUSINESS ASSOC'h\ E- R4ions Insurance 
/ 

Signature 

Business Associate Name: 
Address: 

Regions lnsuraoce, Inc. 
630 3ra Ave SW 
Suite 200 

City, State, Zip: Carmel IN 46032 

JNDSOI SCOOK 542301 v7 
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Date 



BUSINESS ASSOC[A TE - Regions losuraoc~ 
.. . .. _:;;,:/"' _,./ .· 

.;! - :.. '"-:.r·-Z" . ..;,.; .<,.. 

Signature 

Business Asso..:iatc ~ume : 

Address: 6JO 3'a Ave SW 
Regions insurance, Inc. 

Su ice 200 
City, Sta:e, Zip: Carnie) IN 46032 

INDSO l SCOOK .54D Ol v7 
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A subsidiary of HCC Insurance Holdings, Inc.

March 20, 2015

Jon P Fox
Regions Insurance, Inc.
630 3rd Avenue, Suite 200
Carmel, IN 46032

Policyholder: City of Greenwood
Policy Effective Date: 03/01/2015
Policy Number: HCL19565

Dear Jon,

Thank you for your sincere cooperation in sending the documentation necessary for policy 
issuance.

Attached please find a copy of the Stop Loss Policy including the following documents:
• Fully Executed Application
• Endorsements # 1-6

If we can be of further assistance with this group, please do not hesitate to contact either your 
Sales Administrator or myself.

Sincerely,

Ivy Jones
Policy Issuance Assistant III



HCCL MSL-2004 IN Complaint Notice

INDIANA NOTICE
Under a Group Policy issued by HCC Life Insurance Company, Kennesaw Georgia 30144

NOTICE CONCERNING INSURANCE COMPLAINTS

Should You have any questions regarding the Insurance, You may contact Us at the following addresses:

Complaints other than claims:

225 Town Park Drive, Suite 350
Kennesaw, Georgia 30144

Tel:  800/447-0460

Complaints regarding claims:

Same as above

If further assistance is needed in appealing a claim, contact the Indiana Insurance Department at the 
address listed below.

Consumer Services Division
Indiana Department of Insurance 
311 West Washington Street, Suite 300
Indianapolis, Indiana 46204-2787

Consumer Hotline: 1-800 622-4461
In the Indianapolis Area: 1-317 232-2395
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HCC LIFE INSURANCE COMPANY
STOP LOSS POLICY

Independent Review Organization Coverage Endorsement

Policy Number:    HCL19565

Endorsement Number:      6 

Policyholder:    City of Greenwood   

Effective Date:    03/01/2015  

You and We agree that this Policy is amended as follows:

In the event Covered Expenses are Paid by You for a Covered Person based on an Independent Review 
Organization’s reversal of previously denied claims, and such Covered Expenses are Paid after the last 
paid date provided in the Contract Basis of this Policy, the Paid Covered Expenses shall be deemed to 
have been Paid during this Policy’s Contract Period, provided that:

1. Such Covered Expenses are not eligible for reimbursement under any other coverage; and
2. Such Plan Benefits are otherwise eligible for reimbursement under the terms of this stop loss 

policy.  

You (or You through your Plan Supervisor) agree to provide notice to Us that an appeal has been sent to 
an Independent Review Organization on a claim that could or is expected to exceed the specific stop loss 
deductible under this policy within 30 days of the referral to the Independent Review Organization.  We 
will not reimburse any stop loss claim under this Endorsement if we do not receive such notice within the 
30-day time frame.  

When filing a reimbursement claim under this Endorsement, You agree to provide us all documentation 
related to the Independent Review Organization’s reversal of the previously denied Covered Expenses.  
We will not reimburse any stop loss claim where the Independent Review Organization’s reversal 
documentation, along with any other information necessary to process the claim, is not received within 90 
days from the last date a claim is eligible for payment under the Contract Period or within 90 days of the 
date the claim was Paid if Paid after the Contract Period has lapsed.  

For purposes of this Endorsement, Independent Review Organization means the organization for external 
review as required under the external review process of the Patient Protection and Affordable Care Act.  

Fees, or any similar expenses, paid to the Independent Review Organization for their services are not 
reimbursable under this Endorsement.  Coverage under this endorsement does not modify any other 
terms, conditions, deductibles or split funded retentions of this policy. If coverage is available under a 
subsequent policy issued by Us, coverage shall be provided under this endorsed policy and not the 
subsequent policy.        
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HCC LIFE INSURANCE COMPANY
STOP LOSS POLICY

Independent Review Organization Coverage Endorsement

THERE ARE NO POLICY CHANGES UNDER THIS ENDORSEMENT OTHER THAN STATED ABOVE.

HCC LIFE INSURANCE COMPANY

     
                    President                                                                                 Corporate Secretary

Dated: March 20, 2015
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HCC LIFE INSURANCE COMPANY
STOP LOSS POLICY

QUALIFIED CLINICAL TRIALS ENDORSEMENT

Policy Number:        HCL19565

Endorsement Number:  5 

Policyholder: City of Greenwood  

Effective:   03/01/2015

YOU and WE agree that this Policy is amended as follows:

ARTICLE I. DEFINITIONS is hereby amended to add the following:

PATIENT CARE SERVICES.  Health care items or services that are furnished to an individual enrolled in a 
Qualified Clinical Trial, which is consistent with the usual and customary standard of care for someone with the 
patient’s diagnosis, is consistent with the study protocol for the clinical trial, and would be covered if the patient 
did not participate in the Qualified Clinical Trial.  

Patient Care Services must be determined to be eligible under the Policyholder’s Employee Benefit Plan. 

Patient Care Services do not include any of the following:

1. An FDA approved drug or device shall be a Patient Care Service only to the extent that the drug or 
device is not paid for by the manufacturer, the distributor or the provider of the drug of device, or 

2. Non-health care services that a patient may be required to receive as a result of being enrolled in the 
Qualified Clinical Trial, or

3. Costs associated with managing the research associated with the Qualified Clinical Trial, or
4. Costs that would not be covered for non-investigational treatments, or
5. Any item, service or cost that is reimbursed or otherwise furnished by the sponsor of the Qualified 

Clinical Trial, or
6. The costs of services, which are not provided as part of the Qualified Clinical Trial’s stated protocol or 

other similarly, intended guidelines.  

QUALIFIED CLINICAL TRIAL.  A Qualified Clinical Trial is a clinical trial that meets all of the following 
conditions: 

1. The clinical trial is intended to treat cancer or another life threatening condition in a patient who has 
been so diagnosed, and

2. The clinical trial has been peer reviewed and is approved by at least one of the following:
a. A federally funded or approved Trial; or
b. A clinical trial conducted under an FDA investigation new drug application; or
c. A drug trial that is exempt from the requirement of an FDA investigational new drug application.

3. The patient meets the patient selection criteria enunciated in the study protocol for participation in the 
clinical trial.

Article VI, EXCLUSIONS. Item C is amended to include the following:

If your Employee Benefit Plan is compliant with Section 10103(c) of the Affordable Care Act, Covered Expenses 
for Patient Care Services furnished in connection with participation in Qualified Clinical Trials, as defined herein, 
will not be considered Experimental or Investigative.  
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HCC LIFE INSURANCE COMPANY
STOP LOSS POLICY

QUALIFIED CLINICAL TRIALS ENDORSEMENT

ADDITIONAL QUALIFIED CLINICAL TRIALS PROVISIONS

WE may require a copy of the Qualified Clinical Trial’s study protocol before determining if any benefits are 
payable under this Endorsement.

We shall rely on the Employee Benefit Plan in terms of the definition of Life Threatening.  Should the Employee 
Benefit Plan fail to provide a definition of Life Threatening, We will define Life Threatening as a condition that is 
expected to cause death within 6 months.  Such definition will be used solely for the purposes of this policy and 
adjudication of any claims under this Endorsement.  

Stop Loss Policy benefits paid under this Endorsement will be included in the Specific Contract Period 
Reimbursement Maximum, if applicable.

Stop Loss Policy benefits paid under this Endorsement shall not create any legal presumption that HCC Life 
Insurance Company has recommended, directed, endorsed or required any Covered Person’s participation in 
the Qualified Clinical Trial.

Stop Loss Policy benefits paid under this Endorsement shall be subject to all terms and conditions of the 
Policyholder’s Employee Benefit Plan.  

THERE ARE NO POLICY CHANGES UNDER THIS ENDORSEMENT OTHER THAN STATED ABOVE.

HCC LIFE INSURANCE COMPANY

     
                    President                                                                                 Corporate Secretary

Dated: March 20, 2015
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HCC LIFE INSURANCE COMPANY
STOP LOSS POLICY

ENDORSEMENT TO A POLICY ISSUED IN THE STATE OF INDIANA

Policy Number:  HCL19565

Endorsement Number:   4 

Policyholder:  City of Greenwood

Effective Date of Endorsement:   03/01/2015

You and We agree that above policy is amended as follows:

Article VII – General Provisions is amended as follows:

Paragraph N is amended to read as follows:

N. LEGAL ACTION:  No legal action can be brought to recover under this Policy: 

1. Until 60 days after the date proof of claim is submitted, or 

2. Three years after the date a reimbursement claim is required to be furnished.  You shall 
notify Us in writing within 10 days after receipt of any objection, notice of legal action or 
complaint regarding Your handling of a claim.

THERE ARE NO POLICY CHANGES UNDER THIS ENDORSEMENT OTHER THAN STATED ABOVE.

HCC LIFE INSURANCE COMPANY

     

                    President                                                                                 Corporate Secretary

Dated: March 20, 2015

                                                      



Policy Number: 

Endorsement Number: 

Policyholder: 

HCC LIFE INSURANCE COMPANY 
STOP LOSS POLICY 

ENDORSEMENT 

HCL19565 

3 

Cily of Greenwood 

Effective Date of Endorsem2nt: 03101/2015 

You and We agree thal above policy is amended as follows: 

Subiec\ to Iha terms and conditions of the Policy and only in the event the identified Covered Person receives 
after the Original Effective Date of thfs Policy and prior to the termination date of this Policy or 

any renewal Policy. the Separate Individual Specific Deductible for v~ll be $175.000 . The 
Separate Individual Specific Deductible shall apply for t'ie entire Contract Period in which lhe 
occurs. 

If We reimburse any Plan Benefits for the identified Covered Person(s) subiect to the Separate Individual 
Specific Deductible during the Conlract Period but prior to the occurring, we reseive 
the right to a) invoke the Policy's Offset provision to recover the reimbursements We have paid above Y<>ur 
Specific Deductible and below the Separate lndiVidual Specific Deductible for lhe identified Covered Person(s). 
or b) request a refund from You to recover the reimbursements We have paid abOve Your Specific Deductible 
and below the Separate lndiVidual Specific Deductible for the identified Covered Person(s). 

THERE ARE NO POLICY CHANGES UNDER THIS ENDORSEMENT OTHER THAN STATED ABOVE. 

~itv of Greenwood 
Full Legal Name of Applicant I Policyholder 

igoature (print na e) 

FOR HCC LIFE INSURANCE COMPANY OFFICE USE ONLY: 

ACCEPTANCE 

Signed At I Date Signed 

;:r.,, 
nt Signature 

f?~,,.._ nx. 
(print name) 

Accepted on behalf of the Company, this 20th day of March 

By ,,/..,, -fl~M.___I ---
2015 

Title: ar Vice President 

HCCl MSI . ?004 END 
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2015
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Senior Vice President
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Policy Number: 

Endorsement Number: 

Policyholder: 

HCC LIFE INSURANCE COMPANY 
STOP LOSS POLICY 

ENDORSEMENi 

HCL 19565 

2 

City ol Greenwood 

Effective Dale of Endorsement 03i0112015 

You and We agree thal above policy is amended as follows: 

Subiect to the terms and condilicns of the Policy and only in the event the identified Covered Person receives 
. . after the Original Effective Date of this Policy ar<d prior lo the 

terminalion date of this Policy or any renewal Policy, the Separate Individual Si>ecific Deductible for 
will be $150,000. The Separate Individual Specific Deductible shall apply for the entire Contract Period in 

which the 

If We reimburse any Plan Benefits for the identified Covered Person(s) subject to lhe Sepo<ale Individual 
Specific Deductible during the Contract Period but prior to the identified 

occurring, we rese<Ve the right to a) invoke the POiicy's Offset provision to recover the 
reimbursements We have paid above Your Specific Oe<luctible and below the Separate JndiVidual Specific 
Deductible for the identified Covered Person(s), orb) request a refund from You to recover tl1e reimbursements 
We have paid above Your Specific Deductible and below the Separate Individual Specific Deductible for the 
identified Covered Person(s). 

THERE ARE NO POLICY CHANGES UNDER THIS ENDORSEMENT OTHER THAN STA TEO ABOVE. 

~jtv of GreeowoO<l 
Full Legal Name of Applicant I Pollcyholder 

911.UN\. W'Pd?' 1]J z.. h ti /'21>1!J' 
Signed At I Date Signed 

.Jo,, ti~ ff ... Fb 7-
Li n Signature (print name) 

FOR HCC LIFE INSURANCE COMPANY OFFICE USE ONLY: 

ACCEPTANCE 

Accepted on behalf of the Company, this 20th day of March ' 2015 

By-4#1.-;J;;.t =------
TitlE Senjor Vjce President 

MCCl MSL-2004 ENO 

ijones
Typewritten Text
20th

ijones
Typewritten Text
March

ijones
Typewritten Text
2015

ijones
Typewritten Text
Senior Vice President

ijones
Stamp



Policy Number: 

Endorsement Number: 

Policyholder: 

HCC LIFE INSURANCE COMPANY 
STOP LOSS POLICY 

SPLIT FUNDED ENDORSEMENT 

HCL 19565 

City of Greenwood 

Effective Date of Endorsement: 03/01 /2015 

SPLIT FUNDED ARRANGEMENT - FIXED 

Not.vithstanding any other provisions of the Stop Loss Poficy, the provisions of this Endorsement shall· be used 
to determine the amount of lndlviduaf Stop Loss Insurance benefits payable by Us. 

You and We agree that this Policy is amended as follows: 

1. You shall pay for all Covered Expenses : 

A. Which are used to satisfy the Specific Deductible shown on Your Application for each Covered 
Person, and 

B. Which exceed the Specific Deductible up to an amount (hereinafter called Split Funded Liability) 
as set forth in this Endorsement. 

2. Your Split Funded Liability, for the purposes of this Endorsement is $25,000. 

3. We will not be responsible for paying any Specific Stop Loss Insurance Benefits under this Policy until 
You have paid the Split Funded Liability as set forth in this Endorsement 

4. If the Specific Stop Loss Insurance is terminated before the end of the Policy Year, the added Split 
Funded Liability will not be eliminated or reduced in any way. Such terminations will take effect 
pursuant to Article VII. of the Policy. 

5. To the extent that there is any conflict between the terms of this Endorsement and the Policy, the terms 
of this Endorsement will control. 

6. This Endorsement will terminate on the first to occur of: 

A. The end of the Policy Year, or 
B. Your failure to comply with any provision of this Endorsement, or 
.C. Termination of the Policy pursuant to Article VII of the Policy. 

You understand that it is Your responsibility to pay the Split Funded Uability amount of $25,000 over and above 
the amounts used to satisfy the Specific Deductible shovm on Your Application. Our responsibiHty for 
reimbursement begins with those Covered Expenses that are in excess of the Specific Deductible plus the Split 
Funded Liability. 
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HCCL MSL-2007

HCC LIFE INSURANCE COMPANY
225 Town Park Drive, Suite 350

Kennesaw, Georgia 30144
1-800 447-0460 

STOP LOSS POLICY

THIS IS A LEGAL CONTRACT - PLEASE READ IT CAREFULLY

Policy Number:   HCL19565

Policyholder:   City of Greenwood

Principal Address:  300 S. Main Street
  Greenwood IN   46143

Designated Third Party Administrator (TPA): Advantage Health Solutions, Inc.
9045 River Road, Suite 200 
Indianapolis IN   46240

This Policy is issued in consideration of Your Application, Your Plan Document, Your Disclosure 
Statement and the payment of premiums.  The aforementioned documents combine to form this Policy.

The effective date of this Policy is 12:01 a.m., at Your address and the expiration date of this Policy is 
11:59 p.m., as shown below at Your principal address.

Effective Date: 03/01/2015                                              

Expiration Date: 02/29/2016

This Policy is issued by Us as of the Effective Date, but is not valid unless countersigned by Our duly 
authorized representative.

Jurisdiction of Issue:       Indiana        

This policy is governed by the laws of the jurisdiction of issue.

     
                    President                                                                                 Corporate Secretary

NON-PARTICIPATING INSURANCE

This is a reimbursement policy.  You, or Your Plan Supervisor, are responsible for making benefit 
determinations under Your Employee Benefit Plan.  We have no duty or authority to administer, 
settle, adjust, or provide advice regarding claims filed under Your Employee Benefit Plan.
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ARTICLE I. DEFINITIONS

When used in this Policy, the following terms will have the meanings as indicated below:

ANNUAL AGGREGATE DEDUCTIBLE.  For any one Contract Period, (or any fraction thereof, if the 
Contract terminates during the Contract Period) the total of the number of Covered Single or Family units 
multiplied by its corresponding Monthly Aggregate Factor, applied each month that the Contract is in-
force.  In no instance shall the Annual Aggregate Deductible be less than the Minimum Annual Aggregate 
Deductible.

AGGREGATE CONTRACT PERIOD REIMBURSEMENT MAXIMUM.  The maximum amount We will 
reimburse the Policyholder for Covered Expenses during each Contract Period under the terms of the 
Aggregate Stop Loss Insurance as shown on the Application.  

AGGREGATE PERCENTAGE REIMBURSABLE.  The percentage of Covered Expenses to be 
reimbursed that were Paid under the Employee Benefit Plan in excess of the Annual Aggregate 
Deductible.

COBRA BENEFICIARY.  Any former Covered Person of the Employee Benefit Plan continuing 
participation under the provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985 
(COBRA) and its amendments.

COMPANY.  Company, We, Our, and Us refers to HCC Life Insurance Company.

COMPLETE CLAIMS HISTORY.  All of the following for a minimum of 12 consecutive months 
immediately preceding the Policy Year: 

1. Participant census, and
2. Eligibility information, and
3. Claims Experience, and
4. Large Claim Disclosures, and
5. Details of any condition shown on the Trigger Diagnosis List in the Disclosure Statement.

CONTRACT.  All of the following:

1. The Application, and
2. This Policy and any endorsements to it, and
3. The Policyholder’s Plan Document.

CONTRACT BASIS.  The form of coverage shown on the Application that was selected by the 
Policyholder.  The Contract Basis shall be considered in determining what Covered Expenses will be 
reimbursed by Us.

CONTRACT MONTH.  A period of one-month that begins on:

1. The effective date of the Policy, or
2. The same day of each following month during the Contract Period.

CONTRACT PERIOD.  The period of time shown on the Application during which the Policyholder is 
covered for Aggregate and / or Specific Stop Loss Insurance.

COST CONTAINMENT PROGRAM.  A program designed to reduce or control the cost of providing Plan 
Benefits to participants of the Employee Benefit Plan.
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COVERED EXPENSES.  Plan Benefits incurred by a Covered Person (or Covered Family):

1. For which benefits are Paid by the Policyholder under the Employee Benefit Plan, and
2. Which are not in excess of the Reasonable and Customary Charge for those services, 

and
3. Which are Medically Necessary for the treatment of an illness or injury or for any 

preventative care covered by the Employee Benefit Plan, and
4. Which are reimbursable under this policy subject to its terms, deductible(s), limitations 

and exclusions.

Plan Benefits provided by the Employee Benefit Plan that are specifically excluded by this Policy are not 
considered Covered Expenses.  Covered Expenses shall not include any expenses which are not 
reimbursable under this Policy, such as:

1. The expenses related to processing claim payment, or
2. PPO discounts, network or negotiated discounts, and other reductions from billed 

charges, whether or not they were actually deducted from Plan Benefits, or
3. Salaries paid to any individual, or
4. Plan Supervisor’s fees, or
5. Litigation expenses, or
6. Premiums paid for coverage under this Policy.

COVERED FAMILY.  The Covered Person and his or her dependents covered under the Employee 
Benefit Plan.

COVERED PERSON.  If so indicated on the Application, an individual covered under the Employee 
Benefit Plan.  This includes:

1. Legally employed covered employees, and
2. Covered dependents, and
3. Participating COBRA Beneficiaries, and
4. Retirees.

COVERED UNITS.  A Covered Person, a Covered Family, or such other defined unit as agreed upon 
between You and Us in writing.

DEDUCTIBLE.  The amount of Covered Expenses You must pay before Aggregate Stop Loss Insurance 
and / or Specific Stop Loss Insurance benefits become reimbursable.  The Deductible(s) is / are shown 
on the Application issued to You.  See also: 

1. Annual Aggregate Deductible, and
2. Specific Deductible, and
3. Specific Family Deductible.

ELIGIBLE.  Eligible under the Employee Benefit Plan.

EMPLOYEE BENEFIT PLAN.  The medical benefits You have agreed to provide under a plan of benefits 
for Your Eligible employees and their Eligible dependents, whether or not it is subject to the Employee 
Retirement Income Security Act of 1974, as is or as may be amended.  
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EXPERIMENTAL AND INVESTIGATIVE.  A drug, device or medical treatment or procedure is 
Experimental or Investigative:

1. If the drug or device cannot be lawfully marketed without approval of the U.S. Food and 
Drug Administration and approval for marketing has not been given at the time the drug 
or device is furnished, or

2. If reliable evidence shows that the drug, device or medical treatment or procedure is the 
subject of ongoing Phase I, II or III clinical trials or under study to determine its:
a. Maximum tolerated dose, or
b. Toxicity, or
c. Safety, or
d. Efficacy, or
e. Efficacy as compared with the standard means of treatment or diagnosis, or

3. If reliable evidence shows that the consensus among experts regarding the drug, device 
or medical treatment or procedure is that further studies or clinical trials are necessary to 
determine its:
a. Maximum tolerated dose, or
b. Toxicity, or
c. Safety, or
d. Efficacy, or
e. Efficacy as compared with the standard means of treatment or diagnosis.

Reliable evidence shall mean:

1. Only published reports and articles in the authoritative peer reviewed medical and 
scientific literature, or

2. The written protocol or protocols used by the treating facility or the protocol(s) of another 
facility studying substantially the same drug, device or medical treatment or procedure, or

3. The written informed consent used by the treating facility or by another facility studying 
substantially the same drug, device or medical treatment or procedure.

INCURRED.  The date on which medical care or a service or supply is provided to a Covered Person for 
Plan Benefits under the Employee Benefit Plan for which a charge results.

LARGE CLAIM DISCLOSURE. You, with the assistance of Your Plan Supervisor, agree to disclose to us 
any known or potential shock losses.  Shock Losses are:

1. Injuries, and
2. Illnesses, and
3. Diseases, and
4. Diagnoses, and
5. Any condition listed on the Trigger Diagnosis list, and
6. Other losses of the type, which are reasonably expected or are likely to result in 

significant medical expense or liability.
  
LOSS LIMIT.  The maximum amount of Covered Expenses Incurred by each Covered Person (or 
Covered Family), which can be used to satisfy the Annual Aggregate Deductible.  This amount is shown 
in the Application.  The maximum allowable amount of Covered Expenses by a Covered Person who has 
been assigned a Separate Individual Specific Deductible will be the specified amount as shown under the 
Loss Limit on the Application, regardless of that Covered Person’s Separate Individual Specific 
Deductible.  
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MEDICALLY NECESSARY.  A procedure, treatment, service, supply, equipment, drug or medicine that is: 

1. Deemed appropriate, essential and is recommended for the diagnosis or treatment of the 
Covered Person’s symptoms by a licensed physician, dentist or other medical practitioner 
who is practicing within the scope of his or her license and specialty or primary area of 
practice, and

2. Within the scope, duration and intensity of that level of care which is required to provide 
safe, adequate and appropriate diagnosis or treatment, and

3. Prescribed in accordance with the generally accepted, current professional medical 
practice and is not considered Experimental or Investigative.

MINIMUM ANNUAL AGGREGATE DEDUCTIBLE.  For each Contract Period, the number of Contract 
Months times the Monthly Aggregate Factor times the number of Covered Units.  Covered Units shall be 
based on the first month's enrollment or the quoted enrollment whichever is greater.  The Minimum 
Annual Aggregate Deductible as shown on the Application is based on the quoted enrollment and it is 
subject to change if the first month’s enrollment is greater.

MONTHLY AGGREGATE DEDUCTIBLE.  The Monthly Aggregate Deductible is determined for each 
Contract Month by multiplying the number of Covered Units for that month by the applicable Monthly 
Aggregate Factor(s) shown on the Application.

MONTHLY AGGREGATE FACTOR.  The amount specified in the Application.

MONTHLY SPECIFIC PREMIUM RATES.  The amounts specified in the Application.

NET PAID CLAIMS.  The sum of Covered Expenses Paid during the Policy Year by You less the sum of 
all amounts paid by You that exceeds the Loss Limit of any Covered Person(s).

ORIGINAL EFFECTIVE DATE.  The first day of the Contract Period of Your initial Stop Loss Policy with 
Us subject to any Run-In Period as shown on the Application.  If coverage has not been continuous with 
Us, then the Original Effective Date shall be the first day of the most recent continuous coverage.

PAY, PAID, PAYMENT.  Charges that, as of the dates shown in the Contract Basis, are:

1. Covered and payable under your Employee Benefit Plan, and
2. Have been adjudicated and approved, and
3. A check or draft for remuneration is issued and deposited in the U.S. Mail, or other similar 

conveyance or is otherwise delivered to the payee, and
4. Sufficient funds are on deposit the date the check or draft is issued.

Our reimbursements will not be made until all of these conditions are satisfied.  Checks or drafts that are 
returned to the payor unpaid for any reason will not be considered Paid.

PLAN BENEFITS.  The medical expense benefits to which Covered Persons become entitled under the 
Employee Benefit Plan during the Policy Year which are: 

1. Incurred after the effective date of this Policy or the first date of the Run-In Period, and
2. Incurred while this Policy is in-force, and
3. Paid during the Policy Year or before the end of the Run-Out Period.

Plan Benefits do not include:

1. Deductibles, or
2. Co-insurance amounts, or
3. Interest, or
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4. Expenses, or
5. The amounts of any PPO discounts, network or negotiated discounts, or any other 

reductions to billed charges, whether or not they were actually deducted, and
6. Claims paid under an Employee Benefit Plan’s discretionary clause or similar provision 

that would not otherwise be payable under the terms and conditions of the Employee 
Benefit Plan, and

7. Claims that are not covered under the terms and conditions of the Employee Benefit Plan 
or that are reimbursable from any other source.  

An Employee Benefit Plan expense is incurred at the time the service is rendered or the supply is 
provided.

PLAN DOCUMENT.  The written document evidencing Your Employee Benefit Plan including any 
amendments.  You will provide Us with a copy of Your Plan Document that is in effect as of the Policy 
effective date.  Amendments are subject to Article VI, Item A and Article VII, Item A.3.a and B of this 
Policy.  We will provide written confirmation of receipt of this Plan Document.  The Plan Document does 
not waive of any provisions of this Policy.  

PLAN SUPERVISOR (TPA).  The person or entity selected by the Plan Sponsor and approved by Us to 
perform administrative services for the Employee Benefit Plan, including payment of claims.  

POLICY YEAR.  The period beginning on the effective date and ending on the expiration date as shown 
on the face page of this Policy, or the actual period of time during which the Policy is in force if the Policy 
terminates prior to the expiration date.

POLICYHOLDER.  Employer, Insured, You, Your or Plan Sponsor.

REASONABLE AND CUSTOMARY CHARGE.  Charges for medical expenses, including but not limited 
to, physician services, hospital supplies, hospital bed rates, drugs, ancillary services and durable medical 
equipment usually made by such providers in the same geographical area using nationally and regionally 
adjusted data.  

RUN-IN PERIOD.  The period of time as defined under the Contract Basis on the Application during 
which claims for Plan Benefits may be Incurred provided they are Paid during the Contract Period.

RUN-OUT PERIOD.  The period of time as defined under the Contract Basis on the Application during 
which claims for Plan Benefits may be Paid provided they were Incurred during the Contract Period.

SPECIFIC CONTRACT PERIOD REIMBURSEMENT MAXIMUM.  The maximum amount of Covered 
Expenses We will reimburse You in each Contract Period for any one Covered Person (or Covered 
Family).  This amount shall not exceed the amount shown as the Specific Contract Period 
Reimbursement Maximum on Your Application, or any maximum benefit amount or limit defined in Your 
Employee Benefit Plan, whichever is less.  

SPECIFIC DEDUCTIBLE.  If a Specific Deductible is shown on the Application, this is the amount of 
Covered Expenses that must be Paid by the Employee Benefit Plan for any Covered Person before 
Specific Stop Loss Insurance benefits are reimbursable under the Policy.  It applies separately for each 
Policy Year and will be determined annually by Us.

SPECIFIC FAMILY DEDUCTIBLE.  If a Specific Deductible is shown on the Application per a Covered 
Family, this is the amount of Covered Expenses which must be Paid by the Employee Benefit Plan for 
any Covered Family member or combination of Covered Family members before Specific Stop Loss 
Insurance benefits are reimbursable under the Policy.  It applies separately for each Policy Year and will 
be determined annually by Us.
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SPECIFIC PERCENTAGE REIMBURSABLE.  The percentage of Covered Expenses to be reimbursed 
that were Paid under the Employee Benefit Plan in excess of the Specific Deductible.

ARTICLE II.  SPECIFIC STOP LOSS INSURANCE

A. Subject to the terms, conditions and limitations of this Policy, We will reimburse You for Covered 
Expenses Paid in excess of the Specific Deductible (or Specific Family Deductible).

B. We will not reimburse you for any amounts after the Specific Contract Period Reimbursement 
Maximum has been reached.  

C. We will not reimburse You for Plan Benefits Incurred after the Policy’s expiration date.

D. If the Policy terminates before the expiration date, Plan Benefits paid after the date of termination 
will not be eligible for reimbursement.

E. Plan Benefits Paid by You which have been reimbursed by Us under Your Aggregate Stop Loss 
Insurance or by another insurance company or reinsurance company will not be used to:

1. Satisfy the Specific Deductible (or the Specific Family Deductible), or
2. Compute Specific Stop Loss Insurance benefits payable to You.

F. The Monthly Specific Premium Rates shown on the Application apply only to the Policy Year 
shown therein.  New Monthly Specific Premium Rates will be furnished for each new Policy Year 
and will be shown on a new Application provided for each Policy Year.

ARTICLE III.  AGGREGATE STOP LOSS INSURANCE 

A. Subject to the terms, conditions and limitations of this Policy, We will reimburse You for Eligible 
Covered Expenses Paid, less:

1. The Annual Aggregate Deductible or the Minimum Annual Aggregate Deductible, 
whichever is greater, and

2. Specific Stop Loss reimbursements due or paid to You, and
3. Any amounts paid by you that exceeds the Loss Limit for any Covered Person (or 

Covered Family).

B. We will not reimburse you for any amounts after the Aggregate Contract Period Reimbursement 
Maximum has been reached.  

C. We will not reimburse You for Plan Benefits Incurred after the Policy’s expiration date.

D. If the Policy terminates before the expiration date, any Plan Benefits paid after the date of 
termination will not be eligible for reimbursement.

E. Plan Benefits Paid by You which have been reimbursed by Us under Your Specific Stop Loss 
Insurance, by another insurance company or reinsurance company will not be used to:

1. Satisfy the Annual Aggregate Deductible or the Minimum Annual Aggregate Deductible, 
or

2. Compute the Aggregate Stop Loss Insurance benefits payable to You.

F. Plan Benefits Paid by You which exceed the Specific Contract Period Reimbursement Maximum 
for Specific Stop Loss Insurance as shown on the Application will not be used to:
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1. Satisfy the Annual Aggregate Deductible or Minimum Annual Aggregate Deductible, or
2. Compute the Aggregate Stop Loss Insurance benefits payable to You.

G. Reimbursement for Aggregate Stop Loss Insurance for any Covered Person (or Covered Family) 
will be limited to an amount not to exceed the Specific Deductible (or Specific Family Deductible) 
or the Loss Limit, whichever is less, as set forth in the Application.

H. The Monthly Aggregate Factor(s) shown on the Application apply only to the Policy Year shown 
therein.  New Monthly Aggregate Factors will be furnished for each new Policy Year and will be 
shown on a new Application provided for each Policy Year.

I. The Monthly Aggregate Deductible cannot be reduced by more than 10% per month if the 
number of Covered Persons decreases for any reason.  If any Covered Persons are absent from 
work due to a strike, lockout, or work stoppage during any Contract Month, the number of 
Covered Persons will remain at the same level as for the Contract Month preceding the 
disruption.

ARTICLE IV.  CLAIMS UNDER THE POLICY

A. Specific Claims

1. We will reimburse You for Specific Stop Loss Insurance, subject to the terms, conditions 
and limitations of this Policy, only after We receive a request for reimbursement with 
complete claim information.

2. The following documentation is required to file a Specific Stop Loss claim:

a. Specific Claim Notification / Initial Filing form, and
b. A copy of the employee’s enrollment card, including the employee’s hire date and 

the original effective date, and
c. A copy of the Plan Supervisor’s claim form if the claim is for a dependent, and
d. Complete details regarding eligibility, and if applicable, information regarding 

work status, pre-existing / HIPAA documentation, subrogation, Coordination of 
Benefits, provider discounts and COBRA, including a copy of the COBRA 
election form and COBRA payment verification for all months, and

e. Copies of Explanations of Benefits attached to the corresponding itemized bills, 
and

f. Check copies, if not part of an Explanation of Benefits, and
g. Completion of the Specific Supplemental Claim Request portion of the claim form 

if applicable, and
h. Miscellaneous information as applicable, including but not limited to:

i. Complete accident details, including how, when and where an accident 
may have occurred, and

ii. Police reports for motor vehicle accidents or for services for which a law 
enforcement agency is involved, and

iii. A Subrogation and Right of Recovery Reimbursement Agreement if 
charges were Incurred as a result of a third party liability, and

iv. Coordination of benefits documentation, and
v. PPO discount  / repricing sheets, and
vi. Large Case Management Reports, and

i. Other documentation We may request.

3. LATE CLAIMS:  Any claim that is either submitted, or that remains incomplete, more than 
90 days after the last date for which Plan Benefits can be reimbursed under the terms of 
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the Policy will be denied, whether or not the delay has prejudiced Us.  Your or Your Plan 
Supervisor’s failure to file a complete claim in a timely manner may result in an 
adjustment of Our reimbursement to You to reflect any savings We could have obtained 
had a timely claim filing taken place pursuant to this provision.

4. 50% NOTIFICATION: You or Your Plan Supervisor must give notice to Us when the total 
amount of Plan Benefits Paid by You on a Covered Person equals or exceeds 50% of the 
Specific Deductible, or has the potential to exceed 50% of the Specific Deductible.  Your 
failure to give prompt notice may result in an adjustment of Our reimbursement to You, if 
any, to reflect any savings We could have obtained had a prompt 50% Notification been 
given.

B. Aggregate Claims

1. We will reimburse You for Aggregate Stop Loss Insurance, subject to the terms, 
conditions and limitations of this Policy, only after We receive a request for 
reimbursement with Complete Claim History.

2. The following documentation is required to file an Aggregate Stop Loss claim:

a. Completed Year End Aggregate Claim Form, and
b. Paid Claims Analysis report indicating claimant’s name, Incurred date, charged 

amount, Paid amount and Paid date, and
c. Eligibility listing which identifies birth date, effective date, termination date and 

coverage type, and
d. Proof of funding to include bank statements and/or deposit slips, and
e. Void & Refund report, and 
f. Benefit / Service Code report, and
g. Aggregate Report (Monthly Loss Summary Reports), and 
h. Specific Report showing which claimants have exceeded the Specific Deductible 

or Loss Limit, and
i. Listing of payments made outside the Aggregate Stop Loss Insurance (i.e. 

Dental, Weekly Income, Vision, PPO fees capitated and, PCS Administrative 
Fees), and

j. Check Register, and
k. Outstanding overpayment and subrogation log, and
l. Prescription invoices if Prescriptions are covered under the Aggregate Stop Loss 

Insurance, and
m. Other documentation We may request.

We may also request this information the month following the expiration date of the Policy 
to review for retroactive adjustments.

3. Any reimbursement payable by Us to You, under this article, will be paid after the end of 
the Contract Period, unless otherwise endorsed.
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4. CLAIM FILING: You must file a request for reimbursement with Us on Our customary 
Notice / Proof of Loss form within 90 days after the end of the time specified for payment 
of claims under this Policy.  Your failure to file a claim within 90 days will result in claim 
denial, whether or not the delay has prejudiced Us.

5. DETERMINATION OF THE ULTIMATE AGGREGATE CLAIM: You must submit a Proof 
of Loss within 90 days of the end of the Policy Year or Run-Out Period, whichever is 
later, showing the amount of all Plan Benefits Eligible under the Employee Benefit Plan 
and this Policy which You have Paid.  These shall be compared to the greater of the 
Annual Aggregate Deductible or the Minimum Annual Aggregate Deductible.  If the 
amount of Net Paid Claims eligible under this policy is greater than the appropriate 
Annual Aggregate Deductible, We will reimburse You for the amount of the excess.  

C. All Claims

1. REIMBURSEMENT OF CLAIMS: Prior to making any reimbursement, We have the right 
to review each claim submitted to Us to determine if You are entitled to any 
reimbursement under this Policy.  This review may include, but is not limited to, an on-
site audit or requests for additional documentation.  You warrant that You have Paid the 
providers of Plan Benefits for which reimbursement is sought.

2. SETTLEMENT OF PLAN CLAIMS: We have no duty or obligation to settle or adjust any 
claims for Plan Benefits filed under Your Employee Benefit Plan.

3. RIGHT OF RECOVERY.  If You are entitled to recover from any party Plan Benefits Paid 
under the Employee Benefit Plan, such amounts cannot be used to satisfy either the 
Specific and / or Aggregate Deductibles.  We also will not reimburse You for any Plan 
Benefit recovered from any party.  If We have reimbursed You for all or part of a Plan 
Benefit and You recover any part of the Plan Benefit from any party, You must repay Us 
to the extent of Our reimbursement regardless of whether the policy is still in-force on the 
date of the recovery.  You must reimburse Us first, and in full, before You receive any 
benefit of the recovery.  We retain the right to employ our own independent counsel and 
You assign to us Your rights and the Employee Benefit Plan’s rights to the extent of Our 
reimbursement(s) to You.  

In the event that You reimburse Us in the matter where Our designated counsel is not 
involved, Your repayment may be reduced by the reasonable and necessary expenses 
incurred in recovering from the third party.  

If You fail to reimburse Us for a valid claim for a Covered Expense against a third party, 
and We are required to reimburse You for such a Covered Expense, We shall be 
subrogated to Your rights to pursue the claim.

Any amount We recover shall first be used to pay Our expenses of collection and then 
apply towards any amount that We reimbursed You under the policy.  Any remaining 
amount will be paid to You.

You are required to provide Us with such information as We request in order to protect 
Our right to reimbursement.

4. CLAIMS ELIGIBLE UNDER TWO CONTRACTS.  If a claim for reimbursement can be 
filed under two different policy years, it must be filed under the earlier policy year.
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ARTICLE V.  LIMITATIONS OF COVERAGE 

A. This Policy is between You and Us.  No other party has any rights under this Policy.

B. Coverage for Plan Benefits Incurred for an employee who is not actively at work as a result of 
sickness, accidental bodily injury, maternity, military service, personal reasons, lay-off, strike, or 
any other leave of absence (either before or after the effective date of the Policy), or the 
employee’s covered dependent(s), unless the employee or dependent(s) are receiving 
continuation benefits under the Consolidated Omnibus Budget Reconciliation Act of 1985 
(COBRA), as amended, shall be limited to the length of time specified in the Plan Document.  

C. All Plan Benefits Incurred outside the United States of America will be excluded from coverage 
unless:

1. The service(s) would have been a Covered Expense if the service(s) had been provided 
in the United States, and

2. The Covered Person is not covered by any other country’s national health care program 
or any employer’s foreign voluntary compensation coverage.

ARTICLE VI.  EXCLUSIONS

WE will not reimburse YOU for:

A. Plan Benefits covered by amendments to the Employee Benefit Plan that were incurred prior to 
Our written approval of such amendments.

B. Plan Benefits that are covered under any Coordination of Benefits provision.  We may elect to 
reduce or deny any reimbursement which may be payable to You, to the extent that a payment 
may be made by another insurer, another Employee Benefit Plan or any other party, to either the 
Employee Benefit Plan or Covered Person.  This provision is applicable irrespective of how such 
payment is characterized and whether or not payment has actually been made for any or all of 
the Covered Person’s losses.

C. Plan Benefits paid for any surgery, prescription drugs, device, or procedure, which is defined as 
Experimental or Investigative and any complications or other expenses arising thereto.  

D. Plan Benefits Incurred by or on behalf of an employee or dependent of an employee of any 
affiliated or subsidiary company not included in the Application, unless added by Policy 
endorsement.

ARTICLE VII.  GENERAL PROVISIONS

A. CHANGES AND TERMINATIONS OF THE POLICY

1. Your Policy may be changed at any time with Our written consent.

2. Only an officer of The Company has the authority to alter this Policy, or to waive any of 
Our rights or requirements, and then only by written endorsement.

3. We reserve the right to change any Specific or Aggregate Premium Rates and Monthly 
Aggregate Factors with written notice to You as to the extent and effective date of the 
change at any time during Your Policy Year if:  
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a. Your Employee Benefit Plan is changed, or
b. The number of Covered Units Eligible under Your Policy:

i. Drops below 15, or 
ii. Increases or decreases by 15% from the number of Covered Units on 

the first day of the Contract Period, or 
iii. Increases or decreases by 10% in any Contract Month from the prior 

Contract Month.
c. If we have agreed to reduce the Monthly Aggregate Factors, the Minimum 

Annual Aggregate Deductible and / or the Monthly Specific Premium Rates in 
consideration of Your agreement to implement a Cost Containment Program, we 
may recalculate in accordance with Our normal practice, the Monthly Aggregate 
Factors, the Minimum Annual Aggregate Deductible and / or the Monthly Specific 
Premium Rates if you have not followed the procedures relating to the Cost 
Containment Program as defined in Our agreement.  

d. Upon the enactment of any law, regulation or amendment thereto, by any state or 
jurisdiction, which affects our liability under this Policy, and in Our judgment, 
requires such a change.

4. You may terminate the Policy by giving Us not less than 31 days written notice.

5. We may terminate this Policy prior to the end of a Contract Period by giving you 31 days 
written notice if You fail to comply with any provision of the Policy.

6. We may terminate this Policy at the end of the Contract Period by giving You 31 days 
written notice of such termination.

7. All insurance provided hereunder to You will automatically terminate:

a. At the beginning of any Contract Month for which any premium for either Specific 
or Aggregate Stop Loss Insurance has not been paid in full by the end of the 
grace period, or

b. On the date You fail to Pay claims promptly or make funds available to Pay 
claims promptly as required by this Policy, or

c. On the date Your agreement with Your Plan Supervisor is terminated, or
d. On the date You change Your Plan Supervisor before obtaining Our written 

consent for a successor Plan Supervisor, or
e. On the date Your Employee Benefit Plan terminates or ceases to accept newly 

Incurred claims, whichever is earlier, or on the date You obtain other coverage 
for Your Employee Benefit Plan participants, or

f. On the date You terminate the Policy for any reason prior to the end of the 
Contract Period.  In this event, We will not be liable for any Plan Benefits Paid 
after the termination date, or

g. At the end of the Contract Period unless You accept in writing Our terms for 
renewal of the Stop Loss Insurance before the end of the Contract Period, or

h. On the expiration date of this Policy.

B. AMENDMENTS TO THE PLAN:  You must give Us at least 31 days written notice of any 
proposed amendments to Your Employee Benefit Plan.  No amendment to Your Employee 
Benefit Plan will be binding on Us until We have approved the amendment in writing.

C. ARBITRATION:  Any controversy or dispute, involving Us that arises out of or relates to this 
Policy, shall be settled by arbitration in accordance with the rules of the American Arbitration 
Association.  Judgment upon the award rendered by the arbitrators may be entered in any court 
having jurisdiction.  This provision shall survive the termination of this Policy.
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D. ASSIGNMENT: You may not assign any of Your rights under this Policy without Our prior written 
consent.

E. CLERICAL ERROR: Our obligations under this Policy will not be expanded by any clerical error 
whether by You or Us in creating or maintaining records or calculating rates, factors, premiums, 
deductibles or claims pertaining to this Policy.  A clerical error is a mistake in performing a clerical 
function, such as typing, but does not include intentional acts or the failure to comply with the 
provisions of the Employee Benefit Plan or Policy.  

F. CONCEALMENT OR MISREPRESENTATION: This Policy is issued based upon Our 
understanding that You, Your Plan Supervisor and your agent or broker have provided to Us a 
Complete Claims History.  The Policy will be void if We find that You, your Plan Supervisor and 
your agent or broker have concealed or misrepresented any material fact or circumstance 
concerning this coverage or the Employee Benefit Plan’s Complete Claims History, whether 
intentional or not.  Our liability will be limited to return of the premium paid by You after deducting 
the amount of the reimbursements made by Us to You prior to the date of termination.  If the 
amount of reimbursements paid to You exceeds the premium paid to Us, You will pay Us the 
difference.  If We find that You, Your Plan Supervisor, your agent or broker have not provided to 
Us a Complete Claims History, We may, at Our option, either rescind the policy or re-underwrite 
coverages under this Policy, using all claims data available to Us.

G. CONFORMITY WITH STATE AND FEDERAL LAW: Any provision of this Policy, which, on its 
effective date, is in conflict with the laws of the state of jurisdiction or which is mandated by 
Federal law, is hereby amended to conform to the minimum requirements of said laws.

H. COST CONTAINMENT PROGRAM: We have the right to participate, at Our option and expense, 
in any savings or Cost Containment Program that You have in place.  If no such program exists, 
We have the right to retain the services of a third party to implement a Cost Containment 
Program.

I. DISCLAIMER: We act only as an insurer to You.  We are not a fiduciary or a party in interest to 
the Employee Benefit Plan or any participant.  We do not assume any duty to perform any of the 
functions of, or to provide any of the reports required by, You by the Employee Retirement 
Income Security Act of 1974, as amended or any other applicable state or federal law.  We 
assume no responsibility or obligation for the administration of Your Employee Benefit Plan or 
Your acts.  We reserve the right to determine amounts payable under this Policy without regards 
to such acts.

J. ENDORSEMENTS: Any endorsements attached or subsequently issued by us shall become a 
part of this Policy.

K. ENTIRE AGREEMENT: This Policy and any attached endorsements, Your attached Application 
and your Plan Document are the entire agreement between You and Us.  We have relied upon 
the underwriting information (including Complete Claims History and the Plan Document) 
provided by You in issuing this Policy and You represent such information is complete and 
accurate.  Should We later learn such information was incomplete or incorrect, We have the right 
to modify the Policy as of the effective date to reflect the complete or correct information or to 
terminate the Policy.
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L. INDEMNIFICATION, DEFENSE AND HOLD HARMLESS:  You agree to indemnify, defend and 
hold Us harmless from any liability, including but not limited to, interest, penalties, attorney fees, 
extra contractual, exemplary or punitive damages (“expenses”) arising from or relating to:

1. Any negligence, error, omission, defalcation or intentional acts by your Plan Supervisor, 
or

2. Any dispute involving Covered Person(s), former Covered Person(s), or any person(s) 
claiming entitlement to benefits under the Employee Benefit Plan, or

3. Any taxes We are assessed with respect to funds paid to or by You under Your 
Employee Benefit Plan, except any taxes or amounts paid to Us as premiums for this 
Policy.  

We will promptly notify You upon discovery of matters to which Your obligations under this 
provision apply.  We have the right to participate in the defense at Our expense.  Without limiting 
the foregoing, if You fail to defend timely, We have the right, but not the duty, to defend and to 
compromise or settle the claim or other matters on Your behalf, for Your account and at Your risk.

M. INSOLVENCY:  In the event of Your insolvency or bankruptcy, subject to the terms, conditions 
and limitations of this policy, We may pay to Your receiver, trustee, liquidator or legal successor 
amounts otherwise payable under this Policy.  We will make such payments only if You have Paid 
all required premiums and have complied with Your obligations under this Policy.  Nothing in this 
section shall increase Our liability beyond that which would have existed had You not become 
insolvent or bankrupt.

N. LEGAL ACTION:  No legal action can be brought to recover under this Policy:

1. Until 60 days after the date a reimbursement claim is submitted, or

2. Two years after the date a reimbursement claim is required to be furnished.  You shall 
notify Us in writing within 10 days after receipt of any objection, notice of legal action or 
complaint regarding Your handling of a claim.

O. NOTICE: Notice under this Policy will be given to You through Your Plan Supervisor and will be 
deemed to have been received by You.

P. OFFSET: We may offset payments due to You under this Policy against claims overpayments, 
cost containment charges and premiums due and unpaid.

Q. PAYMENT OF PREMIUMS:

1. Each premium is payable to HCC Life Insurance Company, P.O. Box 402032, Atlanta, 
GA 30384-2032 or such other place as We designate in writing.

2. Specific Stop Loss Insurance premiums are due on the first day of each calendar month, 
regardless of the effective date of the Policy.  If the effective date is other than the first 
day of a calendar month, the first month's premium will be pro-rated.

3. Aggregate Stop Loss Premium(s) are due monthly or are payable in advance for the 
Policy Year, as stated in Your Application.
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4. A grace period of thirty-one (31) days is allowed for the payment of each premium after 
the first premium.  If the premium is not paid during the grace period, the Policy will 
terminate without further notice as of the premium due date.

5. If we terminate this Policy for non-payment of premium, application may be made for 
reinstatement.

All outstanding premiums, including the current month’s premium, must be remitted within 
10 days of the end of the grace period.

Payment of premiums shall not guarantee reinstatement of the Policy.  We reserve the 
right to conduct a diligent review of the Complete Claims History and re-underwrite the 
Policy as We deem necessary as part of the terms for reinstatement.

If the Policy is terminated more than one time during a Policy Year for non-payment, no 
requests for reinstatement will be granted.

6. In no event, will more than three (3) months of retroactive credit be granted for any 
clerical error(s) in the remittance of any premium.  

R. POLICY NON-PARTICIPATING: This Policy is non-participating and does not entitle You to share 
in Our earnings.

S. RECORDS:  You and / or Your Plan Supervisor will maintain such records as may be required by 
Us for this Policy and will make them available to us upon Our request.  These records may 
include, but are not limited to, the Complete Claims History.  We may audit Your records relating 
to this Policy and the claims filed under the Employee Benefit Plan at any time during the Policy 
Year and for two years after the expiration date of such Policy.  Your records will include records 
held by You or by Your Plan Supervisor.  As a result of any audit, We may readjust your Monthly 
Specific Premium Rates, Monthly Aggregate Factors, premiums, deductibles or expenses as may 
be necessary to reflect Our original intent in underwriting this Policy.

T. RENEWAL: Unless terminated for any of the reason(s) described in this Policy, Your insurance 
will be renewed for another Policy Year if You accept Our renewal terms.  We will not change 
rates more than once in any Policy Year, except as allowed under the Changes and Termination 
Provisions in Article VII.

We reserve the right to change the renewal premium rates and Monthly Aggregate Factors for the 
new Contract Period if the average monthly payments made by You for Plan Benefits during the 
last two months of the current Policy Year vary by more than 30% from the average of the 
monthly payments made for Plan Benefits during the previous ten (10) Contract Months. 

We will not offer a renewal if We are no longer doing business with Your Plan Supervisor.

U. SUBSIDIARIES AND AFFILIATED COMPANIES:  You must notify Us in the event You acquire a 
subsidiary or affiliated company that will be included under Your Employee Benefit Plan.  If You 
do acquire a subsidiary or affiliated company that will be included under Your Employee Benefit 
Plan, You must disclose certain claims information on the acquired subsidiary as a whole and / or 
on persons whose coverage You will be assuming under Your Employee Benefit Plan.  Failure to 
do so will subject benefits under this Policy to certain limitations, as described under the ENTIRE 
AGREEMENT provision of this Article.

Acquisition of a subsidiary or affiliated company that will be included under Your Employee 
Benefit Plan may affect Your Monthly Specific Premium Rates and/or Monthly Aggregate Factors, 
as described in the CHANGES AND TERMINATIONS provision of this Article.
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You must notify Us in the event You cede or dissolve a subsidiary or affiliated company that was 
included under your Employee Benefit Plan.  Failure to do so may subject this Policy to 
termination or may affect Your Monthly Specific Premium Rates and/or Monthly Aggregate 
Factors as described in the CHANGES AND TERMINATIONS provision of this Article.

V. TAXES: You shall hold Us harmless from any taxes, which may be assessed against Us with 
respect to Your Employee Benefit Plan or with respect to claims for Covered Expenses paid 
under the Policy, and You shall reimburse Us for such taxes, if any, as determined by Us.

W. YOUR DESIGNATED PLAN SUPERVISOR (YOUR TPA).  We agree to recognize Your Plan 
Supervisor as Your agent and attorney-in-fact for the administration of Your Employee Benefit 
Plan.  You agree that:

1. Your Plan Supervisor is Your agent and attorney-in-fact, and is not Our agent.  You 
authorize Your Plan Supervisor to act in Your name, place and stead for purposes of this 
Policy, to include submission of proofs of loss, certifying the Payment of Plan Benefits, 
transmitting reports and payments of premiums to Us and receiving reimbursements from 
Us.  Payments sent by Us to Your Plan Supervisor are payments to You.  Premium 
payments by You through Your Plan Supervisor will be payments to Us only to the extent 
We actually receive them.

2. You or Your Plan Supervisor is responsible for administering Your Employee Benefit 
Plan, preparing reports as required by Us and keeping and making available to Us such 
data as We may require.

3. You or Your Plan Supervisor will perform such duties and keep such records as are 
required for You to comply with this Policy.

4. You will pay Your Plan Supervisor for all administrative functions performed in relation to 
this Policy.

5. We reserve the right to cease doing business with Your Plan Supervisor.



STOP i.OSS INSURANCE 
HCC LIFE INSURANCE COMPANY 

Three Town Park Commcns, 225 TownParl< Drive, Suite 350 
Kennes<iw. Georgia 30144 (300 447-0460) 

-------------~AP~P~UCATIO~N _________ _ 
1. Full Legal Name of AppliC>'.lnt and Address 2. Applicant is a (checi< one): 

City of Greenwood 0 Corporation 0 LabOf Union 0 Trust 
300 S. Main Street 0 Assccfation 0 PEO 
Greenwood, fN 46143 0 Partnership 0 MEWA 

Telephone No.: Other: Government 
3. Contract Perioc!: Effective Date: 03/01/2015 Expiration Date: 02129/201$ 

4. Full Legal Name of Affiliates. Subsidiaries and other major locations to be lncludea in coverage: 

Address of Aftlflates or SUbsldlarles: O None O See attached listing ··~.----~------
5. Nature of Business of tne Applicant to be Insured: 6. Key Conlact Person at Applicant: 

Government _tl.a&~R~1~/~~"',,,,_~A~l~le~N,,__~~-~~----
7. Enter full name of the E'mployee Benefit Plan(s}: City of Greenwo6d Employee Health Benefit Plan 

A s.igned copy of such Employee Benefit Plan(s} must be attached and will form part of this contract. 

8. Name and Address of Plan Supervisor: 
Advantage liealth Solutions, Inc. 9045 River Road, Suite 200 lndianapolls, IN 46240 

9. Agent of Record: Regions Insurance, Inc. 
~-------------------10. Estimated Initial Enrollment: Single: 47 Family: 178 Total Covered Units: 225 

11.Re~rees Covered: l&J Yes O No 

12. The Utilization Review vendor will be: Advantage Health Solullon"'s~ln"'c"'.~~-----------
13. Deposit Premium (Minirr1um of first month's estimated premium): $ 20,916.06 

Please review the deposit premium on the Montnly Premium Accounting Worksheet. 

14. SPECIFIC STOP LOSS INSURANCE: ~ Yes U No 
A. Covered Expenses Paia under the Employee Benefit Plan for the following ?Ian Benefrts are covered tor 

Specific Stop Loss lr.surance (nol included unless checked): 
~ Medical ll!I Prescription Drug Card 0 Prescription Drugs Under Medical 0 Other: 

6. Specific Deductible in each Contract Period per Covered Person: $125,000 

C. Contract Basis: 24/12 
Covered Expenses Incurred from 03101/2014 through 02129/2016, and Paid from 03/01120151hrough 

02129/201 S, 

D. Unlimited Specific lifetime Reimbursement Maximum per Covered Person 
Specific Contract Period Reimbursement Maximum per Covered Person Unlimlted 

E. Separate Individual Specific Decuctible: Zane Davidson ($175,000 • 24112 Contract Basis) 

F. Monthly Specific Premium Rates: (Based· on Split Funded Endorsement) 
Single: $38.69 Famlly; $96.71 

G. Specific Percentage Reimbursable 100% 

H. Specific Terminal Liability Option: Cl Yes Iii! No 
Specific Terminal Liability Option premium per Covered Person per month: 

HCCt MSL-2010 Ai'P Applicant's Initials: .1•l1'<\Ac· 



15. AGGREGATE STOP LOSS INSURANCE: IBI Yes 0 No 

A Covered Expenses Paid under the Employee Benefit Plan for the following Plan Benefits are covered for 
Aggregate Stop Loss Insurance (not included unless checked): 
lg\ Medical 0 Dental 0 Weekly Income 0 Vision ~ Prescription Drug Card U Prescription Drugs 

under Medical O Other: 

B. Minimum Annual Aggregate Deductible: $4,239,542. 76 
(Subject to the Definition of Minimum Annual Aggregate Deductible In the Policy) 

C. Contract Basis: 24112 
Covered Expenses Incurred from 03101 /2014 through 02129/2016, and Paid from 03/01/2015 through 
02/29/2016. 
Run-In limit: NIA 

D. Aggregate Contract Period Reimbursement Maximum: $1,000,000 

E. Monthly Aggregate Factors: 

Monthly Combined Medical Dental Weekly Vision Prescription 
Factors Income Dru s 

--'--"==--+~-~~-----------'=='--------==-·---

Single $753.45 

Family $1,785.86 

F. Aggregate Percentage Reimbursable 100% 

G. Loss Limit $125,000 
For the purposes of Aggregate Stop Loss Insurance, the Loss Limit Is the maximum amount of Covered 
Expenses Incurred by each Covered Person. which can be used to satisfy the Annual Aggregate Deductible. 

H. Monthly Deductible Advance Reimbursement Option: 0 Yes iE: No 

I. Aggregate Terminal liability Option: 0 Yes 0 No 

J. Aggregate Premium: 
1. D Annual Premium payable in advance for Contract Period: 
2. ll!I Monthly Premium rate per Covered Unit: S 8.37 
3. 0 Monthly Deductible Advance Reimbursement premium per Covered Unit per month: 
4. O Aggregate Terminal Liability Option premium per Covered Unit per month: 

HCCLMSL-20\0/\PP Applicant's lnitiats{li\dr? ft Pogo 2 ol 3 



SPECIAL RISK LIMITATIONS are stated on the Addendum to Application (if applicable). 

It is ur:derstoocl al\d agreed by the Applicant that: 
·1. The Applicant is financially sound, with sufficient capital and cash Row to •ocept the risks inherent in a ''self.funclecl" 

heallh care plan, and 
2. The Plan Supel\'isor retained b)' the Applicant will be considered the Appllcanrs Agent, and not the Compariy's 

Agent. and 
3. All dccumentatton req\lested by the Company must be received wit~.in 90 days of lhe Polley effective date. and is 

subject to approval by the Company and may require adjustment of rates. iaclcrs, and I or Special Lirnitatior,s to 
accommoda:e for abnormal risks. and 

4. The Stop Loss Insurance applied for herein w\11 not become effective until accepted by the Company, and 
5. Premiums are not <xmsidered paid until the premium thee!< is received by lhe Company, is paid according to the rates 

set for1h in U1e Application. and all items required to issue the Policy have been re\umed to the Company. Premiums 
are subject to refund shcold any outsl'.anding policy requirement not be met within 90 days of the Policy's effective 
date. and 

6. This Application will be attached to and made a part of !he Policy ;ssued by the Company, and 
7. The Employee Benefit Pfan(s} aUached shall be the basis of any Stop Loss Insurance provided tr.; the Company and 

such Employee Benefit Plan[s) conforms with all applicable State and Fe<leral s\atules, and 
6. Any reimbursement under the Slop Loss Insurance provided by the Compar.y shall be based on Covered Expenses 

Paid by the Applicant in accordance with the Employee Benelit Plan(s) attached hereto, and 
9. After diligent and complete review, the rep(esenta~ons made in this Application, the disclos"res made, and aU of the 

information provided for underNTiters to e>1aluate the risk, are true and complete. 

Any persor. who knowingly and with \he intent to defraud any insurance company or other person fifes an application fQJ 
insurance or statement of claim containing any materially talse inforriiation or conceals !or the purpose of misleading, 
infcxma!ion conceming any iact material thereto commits a fraud~ler.t insurance act, which is a crime and subjects such 
person to eriminal and civil per.allies. 

Full Legal Name of Applicant. Applican~s Federal Tax 1.D. Number: 

City of Greenwood 356001050 

Dated at ----"'Q'-''-""""w""""°w'""oo"""~"---'X::"""'-N""'-------th:s I '6' day of _fibr v ""'V . 20 I 6 . 

ance Company Office Use Only: ACCEPTANCE 

Accepted on behalf of the Company. thiS'lOtb. day of--"'M.,.awrc..,h..__ _____ ,, 2012_. 

Jc»J~r.r-e ~/l­
(print name) 

By:~.£:.,,~(;__·--­ Title: Senjor Vjce Presjdent 

Poli(Nf: ~C~19565 
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STOP LOSS INSURANCE 
HCC LIFE INSURANCE COMPANY 

AOOENDUM TO APPLICATION 

Fu!I Legal Name of Applicant: City of Greenwood 

Effective Dale: 03!0112015 

SPECIAL. R SK UfvllTATIONS: 

The maximum amount of Covered Expenses that are eligible to satisfy the Annual Aggregale deductible for an 
individual wllO has been assigned a higher Separate Individual Specific Deductible will be the amount as shown 
under Loss Limit on the .A,,oplication. 



ADVANTAGE Health Solutions, Inc.Sil-• 

THIRD PARTY ADML'HSTRATION AGREE.MENT 

This Third Party Administration Agreement (this 11 Agreemenr") is made between the City of Greenwood 
(the "~P1an Sponsor"), City of Greenwood Employee Health Benefit Plan (the "Plan") and 
ADV ANT AGE Health Solutions, Inc.sM, an Indiana corporation(" ADV ANT AGE'') and shall be effective 
as of the first of Ap1il, 2012 (the "Effective Dnte"). The Plan Sponsor, the Plan and ADV Ai'ITAGE are 
each individually referred to herein as a "fillTI" and, collectively, as the "Parties." 

RECITALS 

WTIEREAS, ADVANTAGE is an Indiana corporation licensed in Indiana as a health 
maintenance organization ("HMO") and a:q such is exempt from registration as a third party administrator 
pur~uant to lndiana Code Section 27-1-25-1; and 

WHEREAS, the ·Plan Sponsor has adopled and implemented the Plan, a self-insured employee 
welfare benefit group health plRn that provides n means by which eligible employees of the Plan Sponsor 
and Lheir eligible dependents may obtain benefits provided by the Plan as set forth in the Plan Documents 
(as defined below); and 

WHEREAS, the Plan is a government plan and is not bound by the requirements of the 
Employee Retirement Income Security Act of l 974, as amended from time lo time ("ERISA"); and 

WHEREAS, ADV ANT AGE, under the terms of this Agreement, shall assist the Plan Sponsor in 
the implementation and administration of the Plan. 

AGREEi\ifENT 

NOW THEREFORE, in consideration of the mutual covenants and obligations contained 
herein, the Parties agree as follows: 

for the purposes of this Agreement, the following words and phrases have the meanings set forth below: 

ARTICLE I: DEFINITIONS 

1.1 ACH Transfer: Refers to the electronic transfer of funds, including direct deposit and electronic 
payments. 

1.2 ADVANTAGE P1·oprietary Netwo1·k: A separately contracted integrated delivery system of 
participating providers that have agreed to provide Covered Services and a foe schedule for 
Claims pricing. 

1.3 Applicable Laws: all applicable laws and regulations. 

l.4 Care-AD VANT AGE Program: The ADV . .tlu'\JTAGE patient-centric integrated population 
management services conducted by ADVANTAGE health professional resources to avoid 
unnecessary utilization, ensure utilization of Covered Services at the right place and right Lime, 
encourage Participants engagement, and reward providers to promote outreach and health 
preventions as more fully described in Exhibit A (Care-ADV ANT AGE Program Description 
Summary). 
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1.5 Claim: A request by Claimant for payment or reimbursement. 

1.6 Claimant: Any person or entity submitting a Claim. 

1.7 Claims Ace-0unt: means a segregated account established on behalf of Plan Sponsor by 
ADVANTAGE and funded by Plan Sponsor for payment or reimbursement of Covered Services. 

1.8 COBRA: The ConsoLidaled Omnibus Budget Reconciliation Act of l986, as amended which 
rnay or may not apply to Plan Sponsor. 

1.9 Covered Services: The care, treatments, services or supplies described in the Plan Document(s) 
as eligible for payment or reimbursement under the tenns of the Pla11. 

1.10 Data Processing Program: The population management analytics and reporting services 
included in the Care-ADV Ai'l"T AGE Program provided to Plan Sponsor by ADVANTAGE 
utilizing the reported paid medical and pbarnrncy claims associated with Participants under the 
Plan administered by Plan Administrator. 

l.11 fGxplnnation of Benefits ("EOB"): the explanation of benefits is a worksheet that provides 
details regarding how a medical claim was processed. 

1.12 Fees: These monetary amounts and charges specifically listed ancl incorporated herein by 
reference as "Schedule B". 

l.14 HIPAA: The Health 1nsurancc Portability and Accountability Act of 1996 and the regulations 
issued thereunder, as amended. 

1.15 Local Financial Manager: Means the Plan Sponsor's assigned representative, for each of Plan 
Sponsor's locations, autholized, provided to ADVANTAGE in writing, by Plan Sponsor to 
exercise discretionary authority on Plan Sponsor's behalf regarding Claims Accom1t and 
Premium Payment funding and payment. 

1.16 Participant(s): Means any person who is eligible, properly enrolled and enlitled to benefits under 
the tenns of the Plan. 

J.17 Plan: The self-insured employee welfare benefit plan which the Plan Sponsor has established 
pursuant to the Plan Document and which is made tbe subject of this Agreement, [Name of Plan]. 

1.18 Plan Administrator: Means the Plan Spom;or, as indicated in the Plan Documents and 
Summary Plan Description, responsible for the day to day functions, operations and management 
of tl1e Plan. 

l..l9 Plan Document: Means the instrument or instruments, including Swnmary Plan Description that 
set forth and govern the duties of the Plan Spo11Sor, as the designated Plan adrn.iillstrator, as well 
as the eligib ility an.d bellefa provisions of the Plan which provide for the payment or 
reimbursement of Covered Services. 
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1.20 Plan Sponsor: Means the employer, City of Greenwood, Greenwood Indiana, who established 
the City of Greenwood Employee Health Benefit Plan as indicated in tbe Plan's Plan 
Document( s). 

1.21 Premium Payment: Payment to ADVANTAGE by Plan Sponsor for the payment of Stop-Loss 
Reinsurance Premiums to be remitted by ADV ANT AGE to the Stop-Loss Reinsura11ce carrier on 
behalf of Plan Sponsor. 

1.22 Protected Health Information (Pill): Has the same meaning as the tenn "Protected Health 
Infonnation" in HIP AA, limited to information created or received by one Parly from or on 
behalf of the other Party. For the purpose of this Agreement, Pill includes Electronic Protected 
Health lnfonnation (EPHl) as defined in the Security Standards under HlPAA. 

1.23 Miuisterial Functions: Functions perfonned by ADV ANT AGE with respect to this Agreement, 
within a framework of Plan Documents, policies, interpretations, rules, practices and 
procedures made or approved by or within the discretionary authority of the Named 
Fiduciary. 

1.24 Named Fiduciary: Means the Plan Sponsor. 

1.25 Stop Loss Reinsuranee: A fotm of reinsurance purchased by the Plan Sponsor that limits 
the a.mount the Plan Sponsor will have to pay for each Participant's health care 
(individual limit) or for the total expenses of the Plan Sponsor (group limit). 

1.26 Summary Plan Description: If the Plan Sponsor maintains a summary of the Plan Document, 
which is pl'ovided to Plan participants to summarize the terms of the Plan, such document shall be 
known as the Summary Plan Description 

1.27 Termination Package : The reporting package described in Schedule A provided to Plan Sponsor 
upon tennination, at Plan Sponsor's request aud at an additional cost to Plan Sponsor. 

1.28 TPA: A third party administrator, ADV A.t'\!T AGE, contracted by Plan Sponsor to perfonn certain 
a<lminis!Tative functions and other services as more fully described herein. 

ARTICLE II: TERM AND TERMINATIO~ 

Section 2.1 The te1m of this Agreement shall begin as of the Effective Date as set forth above and shall 
continue to and incli1ding March 31, 2013 {the ''Term"), luiless sooner terminated pursuant to the 
provisions of this Agreement. Unless either Party provides the other with at least sixty (60) days written 
notice prior to the end of the then current Tenn, the Term of this Agreement shall automatically renew for 
an additional one ( 1) year te1m, provided that ADV ANT AGE reserves the right to increase the Fees 
payable by Plan Sponsor for such renewal Tenn to a mutually agreed upon rate. Any proposed increase of 
fees by ADV ANT AGE must be provided in writing to Piao Sponsor at least ninety (90) days prior to the 
expiration of the cmTent Tenn. 

Section 2.2 ADV ANTAGE's obligations under this Agreement apply only to Claims for Plan benefits 
that are incurred on or after the Effective Date and prior to the date this Agreement lenninates or expires 
in accordance with its temlS. 

Section 2.3 In addition to the expiration or non-renewal provisions of this Agreement, this Agreement 
may terminate: 
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(A) At the discretion of ADV ANT AGE after expiration of ten (I 0) business days' notice to Plan 
Sponsor for Plan Sponsor's failure to pay Fees or amounts due under this Agreement; 

(B) At the discretion of AD VANT AGE, upon written notice from ADVANTAGE based upon 
Plan Sponsor's failure to provide funds necessary or required to adequately and timely fund 
the Claims Account; pay for benefits or Covered Services under tl.Je Plan; or produce checks 
for the payments of Claims with insufficient funds; 

(C) At lhe discretion of ADV ANT AGE, after expiration of ten ( 10) business days written notice, 
from ADVANTAGE based upon Plan Sponsor's failure to disclose any infonnation or data 
necessary for ADV ANTAGE's perfonnance of services under this Agreement; or 

(D) In the event either Party materially breaches a term, provision or warranty of this Agreement 
or defaults (other than for the foregoing reasons and those set forth in Section 2.4 below), 
and does not correct the breach to lhe non-breaching Party's reasonable satisfaction within 
thirty (30) days after receipt of written notice of breach fo1m Lhe non-breaching Party. 

Section 2.4 In addition to the above, the occurrence of any one of the following eveuts shall constitute a 
default under this Agreement, and the Party not in default may, at its option, immediately tenniuate this 
Agreement upon written ri.otice to the other Party. 

Section 2.4.1 If Plan Sponsor fails to pay any monies to ADVANTAGE pursuant lo Uiis 
Agreement within the applicable grace period; 

Section 2.4.2 Thirty (30) days after either Party: (a) becomes insolvent, (b) is unable to pay its 
debts as they become due, (c) states in writing that it is not able to pciy its debts as they become 
due, (d) makes an assignnient for the benefit of its creditors, (e) files or has filed against it any 
proceeding in the United States Bankruptcy Court, (f) is subject to a levy, seizure, or sale of a 
substantial part of its property or assets on behalf of creditors, or (g) is subject to the appointment 
of a recei. ver for a period equal to greater than thirty (30) days; 

Section 2.4.3 Upon either Party being dissolv<:d, terminated, or ceasing to exist according to 
Applicable Law ( hereafler defined); or 

Section 2.4.4 Upon notice to the other Party if the other Parry engages i.n fraud, misappropriation 
of funds, material misrepresentation or willfu 1 misconduct of any kind. 

Section 2.5 [n addition, either Party may terminme this Agreement, without cause, by providing the other 
Party at le.nst sixty (60) days' written notice prior to the expiration of the tenn. 

Section 2.5.1 If Plan Sponsor terminates this Agreement pursuant to Section 2.5 within six (6) 
months of the Effective Date, Plan Sponsor shall pay ADVANTAGE the implementation costs 
incurred by ADVANTAGE as well as any outstanding balances due ADVANTAGE for services 
performed under rills Agreement up to and including the date of terminalion. 

Section 2.6 Upon expiration or termination of this Agreement.: 

(A) Claims Records. Because the services provided by ADV ANT AGE include access to 
the ADV ANT AGE Proprietary Network, owned by ADV ANT AGE, Plan Sponsor 
agrees to engage ADV ANT AGE for a period of six (6) months following tbe date of 
expiration or te1mination of this Agreement to: administer all Claims incurred prior to 
such date and Plan Sponsor agrees to tender to ADV ANT AGE immediately available 
funds in an amount equal to: (i) oue-bundred percent (100%) of three (3) months of the 
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then cuneut achninistration fees due ADV ANT AGE pursuant to this Agreement based 
upon enrollment at the time of termination, to be paid to ADV ANT AGE on or before 
the tennination date of this Agreement, plus (ii) an additional three (J) months or run· 
out Fees at the rate of fifty percent (50%) of admi11istration Fees as of t11e tennination of 
this Agreement, to be paid to ADV ANT AGE by the end of the second month after 
expiration or termination of this Agreement; and 

(B) Unless within sixty (60) days of the expiration or termination period the Plan Sponsor 
sends ADV ANT AGE a written request to receive all cases in the ADV A.t'\/TAGE 
subrogation process, ADVANTAGE shall continue subrogation and recovery efforts on 
all such cases and agrees to remit to Pinn Sponsor all proceeds it receives, minus the 
subrogation Fees set forth herein. In the event Plan Sponsor requests to receive 
subrogation cases from ADVANTAGE, it agrees to release ADVANTAGE and its 
subrogation vendor from and against any and all snits, claims, Losses, fees, and expenses 
related to the subrogation cases and to reimburse ADVANTAGE for all out- of- pocket 
costs and expenses. 

(C) At the time the standard tennination reports are provided subsequent to expiration or 
termination of this Agreement and any applicable Claims run-out period, ADV Ai"\fTAGE 
and the Plan Sponsor or Plan Administrator, as applicable, shal1 be relieved of further 
responsibility for pe1fonning any of the services enumerated in this Agreement. 

Section 2.6.1 Outstanding Fees. Upon termination, the Plan Sponsor agrees to remit to 
ADV ANT AGE any outstanding balances due as described in Article VlL ADV ANT AGE shall 
have the right to retain all records as specified in Section 2.6 above until receipt of all outstanding 
monies due and in accordance with Section 2.8 below. 

Section 2.6.2 Return of Funds. As soon as reasonably possible after the tennination of this 
Agreement, ADV A.:."\l'T AGE shall deliver any funds of the Plan Sponsor or Plan in 
ADV ANT A GE's possession to the Plan Sponsor or Plan, as appHcablc, or to any designated 
successor to AD VA.NT AGE. 

Notwithstanding the expiration or termination date of this Agreement, this Section 2.6 shall be deemed to 
survive for the purpose of effectuating this Section. 

Section 2.7 Any Party not in breach of this Agreement shall be entitled to exercise any remedy to which 
it is entitled at law or in equity and to enforce its tights under this Agreement, including without 
limitation, enforcement through specific performance, injunctive relief and the recovery of all costs 
arising from any litigation or mediation including, but not limited to, reasonable aitomeys' fees. 

Section 2.8 Refontion of Books and Records. Each Party shall retain iliis Agreement as part of its 
official records for a minimum of six (6) years following the tennit1ation of this Agreement. In addition, 
notwithstanding anything to the contrai:y herein, ADVANTAGE may retain books and records related to 
this Agreement, as necessary to comply with its business operations and to meet its business 
requirements, for a minimum of six (6) years following the creation of such books and records, provided, 
that ADV ANT AGE may transfer a copy of sucli books and records to a new administrntor in the event 
this Agreement terminates and the Plan Sponsor and ADV ANT AGE enter into a written agreement that 
provides for such transfer. 
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ARTICLE UI: RESPONSIBILITIES OF AD VANT AGE 

The Plan Sponsor and ADVANTAGE agree that ADV Ai"JTAGE is authorized to pe1fonn certain 
functions on behalf of Plan Sponsor as described in this Agreement (including tbe duties specifically 
described in this Article IID with respect to the Plan and in accordance with the Plan Documents. 

Section 3.l The Plan Sponsor is solely responsible for determining the terms, conditions, features and 
benefits of the Plan. At Plan Sponsor's request ADV A.NT AGE has provided a sample plan docurneni 
template. ADV ANT AGE makes no representations or wanauties as to the adequacy or sufficiency of any 
Plan Documents, or as to any Plan Documents' compliance with any federal or state laws. The Plan 
Sponsor shall review and finalize the plan document(s) template with its own legal counsel to determine 
theu· adequacy and sufficiency prior to adopting such documents. The Plan Sponsor shall provide to 
ADV Al'-1 AGE a copy of the final, cu1Tent and adopted Plan Document and Summary Plan Description 
(collectively, the "Plan Documents"), for the Plan, which ADV At'\JTAGE shall use in performing its 
services under this Agreement. 

Section 3.2 Reccive on behalf of Plan Sponsor claims data and documentation from Pruticipants and 
providers. 

Section 3.3 Process Claims submitted by Participants and providers nccording to the Plan Doc\1ments and 
Summary Plan Description, as construed by the Plan Sponsor and in accordance with ADVANTAGE's 
standard Claims service described below: 

(A) adjudicace (exercising ordinary care and reasonable diligence) benefit Claims and i.u 
connection therewith: 
1. maintain the eligibility of Participants and U1e status of Claims on 

ADV Al'IT AGE's computer systems; and 
2. review Claims submitted and evaluate whether such Claims have been properly 

submitted; 
(B) provide a notice of benefit determination to Participants anct providers as appropriate; 
(C) prepare standard Claims activity reports, check registers, identification cards, enrollment 

forms and fund reports; 
(D) respond to inquiries from Parti<.-'ipants and providers regarding benefits available or status 

of Claims; and 
(E) on a weekly basis, notify the Plan Sponsor of the amount of funds necessruy to pay the 

adjudicated benefit Claims and any plan expenses (which Plan Sponsor shall pay in 
accordance with Article N in its entirety). 

The Parties acknowledge and agree that ADV ANT AGE shall perform these services as a non-fiduciary 
claims administrator. The Pion Sponsor (or other entity identified in the Plan Documents) is tbe Plan 
Administrator of the Plau imd is and shall remain responsible for any and ~11 Claims decisions under the 
Plan, including the exercise of any discretion in deciding Claims or construing tbe terms of the Plan. 
ADVANTAGE shall refer to Plan Sponsor (or other entity identified in !he Plan Documents), for its 
exclusive and final resolution, of any questions concerning the meaning of any par~ of the Plan 
Documents and Summary Plan Description, or the validity of any questionable or disputed Claim~. 

Section 3.4 Process appeals in accordance with Plan Sponsor's Plan Documents and Summary Plan 
Description and refer to Plan Sponsor (or other entity identified in the Plan Documents), for its exclusive 
and final resolution, of any appeals from any denial of any of Claims. 
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Section 3.5 Process, print and remit checks from the Claims Account as instructed by the Plan Sponsor, 
to Participants, providers or others as may be applicable in accordance with Plan Documents, and the 
applicable ADV Al'ff AGE Self-Funded Financial Policies and Procedures which shall be included as an 
attachment to this Agreement and referred to and incorporated herein by reference as ADVANTAGE 
Self-Funded Financial Policies and Procedures for Claims Account, upon Plan Sponsor's agreement and 
available to Plan Sponsor upon reque8t. 

Section 3.6 Deliver to the Plan Sponsor via secured e-mail (or such other delivery method mutually 
agreed to by the Partie..q) an accounting of the transactions perfonned by ADV ANT AGE pursuant to this 
Agreement and affecting the Claims Account and Premium Payment (if applicable.) 

Section 3.7 Deliver to the Plan Sponsor copies of ADVANTAGE's electronic files with respect to the 
Claims within ninety (90) days of the termination of this Agreement subject to the payment by Plan 
Sponsor of all monies due AD VANT AGE. 

Section 3.8 Provide a HIP c\A compliant Certificate of Creditable Coverage whenever a Participant 
terminates coverage under the Plan and a HIPAA Certificate. of Creditable Coverage file to Plan Sponsor 
upon tennination of this Agreement. The document will provide the perlod of coverage beginning on tbe 
Participant's date of enrollment (if provided by the Plan Sponsor) and ending on the Participant 's date of 
termination as verified by eligibillty records provided by Plan Sponsor. 

Section 3.8.I Notwithstanding the above, Plan Sponsor is responsible for all aspects of COBRA 
compliance under the Plan, including providing timely and proper notification of COBRA rights 
to Participants nnd qualified beneficiaries. ADV At'IT AGE shaU not be responsible for any 
COBRA duties under this Agreement unless specifically stated herein. 

Section 3.9 Care-ADVANTAGE. ADVANTAGE shall provide Care-ADVANTAGE Program services 
to the Plan. Care-ADV ANT AGE Program services shall include: prior authorization of services in 
accordance with the Pl11n Document, utilization management review, concurrent review, disease 
management, discharge planning, continuity and transition of care management, and complex case 
management. 

Section J.10 Stop-Loss Reinsurance. Subject to the terms of Article L~, Section 4.8. hereof, and as 
requested by Plan Sponsor, ltse conunercially reasonable efforts to procure Stop Loss Reinsurance 
proposals (specific and/or aggregate) for the Plan Sponsor's considerntion, which reinsurance shaU be an 
asset of the Plan Sponsor and not of the Plan (the "Stop-Loss Reinsmance"), and prepare and file 
reinsurance claims, on behalf of Plan Sponsor, associated with Stop-Loss Reinsurance. 

Section 3.10.1 Duties Related to Stop- Loss Reinsurance. The Plan Sponsor shall have final 
authority to decide whether to purchase Stop- Loss Reinsurance, the type and level of coverage 
and with which insurer such coverage shall be placed. TI1e Plan Sponsor shall remain solely 
responsible for timely payment of Premium Payments under the Stop-Loss Reinsurance policy. 
Subsequent to Plan Sponsor's securing of such coverage, ADVANTAGE shall provide reporting 
ond Claim filing services to the relevant Stop- Loss Reinsurance carrier. 

Additionally, for any benefit Claim that is received by ADVANTAGE during the last thirty {30) 
days of any Stop Loss Reinsurance year, ADV ANT AGE may, but shall in no event be under any 
obligation to, discharge its duties in such a manner as may be required to cause the applicable 
reimbursement to the Plan Sponsor or the Plan, as applicable, to occur as part of the same Stop 
Loss Reinsurance year. 
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Section 3.11 To the c.'tenl maiotained by AJJY ANTAGE and as applicable to Piao Sponsor, provides tile 
Pl~o Sp,111sor with the iuformauou ERJSA requires, widun the time &rune requited by ERISA, to eoable 
d\e Pl•n Sponsor to file ilie annual repori (IRS f'onn 5500) for tlle Pian. 

Scclioo 3.U Provide access to the ADV ANT AGE Propri•.inry Network. Snch access "'~II be subject to 
each ?8fticipating, nehvork1

$ cerms and conditions and the r~ght of the network to g.Tant access to the Plan 
Spoosor for the Plan. Plan Sponsor 111tderstands that each participating network sh•ll h•ve the rigbt to 
detennine the level of cliscouat to be offered (o Plan Sponsor ood d;at ADV Ai"iTAGE does not cono·ol 
1101 shall beheld liable for participating network's cliscow1t. 

Section 3.13 ADV AJ'ITAGE shall provide the Care-ADV ANT AGE Pl'Cgrom as indica~ed ir. Article IC!, 
Section 3.9, which may be modified a.ud updated from ti>ne to time, ond which will govern functions 
including Data Proce..<sing Program's reporting, adroinistrati~e responsibilities. requirements for 
cooperation and pMticiµaiioo betweeo the Plan and 1\DV :\NT A Ge to support the population 
management stl'ategies, and o ther Data Processing Prog?"an\ recpire>uel\ts. The Cnre-ADVANTAOE 
Progi11m OescriptiOJl Swrnnary is oltncbed al\d incoq>cnited herein"" Exhibit f),, 

(A) ADV ANT AGE shall use it~ best effort.' to perform all services, program interventions, 
reporting and ourrench activities rcl•tcd to the Cnre-ADVANTAGE Program in a maiuier 
tllat promotes the highest degree of Particip.'Ull's engsge1ucnc, improve<l ouCwmes .• und 
cost avoidance. These services shall iocl\lde those services listed in p xhjbjt A. 

Section J .14 ADV ANT A08 sh.all ~,01np!y with the IllP AA Uu3i1tess AssociMe Agreement attached 
ltere'o as Exhibit B, 

Section 3 .15 If elected by Plan Sponsor and the Plan ""'"" ADV ANTAGE's r~.quirements for a 
dedicated li:lc~ provide Plan Partic.ipan1i> \~:irh a lOll free telephone nunlbec for servicing for a fee ns 
indicared in Article Vil. 

Section 3.16 Maiotain adeqU<>te records of Claims made and benefits paid in such fonn ood format as 
may be conveniout for ADVANTAGE for a period of six (6) years or longer if required by Applicable 
La\tt, 

Scctioo 3.17 If it is suti<:eqoently determined th~t •ny Claims or Premium paymeot was incorrect, 
ADV ANTAO£ will lJSC r=onahle efforts to prompUy co1Tcct tho errvr. lo no event shall ADVANTAGE 
be required to ~iclutecourt proccedi.n~ for ilny s~ch recover/. 

Section 3.18 l'rovidc addi1ional .icr•ices not specified ;n tbis Agreement but incorporated in writing by 
way of an runondment to fois Agrce1ncnt, as mutually >.greed upon in wi:iting by tho Piao Sponsor and 
AJJV ANT AGE for additional Foe.~, 

Section 3.J9 Provide reasonable assistttnce to Plan Sponsor iu purs1cii:g rishfs ofrecove1y arisi~g, from: 
coordination of benefits, bill negotiation, discouot programs, cost management, s11brogation and frm1d 
detection. Such service.-; zresu'oject <v tho$e Fees set forth in Artjcle yn. 
Section 3.20 Renew•!. ADVANTAGE will present a reaewal proposal at least uinety (90) days p1for to 
expiration of the tcnn. 

ARTICLI' JV: RESL'ONSlf!lLlTI ES OF ~LAN Sl'QNSOR 

AOV_ TPA_h0MT_7.0JI "1g<8o!3S 



The Plan Sponsor shall pcrlbrm the l'o!Jowing re,spoosibilities during the Tcnu: 

Section 4.1 Pt·epa ration o f F.ligi hility I,ist •nd Pla11 Jn for mation. The Plan Sponsor shall prepare an 
initial complete and accurate sci of enrollment records for all Participants and deliver soch records to 
ADVANTAGE no less llrnn thirty (30) clllys pti Ot' to lhe BIT~ive Date of this Agreement. Thereafter, !he 
Plan Sp<>nsor shall notify APV A.NTAGB, Ui writing of any and all changes in Participant st'!t" 
(including, witho<lt limitarion, rite addition of new Participanls, tenninatioa or layoff, changes in 
dependent status ot any othc. changes thnt may affect Che eligibili!y of a ParticiprmO williio fifteen (IS) 
days of the date Plan Sponsor hccom0$ aware of snch change by proll1ptly updating such record• in 
writing or by "" Y other medium acceptable to ADV ANT AGE, in ADVANTAG!i's sole disctctk·r. arod 
shall include chc following wiU1 respect co esch Participant: name a;ld nddtess, social security number, 
da!e of birtb» type of cnverage, sex, relatiousb..ip to e1nployee1 changes in coverage, da.1~ coverage begjns 
or ends~ and any other infonnatlon necessary to deterrn:ne eHgibilily and .;:overage l~veJs under the Plan. 
If the Plan Sponsor subnli~s. a 1em.insli'Jn rer..:ord Lo 1\ D'./ANTAOE. ·;vhich is retroactive :n accordance 
w\tl1 federal regulations and lll Applicable Lows, ADVANTAGE will not be obligatcrl 10 adjust 
adn;,inistra.tive Fees, pr::roiu1ns, or vendor costs ret(·o.actively for rr.ore than sixcy (60} day5. 

Section 4.J.1 Resolve or c.11se 10 be resolwd by ao authot'il.ef. entity idemilied ii\ Plan 
Document•, all mnbi1,'11ities arod {lisputes reloring to the Plan eligibility of Pac·ticipont, Plon 
Cove.rage, dcnlal of dzims and decisions regardiog appeals of denials of Clai1ns, as \Vel~ as any 
other P:cJ\ inlerpretatioll que::itious. 

Seeti.on 4.2 EstahHsb1 maintain an<l fund a bank account to be d~ignated as the Clahns A-0count, and 
execute o.nd de]iver. lo ADVANTAGE any ru1d all documents necess~ry to empower J\DVAN'l'AGE to 
release fu!lds by issuing checks with Plan Sponsor's name, if and as requested and at1thorizcd by i'lan 
Sponsor and/or Pl!lll as spec-ific•lly described in the ADVANTAGE Sd f-f'un<lcd Financial Policie> and 
Procedures applicable to the Clai.ms Account which shall be iucluded, upou Plan Sponsor's apµnJval , aud 
available to Pinn Sponsor upon request. 

Section 4.3 Scctio11 4.3 Claims Fonding. 

(A) The Plan Spon$or shall be solely responsible for funding the P"Yment of benefits and expenses 
under the Plan, either through: 

1. coUectinn of. prerniun\s OJ' ccn1..ribi1tions fro1n Pnrtic.iponts; 
2. ueed ln,'iert here 
3. purcha~c. of reinsurance~ or 
4. a :::-O\nbio~lion of the frnegoing. 

(Bl On o wMkly basis, i\DV A:\JT AGE shall notify the Plan Sponsor's Local F•nancial Manage1· 
of the f:\Jnds require<! t,n '-"''~'y the PJM's e~pense and benefit obligalio11s, i11cl11c\ing the 
edj:1dicated hcneiit Cl•im5 und"' Antclc IV above. Witltin .\PJ+J'.~JSil:i'J~$J'JjCiu~ of 
recciviag, ~uch noti:.:.e, th<.: Plan Sponsor's Local .Financial Managers mut>L r.oti(y 
ADVANTAGE if they WMlt to remove 8lly payment from the fuodiug. lf notification is not 
receive!l by ADV1\NTi\GE within fol'ty-eight (48) boors, ADVANTAGE wilt deem its 
ootice to the I .ocaJ Fil1ru1cial Manager as accepted and aud1ori7..e<l and will initiate n1: ACH 
lransfor to dcpv-'it f.Jr.ds into the Claims Accouu~ f.rom accounts spe<>i6ed by the Local 
fiJlanciol Managc·r. The ACH tra11sfec of fund.s shall be in iui amount sufficient to satisfy all 
expense and bc11efit obligation~ aB specified by ADVANTAGE in such notice. If a Local 
Financial Man•g~.r notifies ADVANTAGE widl.in forty-eight (48) hours of its desil-e to 
.ieinove a payment from ftutdiug, the specific check will be wiihheld by A 11V ANTAGE until 
the Local f und Manager notifies ADVANTAGL'l to release the check or such Claim is 
reversed. ADVANTAGE will not be responsible for any consequences resulting fro)l) Plan 
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Sponsor's untimely funding of Claims, Plan Sponsor's Locnl Financial Manager's delay in 
providing any notification to ADV ANT AGE or the non-release or reversal of any Claim per 
Plan Sponsor Local Financial Manager's instructions. 

(C) The Plan Sponsor recognizes its responsibility to fund all benefits payable under the Plan, and 
all expenses of the Plan, including the benefit Claims li ability as stated above in this Section 
4.3. If the Plan Spo11sor does uot provide funding within .fifteen (LS) calendar days of 
ADV ANT AGE's notice regardiog fonding, ADVANTAGE has the tight, bnt not a duty, to 
notify Participants and health care providers of the delinquency of funding. ADV ANT AGE 
shall eam any applicable service Fees set forth in Article VII attached hereto in co1mection 
with providing such notice. 1n the event of such delinquency, ADVAI\l'AGE may also 
suspend the processing of all Claims and the issuance of checks and EOBs to Participants. 

(D) Tue Plan Sponsor acknowledges that in the event the Plan is discontinued or canceled or this 
Agreement tenninates, the Plan Sponsor is responsible for funding payment of all Claims 
incurred prior to the date of such discontinuance, cancellation or termination. This Section 
4.3 (D) shall survive the disco1ttinuation of the Plan, U1e cancellation or termination of this 
Agreement. 

Section 4.4 ACH to ADVA.J.'ITAGE, witliin twenty (20) days of Plan Sponsor's receipt of funding of 
ADVANTAGE's invoice, all monies that ADV ANT AGE requests for reimbursement of monies 
expended to obtain medical records or to investigate Claims, which expenses shall be borne solely by 
Plan Sponsor. 

Section 4.5 ACH payment to ADVANTAGE, by the due date, of all monies that ADVA.i'ITAGE 
req\1ests for pre-approved expenses incurred for professional services rendered to or on behalf of the Plan 
Sponsor or in connection with ADVANTAGE's obligations under this Agreement. 

Section 4.6 ACH payments to ADV ANT AGE, by the due date, of all monies that ADV ANT AGE 
requests for expenses incurred to print matedals for Plan Sponsor, which expenses shall be borne solely 
by Plan Sponsor. 

Section 4.7 .Forward payment to ADV ANT AGE, by the due date, of those Fees for services rendered 
under this Agreement as set forth iii Article VU hereof. 

Section 4.8 l.n the event that Plan Sponsor desires to engage ADV ANT AGE to assist, at Plan Sponsor's 
request, in securing and placing Stop- Loss Reinsurnncc for the Plan Sponsor, und the Plan Sponsor 
requests ADVANTAGE to remit, on Plan Sponsor's behalf, premiums due and owed to U1e Stop-Loss 
Reinsnrer in connection with such coverage, Plan Sponsor shall issue a Premium Payment check payable 
to ADV ANT AGE, ADV ANT AGE shall deposi t Premium Pa:r1nent in its account and promptly transfer 
such Premium Payment to Stop-Loss Reinsurer via ACH Transfer. 

Section 4.8.1 If Plan Sponsor requests ADVANTAGE to remit payment, on Plan Sponsor's 
behalf to Stop-Loss Reinsurer, Plan Sponsor shall execute and deliver to ADVA.i'ITAGE and to 
the chosen depository, any and all documeuts necessary to empower ADV ANT AGE to accept 
such Premium Payment and remit payment to Stop-Loss Reinsurer. Plan Sponsor must remit 
Premium Payment to ADVANTAGE within forty-eight (48) hours of receipt of invoice from 
ADVANTAGE. ln the event Plan Sponsor fai ls to abide by the forty-eight (48) hours 
requirement, Plan Sponsor shall be solely responsible in the event of ADVANTAGE's untimely 
remittance of Premiwn Payments to Stop-Loss Reinsurer. 
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Section 4.9 Promptly notify ADV ANT AGE of any tennination, expiration, lapse or modification of Stop· 
Loss Rein.surance. 

Section 4.10 Hold confidential such information respecting ADVANTAGE which is obtained by or 
disclosed to the Pion Sponsor, and which is proprietary to ADV Al'<t AGE. Such information includes, but 
is not limited to, provider contracting arrangements, ADVANTAGE's fee schedules, Claims 
administration guidelines, and ADV ANT A GE's practices and procedures. 

Section 4.11 Pay any and all taxes, licenses and fees levied, if any, by auy local, state or federal authority 
in coru1ection with the Plan. 

Section 4.12 Maintain and operate the Plan in accordance with all Applicable Laws and regulations. Plan 
Sponsor shall provide and timely distribute all applicable notices, infonnation, materials and documents 
required to be given to Participants under Applicable Laws, and maintain all recordkeeping, and file all 
forms rel<itive to the Plan, as required under Applicable Laws. In addition, Plan Sponsor shall timely 
prepare or cause to be prepared, and timely execute, any documents, fonns or contracts respecting the 
Plan that are required by Applicable Laws. 

Section 4.13 Plan Documentation. 111e Plan Sponsor shall provide ADVANTAGE with a final and 
current copy of t11e Plan Documents and Summary Plan Description which ADV A.i'\JT AGE will follow 
and rely upon to provide the services described under this Agreement. Plan Sponsor shall also provide 
ADV ANT AGE with copies of any and all revisions or changes to the Plan at least thirty (30) days prior to 
the effective date of such change. 

Section 4.14 The Plan Sponsor shall notify ADVANTAGE in writing upon: 

(A) acquisition of any new or different contract relating to the Plan, or upon any change in the 
Plan Sponsor's organization which might affect the legal status of the Plan; and 

(B) any change in the Plan benefits at least thirty (30) days prior to the effective date of such 
change. Any change requiring an adjustment of Claims shall be performed by 
ADVANTAGE only for an additional fee mutually agreeable to the Parties. 

Section 4.15 Plan Administrator and Named Fiduciary. The Plan Sponsor shall serve as the Plan 
Administrator and the Named Fiduciary of the Plan. The Plan Sponsor shall remain ultima~Jy 

responsible with respect to all fiduciary duties relating to the mauagement of the Plan or disposition of 
plan assets having discretionary authorily or responsibility respecting the administration of the Plan, 
including but not limited to, processing, adjudication and payment of Claims and Claims appeals and 
shall be the named fiduciary for such purposes. ADVANTAGE is !l.JJo.n·fiducia1y claims administrator 
under the Plan, and does !lot, and is not authorized to, exercise any discretionary authority or 
discretionary control over the management of the Plan or the managemenl or <lisposilion of the Pia.n's 
assets. The Plan Sponsor shall retain sole full and final autho1ity and responsibility for the Plan and its 
adm.inis1ntion and operation, including the final detenninalion on Claims payable under the Plan. 

Section 4.16 Settlement of Claims. The Plan Sponsor shall timely notify ADVANTAGE of any 
inquiries it receives regarding the activities undertaken by ADV ANT AGE and shall assist ADV ANT AGE 
in any reasonable manner with regard to ADV ANTAGE's obligations under this Agreement. Io addition, 
the Plan Sponsor shall fully cooperate with ADVANTAGE as and to the extent necessary for 
ADV ANT AGE to effectively respond to such inquiry. 

Section 4.17 Regulntory Reporting. If, ac auy time, a governmental authority requires ADV ANT AGE to 
submit data or information regarding this Agreement or on beh<ilf of the Plan, the Plan Sponsor shall fully 
cooperate with ADV ANT AGE to the extent necessary to respond to the requirement. ff the Plan Sponsor 
fails to cooperate, and as fl result, ADV ANT AGE incurs a penalty or fiue, the Plan Sponsor shall 
reimburse ADV ANT AGE upon written notice and proof of funds due. 
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Section 4 .18 Banking Arrangements. Funding of benefits shal1-be made by the Plan Sponsor from 
funds as described in Section 4.3. The checks to pay Claims shall be in a form mutually agreec.1 upon by 
U1e Parties. ADVANTAGE shall print and release such checks weekly, as approved by Plan Sponsor, or 
more frequently as specifically described in the AD VANT AGE Self-Funded Financial Policies and 
Procedures for Premium Payment wbicb shaU be included, upon Plan Sponsor's upproval, and available 
to Plan Sponsor upon request. ADV Al'<'T AGE shall be responsible for the costs, if any, and maintenance 
of the Clai.ms Account Uthe Parties IJ.ave agreed, ADV A.;.'ITAGE will remit paymeuts to the Stop Loss 
Reinsurer. ADV ANT AGE shall remit payme11ts to the Stop LQss Reinsurer from funds made available by 
Plan Sponsor to ADVANTAGE by check to ADVANTAGE as more specifically described in the 
ADV ANT AGE Self-Funded Financial Policies and Procedures for Premium Payment. ADVANTAGE 
will remit the Premium Payment to Stop-Loss Reinsurer on behalf of Plan Sponsor as more specifically 
described in the ADV AJ."\l"TAGE Self-Funded Financial Policies and Procedures for Premium Payment. 

Section 4.19 Plan Infonnation. The Plan Sponsor shall be solely responsible for delivering lo 
Participants alt Plan information, including the Plan Documents, any summaries of material modifications 
or summary annual reports and any other information required by the U.S. Department of Labor or any 
other applicable federal or state agency. The Plan Sponsor shall also be solely responsible for notifying 
Participants aud beneficiaries if this Agreement is cancelled or te11ninated for any reason by eitlier Party. 

Section 4.20 Saf~uard the privacy and confidentialily of Pill rngardlng Participants. Plan 
Sponsor warrants that it has obtained a certification by Plan that the Plan Documents have been <imended 
to allow Plan Sponsor to receive certain PHI, to incorporate the following provisions and that the Plan 
Sponsor agrees to: (A) not use or further disclose the information provided by Plan other than as 
permitted or required by the Plan Documents or as required by law~ (B) ensure that any agents, inchiding 
a subcontractor, to whom it provides PH[ received from the Plan agree to the same restrictions and 
conditions that apply to the Plan Sponsor with respect to such information; (C) not use or disclose the 
info1mation for employme11t-related actions and decisions or in com1ection with any other benefit or 
employee benefit plan of the Plan Sponsor. Plau Sponsor also agrees to adopt and maintain policies and 
procedures to ensure that it will not use and/or disclose PI-U except as pennilte<1 or required by regulations 
promulgated under HrP AA and any applicable State laws and regulations. Plan Sponsor shall establish 
security measures to ensure that PHI is not used or disclosed by an employee who does not need to access 
such information for purposes of Plan administration, and to provide ADV ANT AGE with a signed 
certification indicating its compliance with these requirements. P1an Sponsor will not request 
ADVANTAGE to disclose PHJ except as consistent with the HlPAA regulations, the Plan Documents, 
the Business Associate Agreement, and any applicable state laws or regulations. Plan Sponsor will 
include iu its Notice of Privacy Practice to Plan Participants a statement that the Pla.u's third party 
administrators may use and disclose Pill on behalf of I.he Plfill as set forth in the Plan Documents and 
subject to all Applicable Laws. Plan Sponsor will obtain the proper e-0nsents and authorizations for 
ADVANTAGE to disclose PHI if ADV ANT AGE is directed by Plan Sponsor to disclose such 
information. The Plan and ADV ANT AGE have executed the HIP AA Business Associate Agreement, 
atrached hereto as Exhibit B_, authorizing ADV ANT AGE to act as a business iissociate of the Plan. 

ARTICLE V: RELA TIONSH1J> OF THE PARTIES 

Section 5.1 Relationship o( the Parties. lo performing services under this Agreement, ADV Ai"'ITAGE 
performs all acts as an independent conlractor and not as ari officer, employee or ageul of the Plan 
Sponsor, Plan Administrator (if other than the Plan Sponsor) or Plan. Nothing in tills Agreemeut shall be 
construed to mean that the Plan Sponsor retains any control over the manner and means of how 
ADV ANT AGE performs the services provided for herein, but only a right to review the results of the 
work performed except to the extent ADV ANT AGE requires Plan Sponsor's authorization. 
ADVANTAGE does not assume any responsibility for any act, omission or breach by a Plan fiduciary. 
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ADVANTAGE does not assume liability for the adequacy of funding of the Plan, and ADV At'-JTAGE is 
not, and shall not be deemed to be, au insurer, underwriter or guarantor with respect to any benefits 
payable under the Plan. Benefits under the Plan are not insured by an insurance company, health 
maintenance organization, or other entity regulated by a state insurance regulatory body. The Plan 
Sponsor retains ultimate responsibility for payment of any and all benefits under the Plan and all expenses 
incident to the Plan. 

Section 5.2 Business Associate Agreement. ADV ANT AGE is a "business associate" with respect to 
the Plan, pursuant to HIPAA, and the Health Infom1ation Technology For Ecouomic and Clinical Health 
Act, Division A of Title XIII of the American Recovery and Reinvestment Act of 2009 (the "HITECH 
Act"). The Parties agree to enter into an agreement setting out the applicable commitments and 
obligations under tile HIP AA and HITECH Act privacy and security rules (the "Business Associate 
Agreement"), the tenns of which are incorporated herein by reference and attached to this Agreement as 
Exhibit B. 

ARTICLE VI: ACKNOWLEDGElHENTS A1~D REPRESENTATIONS 

Each of the Parties expressly acknowledges and represents to the other Party as follows: 

Section 6.1 By entering into this Agreement, the Plan Sponsor is delegating to ADV ANT AGE only those 
powers and responsibilities with respect to the Plan which are specifically enumerated herein. Any 
function not specifically delegated to and assumed by ADV ANT AGE pursuant to this Agreement shall 
remain the sole responsibility of the Plan Sponsor. 

Sectiou 6.2 The Parties mutl.lally represent and warrant to one another that: (a) no further corporate 
approval from either of the Parties is necessary for this Agreement to be effective; (b) each of the Parties 
has the legal power, authority and right to enter into, and perform its re;;pective obligations under, this 
Agreement, and (c) ench Pa1ty's execution of, delivery of and performance under this Agreement shall not 
constitute a violation of any oral or written agreement to which it is a Party or by which it is bound. 

Section 6.3 With respect to the satisfaction of Claims or other obligations arising under the Plan, 
ADV At'-JT AGE shall not be obligated to disburse more than the amount ma.de available by the Plan 
Sponso1· for disbursement from the Claims Account. 

Section 6.4 ADV ANT AGE shall not, under any circumstance, be responsible to use its corporate assets to 
satisfy any Claim or expense that is the responsibility of the Plan Sponsor, the Plan or nny Pmticipant. 

Section 6.5 This Agreement shall not be deemed n contract of insurance under any Applicable Laws. 
ADV ANT AGE does not insure, guarantee Ol' underwrite the liability of the Plan Sponsor under che Plan. 
The Plan Sponsor, and not ADVANTAGE, shall remain solely liable for the payment of Claims and all 
other expenses incidental to the Plan. 

Section 6.6 ADV ANT AGE owes a duty of care only to the Plan Sponsor, which duty is one of 
reasonable care under the attendant circrnnstru1ces. ADV ANT AGE is not liable for any mistake of 
judgment or for any action taken in good faith. 

Seclion 6.7 Tue Plan Sponsor acknowledges that it is the Plan Sponsor, Plan Adminisb·ator and Named 
Fiduciary with respect to the Plan, as such terms are defined herein and by the Plan's Plan Documents and 
Surnma.ry Plan Description. As such, the Plan Sponsor shall at all times retain full discretLonary control, 
authority and responsibility with respect to the operation and administration of the Plan and Plan assets. 
The Plarr Sponsor agrees that ADV ANTAGE's role will be limited to t11at of a provider of the non­
fiduci ary services specified under this Agreement, that the services rendered by ADVANTAGE under this 
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Ag,reemen~ ;vHI oot ~oc1ode tb.e po\ve:- to exercise ~i$crc!ionilry autltodty over ('Jilt) opcr3.~ions or plan 
.sseis (if any), and that ADVANTAGE wil: 001 for any purpose, und..- l::.RISA or 01herwise, be dee1ned 
to be tbe Plall Adminis:rntor of th~ PIM oc a Fiducinry wi01 respect to tlie Pla1:. ADV1\NT:\GB's services 
unrlcr th.is. Agrce1nent are intended to and will consist only of those lVlinister)al Funcl.ious and \\•IH b~ 
pcrfo1mcd within the framework of policies and intorpreta(ions established by the Plan Spo1;sor. Th~ 
P.lan's benerit and covernge design h~s heen selected by (he l'lao Spottso1· and the f>lon Sponsor is solely 
responsi'JLC for that design. The Plan Sponsor rttains •ll discretionary authority with respect 10 the Pinn 
and the achninistrafon of cue Plru1. 

Soc!ion 6.8 ADVANTAGE shall adtu..i.nistor end a<ljudientc Claims in acco;danco with Article !.I[, hercn~ 
if the [>Jan Document and Su1mna'y Plan Descrip1ioo a1·e clear and unarobiguous as to the validity of 
Clai111s and the ParlicipaJJ(s' eligibility for covernge uoder the Plan. AOV ANTAGF. shall \1<>ve no 
rliscrelionary auU101ity to inie1pret the Pla'1 or Lo adjudic•~ Claims. Jf adju(licaiion of• Claim requires 
intcrpretatiou of •moigucus Piao language, aud tbe J>lan Sponsor has oot previously indicated io 
ADY AN1'AOE lhc proper ioterprelatio11 of such lruiguage, then the Pinn Spons~r shall be r~i)Ollsiblc for 
resolving the an)biguity or an.y other dispute &·ising lherefro1n. Jr. z.ny everif, the l)lan Spon~or·~ C.eci,\S;:,n 
~s to any Ctsi1n (\'-'·hefher or not il involv~ u )>)f.fl ambiguity or otht..'1' dispu(e) shitll be final, subject only 
to api>eals al lowed (}y A9plicable Law. 

Soction 6.9 The Pl•n Sponsor represenCs an~ wan-ants 10 ADVANTAGE tha: tli<: Piao is in full 
complia11ce w;th, and sh•l! a: nil ritues during the Term reu1~in io fuD complinnce with, aU AppJi,able 
Lawa. 

Section 6.10 The work lo be J>erform<:<! by f'.DVANTAGE unde~ thi3 A~:eemenl mzy, a< 
ADVANTAGE's discre~ion be P°'fom1ed f.ir<etly by it or wholly or in par< ~u·ol!gh ~ subsidiory or 
aftiliafc of P.D\1Af\TA.OE. or·~'/ anoLher urgr.nizalioa, ag!:nl. advj,sor or oi:h~r p~r.ion(::;) 'Nilh 'Nhich 
ADV A'N1'AGE hao •n 11rruige1nenl. 

Section 6.11 A.fJVANTAGE". s~all be eutiticd Iv rely, wi~:1out in•1csf~gatio~1 or inquiry, upon ar.y \vri(r'(:n 
(inclu<lwg b11111ot limi1~ co ekcu'On.ic) coilllllurlica~on of the Plan Spoaior or its aieats. 

Ser.Cion 6. l2 fn the eve!ll th:Jt th~ Centt:·TS for :vledical'e aod ~Aerlicaid Serv~ce.' (''C~IS") delcnninc that 
lhe Pfau has 1111dccpaid a Claim under Medicare Scconda7 Payer laws the Parties •.eknowledge that Plan 
asset~ will be used to con"ect sucb undeo·piiy).!leul. Under oo circ1unstauces wili ADVA:\ITAGE be 
rcq.:ired to make such ~y:nent with ADVA.'IT AGE f\Jnds, regardless of wheu CMS reqnores s11cl1 
payment, dnring or ofl~r the terO)l of this /\grecGlcnC, provided th•t •uch 1111detJ>ayinent is not clue to 
ADVAN'fAG~·s gross 1~cgligence, ',ad faith, or willfui 1ciscondoct. T11is pro~!iion shaH ~urvive the 
expiration or teJn1lua1ion ufth.is Agreemeut. 

Sc<'.tion 6. U Tf1e Plan Sponsor ngr•."S and aclmowlooges that /\DVANTJ\GB (~not liable for ouy act or 
omission by any Prflvidef nc foe n P1'0vider's fai:ure or refn~itl tn provlcle !.e1·vices or soppli::s. Care and 
Lreotlnent received by Plan Po.J:ticipanls are subject to the n~lcs ;ind regulations of the Providers. 

Section 6.l4 Tlte Pl~n Spooso1· agrees and aclo1owleclges that ADVANTAGE aud irs employoos shall not 
be li&ble, Wlder any circum3faocc~, for tJ1c nction or lack thereof by any Provider 11ader the~1·'es of 
vicarjous liability, agency, os:ensiblc authority, rcspondeotsuperior, imputed liability, o~ any other theory 
of liabili1y. 

S~ttiou 6.15 Tl1e \>Joa Sponsor a~rees ood acknowledges 1ba1 it is solely responsible for sclcc~11g the 
Stop-Loss Rcin~nf11.1lce hro)cer, carrier, d.nd policy coverage that is ctili7..ed in ~wiog Stop-T...oss 
Rein•urance for V1c l'J.n. ScopLos• llei11s11r~uce pol.icy coverage includes <he Plan Spoosor's 
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deductible/retention exposures, Claim submission requirementsl1imitations, and contract exclusions. The 
Plan Sponsor agrees to provide ADV ANT AGE a copy of the insm-ance binder or policy within thirty (30) 
days of the effective date of lhe procurement of Stop-Loss Reinsurance coverage. Tbe Plan Sponsor 
agrees and acknowledges that ADV ANT AGE shall not be liable for any acts or omissions in connection 
with the placement or administration of the Stop-Loss Reinsurance policy, unless such acts or omissions 
were solely due to ADVA:.WAGE's gross negligence, bad faith, or willful misconduct. The Plan Sponsor 
agrees to promptly notify ADV Ai~T AGE if any information provided to the Stop-Loss Insurance canier 
ou behalf of the Plan Sponsor is incomplete or inaccurate. AJJV ANTAGE does not insure or otherwise 
provide any guarantees with respect to the adequacy of the Stop-Loss Reinsurance selected by the Plan 
Sponsor, nor does ADV ANT AGE make any representations regarding a Stop-Loss Reinsurance can'ier's 
obligation to reimburse the Plan Sponsor for any Plan costs, including state-imposed surcharges, taxes, or 
assessments. The Plan Sponsor agrees and acknowledges that quotes issued by Stop-Loss Reinsurers are 
often subject to the insurer's final underwriting guidelines after coverage is placed. Quotes that are subject 
to final underwriting may allow the insurer to change the tenns of the policy, including but not limited to 
changing the premiums, specific and aggregate retention levels, and excluding or limiting coverage for 
certain Participants. ADV ANT AGE shall, upon Plan Sponsor's request, use commercially reasonable 
efforts to submit adequate information to the insurer to limit changes the insurer can make in the final 
underwriting process, but ADV ANT AGE shall not be liable for Plan Sponsor's failure to provide full, 
complete and timely information to secure Stop-Loss Reinsurance coverage, or for changes made by the 
insurer arising out of final underwriting. 

Section G.16 ADVANTAGE shall not be liable for any payments, underpayments, frnes, penalties, 
interest or other charges assessed by any governmental or regulatory agency, whether state or federal, in 
connection with the surcharge(s) and/or assessments due with respect to the Plan pursuant to Applicable 
Laws. The Plan Sponsor shall remain solely liable for any such payments, underpayments, fines, 
penalties, interest or other charges so assessed, and shall indemnify ADVANTAGE in the event same are 
assessed against ADV ANT AGE. 

Section 6. 17 ADVANTAGE represents that it is enrolled in the E-Verify Program (the electronic 
verification of work authorizalion program of the Illegal Immigration Refonn and hnmigration 
R0Sponsibility Act of 1996 (P.L. I 04-208), Division C, Title IV, s.40 l(a), as am.ended, operated by the 
United States Deparbnent of Homeland Security or a successor work authorization program designated by 
the United States Departmeut of Homeland Security or other federal agency authorized to verify the work 
authorization status of newly hired employees under the Immigration Reform and Coutrol Act of 1986 
(P.L. 99-603) and that it verifies the work eligibility of its newly hired employees through the E-Verify 
Program. ADV ANT AGE understands that it will not be required to verify the work status of its newly 
hired employees through the E-Verify Program if such program ceases to exist. ADVANTAGE does not 
employee any "unauthorized aliens" as that term is defined in 8 U.S.C. § l 324aQ1)(3). ADVANTAGE 
will complete and return an E-Verify Affidavit contemporaneously with the execution of this Agreement 
in the form attached hereto as Exhibit C. 

ARTICLE VII: FEES 

Section 7.1 The following services will be provided under this Agreement at the fees and charges 
indicated below. These fees and charges are collectively referred to in UJ.is Agreement as "Fees" and are 
specifically listed and incorporated herein by reference as "Schedule B", Unless otherwise stated, the 
monthly Fees are calculated by multi-plying the following rates by the applicable number of employees 
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emolled in che Plan each month and adding the result to the specific fees stated below or elsewhere in this 
Agreement. 

The Fees set forth in this Article VU are based on information provided to ADVANTAGE by the Plan 
Sponsor, including without limitation, infonnation regarding the average number of Participants enrolled 
in the Plan. ADV ANT AGE has relied on that infonnation in developing the Fees. Should there he a 
material chnngo in tills information; ADVANTAGE shall be entitled to Rdjnst the Fees consistent with its 
customary fees. All Fees listed in tb.is Agreement are subject to change in the event the number of 
Participants increases or decreases by more than twenty-five (25%) during the Tenn of this Agreement. 

The Plan Sponsor agrees to pay the Fees set forth in this Agreement subject to the terms and conditions of 
this Agreement, as well as other applicable agreements ADV ANT AGE may have wiU1 any other vendor. 

Section 7 .2 Terms of Payment of Fees. The Plan Sponsor agrees to pay ADV A.:.'\ITAGE the Fees as 
indicated in this Agreement within fifteen ( l5) days of receipt of the monthly invoice provided by 
ADV ANT AGE, via electronic mail (coufinned receipt) on or about the first week of tbe current month. 
The Plan Sponsor shall pay each Fee and any other Fees and reimbursable expenses owing co 
ADV ANT AGE by remitting a check to the address on the monthly electronic invoice for receipt of Fees 
under th.is Agreement. The Plan Sponsor sha11 not commingle the payment of Fees due to ADV ANT AGE 
w1th any other funds or payments. The Plan Sponsor must notify ADV ANT AGE in writing within fifteen 
( 15) clays of che Plan Sponsor's receipt of each invoice of any dtscrepancy regarding U1e Fees cliarged in 
such invoice, in which event the Patties shall reasouably cooperate to reach a mutually agreeable solution 
to such discrepancy; otherwise, ADV ANT A GE's Fees shall be as reflected in the invoice presented. 

Section 7.3 Prompt Payment Statute, If the Fees are not paid by the fifteenth (151h) day after receipt of 
the invoice and applicable documentation, the Plan Sponsor shall be subject to a one percent ( l %) late 
charge fee per month, in accordance with Indiana Code §5-17-5-1 et seq., the Prompt Payment Statute. 
Late charge fee(s) shall be calculated from the first day of the month on all unpaid amounts provided, that 
such late charge fee sball apply to ADV A. 'IT AGE Fees only. 

ART(CLE Vill: MlSCELLANEOLS 

Section 8. L Audit Rights. Subject to the provisions of this Section, Plan Sponsor may audit 
ADV ANTAGE's records in connection with the aclministrntion of this Agreement and ADV ANT AGE 
agrees to provide Plau Sponsor with reasonable access lo such recortls. ADV ANT AGE shall only be 
required to provide access to si..1ch infonnation that is in its possession and which is reasonably necessary 
to administer the Plan, provided tlrnt disclosure of such infonna.tion is not prohibited by ADV ANTAGE's 
agreements with third parties or any requirement of Applicable Law. Plan Sponsor shall give 
ADVANTAGE reasonable prior written notice which shall include; a) a statement of its intent to perform 
such an audit; b) a statement explaining its need to perfonn the audit; c) a description of tile type(s) of 
information within the scope of the audit, including dates; and d) Plan Sponsor's representation that the 
information to be disclosed by ADVANTAGE is reasonably necessary for the administration of the Plan. 
All audits and information disclosures shall occur at a reasonable time and place, in a manner that does 
not unreasonably interfere with ADV ANTAGE's ability to conduct its normal business, and at Plan 
Spousor's sole cost and expense. Subject to ADV ANTAGE's approval, which may be with.held for any 
reason, Plan Sponsor may designate a third party to conduct au audit or receive infonnation hereunder. 
Upon receipt of such approval by ADV A:)J'T AGE, the Plan Sponsor and such third party shall enter into 
an agreement with ADV ANT AGB wb.ich shall [Jrovide at a minimum: (i) a representation from Plan 
Sponsor and such third pa.i1y that no portion of the audit is based upon a conlingency fee arrangement; (ii) 

ADV_ Tl'A_A0MT_201 I Page l<i of35 Pinn Spon~or lnitinls:_~--



a representation from Plan Sponsor and such third party that each shall only use the miui.mally necessary 
amount of audit infonnation solely for purposes of administering the Plan and that each shall protect and 
maintain such information as confidential and to not disclose the infom1ation to any other person or entity 
other than ADV ANT AGE; and (iii) a representation from Plan Sponsor and such third party that each 
shall provide ADV ANT AGE with copies of all reports and summaries compiled as a result of the audit. 

Section 8.2 Full Integration. This Agreement, together with all exhibits and schedules that are attached 
hereto, supersedes any and all prior representations, conditions, warranties, understandings, proposals or 
other agreements between the Plan Sponsor and ADV ANT AGE, whether oral or written, respecting the 
subject matter hereof. In this regard, the Parties, having read and understood this entire Agreement, 
acknowledge and agree tha! there are no other representations, conditions, promises, agreements, 
understandings or warranties that exist outside this Agreement which have been made by either of the 
Parties hereto, which have induce<l either Party or bas led to the execution of this AgreemenL by either 
Party. Any statements, proposals, representations, conditions, warranties, understandings or agreements 
which may have been heretofore made by either of the Parties, and which arc not expressly contained 
herein are void and of uo force or effect. 

Section 8.3 Use of Names. Except as may be required or permitted under the termii of this Agreement, 
each Party agrees not to use the name, image, promotional material, stationary, letterhead or logotype of 
lhe other Party except as expressly authorized in writing by such other Party. 

Section 8.4 Counterparts. This Agreement may be executed in two or more counterparts, each and all of 
whicli shall be deemed nn oiiginal and all of which, together, shall constitute one and the same 
instrument. 

Section 8.5 No Oral Modification. No provision of this Agreement may be amended, augmerrted or in 
any way modified except in writing signed by a duly authorized representative of each of the Parties. 

Section 8.6 Indemnification. The Plan Sponsor shall indem1tify, defend (with counsel mutually agreed 
upon by the Parties), save and hold ADV ANT AGE and its affiliates, and their officers, directors, 
employees and agents harmless from and against any and all claims, suits, actions, liabilities, losses, fines, 
penalties, damages and expenses of any kind (including, but nor limited to, reasonable attorneys' fees) 
which .A.DY A.J.'\JTAGE may incur by reasou of: (i) Plan Sponsor's or its employees' or agents' failure to 
perform or abide by any of its duties under this Agreement; {ii) Plan Sponsor's failure to administer the 
Plan in a prudent or proper manner; (iii) any misconduct on rhe part of the Plan Sponsor or its agents or 
representatives; (iv) any disputes arising out of partial payment or denial of a Claim by either the Plan 
Sponsor or the excess risk carrier; (v) any action taken by ADV ANT AGE at the direction of the Plan 
Sponsor; (vi) ADVANTAGE's i.aability to comply with ADVANTAGE Proprietary Network prompt pay 
discounts due to circumstances beyood its control aud due to the fault or actions of the Plan Sponsor sucb 
as, additional information needed from the Plan Sponsor, Participant Stop-Loss Reinsurance provider or 
Provider, incomplete Claim, eligibility or coverage infonnation, untimely re-pricing from the vendor, or 
Plan Sponsor's failure to fund Claims in a timely maw1er (including but not Limited to any checks returned 
for insufficient funds); or (vii) the Plan Sponsor's violation of any of the acknowledgements, warranties or 
representations made by the Plan Sponsor contained herein. AD VANT AGE shall indemnify, defend (with 
counsel mutually agreed upon by the Parties), save and hold the Plan Sponsor harmless from and against 
any and all claims, suits, actions, liabilities, losses, fines, penalties, damages and expenses of any kind 
(including, but not limited to, actual attorneys' fees) which Plan Sponsor may incur by reason of: (i) 
ADV ANT AGE's negligence, willful failure Lo acl or willful misconduct in the perfon:oance of its duties 
under the Agreement; (ii) ADVANTAGE's fraud or embezzlement or other financial willful misconduct 
related to the Agreement; or (iii) ADV ANT AGE's violation of any of the express waiTanties of 
ADV ANT AGE contained herein; provided, however that ADV Ai'\fI A GE's cumulative liability a.rising in 
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connection with the performance of services under this Agreement shall not exceed the total fees payable 
by Plan Sponsor under this Agreement for the speci fie services giving rise to the claim. Notwithstanrling 
the foregoing, Plan Sponsor acknowledges and agrees that ADV Al\"TAGE sha.ll not be liable for any 
mistake of judgment or for any action taken in good faith, and Lhat any clerical error made by 
ADV Al\! AGE in the performance of its duties under this Agreement will not be construed as negligence 
or gross negligence provided that ADV ANT AGE makes a good faith attempt to correct any such error 
once it is discovered. 
This Scclion 8.G shall survive termination of this Agreement. 

Section 8.7 Severabll1ty. In the event any provision of this Agreemeot is held to be invalid, illegal or 
unenforceable for any reason or in any respect, such invalidity, illegality or unenforceability shall in no 
event affect, prejudice or disturb the validity of lhe re1Uainder of this Agreement, which shall be in full 
force and effect, enforceable in accordance with its terms. 

Section 8.8 Applicable Law. Tills Agreement shall be constrned and enforced in accordance with the 
laws of the State of Indiana, to the extent such laws are not preempted by ER1SA, if applicable. Each 
Party irrevocably agrees that any claim brought by it in any way arising out of the Agreement must be 
brought solely and exclusively in state or federal courts located in Johnson or Marion County, Indiana, 
and each Party irrevocably accepts and submits to the sole and exclusive jurisdiction of ench of the 
aforesaid courts in person, generally and unconditionally with respect to any action, suit, or proceeding 
brought by it or against it by the other Party. 

Sectiou 8.9 No Third Party BemficlarJes. Nothing expressed or implied in this Agreement is intended 
or shall be construed to confer upon, or give to any third party or persons who are not signatories hereto 
(including without limitation, Plan Participants) any rights or remedies against any Party hereto. 

Section 8.10 Force Majeurc. ADVANTAGE shall not be liable to lhe Plan Sponsor for any failure to 
satisfy an obligEltion, representation or w11rranty under this Agreement due to any cause beyond its 
reasonable control including, but not limited to, inclement weather, acts of God, war, riots, malicious acts 
of damage, disasters, civil commotion, strike, lockout, industrial dispute, adverse changes in applicable 
law, actions of Government Representative, power failure or fire. If such a condition prevents 
ADVANTAGE's perfoffila.nce under this Agreement for a continuous period of ninety (90) days or more, 
the Plan Sponsor may terminate this Agreement by providing written notice in accordance with the 
applicable provisions of this Agreement. 

Section 8.11 Subsequent Documents. The Parties agree that each shaU timely execute or provide any 
f11rther documents that will be reasonably necessary to effect any term, condition, warranty or other part 
or aspect of this Agreement. 

Section 8.12 Assignment. The Parties to this Agreement may not assign this Agreement, in whole or in 
part, without the prior written consent of the other Party, which consent shall not be unreasonably 
withheld. Notwithstanding the above, ADVANTAGE, in its sole discretion, may subcontract a portion of 
its duties hereunder to a third party. 

Section 8.13 Waiver. No waiver of any term or provision of this Agreement, nor consent to any failtu·e to 
perform unde1·, or breach of this Agreement, shall be binding against either of the Parties unless such 
Party delivers a writing, signed by a duly authorized representative, expressly stating wl1y it has waived 
any such term or provision. There shall be no implied waivers or consents. No waiver respecting an 
expressly identified term or provision, or consent to an expressly identified act or omission, will have any 
effect on the balance of this Agreement or the balance of a Party's conduct. 
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Section 8.14 Approval of Agreement: Binding Nature. Plan Sponsor acknowledges and agrees that it 
has been provided with the opportunity to engage its own counsel to review this Agreement and any Plan 
Documents or Summary Plan Description oo its behalf. This Agreement shall inure to the benefit of and 
are binding upon the Parties hereto and their respective legal representatives and permitted successors. 
This Agreement shall be deemed drafted by both Parties. 

Section 8 .15 Ethical and Religious Directives. ADV ANT AGE is an institution operated in accordance 
with the Ethical and Religious Directives for Catholic Health Care Services, as approved by the National 
Conference of Catholic Bishops. ADV ANT AGE shall not be required to provide, and no provision of the 
Agreement shall be constrned to require ADVANTAGE to provide, services that are inconsistent with the 
medical ethics or precepts of the Catholic Church. Provided, however, that ADV AJ\'"T AGE has made 
certain representations to Plan Sponsor that it can and will provide the family planning and reproductive 
services outlined in the Plan Documents. 

Section 8.16 Notices. Unless otherwise indicated by this Agreement, any notice required to be given by 
one Paii)' to the other ilhall be in writing and (i) personally delivered, (ii) sent by certified mail (return 
receipt requested), (iii) sent by a nationally recognized overnight carrier. Notice shall be considered given 
upon receipt or documented refusal to accept delivery. 

Notices to Plan Sponsor shall be addressed to: 
City of Greenwood 
2 Nortb. Madison Aveirne 
Greenwood, IN 46142 
Attn: Marilyn Allen 

With a copy to: 

City of Greenwood 
Office of Corporation Counsel 
225 S. Emerson Avenue 
Suite B 
Greenwood, Indiana 46 143 

Notices to Plan shall be addressed to: 
City of Greenwood 
2 North Madison Avenue 
Greenwood, lN 46142 
Attn: Marilyn Allen 

With a copy to: 

City of Greenwood 
Office of Corporation Comisel 
225 S. Emerson Avenue 
Suite B 
Greenwood, Indiana 46143 

Notices to ADVANTAGE shall be addressed to: 
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ADVAN'rAGb i-lealth Solulio>'s, Inc."" 
9045 Rive-: Road, Ste.2GO 
lndianupo lis, IN 462''>0 
Attn: Vicki P. l'ecty, President&. CLO 
v.perry@•ovontag•:ploo.com 
Y/ith u cop)' to: Muriu ~ugct, C'-"'7por1:1.tc Couns1d 
ir.foget@nd'lar•tageplaJJ.com 

S~ctlon 8.17 Dlspu('es. Pot purposes of tbi< Section U8 "ll'.<pute" mean• any dis1>ute or c:air.i bctwocn 
ADVAl-<"TAGll and Platt S?onsor out of 01· ;·cli.ted to tl1e i:1Ulr:,>rctation of Any tcttT, or ap~;ica1io11 of this 
Agr~ement. 

Scdion 8.17.l Dispute ResoluOon. IJ1 the cv:nt a Dis1,>ote, couu·oversy or di~agr<.'Clncnt betweo11 
j,,e Par(~..:' .. '> acise~ out of or l& c:.:Ja1ed to II.is Agr~·JTI~t or th~ breach tber~o( execulive officers 
and c~:er •utl1orized cep,ese•1ta!ives of boiil Pr.:·ciea s!lall mske good faith effol'~ to settle the 
Disrute by n«gociatioll betweeu the .!'art(e.5, Re3ol·Jcion of any Dispme sha!I be su~1jec1 to sood 
fa1:1n ncgo1h~:ion be;L\VCC:'~ the Parties. If. ancr thirty (30) r.ays of good fait:t n;;:gotia~ions~ any 
i;uch Di•pute, or disogceement ilas not been tesolve<l. it silall be S\1bmined to 1ue<liaCion whioh 
s~all he cu:idocted in Jndian11pelis, {ndiiJJla lu P.CCOl'<h1nce w~th the 1\1neticnn Health I~a\vyers 
.A.ssociaiion A1ter1~ative Dls;ute Re~oluti0n Son'ict:S Ru}e.-: af Procedure tbr tvlecJf3fio1t The. 
complaining Pat'ly shall ootify the other l'arty in writing of such Dispute and the l'ortics shitl' 
attempt Co resolve the Di1pute wici.,in forty-five (45) day; of the dgte of such 1\clice, ct within 
~u<.:h iit:i~ a~ it is mu(u~Uy agrcccl OtJOn by the P3ttie." iu ·.vr:l'iag. TJ\e l'a11ie!\ :>h.aH he required to 
cooti•:ne t.o nbide by 1h!.~ Agreement during lhe mcdiatiou pc.iod w!1ich sha:i last, in its 1mtirety, 
110 longer than fi>rty-five (45) c.Jays. lf ~he Pa1ties a.~e unahle to rt-.. a~l~ r,n ng1·ee1nent du•illg the 
1ncd1a1ion perjoU) tho Pa1·1ics :;na)' proceed \\•illi litigHtion. 

Section H.17.2 Sections 8.17 and S.17.1 shali noc apP.lY tc •1:y Di>put.es arising cut cf~·~ 
provi.:ons and oblig•tions included in Exhibit!\. 

'l'he vw;isions of th:s Sectiou 8.l'l (i1: its enr;rety) sha!l .sutvive termir.stion of tl1is Agl'CC11tent. 

Se.cii•l11 S.18 HcacUngs. lhc ilendings or c•!?tions provided tiu-o•"ghot:t this Agrc01.~c1·,t ate ~.)r rcfcrc":c 
pu1·poses ooly a "c sl\all not in any way affecl ll1e meoning or il1t.erpreliltion of thi• Agree1ne111. 

ScctiHn 8.19 Ohn:Jairnt::r. Af)VA~ri'.A.fH-: i~ no~ engngcO !n the pn'lctice of ine'Ciici1)e 01· lhe provisiOll of. 
mcdicel care. Health care providors, wb~the' Ibey 1ue prnvider. -O<lntracted with ADV AN'rAGl' or not. 
MC solely res;;ionsible for !he pl'Ovision of 11\cdi~I care. Ui!ly ~.c Participaot, or hislhc,· rcpn:•1.mta~ivc, 
1111d the atlMding physician h.we tl1e rig!u lo decide what heallh cnce secvioes will be provided. No 
s~atc1ncnl or rc<.:utn1ncnda1ion 1nadc by c~U.1cr P!!rt}' shall be coostn.icd as precluding ar.y healt~l care 
service. <.·.out~.>lling 'v~1u( h1:<1~L~ c.arc ~cr-..1iccs ar;! pro'Yictcd lu a Parlicipa.n.t oi: gua:-an':~ing a particulO!r 
outc-0:1.e. 

S~('.tion &.20 Records. &ell E>ai:ly sl:aJL main{ain, <luring Che· tc..'l'm 1.>ftbj~ Agcccn1cnt, appropda~e ;·ecords 
fl;g'dr:.liug ChUn:u~ subuli((l!d ttc.<l Ctl!tc,pond~ng ,ay~;;.i:ls for lhe 1naxhnunl. period rt::quir~d by r~Jcral, 

Sl•le or Jocnl lnw, a:16 provioe data th•t 1m1y be re•sou•bly rc°'\l.lested or requited for rei;ulatm-y, audit, 
a11.dlor h•Jsjn~ss pur~101<es. 

Scctiou 8.21 Status. Tue Plan Sponoot "grees •lld uclu1uwle<'ges that whilo AUVAN'f'AG1' is a lkons<l<! 
HMO in the Stat• of lndiana, i\DV1\NT AGE is .not J>erfornting as an HMO under d<is Agreement nncl is 
not prov~ding 1-llvlO service!~ or blj1:.~fin: tu the ?Jan Sponsot oc a.ny Pnrticip;int~. 
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Section 8.22 Ownership of Recol'ds. The Plan Sponsor owns all records that are generated by 
AD VANT AGE and that pertain to the Plan Sponsor (including, without limitation, Claim files (not 
containing PHI), even if such records may be in the possession of ADV A:~T AGE. However, the Plan, as 
the covered entity (as that term is defined under HIP AA) shall own records containing PHI. 

Section 8.23 Unauthorized Practice of Law. It is understood and agreed that ADVANTAGE will not 
perfonn, and the Plan Sponsor will not request performance of, any services which may constitute the 
unauthorized practice of law. 

Sectiou 8.24 Prior Claims Administrator. ln the event ADVANTAGE replaces Plan Sponsor's prior 
claims administrator, ADV At"JTAGE wi.11 not accept any responsibility for the work performed by such 
prior claims administrator, nor does ADV ANT AGE agree to reevaluate or readjust Claims or to perfonn 
or continue work previously done by such prior claims administrator (including acting as a named 
fiduciary for any pending Claims appeals) unless otherwise agreed in writing by the Partie& for additional 
compensation. 

Section 8.25 Reliance on Instructions. ADVANTAGE may rely upon auy written instructions or 
information relating to ADVANTAGE's performance of services provided by the Plan Sponsor or the 
P1an Sponsor's designated representatives, which ADV Al\!TAGE reasonably believes to be genuine and 
authorized by the Plan Sponsor. ADV ANT AGE may rely on and is under no obligation to investigate the 
accuracy of lhe irrfonnation, including its completeness, in the Plan Documents provided by the Plan 
Sponsor to ADV ANT AGE pursuant to Section IV. ADV A.t'\JTAGE shall incur no liability resulting from 
AOVANTAGE's reasonable reliance on such insh-uctions or infonnation, provided, that ADVANTAGE 
does not have actual, immediate and uncontested lmowledge that any such instruction or information, as 
the case may be, is incotTect, inaccurate or incomplete when given to ADVANTAGE. 

Scciion 8.26 Taxes and Surcharges. If, at any time, the federaJ government or any slate government or 
any political subdivision of any instrumentality of either shall assess any tax or sm·charge against the 
Plan, against ADV ANT AGE with respect to payments made by or for the Pinn related to the Plan in any 
way and ADVA.i"\!TAGE is required to pay such ta," or surcharge, ADVANTAGE shall report the 
payment of such tax or surcharge to the Plan Sponsor and at the option of ADV ANT AGE make a charge 
against the Plan Sponsor for reimbursement of such payment or be reimbursed by the Plan Sponsor upon 
fifteen (I 5) days' prior written notice. 

Section 8.27 Confidentiality. The Parties agree to hold this Agreement and all information provided by 
one Party to the other and exchanged in contemplation of, or in connection with, dutie8 under this 
Agreement confidential and not to disclose such information to any third party except as required or 
permitted under this Agreement or Exhibit B, as requited by Jaw or regulal'ion, or with the prior written 
permission of the non-disclosing Parly. The Parties agree that money damages may nol be a sufficient 
remedy for a breach of this Section 8.27, and that in a<ldilion to all other available kgal or equitable 
remedies , including, but not limited to, special and consequential damages, the aggrieved Party shall be 
entitled, but not limited, to injunctive relief and specific performance. ADVANTAGE may disclose 
confidential information to the Stop-Loss Reinsurance carrier that has an existing relationship with the 
Plan Sponsor upon written notice by the Plan Sponsor. 

Section 8.28 Change in Applicable Laws or Regulations. In the event the laws or regulations of the 
United States or the State of Jndiana are modified or amended in any material way with respect to this 
Agreement, this Agreement shall not be tem1inated but rather, to the extent feasible, shall be promptly 
amended by the Parties to operate in compliance with existing law. The Parties acknowledge that their 
responsibilities under this Agreement may be affected and governed by the requirements of new laws, to 
the extent that regulations implementing the new laws become effective during the Tenn of this 
Agreement or any renewal thereof. Both Parties agree thnt, upon the effective date of any such new laws, 
this Agreement shall be deemed to incorporate, and impose on the Parties, any obligations applicable to 
each of them under such new laws pursuant to their responsibilities hereunder. To the extent any 
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ao~en~ments to this Agreement sbnl.I be oocemu:y 10 effectoute or clarify the ot>;igations of 1he Pan:<.< 
!>ursuant lo) such now laws; lhc Parties hertby agree 10 oe~otiMe such a.111endmenls in good faith, subject 
to the l'igh.t of eit'her Pr.rly (o lerminare rhis Ag.\'eemenc ill accotdance wi1h its tenns. 

Section R.29 Suniv~I. Notwidistanding anything herein to th.c cvntrery, the fo!lvwing provisions 
shall he dec1ncd to •urvive tl1c expiration or termination o( lhi• Agrccraenl: Exhibit B. sn.,1 
Sec(i01l$ 2 .2, 2.5, 2 .7, 3.4, 3.5, 3.8, 3.17, 4. \. \, 4.2. 4.10, 4.11, 4.12, 420, 6.1, 6.1, 6.8, 6.9, 6.J2, 
6.14, 6.15, 6. l6, 8.1, 8.2, 8.6, 8.8, 8.17, and 8.28. 

Section lL'.lO Nnn-Discrilnin.ation. ADVANTAGE and ilS subcontractors ~h•ll not discrimillate 
agai11st a11y employ•" t>r ~pvliuiU\t for employ\l\cnl to he cmploye<I in fh.e performance of fhis 
A~r~emcnt, wilh r~spect to ll~r or l:..is li.ire, tcuurc, terms, co1~<litions, or privileg~s of 
ernpJoymcnt, 01 ~ny .catt~r directly or Indirectly related to ernplQyinent, because of ber or his 
race, sex., re.li&ion, color, nalion<tl origin, ;mcestry, age, disability, or United S~1te.s military 
service veteran status. Breach of this section slla~! be regarded as a uiaterial breach of tb!s 
Agreeme1it. 

Seel.ion 8.30 Taxpayer Idenfifici1tio1l Number. Fi.rm shall provide t.:1e City wiU1 compl<>ted 
Fonn W-9 ~e<Jue&i for Taxpayer Identification Nmnber at the time of execution of this 
Agre.;;111.cnt. 
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I 
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l __ -

Jl; \"1Tl'\"ES8 WHEREOF, ADV ANT AGE a.-,d !he p;M Spon•Or l1ave cQU3~ tllis Agreement U> be · 
.executee ill d·Jpiicatc by Jh~iJ·; rci.pective of!tc-.rs duly. authcrizod to (IO so. Tbc t•.nd<:."Sigr.ed ·l?l•n 
Adminfaeintpr hereby c!'f1wcs that he/she. (l) is ~tl\orizcd to sign on bo;·.eJ:: of !he Plan ·spon;or aud ·1be 
Pfoo, (2) h!,s ;eceivcd and r•ad Md ·.indersta1tds th~ ~xj>J.anaticu <>f """''"'~ !Uld Feo.s'l>c<t (3} •ppt-o.ves the 
purcl>.'it .of S'lop· loss Relnsuro!lce ·(ii api;licablc) ·Mr. ihc payment to ADVANTAG.ti.of 5uoh sAios · 
0011.rC.issionS, SCl'Vice Foes ·ind ot.~cr con"J}>~llsat:on ~"'Tangernents RS ti~t::~ therein, as '8.?))licabie, · 

City of Greenwood (Pinn Sponsor) ADV ANTAGl!. lleallll Solutions, IJlc.~" · .. 
(ADVANTAGE) 

,.~~~¥/' .. ,:a 1 ~- _ 
l'riut: Mark M. ~? · Print: Vicki F. Pen:y /. 

Its: M.111~r ~«s .~J by the .Board of.Public Woxla; & Saf.cfy by R•<oluliou l2-1l9) 
·rresidenr. & CEO 

Date:. . . ./0 -(' I ?- e1/ ~/-9 °'I 3 Dnt¢'-----'~'-'y.u"-"'--'--"-'----

City of Grconwood l!.111ployo< Ho~ltll Jlo.ndlt Pfan (Pt•n) 

ny~~~<~~ . 

Prial: i\'.fatl< W. Mycr~,thur i:«l<l b~ the llounl of J!uhlic Works & S•f•ty by Resolutlou 12-0,) 

Its: May~r 

D•fe: ______________ _ 

APJ>:~OVEJ) AS TO FOR.vi: 

I<riRta S. Taggai1 
City of Gt<'.enwood, Corpor.titm Coulls~l 
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SCHEDULE A 
Termination Package 

The Termination Package, which is available to Plan Sponsor for purchase, coutain.s one (!)set of reports 
at a cost ofS750.00, Tbe reports included in the Termination Package are: 

I . Eligibility Listing 

2. Out of Pocket totals by Participant 

3. Deductible met by Participant 

4. Lifetime Maximum by Participant 

5. Detailed Paid Claims 

6. Pended Claims 

7. f-lIP AA Certificates of Creditable Coverage 
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Medical Plan Arlmini.~tmtiO!l Stt"ice F<:<: 
C?.rc-ADVANTAG8 
ADVANTAGE Proprietary NctNork 
(ADV ;\NTAGE 360) 
Midw<:.'1 Behavioral Hedth 
l-ISM Chiro raclic Netv.•ork 

0 tional Service.< and Fees 
PHCS Ac.-cess Fee 
Wellness Services 
Sto -Loss Vendor Coordioation Fee 

SCHEDULEB 
Fee Schedule 

$ .40/PEPM 
$ .3511'EPM 

Phannac· l3enefit Manaecr - Envision Direct contract \vHh Plan S onsor 
•Wellness Services Fee reduced 10 S3.07 for Police end Firemeo to accommodate outside ver.dor 
bio1n~ric scrccnin~. 

Other Fees •nd Scrvic.>s 

(n) S11broga1ion - foes for Subrogsrion services through HR! are billed at 30% o( recovery. Heuce, HRi 
retains 28% of the recovery and ADVANTAGE retains 2% of the recover•;. 

{b) 1\dtniujstnttive Services- External physician review, medical records, postage~ Plan Doc\11nent nnc! 
Summary P!~n Description preparation, Plan Amendments, priming and materials are billed m cost. 

(c) R~mil1&1cc Services - From lime to time, at Plan Sponsor's request, ADVA.\ITAGE may collect 
certain fees from Plan Sponsor for rcm.iltnucc to a third purty, e.g. a Stop-loss Rcinsurcr, Optum, PHCS, 
eiabetic :n:pplies, etc. [u these insta.oces, ADVANTAGE will uotify Piao Sponsor of such fees in writing. 
ADVANTt\GE wil: pass- through all fees and will !!Qt collect or retaio an ~dmioistrative or service fee. 

(d) Additional Fees and Services • ADVAKTAGE reserves the right Co ch11rge for certain additional 
sen.ices as requested by Plan Spousor, including but uot limiccd 10: (I) customized lD cards with 
Employer logo; (2) non-standard format for eligibiLi<y; (3) billiog aud reportiJig; (4) 11on-s1andard banking 
orrni:gemeur~; (5) vendor's f.ees; and {6) fees incurred by ADV ANTACTF. in pcrfornung se!Viccs oo behalf 
cf t>lan Sponsor that are not spooifically listed in this Agreement. To lhc extent possible, ADV ANTAGll 
vf. 11 notify Plan Sponsor in wiiriog prior 10 perfonning &ny services rcquc.,tcd by Pl.a Sponsor for which 
a11 add<d fee would be charged to Plan Sponsor, for l'hH> Sponsc>r's wriucn approval. 
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Disease Mnnngcmcnt 

EXEITB(1' A 
Care-Al>VAJ'l'fAC£ Prograni Description Summary 

Ow- Care-ADVANTAGE Disease Management Programs 

• Congestive Hcai1 Failure 
• CIHonic Obstructive Pul monary Disease 
• Cownary J\rlery Disease 
• Diabete.s 
• Asthma 
• Migraine 
• If ype1tension 
• Depression/ Amuety 

Cnrc-Al.N l\NTAGE Disease Management Comoot1ents Include: 

• Population. i~entification IUld su·atificntio:i 
• Personal assess~ent of coudit.ion and depression screening 
• Refer to Behavior Hc~lti1 Care Manager if nppropriacc 
• Educational 011treach a~•d sel~ help cools based on evidence bas~<l clin.ical practice 

guideJ in.cs 
• Motivational interviewing and SMART goal setting 
• Refer to a Wellness Coach if appropriate 
• Refer to our Case Maoager if appropriate 
• R.ouline reporting loop tools nsi:og 'vfanngedcarc.com lu ideotify g11ps in care 
• Outcome measurement, evaluation and maongement 

WeUncss Coaclling 

Our Care-ADV ANJAGE Wellness Coaching P.r.9grams 

• Smoking Cessation 
• Weight Management 
• Stress Management 

Care-ADVANTAGE Wellness Coaching Components: 

• Au issue is identified d11JiflR the disease mMagement educator caU or a case u:iaoagernel)t 
contact 

• A goal is set with the Participant ancl their "readiness to change" has been established by 
using the "Readiness Rule" tool 

• Tbe Participaor is then rcfen·ed co lite Wellness team who works with the Parlicij)ant 10 
help support the specific goal 
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• Health coaching is conducted using evidence based methods of behavioral change 
• Reporting loop via managedcare.com with the Participant's disease management educator 
• Conduct follow up to support the Participant's change in behavior 

Case Management 

Our Care-ADVANTAGE Case Management Progrmns 

• Complex Medical Case Management 
• Behavioral Health Case Management 
• Emergency Room. Management and Continuity of Care Management 

Complex Case Management 

• Assure the Participant is receiving the best care and correct service when a Pruticipant is 
at tb.eir sickest (care coordination) 

• Give ongoing support and education through the "medical maze" 
• Repo1ting and referral loop to Wellness and Disease Management 

Behavioral Health Care Management 

• Assess the depressionlarL'<iety screening tool sent by disease or case management 
• Help get the services needed if depression and anxiety are an issue 
• Follow up to reassess condition 

Emergency Room Management and Continuity of Care Management 

• Outreach to Pmticipants who are using the emergency room as their only medical care 
with emphasis on safety 

• Outreach to Pa1ticipants rcceutly discharged from the hospital to assure a follow up visit 
witl1 their primary care provider 

Prior Authorization of Services 

• Services in accordance witu the Plan Document 
• Utilization Review 
• Concunent Review 
• Discharge Planning 
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EXHIBIT B 
BUSINESS ASSOCIATE AGREEiVIENT 

This agreemel)t ("Agreement") is made by and between ADVANTAGE Health Solutions, Jn<;.™ 
("Business Associate or ADV ANT AGE") and City of Greenwood Employee Health Benefit Phm, 
("Covered Entity"), hereinafter collectively referred to as "Parties" and individually as "Party," effective 
April Is\ 2012 ("Effective Date"). 

RECITALS 

A. WHEREAS Covered Enlily wisbes to disclose cercain iofonuatiou to Business A~sociate, 
somt: of which may constitute Protected Health lnfonnation ('PHI'') or Electron.ic Protected Health 
Information ("ePHI"), as defined in the federal regulations set fortb at 45 C.F.R § § 160 imd 164 (the 
''"Privacy Rule" and "Security Rule"); 

B. WHEREAS Covered Entity and Business Associate intend to protect the privacy and provide 
for the security of PHI and/or ePHI disclosed to Business Associate in compliance with the Privacy Rule 
and Security Rule; 

C. NOW THEREFORE, iu consideration of the mutual promises below and tlte ex.change of 
i.nfonnntion pursuant to this Agreement, the Parties ngree as follows: 

ARTICLE I: DEFINITIOi\"S 

a. "Business Associare" shnll have the meaning given to such term ar 45 C.F.R. § 160.103 . For the 
purposes of this Agreement, Vendor is the Business Associate. 

b. "Covered Entity" shall have the meaning giveo to such term at 45 C.F.R § 160. l 03. For !he 
purposes of this Agreement, the Covered Entily is City of Greenwood Employee Health 
Benefit Plan. 

c. "Designated Record Set" has the meaning assigned to such te1111 in 45 C. F. R. 160.501. 

d. HDiscovl'Ty'' shall mean the first day on which a Breach is !mown to Business Associute 
(including any person, other thnn the individual committing the breach, that is an employee, 
officer, or other agent ofB\1siness Associate), or should n::asonably have been !mown to Business 
Associate (or person), to have occurred. 

c. "IJIPAA" or "Health lnsurance Portability and Accountability Act of 1996" is the law under 
wh.ich the Privacy and Security Rules were promulgated. 

f. "ff/TECH Act" or "Health luformati.011 Technology for Economic and Clinical Hcaltll Act" 
are those provision.s set forth in Title XIII of Public Law l l l-5 as enacted on February 17, 2009. 

g. "flldividual" shall have lbe meaning given to such term at 45 C.F.R. § l 60. l 03 , and shall include 
a person who qu<1lifics as a personal represent1tive in accordance with 45 C.F.R. § l 64.502(g). 
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It. "Privacy Rule'' is lhe regulslion entitled "Standards for Privacy of f11,liv\,(1JaJ[y ldet\tifiablc 
Healtl> lnfonnatiou," procnulgar.ed under HIPAA ao.J/or the HITECH fl.ct thal is codified ot 45 
C.f .R. parts 160 and 164, Subparls A. aod E. 

L. "Prorectd Healtil fnfon11ntio11" ("Pfll") 01u/ "Eleurollie Protected Health lnform«Jion" 
("ePHI") shall ba,•e lhemeauing given to such terms at 45 C.P.R. § 160. 103. 

J. "Required by Law" shall bave t1Je m~ning, given to such lertn ac 45 C.F.R. § 164.103. 

l<. "Secl'efary" sball mean the Se<:rctary of the United Slates Oepat1ment of Heal!h and Human 
Services or her desiguee. · 

I. "Breach>' me!!ns the un<:nuhol'iz.ed acquisicion, actesa~ use or di-sclosuse of PHI wi 1hout regard to 
whether such acc"5s, use or disc:osu(e com~l'omises the sec'tJrily of the PHI such that the Breach 
postS a slgnifican~ risk of financial, repulational, or ot11er hann to the indi vidllal, as providtd in 
45 C.F.R. § 164.402. 

m. "Secul'iiy Rule' is the regulalion enritled "Soonrity StJndards for the Protootion of Elecltollic 
Pro1<:eted Health lnfonuation," promulgated uudec HlPAA aodfol' lbe HJTECH Ac! that is 
codified a: 45 C.fo.R., pares 160 and 164, Subparls A and C. 

n. "V11secured Pr<>lec!.(u/ Jlealt/J l1tfor111aii<>11" menus l'rotecccd Healtt lnformnt;on 1hal is not 
secured through the use of a techuol.ogy o~ methodology specified by guidnoce issued by tbe 
Secretary from ti1ue 10 lime. 

Altl'ICLE H: onLICAl'IONS OF Bt:SlNF.SS .<\SSOCIATE 

a. l311•inc•S As.ocint~ agrees tu not use or disclose PHI other tlmn ;is petm.itled or 1-e<;u.ired ·oy this 
Agceerueut or a; Requii'ed by Law. Bcisincss A.ssocia:e shall also c~mply wilh My further 
limitations 0 11 uses and disclosures agreed to by Covered Enlily ill ace-0rdaoce witlt 45 C.F.R. 
164.5 22 pro·vidcd lhal such agreed 1Jpan Ji1nitatio1lS have been comwun.h:attl Lo Bu:>in~i; 

Associate. 

b. 'f'e,.miHed Uses a11d Disclos1m:s. Bt1siness Associate may uso And disclo"' PHI ar.d/or ¢Pi'U 
created or received p<U'S\laot to this Agreemeni as follows: 

t. Tn c1my ouJ the purposes of this Agreement. Business Assocfote mAy use a.nd disclose 
Covered Entity's PHl aod/or ePHI received or created by Busiuess Associate (or iLs 
agents and subcootractors) in perfonning its obligt\tions pursuaut to this Agr~eutclll~ 
solely i.u accordance with U>e spe<:ificarious set forth in th.is Agree111ent 

u. UsefoP Ma1tage111e111 a11d tld111i.nistl'alio11. Business Associa1e may use PHI and/or ePll l 
created or received in iis capocity as a Busiuess Associate of Covered Eniiry for !he 
p1vper 111aoagemeoi and •clroinistraiioo of Business Associate, if such use is neceSSllry (i) 
for U1c proper management and administraliou of Business 1\ssociate or (ii) to carry out 
the legal rcsponsibili1ics of Business Associn1e. 

iii. lJiscfosure .for .'M011agenient <UUI Ad111i11istratlo11. Bu sine.'-~ Associate may disclose PM I 
and/or ePHI creai:ed or received io i!S capacity ns n Business Associate of Covered J:intily 
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for the proper ma11ageme1:t ~ad admioislfalion of lJuslilcds Associa<e if(i) til.e disclosure 
is Required by Law ot (ii) Busioe<$ Associole (•) oblair.. reosonablc ossur<.n~es from lhe 
pe1~on 10 wboll1 the Pill and.tor cl'rU ;, Ji~oloscd tli~t it wilt Ix: uel<l coufi<lentia\ly a1ld 
·ll~ed Qr furtb.er disclosecl only as lZeq\lired by L.aw oc for lbe purpose fOr w:·iich it \Vas 
<lisclo•ed In lhc p<-non and (b) tl1e person •grees to ootify Buoincss AsSO<-'iale of aiiy 
io~C•nc~s of <vhich it becam<la aware in which the conllde1>1lnlity and sec11rity of lhe PH! 
and/o,· cl'Hl has been breached. 

lV. lJritu Agg1·egarlou Sei-vl1

Cf!:>'. Bu!iiness /\si::ociate 1nay aggregale lhc PHI a1~dloc ePHl 
creuted or roceived pursuaol lhis Agreement wit~ the PHl aod/or ePHI of 01he1· coveted 
eotities l.h<tl Buslne..<1.s A.;soci~te b:is ln it11 possesSlon through its capncity as a buslnc.<;~ 
assoc~ale cf .">uch covered c:-,t:tics (or tbe puq,nse cf providing C'nvered EnLHy v.·i~ data 
analyses relating LO <be health care operalioos ofCowr«I Entily (11S cefw.:.I in 45 C.f.R. 
§ 164.501). 

v. De·ltf•rilification of PHI and/Qr e.PJ/J. Business Asscciale may de.identify any and all 
PH! ~d/or ePHI received or <)rcatcd p'.IIsuant lo this Agreement. provided lh<'.1 ehe de­
identification process confor1ns 10 1he req·Jireine11ts of 4 5 C.F.R. § l 64.5 I 4(b). 

c. ,V~11disclos11Ye. Ow;ine.<;s Associate shall not use o• fun~er d\sciose Covered Entity's PW and/or 
.;PH.1 olhcr.,1,1ise: ~hHn al) p~nnith.:d or required by tbis Agree1nent nr 3$; Required by Lt1v1. 

d. S11jegaal'ds. l3u$l:ie~s Asso,;iate s!nlll ~sc appropriate ad;niuii:;trtt~lve, physical> and Lecll.ni:)11l 
&nfegi~u·d.~, jnch1ding> :nncng nthefs, poJici~ and l>r'.>Ctdu1·es regarding the protection of PHl 
andlur ePHI an<i the provision uf !raining co :::uch policic~ and procedun:s to HppEcabl~ 
ernploye:1&, i11depe11dcnt contractors gnd volunlc-e.rs. thal rcosunably and nppropriately i,>rotec•; th~ 
confidentiality, integrity, end availnb!li1y of the PIH a11dior cPHl !hal Busit1""s Asoociate crea:es. 
n.::l·clvi=s, mafr~lains or lnuunni~ on hchslf of Covered F.r.tity. 

(i) With ccspoc< to cPrn, Busiucss Associate shall implcL~er.t ood coinply wi~!:t (and e1isure 
lbal its s11bcoun·ar.1nrs implement and comply with) the ad1nu1is1ra1ive s~feguanls sel 
forth at 45 C.f.R. 164.30S, ~'e phj'lical safeguards set fortn :.t 45 C.f..R. JI:>, the 
fechoical safegu~rds set f"rlh ?1145 C.f.R. tG4.312, ond (he ?Olicics and pruce<~ures s~t 
forth a~ 4.S C.F.R. 164.J 16 tu r<;asonably anti z.pproi;-ri•(ely protcel the confidenlialily, 
iuteg.rity, and av~iJability of 'he e'PH! lhal it creates, receives> mainr.ftil"'-3, or trans•nits on 
bch•lf of ADV A.';TACiE Health Soiutiotls Business i\ssoci-ie •c<nowledg"-< that (a) the 
foregoing satCguar<ll', policic.-i:: and ptncedures r~~tiren~ent~ shaJI app!y lo Basinc~s 

A.sociaw in the sa111e ninnncr <hac such require"'"°''• apply lO ADVA.Yf'AGE Hc•llh 
Solulious, and (b) B\l&ir,es& A8saciale may bo lia~!e under lhe civil m1c crimiual 
enforcemem provision•"'' forth nl 42 U.S.C. 132Cd-5 aad l320d-6, as ameaded from 
time lo time, for foilure In comply wit~ Ute safegua1·ds, policies and procedure& 
require1nenl~ and any guidance: i~sued hy lh~ Secretary ffom li~nc to time wi~h re.-,~ct to 
s:.lcl\ requircmenlS. 

(ii) Wilb. respect lo ePHI, D11stnc•S Associate shall Cn•urc lhut uny agent, iLcJmlio.g • 
subcontraclor, to whotil ii pro>ides ePH\, agr= lo implemtot reasan•hle &lld appropr;ate 
safeguards 10 proJect it. 

e. R•{J"'Ji11g of B•·•actws. fo;cep: 3$ $pecificaUy provided in subsection (d)(ii}, Busiue<1s Associ~te 
agrees to ccpml to Covered l:nlity any Breach of Unsecurecl PH! "i1~0-.1l uru·c•sonablc delay and 
\n no c<lSe later ~ia11 fifleell (15) C•leudar d•ys after Uiscovcry of a Brea.:.b. Such notice shalt 
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include the identification of each individual whose Unsecured PHI has been, or is reasonably 
believed by Business Associate, to have been, accessed, acquired, or disclosed in connection with 
such Breach. In addition, Bus1ness Associate shall provide any additional infonnation reasonah ly 
requested by Covered Entity for purposes of investigating and responding to the Breach. 

(i) Business Associate specifically agrees tbat it shall be Covered Entity's right and 
responsibility to determine whether a Breach compromises the security or privacy of the 
PHI such that the Breach poses a significant risk of financial, reputational, or other harm 
to the i.ndi vidual 

(ii) Exceptions to Reporting Obligation. Business Associate shall not be required to report an 
individual Breach to Covered Entity that is described in this subparagraph (ii) as follows: 

(a) The unintentional acquisition, access, or use of PHI by a workforce member or 
person acting under the authority of Business Associate, if such acquisition, 
access, or use was made in good faith. and within the scope of authority and does 
not result in further use or disclosure in a manner not permitted un0er the Ptivacy 
Rule. 

(b) Any inadvertent disclosure by a person who is authorized to access PHI at 
Business Associate to another person authorized to access protected health 
information at Business Associate, and the information received as a resnlt of 
such disclosure is not furtlier used or disclosed in a manner not penuitte<l under 
the Privacy Rule. 

(c) TI1e unauthorized access, use or disclosure of PHI relates solely to PHI that is a 
"limited data set" as set forth in 45 C.F.R. § 164.514(e)(2). 

Provided, however, that Business Associate shall document the occtmence of each such 
Breach and the steps it took to determine that the Breach falls within one of the excepted 
categories. Business Associate shall retain the documentation required by this 
subparagraph (ii) and shall make it available to Covered En tity every thirty (30) days, or 
immediately upon request. Business Associate shall provide Covered Entity with any 
further infonnation or documentation that Covered Entity requests related to such Breach. 

f. Additional Responsibiliti.es ill the Event of Breach. Business Associate sh~U take prompt steps 
to limit or avoid the reculTence of any Security Breach and take any other action pertaining to 
such unauthorized access or disclosure required by applicable federal ~md state laws and 
regulations, Business Associate must comp1y with this provision regardless of any actions taken 
by Covered Entity, Business Associate further agrees to mitigate, to the extent practicable, an.y 
hannful effect that becomes kuown to Business Associate as a result of a Breach or a use or 
disclosure of PHI by Business Associate in violation of the requirements of this Agreement. 

g. Use of Age11/.s and Subcontractors. Business Associate shall ensure that any of its agents and 
subcontractors to whom it provides PHI and/or ePH1 created or received pursuaut to this 
Agreement agrees to the same restrictions, couditions and safeguards that apply to Business 
Associate pursuant to this Agreement with respect to such PHI andior ePHI. With respect to the 
obligations of Article II.d. and e. hereof, Business Associate represents that any agent or 
subcontractor shall be obligated to 11otify Business Associate of any Breach within fifteen (15) 
days in the same manner and according to the same lenns as provided herein. Ill no event shall 
Subconlrnctor, without Covered Entity's prior written approval, provide PHI received from, or 
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created or received by Business Associate ou behalf of Covered Entity, to any emptoyee or agent, 
including a subcontractor, if such employee, agent or subcontractor (eceives, processes or 
otherwise has access [O the PHI outside of the United States. 

h. Availability of Information to Covered Entity. Within five (5) business days of receipt of a 
request from Covered Entity, Business Associate shall m11 ke available to Covered Entity such 
information as Covered Entity may require to fulfill Covered Entity's obligations to provide 
access lo, and a copy of, PHI and/or ePH[ pursuant to tliis Agreemeot in accordance with the 
Privacy Rule, i11cluding but not limited to 45 C.F.R. § 164.524. If an Individual requests such 
information directly from Business Associate, Business Associate must notify Covered Entity in 
writing within five {5) business days. Business As3ociate shall not give the Individual access to 
the infonnation unless <lcce.c;s is approved by Covered Entity. Covered Entity shall have full 
discretion to detenniue whether the Individual shall be given access. 

1. Ame1ulme11t of PHI. With.in five (5) business days of receipt of 11 request from Covered Enrity, 
Business Associate shall make Covered Enti ty's PHI and/or ePEU availtible to Covered Entity as 
it may require to fulfill Covered Entity's obligations to amend such PHI and/or ePHI pursuant to 
the Privacy Rule, including but not limite<l to, 45 C.F.R. § 164.526. Business Associate shall 
incorporate any amendments to Covered Entity's PHI and/or ePHl Business Associate maintains. 

J. Accounting of PHI. Within {5) bl1siness days of notice by Covered Entity of a request for an 
accounting of disclosures of PHJ, Business Associate shall make available the PHI, including 
ePHl, to Covered Entity as required for Covered Entity to fulfill its obligations to provide an 
accounting pursuant to the Privncy Rule, i11clu<ling but not limited to, 45 C.f.R. § L64.528. 
Business Associate shall implement a process that allows for such an accounting. 

k. Availability of Books and Records. Business Associate shall make its internal practices, books 
and records relating to the use and disclosme of PT-II, including ePHI, created or received 
pursuant to this Agreement avnilable to U1e Secretary of the United States Dep11Itinent of Health 
and Human Services, for the purpose of detennining Covered Entity's compliam:e with the 
Privacy and Security Rules as set forth in 45 C.F.R. § 160.310. 

I. Record Rete11twn. Subject to Article 5 below, Business Associate sllaU retaiu aU PHI andior 
ePl-U received from Covered Entity, or created or re<.:ei ved in lhe <.:oun;e of perfonning its 
obligatious, for the duration of rhc te1m of this Agreement. 

m. .IJ.fin.imum Necessaiy Amount of Pffl. Business Associate acknowledges that it shall request 
from Covered Enti ty and so disclose to i~s affiliates, agents and subcontractors or other authorized 
third parties, only (i) the information comained in a "limited data set," as such term is defined at 
45 C.F.R. 164.5 l4(e)(2), or, (ii) if needed by Business Associate or its affiliates, agents, 
subcoulTactors or other authorized third pruties, to the minimum necessary data lo accomplish the 
intended purpose of such requests or disclosures. In aU cases, Business A.ssociate shall request 
an<l disclose PHI only iu a manner that is consistent with guidance issued by tile Secretary from 
time to time. 

n. If Busioess Associ11te conducts any Standard Transactions on behalf of Covered Entity, Business 
Associate shall comply with the applicable requirements of 45 C.F.R. Pa.its l 60-162. 

o. Data Ownersltip. Busiuess Associa te acknowledges that Covered Entity is the owner of all PHI 
ancVor ePHI. 
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p. Indemnification. 

(!) Business Associate shall indemnify snd hold hannless Covered Entity and any of 
Covered Entity's affiliates, directors, officers, employees and agents from and against 
any claim, caiise of action, liability, damage, cost or expeuse (including reasonable 
attorneys' fees) arising out of or relating to any Breach or other non-permitted use or 
disclosure of PHI, failure to safeguard ePHI, or other breach of this Agreemeut by 
Business Associate or any affiliate, director, officer, employee, agent or subcontractor of 
Business Associate. 

(2) Covered Entity shall indemnify and hold hanuless Business Associate and any of 
Business Associate's affiliates, directors, officers, employees and agents from and against 
any claim, cause of action, liability, damage, cost or expense (including reasonable 
attorneys' fees) arising out of or relating to any Breach or other non-pe1mitted use or 
disclosure of PHI, failure to safeguard ePHI, or other breach of this Agreement by 
Covered Entity or any affiliate, director, officer, employee, agent or subcontrnctor of 
Business Associate. 

III. COVERED ENTITY'S OBLIGATIONS 

a. Covered Entity shall notify Business Associate of any Umitation(s) in Covered Entity's or any 
applicable Covered Entity's nolice of privacy practices that are produced in accordance with 45 
C.F.R. 164.520 (as well as any changes to that notice), to the extent that such limitation(s) may 
affect Business Associate's use or disclosure of Protected Health Information. 

b. Covered Entity shall provide Business Associate with any changes in, or revocation of, 
perm1ssion by fodividual to use or disclose Protected Health l.nfomrntion, to the extent that such 
changes affect Business Associate's use or disclosure of PHI. 

c. Covered Entity shall notify Business Associate of any restriction to the use or disclosure of Pf-LI 
that Covered Entity has agreed to in accordance with 45 C.F.R. 164.522, to the extent that such 
restriction may affect Business Associate's use or disclosure of PHI. 

IV. AUDITS, INSPECI'ION AND ENFORCEMENT 

Covered Entily, after providing ten (10) business clays' written notice, may inspect, during regular 
business hours, the facilities, systems, books, records, agreements, policies and procedures relating to the 
use or disclosure of PHI pursuant to this Agreement for the purpose of detennining whether the Business 
Associate has complied with this Agreement. 
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V. TER.ivI AND TERlvIDIAT10N 

a. Termination by Covered E11tlty for iUaterial Breach. Covered Entity may terminate this 
Agreement immediately if Covered Entity determines thnt Business Associate has acted or failed 
to act in a manner that constitutes a material breach of this Agreement and Business Associate has 
failed to cure the breach within thirty (30) business days of receiving written notice of nn alleged 
material breaclt from Covered Entity. If termination of lllis Agreement is not feasible, Covered 
Entity shaU report the problem to the Secretary of U.S. Health and Human Services. Business 
Associate aclmowledges thnt any material breach would result in irreparable harm to Covered 
Enlity and that Covered Entity has the right to seek an injunction and other Legal and equitable 
right.5 and remedies available under the law. 

b. Effect of Termi11atio11. Upon lerminati.oo or expiration of this Agreement for any reason, 
Business Associate shall return and/or destroy all PHI and/or ePH[ received or created pursuant to 
this Agreement that Business A,~sociate maintains in any form, and sball retain no copies of such 
PHI and/or ePHI; or if return or destruction is not feasible, Business Associate shall continue to 
extend protections of this Agreement to such infonuation, and limit fmiher use of such PHI 
and/or ePHI to those purposes that make the return or destruction infeasible, for so long as 
Business Associate maintains such PHI and/or ePHI. Upou Plan's request, Business Associate 
m<1y provide Plan with a declaration of destrnction of records containing PHI. 

VI. NO TfilRD PARTY BENEFICL'-\RIES 

Nothing express or implied in this Agreement is intended to confer, nor shall anything herein 
confer, upon any person other than Covered Entity, Business Associate and their respective 
successors and assigns, any rights, remedies, obligations or liabilities whatsoever. 

vn. CHANGE IN APPLICABLE LAWS OR REGULATIONS 

Jn the event the laws or regulaLions of the United States or the State of Indiana are modified or 
amended in any material way with respect to this Agreement, this Agreement sha ll not be 
terminated but rather, to the extent feasible, shall be promptly amended by the Parties to operate 
in compliance with the existing law. The Parties acknowledge that their responsibilities under 
this Agreement may be affected and governed by the requirements of HIP AA andior the HlTECH 
Act, to the extent that regulations implementing HIP AA and/or the HITECH Act (the 
"Regulations") become effective during the Tenn of this Agreement or any renewal thereof. 
Both Parties agree that, upon the effective date of any such Regulations, this Agreement shall be 
deemed to incorporate, and impose on the Parties, any obligations applicable to each of them 
under such Regulations pursuant to their responsibilities hereunder. To the extent any 
amendments to this Agreement shall be necessary to effectuate or clarify the obligations of the 
Parties pursuant to such R:egulalions, the Parties hereby agree to negotiate such amendments in 
good faith, subject to the tight of either party to terminate this Agreement in accordance with its 
tenus. 
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IX. SURVJVAL 

The respective rights and obi igations of Business Associate under f,._rJ.icle 2 of this Agreement shall 
smvive the termination of this Agreement. 

X. INTERPRETATION 

Any ambiguity in this Agreement shall be resolved in favor of a meaning that permits Covered Entity to 
comply with the Privacy and Security Rules. 

IN WITNESS WHEREOF, the Parties hereto have duly exoouted this AgreEiment as of tue dA.te set forth 
below. 

ADV A.i."'IT~GE HeRttb Solutions, Inc.sM 
(Business A.~Bociate) 

City of Grccmwood Employee Health 
Benefit Plan (Covered Entity) 
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ADOPTION 

The City of Greenwood by aJJd through its Board of Public Works and Safety has caused th.is City of 
Greenwood Employee Health Benefit Plan ("Plan") to take effect as of the first day of April, 2015. We 
hereby certify that the document reflects the terms and conditions of the employee health benefit plan as 
established by the City of Greenwood and approved by Board of Public Works & Safety Resolution l 5-03. 

Kevin Hoover, Mj mber 

~4~_,,,,_ ...... 
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INTRODUCTION 

This Plan Document is a description of The City of Greenwood ("City") Health Benefit Plan ("Plan") 
and was prepared to help explain your health benefits. This document replaces and supersedes any Plan 
or summary that you have received previously. Please read this Plan carefully and refer to it whenever 
you require medical services. 

This Plan describes how to get medical care, what health services are covered and not covered, and what 
portion of health care costs you will be required to pay. Many of the provisions in this Plan are 
interrelated; therefore, reading just one or two sections may not give you an accurate understanding of 
your Coverage. You are responsible for knowing the terms of this Plan. 

The City has chosen Advantage Health Solutions as its third party Provider for health benefits, however, 
complete authority to control, operate, and manage the Plan remains with the City. The City reserves the 
right to terminate, suspend, discontinue or amend the Plan at any time and for any reason. 

If any changes or amendments are made to this Plan, they will be documented and issued in a notice 
explaining the changes. No verbal statements of any person will change the benefits or limitations and 
exclusions of the Plan, nor shall any such statements convey or void any Coverage, or increase or reduce 
any benefits under the Plan. 

Many words used in this Plan have special meanings. These words are capitalized. If the word or 
phrase is not explained in the text where it appears, it may be defined in the "Definitions" section. Refer 
to these definitions for the best understanding of what is being conveyed. 

The Plan is a self-insured plan. This means the City of Greenwood is responsible for paying all claims 
and other expenses associated with providing Plan participants with health care Coverage. 



PLAN SPECIFICATIONS 
PLAN NAME: 
City of Greenwood Employee Health Benefit Plan 

NAl\tlE, ADDRESS AND PHONE NUMBER OF EMPLOYER PLAN SPONSOR: 
City of Greenwood Board of Public Works & Safety 
300 South Madison A venue 
Greenwood, rN 46142 
(317) 887-5604 

EMPLOYER TAX ID NUMBER: 

35-6001050 

PLAN NUIVIBER: 
2000SF100 

PLAN YEAR: 
Ap1il 1, 2015- March 31, 2016 

TYPE OF PLAN: 
Employee Health Benefit Plan: medical and prescription drug benefits 

NAME, ADDRESS, PHONE NUMBER OF PLAN ADMINISTRATOR, FIDUCIARY AND AGENT 
FOR SERVICE OF LEGAL PROCESS: 
City of Greenwood- Board of Public Works & Safety ("BPW") 
300 South Madison A venue 
Greenwood, rN 46142 
(317) 887-5604 

With copies to: Office of Corporation Counsel 
300 South Madison Avenue 
Greenwood, IN 46142 

Human Resources Department 
300 South Madison Avenue 
Greenwood, IN 46142 

The Plan Administrator has the sole discretionary authority to control and manage the operation 
and administration of the Plan, subject to applicable law. The BPW may designate the Mayor, 
Deputy Mayor, Corporation Counsel, Director of Human Resources and/or Controller as its agent/representative 
for routine matters of administration. 

NAME, ADDRESS, AND TELEPHONE NUMBER OF THIRD PARTY ADMINISTRATOR: 
For health benefits: ADV ANT AGE Health Solutions, Inc. 

9045 River Road, Suite 200 
Indianapolis, IN 46240 

For prescription drugs: 
(317) 573-0290 
Envision 
2181 East Aurora Road, Suite 201 
Twinsburg, OH 44987 
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SCHEDULE OF MEDICA.L BENEFITS 

The Schedule of Benefits is designed as a quick summary and provides a summary of services, maximums and 
other l imits that apply when you received Covered Services from a Provider. Please refer to the Covered 
Services section of this Plan for a more complete explanation of the specific services covered by the Plan. All 
Covered Services are subject to fhe conditions, exclusions, limitations, tcnns and provisions of this Plan, 
including any endorsements, amendments, or riders. This Plan is a self-funded health plan and is not subject to 
the essential health benefits requirements under PP ACA. 
City of Greenwood Participating Providers Non.Participating Providers 

2015 BENEFITS-AT-A-GLANCE Level 1 Level 2 

Annual Plan Year Maximum S1.ooo,ooo $1,000,000 

lifetime Maximum 
No limit No limit 

(Combined l evel 1 & 2) 
Individual Plan Year Deductible $500 $1,000 
Plan Year Family Deductible 

$1,000 $2,000 

Individual Max Co-Insurance Limit 
$1,000 $4,00C 

(Not including deductible) 
Family Max Co-Insurance Limit 

$2,000 $4,000 
(Not including deductible) 
Maximum lndlvfdual Out·Of·Pocket 
(Includes Co·Pay, Deductible and Co· $2,000 N/A 
Insurance 
Maximum Family Out·Of-Pocket (Includes 

$3,000 N/A 
Co·Pay, Deductible and Co-Insurance 
Primary Care Physician Office Vls~t SW Co-pay, no deductible 70%, after deductible 
Spec!alty Care Physician Office Visit $35 Co-pay, no deductible 70%, after deductible 
Physician Services for Wellness & 

100%, no deductible 70%, •fter deductible 
Preventive Services .. ---·- -. 
Servi, es for wellness ond preventoti've serAces wi'll be co·Jered us regv.'oted by tbe Pcitie,1t Proteaior. <>nci Ajfofdobir: Cote Act (PPACAf 

Emergency Room Services $200 Co-pay, no deductible 70% after deductible 
Ambulance Services 80% after deduct! ble 70%, after deductible 
Urgent Care Center $30 Co-pay, no deductible 70%, after deductible 
Inpatient Hospital (Semi-private room} 80%, after deductible 70%, after deductible 
Outpatient Surgery and Related Services 

·-
80%, after deductible 70%, af ter deductible 

Colonoscopy ( lncludln2 dia2nostic} 100"!6, no deductible 70%, af ter deductible 
labs, Pathology, Radiology 80%, after deductible 70%, after de.du.ctlbl~ .. ·- ---
MRI, CT, MRA, PET and SPECT scan 80%, after deductible 70%, after deductible 
DME & Corrective Appliances 80%, after deductible 70%, •fter deductible 
Home Health care ( 100 day per vear limit) 80%, after deductible 70%, af ter deductible 
Pregnancy Benefits (Employee/Spouse only) 80%, after deductible 70%, after deductibl~ - - ·-· 
Short-term Therapies Physica1, Speech, 
Occupational Therapy 80%, afler deductible 70%, after deduct ible 
(Limited to 60·days per distinct condit ion} 

I Chiropractic Services 80%, after deductible 70%, after deductible 
($1000 maximum per year) -



Acupuncture Services (12 visits pe r Plan Year) 80% after deductible 

Transplant Services 
(Donor charges limi ted to $20,000 per 80%, after deductible 
lifetime) 

TMJ Benefits {$1,500 lifetime maximum) 80%, after deductible 

Mental Health Inpatient 80%, after deductible 

Mental Health Outpatient $10 Co-pay, no deductible 
Substance Abuse Inpatient 80%, after deductible 

Substance Abuse Outpatient $10 Co·pay, no deductible 

Prescription Drug Coverage 
Retail (30 day supply) 

MANDATORY GENERIC when available 

OTC with Prescription 

(Allegra, Clari tin, Prevacid 24-hr, Prilosec, I SS Co - a 
Zyrtec) P Y 

Generic Drug I SS co -pay 

Brand Name Drug 
(when a Generic Drug is avai lable, you pay 
the difference between the Generic drug $25 Co-pay 
and Brand-Name Drug plus the Brand-Name 
Copay) 

Non-Preferred Brand Name Drug 
(when a Generic Drug is avai lable, you pay 
the difference between the Generic drug $40Co-pay 
and Non-Preferred Brand-Name Drug plus 
the Non-Preferred Brand-Name Copay) 

Specialty Drug • PRIOR AUTHORIZATION 
$60 Co-pay 

REQUIRED 

Diabetic Supplies (Includes glucometer, 

lancets & test strips} re fer to the Care Included in Rx Co-pays 
Advantage Program for addi tional benefits 

THJS SUMMARY IS A GHJER4l OUTLINE or COVERED BENEFITS UNDER YOUR PLAN AN[) DOES NOT 

INr.LUOE l\LL THE ernrnrs, LIMITATIONS ANO tJON·COVEREO SERVICES OF THE SUMMARY PLAN 

OESCRIPTIOrJ. PLEASE SEE THESUMl"1ARY PlAN DESCRIPTION FOR SPECIF JC DETAILS. 

70% after deductible 

70%, after deductible 

70%, after deductible 

170%, after deductible! 
70%, after deductible 

70%, after deductible 

70%, after deductible 

Mail-Order (90 day s~pply) 
-

SlO Co-pay 

S10Co·pay 

SSO Co-pay 

$80Co-pay 

$120 Co-pay 

Not covered 

M•ny Second Level (non-prcferre.d) non-emergency benefits (excepl Physici•n office visit. •n<l OutpaticoL <liagnc>stic- ces1s) 
require you to ,;eek Prior Aulhorization by calling the Pre-Cert phone number on your 11) car<l during regular business hour. An 
addilior.al Coinsur1:1.ncc penalty' n1ay apply for any servlce thaL is received out or ncl\l/Ork \Vi(hout Prior .l\uthori7.ations. 

The following item~ ci(l n(>t apply toward satisfaction of lhe Plan Year Deductible or Plan Year Co-insurance limit: 
·Co-pays 
.. Charges jn excess of reasonable and customer, except as otl1er\vise stated herein; 
·Penalti es incun·ed for failing to obtain Precenification; 
• Services and supplies not eligib le for Coverage under tbis p lan. 

When a Participant utilizes both in and ou t o f network Providers during the Plan Y ear, the maximum Plan Year Deductible will 
not exceed the out of ne1work Provider Deductibl e. Simi larly, the Plan Year maximum out of pocket expenses will not exceed 
the out o f tte1work maximum out o f pocke1 expenses when both in and out of ne1work services are utilized. 
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MEDICAL NETWORK PLAN PROVIDERS 

Preferred Provider 
A Preferred Provider is a Physician, Hospital or ancillary service Provider which has an agreement 
with the City of Greenwood to accept a reduced rate for services provided to Covered Persons called 
a Negotiated Rate. Because a Preferred Provider cannot charge more than the Negotiated Rate, you 
and the Plan save money when services, supplies, or treatment are obtained from Preferred 
Providers. To find a list of participating Preferred Providers, please log onto www.Advantageplan.com 
or contact the Customer Service telephone number listed on the back of your Plan ID card. 

Non-Preferred Pro"ider 
A Non-Preferred Provider does not have an agreement with the City of Greenwood. The Plan will pay 
its percentage of the Negotiated Rate for services, supplies and treatment. You are responsible for the 
remaining balance. This will often result in greater out-of-pocket expenses to you. 

Non-Preferred Provider services shall be paid at the Preferred Provider rate in the following 
Instances: 

• Emergency treatment rendered at a Non-Preferred Facility. Also, if a Covered Person is 
admitted to the Hospital after Emergency treatment, Covered Expenses shall be payable at the 
Preferred Provider level. 

• Anesthesiology, radiology, and laboratory/pathology services provided at a Preferred Provider 
Facility. 

• Consultations with Non-Preferred Providers, requested by Preferred Provider Physicians while 
a Covered Persons is confined at a Preferred Provider Hospital. 

• Medically Necessary services, supplies and treatments not available through any Preferred 
Provider. Prior to obtaining such services, you must call the Pre-Certification number listed on 
the back of your Plan ID card and request Authorization. You will be provided with written 
notice of the scope of the Authorized Services. Non-Preferred Provider review requests will 
not be approved for follow-up testing after active treatment is completed unless pre-certified. 

• For treatment provided to Covered Persons who do not have access to a Preferred Provider 
within thirty-five (35) miles of their place of residence. 

• For Emergency treatment rendered while traveling and/or attending school outside the thirty­
five (35) miles of their place ofresidence. 

• For treatment provided to a Covered Person at a Preferred Provider Care Facility (ies) from a 
Non-Preferred Provider. 



COST CONTAINMENT PROCEDURES 

Plan cost containment procedures include a utilization review process, a Pre-Certification 
requirement for certain services, care management and a disease management program. 

UTILIZATION REVIEW 
ADVANTAGE is the Utilization Review Organization for the Plan. Utilization Review is the 
process of evaluating whether services, supplies or treatment are Medically Necessary and 
appropriate. 
Certification of Medical Necessity and appropriateness by ADVANTAGE does not establish 
eligibility under the Plan or guarantee benefits. Certification of services as Medically Necessary 
and appropriate does not constitute Plan liability for any Pre-Existing Condition charges during the 
Pre-Existing Condition waiting period. 

PRE-CERTIFICATION 
The Plan requires Pre-certificahon of certain services, supplies, and treatment, as detailed below. 
A Pre-certification call is considered a Pre-Service Claim for benefits. Please see the Claim 
Filing Procedures section of this Plan for details regarding a Covered Person's rights regarding 
Pre-Service Claim determinations and appeals. To ensure services are Pre-ce1tified as required, 
you should call the Pre-certification phone number listed on the Plan ID card. 

Services Requiring Pre-certification: 
Inpatient Hospital Admissions 

• All planned or anticipated Inpatient admissions or surgenes should be pre-certified in 
advance. 

• Emergency Hospital admissions must be reported to ADV ANT AGE within forty-eight ( 48) 
hours following admission or on the next business day after admission. 

• Pursuant to federal law, no Pre-Certification of Hospital stays in connection with childbirth 
is necessary for the mother or child for stays less than 48 hours (vaginal delivery) or 96 
hours (cesarean delivery) . Stays longer than 48 or 96 hours must be Pre-Certified. 

Outpatient Procedures and Surgeries 
• PET, MRI, CT, MRA, and SPECT scans 

o Those done on an emergency basis must be reported within 48 hours to ADV ANT AGE 
or on the next business day after the scan 

Behavioral/Mental Health 
• All inpatient services, intensive outpatient programs, electroconvulsive therapy and partial 

hospitalizations. 

Biopharmaceutical Drugs 

Chemotherapy/Radiation Therapy 

Corrective Appliances and Prosthetics 

Dialysis 

Extended Care Facilities/Skilled Nursing Facilities/Hospice Care/Home Health Care 
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• ADV ANT AGE must be notified by calling the Precertification phone number listed on the 
Plan ID card at least three (3) business days prior to the Confinement or service. 

• Benefits payable for any days or services not certified as Medically Necessary and 
appropriate shall be denied. 

Injections (Therapeutic) and Infusion Therapy with costs exceeding $1,000 

Physical Therapy, Occupational Therapy, Speech Therapy 
• For all therapies exceeding eight (8) sessions 

Durable Medical Equipment 
• For charges exceeding $1,500 in total cost or rental exceeding thirty (30) days 

CARE MANAGEMENT 
ADV ANT AGE provides care management services for the Plan that includes: 
Concurrent Review 

• Concurrent Review is a review conducted of all Inpatient admissions to assess whether 
there is a need for a continued stay. This process ensures that a Covered Person's 
confinement is no longer than Medically Necessary and that discharge do not occur prior 
to necessity. It also includes Discharge Planning to make sure that Covered Persons are 
moved from a Hospital at the appropriate time to a more appropriate level and setting of 
care, such as home health care. 

Case Management/Alternate Treatment 
• Case Management is a program designed to be used in cases where the Covered Person's 

condition is serious or complex. A nurse case manager may be assigned to work with the 
Covered Person and his Physician throughout the treatment plan. 

• The Covered Person, the Physician, and case manager must all agree on the most cost 
effective treatment method, while assuring quality medical care. 

• The City has the right to alter or waive the normal provisions of this Plan when it is 
reasonable to expect a cost effective result without a sacrifice to the quality of care. 

• Alternate treatment will be detennined based upon the merits of each individual case and 
shall not be considered as setting a precedent or creating any future obligations whether with 
respect to the Covered Person or any other individual. 

• Both Case Management and Alternate Treatment are voluntary programs, however, both 
usually result in a greater benefit to the Covered Person as a result of his participation 

Disease Management 
• ADVANTAGE provides Disease Management services to Covered Persons with Asthma, 

Chronic Obstructive Pulmonary Disease (COPD), Hypertension (high blood pressure), 
Congestive Heart Failure (CHF), Depression/Anxiety, Migraines, Coronary Artery 
Disease (CAD), and Diabetes. 

• As part of its disease management program, ADV ANT AGE provides Covered Persons 
with information to assist you with overall management of the above conditions, 
including newsletters and other materials. 

• Covered Persons can choose to enroll and actively participate in ADVANTAGE's 
Disease Management to receive discounts on prescriptions related to one of the 
conditions listed above. 
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COPAYS, DEDUCTIBLES, AND COINSURANCE 

COPAYS 
Copay is the amount payable by a Covered Person for certain services, supplies, or treatment. Copay amounts 
under the Plan are shown on the Schedule of Benefits. You must pay the Copay each time a treatment or service 
is rendered. Copays will not be applied toward: 

• The Plan Year Deductible. 
• The Plan Year Co-insurance Limit . 

DEDUCTIBLES 
Individual Deductible 
The individual Deductible is the dollar amount of Covered Expense which each Covered Person must have 
incurred during each Plan Year before the Plan pays applicable benefits. The individual Deductible amount is 
shown on the Schedule of Benefits. 

F amity Deductible 
Any number of family members may help to meet the family Deductible amount, but no more than each person's 
individual Deductible amount may be applied toward satisfaction of the family Deductible by any family 
member. The family Deductible amount is shown on the Schedule of Benefits. 

Common Accident 
If two or more covered members of a family are injured in the same accident and, as a result of that accident, 
incur Covered Expenses, only one individual Deductible amount will be deducted from the total Covered 
Expenses related to the accident for the remainder of the Plan Year. 

COINSURANCE 
The Plan pays a specified percentage of Covered Expenses at the Customary and Reasonable Amount for Non­
Preferred Providers or the percentage of the Negotiated Rate for Preferred Providers. That percentage is 
specified in the Schedule of Benefits. The Covered Person is responsible for the difference between the 
percentage the Plan paid and 100% of the Negotiated Rate for Preferred Providers and between the percentage 
the Plan paid and 100% of the billed amount for Non-Preferred Providers. 

MAXIMUM OUT OF POCKET EXPENSE LIMJT 
After a covered individual or family incur expenses equal to the maximum out of pocket expense limit listed on 
the Schedule of Benefits, the Plan will begin to pay 100% for Covered Expenses for the remainder of the Plan 
Year. This includes level one (1) deductibles, co-pays and co-insurance. 

ANNUAL BENEFIT MAXIMUM 
The Annual Maximum Benefit payable for services on behalf of a Covered Person is shown on the Schedule of 
Benefits. The Annual Benefit Maximum applies to services incurred on a plan year basis. There is no lifetime 
maximum. Essential benefits, if covered by the plan, are excluded from the Annual Maximum. If the Covered 
Person's Coverage under the Plan terminates and at a later date he again becomes covered under the Plan, the 
Annual Maximum Benefit will include all benefits paid by the Plan for the Covered Person during any period of 
Coverage. 

The Schedule of Benefits contains separate Maximum Benefit limitations for specified conditions. Any separate 
Maximum Benefit will include all such benefits paid by the Plan for the Covered Person during any and all 
periods of Coverage under this Plan. 
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COVERED EXPENSES - BENEFITS 

This section describes the Covered Expenses of the Plan. All Covered Expenses are subject to applicable Plan 
provisions including, but not limited to: Deductible, Copays, Coinsurance and Maximum Benefit provisions as 
shown in the Schedule of Benefits, unless otherwise indicated. Any expenses Incurred by the Covered Person 
for services, supplies or treatment provided will not be considered Covered Expenses by this Plan if they are 
greater than the Customary and Reasonable Rate or Negotiated Rate, as applicable. The Covered Expenses for 
services, supplies or treatment provided must be recommended by a Physician or Professional Provider and be 
Medically Necessary care and treatment for the Illness or Injury suffered by the Covered Person. Specified 
preventive care expenses will be covered by this Plan. 

All Covered Services are subject to the conditions, exclusions, limitations, terms and provisions explained 
in this Plan, including any attachments. All Copayments, Deductibles and Coinsurance in effect at the time 
of service will apply to all Covered Services. Please refer to Other Non-Covered Services and Limitations 
on Benefits for additional explanation of the specific services not covered under this Plan. 

You are entitled to the Covered Services listed in this section when those services meet the following 
criteria: 

• Services are Medically Necessary; and 
• Services are not excluded elsewhere in this Plan 

Allergy Tests and Procedures 
• Includes administration of sernrn, subject to Deductible and Coinsurance. 

Ambulance Transportation 
Ambulance services are subject to Deductible and Coinsw-ance and is considered are transportation by a 
vehicle including ground, water, fixed wing and rotary wing air transportation designed, equipped and used 
only to transport the sick and injured and staffed by Emergency Medical Technicians (EMT), paramedics, or 
other ce1iified medical professionals: 1) from your home, scene of accident or medical Emergency to a 
Hospital; 2) between hospitals; 3) between a Hospital and Skilled Nursing Facility; or 4) from a Hospital or 
Skilled Nursing Facility to your home. Transfer from a Hospital to a lower level of care is covered only 
when Medically Necessary and authorized by your Physician except when ordered by an employer, school, 
fire, or public safety official and the Covered Person is not in a position to refuse. The Medically Necessary 
Ambulance transport Coinsurance applies to each transport. Coinsurance waived if transferred from one 
acute Inpatient facility to another. 

Charges for Ambulance service that are for convenience or non-emergency care shall not be considered an 
eligible expense. Ambulance usage is not covered when another type of transportation can be used without 
endangering the Covered Person's health. 

Behavioral/Mental Health 
You may access mental health Providers directly by calling the Mental Health telephone number listed on 
your ID card. Treatment for Behavioral and Mental health conditions is provided in compliance with 
federal law. 

Inpatient Psychiatric Hospital Services: 
Evaluation and treatment in a psychiatric day treatment facility. Pre-Certification required except for 
emergency situations. For emergencies, notification required within 48 hours . 
• Outpatient Visits: 

Copayments apply to both individual therapy and group therapy sessions. 
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• Psychological Testing: 
If performed in a Physician's office, Co-pay applies. If performed outside the Physician's office, 
Deductible and Co-insurance applies. 

• Partial Hospitalizations: 
Two (2) days of Partial Hospitalization count as one (1) day oflnpatient services. 

• AU Intensive Outpatient programs, Electroconvulsive Therapies and Partial Hospitalizations 
require pre-certification. 

Substance Abuse 
Detoxification for alcohol or other drng addiction is covered on an Inpatient and/or Outpatient basis, 
whichever is determined to be Medically Necessary. To be covered, services must be authorized by your 
designated Behavioral Health Network. Covered Services are subject to the limitations listed below: 

• Inpatient Substance Abuse Services, Deductible and Co-insurance apply. 
• Outpatient Substance Abuse Services, Co-pay applies. 

Chiropractic Services Option 
Maximum of $1000 Covered Services per Plan Year, subject to Deductible and Coinsurance. 
Covered Services are for Medically Necessary care in the treatment of musculoskeletal conditions and 
spinal manipulation only. Definitions applicable to chiropractic services: 

• Medically Necessary is defined as health care services that are appropriate, in terms of type, 
frequency, level, setting and duration, to the Enrollee's diagnosis or condition, and diagnostic testing 
and preventive services. (MN Rule 4685 .0100 subpart 9b ). 

• Jvfusculoskeletal pain is defined as pain that affects the muscles, ligaments and tendons, along with 
the bones. 

Acupuncture Services Option 
Maximum of 12 visits per Plan Year at $40 each visit; subject to Deductible. 
Covered Services are for Medically Necessary care and must be administered by a licensed Chiropractor or 
Medical Doctor or Nurse Practitioner. 

Clinical Trials 
The plan will cover expenses incurred for members undergoing care in clinical trials per PPACA regulation 
§ L0103 and§ 2709. 

Corrective Appliances and Prosthetics 
Corrective appliances and prosthetics are subject to Deductible and Coinsurance. Services must be 
Medically Necessary and used to restore function or to replace body parts. They must be provided with a 
Prior Authorization and as prescribed by the Participating Physician. Examples of corrective appliances 
include, but are not limited to: 

• Pacemakers 
• Hemodialysis equipment 
• Breast prostheses 
• Prosthetic limbs 
• Back braces 
• One pair of eyeglass lenses following cataract surgery not to include tinting, scratch-proofing or 

transitioning. 
• Ostomy supplies 

Covered Services include the purchase, replacement or adjustment of artificial limbs or eyes, when required 
due to a change in your physical condition or body size due to normal growth. 
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Non-Covered Services or limitations 
• Appliances and aids which are not necessary for the restoration, function or replacement of a body 

part. 
• Non-durable appliances 
• Hearing aids 
• Dental appliances 
• Dentures 
• Foot Orthotics 

Dental - Limited Covered Services 
Medical services for dental work and oral surgery are covered if they are for the initial repair of an injury to 
the jaw, sound natural teeth, mouth or fact which are required as a result of an accident or injury and are not 
excessive in scope, duration or intensity to provide safe, adequate, and appropriate treatment without 
adversely affecting the patient's condition, subject to Deductible and Coinsurance. Injury as a result of 
chewing or biting is not considered an accidental Injury. Initial dental work to repair injuries due to an 
accident means performed within 18 months from the Injury or as reasonable soon thereafter as possible and 
includes all examinations and treatment to complete the repair. For a child less than 18 years of age, several 
years may lapse between the accident and the final repair. Covered services for accidental dental include, 
but are not limited to: oral examinations, x-rays, tests and laboratory examinations, restorations, prosthetic 
services, oral surgery, mandibular/maxillary reconstruction, anesthesia. 

After emergency treatment, follow-up care must be obtained from a Participating Provider with Prior 
Authorization. 

Hospital and anesthesia services related to dental care are covered for Covered Persons less than 19 years of 
age or who are physically or mentally disabled if their mental or physical condition requires that dental care 
be provided in a Hospital or Outpatient surgical center. 

The indications for general anesthesia, as published in the reference manual of the American Academy of 
Pediatric Dentistry, are the standards for determining whether performing dental procedures necessary to 
treat the individual's condition under general anesthesia constitutes appropriate treatment. The dental 
procedure is excluded from Covered Services. 

The Inpatient Hospital Services Coinsurance will apply to Inpatient services. The Outpatient Surgical 
Services Coinsurance will apply for Outpatient services in a Provider Network Hospital or Provider 
Network Outpatient facility. 

Diabetes Self-Management Training 
Refer to the Care-ADV ANT AGE Section for information regarding Diabetes training, supplies and other 
services. 

Dialysis 
Outpatient or Inpatient dialysis services with a Prior Authorization, subject to Deductible and Coinsurance. 

Durable Medical Equipment (DME) 
Rental or purchase of DME, whichever is economically justified, is subject to Deductible and Coinsurance. 
Replacement of purchased DME that is needed as a result of natural grown, pathological changes, or to 
maintain functionality is covered. This includes durable and non-durable supplies that are an integral part of 
the DME set up. Routine maintenance of DME is an eligible expense if needed to keep the DME 
functional. Training in the use of DME is also covered when necessary and authorized. Pre-Certification is 
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required for DME expenses exceeding $1500 or thirty days in rental. DME must be Medically Necessary, 
able to withstand repeated use, and used primaiily and customarily to serve a medical purpose. 

External Prosthetic Appliances and Devices 
Charges made or ordered by a Physician for: 
• The initial purchase and fitting of external prosthetic appliances and devices available only by 

prescription which are necessary for the alleviation or correction of injury, sickness or congenital defect. 
Coverage for external prosthetic appliances is limited to the most approp1iate and cost effective 
alternative as determined by the utilization review Physician. 

• External prosthetic appliances and devices shall include prostheses/prosthetic appliances and devices, 
orthoses, orthotic devices, braces, and splints. 

Prostheses/Prosthetic Appliances and Devices 
Prostheses/prosthetic appliances and devices are defined as fabricated replacements for missing body parts. 
Prostheses/prosthetic appliances and devices include, but are not limited to: 

• Basic limb prostheses; 
• Tenninal devices such as hands or hooks; and 
• Speech prostheses. 

Orthoses and orthotic devices are defined as orthopedic appliances or apparatuses used to support, align, 
prevent or correct deformities. Coverage is provided for custom foot orthoses and other orthoses as follows: 

• Non-foot orthoses - only the following non-foot orthoses are covered: 
o Rigid and semi-rigid custom fabricated orthoses; 
o Semi-rigid prefabricated and flexible orthoses; and 
o Rigid pre-fabricated orthoses including preparation, fitting and basic additions, such as bars and 

joints; 
• Custom foot orthoses - custom foot orthoses are only covered as follows: 

o for persons with impaired peripheral sensation and/or altered peripheral circulation (e.g. diabetic 
neuropathy and peripheral vascular disease); 

o when the foot orthosis is an integral part of a leg brace and is necessary for the proper 
functioning of the brace; 

o when the foot orthosis is for use as a replacement or substitute for missing parts of the foot (e.g. 
amputated toes) and is necessary for the alleviation or correction oflnjury, sickness or congenital 
defect; and 

o for persons with neurologic or neuromuscular condition (e.g. cerebral palsy, hemiplegia, spina 
bifida) producing spasticity, malalignment, or pathological positioning of the foot and there is 
reasonable expectation of improvement. 

Emergency Services 
An emergency service means a medical condition that arises suddenly and unexpectedly and manifests itself 
by acute symptoms of such severity, including severe pain that in the absence of immediate medical 
attention could reasonably be expected by a prudent lay person who possesses an average knowledge of 
health and medicine to: 

• place an individual's health in serious jeopardy; 
• result in serious impairment to the individual's bodily functions; 
• result in serious dysfunction of a bodily organ or part of the individual. 

Tf you feel you have a medical emergency, you are encouraged to call your PCP for advice and instructions. 
Your PCP may direct you to a Hospital emergency room or Urgent Care center, or your PCP may be able to 
see you in the office. If a medical emergency is so serious that in the absence of immediate medical 
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attention it could be life-threatening or cause serious disability or significant jeopardy to your health, go 
immediately to an emergency facility or call 911. 

While notice to the PCP is not required, it allows the PCP to be informed of your condition and, once you 
are stabilized, to coordinate your care. In the case of a Non-Participating Hospital, contact the Plan as soon 
as possible. The Plan and your attending Physician may direct your transfer to a Hospital in the Provider 
Network once your health condition has been stabilized. 

To "stabilize" means to provide medical treatment to an individual in an emergency as may be necessary to 
assure, within reasonable medical probability that material deterioration of the individual's condition is not 
likely to result from or during any of the following: 

• The discharge of the individual from an emergency department or other care setting where 
Emergency Services are provided to the individual; 

• The transfer of the individual from an emergency department or other care setting where Emergency 
Services are provided to the individual to another health care facility; 

• The transfer from a Hospital emergency department or other Hospital care setting where Emergency 
Services are provided to the individual to the Hospital's Inpatient setting. 

If you become ill or injured while you are temporarily away from the Service Area, the Plan will cover care 
for Emergency Services and Urgent Care. If you are hospitalized outside of the Service Area, contact the 
Plan as soon as you are able. If you have any questions about how to obtain medical services when you are 
out-of-area, please call the Plan Member Services phone number listed on the back of your ID card. If there 
is time, you should try to call your PCP for advice and instructions. 

If you are admitted following emergency care, you must contact the Plan or your PCP (or someone may 
contact your PCP on your behalf) within forty-eight (48) hours of admission or when you are medically 
able to do so. If the Covered Person is a minor, the parent or guardian must contact the PCP. If you are 
admitted to the Hospital directly from the emergency room, your Copayment is waived for the Emergency 
Service. 

Emergency Room includes all related services billed by the Hospital, including other services billed 
separate from the Hospital. All charges are subject to Copayment, but in-network services are not subject to 
Deductible or Coinsurance. 

Urgent Care 
Includes related services and after hours and Physician home visits. Charges are subject to a Copayment, 
but in-network services are not subject to Deductible or Coinsurance. Out of area Urgent Care services are 
treated the same as in-network. Urgent Care is determined by medical condition, not the place of service. 
Urgently needed services or Urgent Care services are instances when you need Covered Services urgently: 

• to prevent serious deterioration of health; 
• resulting from an unforeseen Illness or Injury; 
• while outside of the Service Area; or 
• for which treatment cannot be delayed until you return to the Service Area without your 

condition growing much worse. 
If you have an urgent medical problem that is not an emergency, but needs timely attention, you are 
encouraged, but not required to call your PCP's office, even if you are out of the Service Area. Your PCP 
knows your medical history and will be in the best position to evaluate your needs. You may be directed by 
your PCP to an Urgent Care center or emergency room. 
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An Urgent Care center is a medical facility, where ambulatory patients can be treated on a walk-in basis, 
without an appointment, and receive Urgent Care services. Coverage for Urgent Care includes after hours 
and Physician home visits and is subject to a Copay, but not Deductible and Coinsurance. 

Health Education 
Health education provided by the PCP as part of preventive health care and other health education classes 
approved by the Plan and covered at the office visit Copay. Classes in weight loss, stress management and 
smoking cessation are covered under the Wellness section of this document. 

Home Health Services 
Medically Necessary Home Health Services, subject to Deductible and Coinsurance, with a Prior 
Authorization, (limited to 100 days per year) including Skilled Medical services. If continuous medical 
or skilled nursing services are required, the Plan may require: 
o transfer to a SNF or other facility if Medically appropriate and more cost effective; 
o nursing care given or supervised by a Registered Nurse (RN);Nutritional counseling furnished or 

supervised by a registered dietician; 
o home hospice services; 
o home health aides; 
o medical supplies, laboratory services, drugs, and medicines prescribed by a Physician in connection 

with home health care; 
o medical social services; 
o training of family members or significant other to provide those Home Health Services that can be 

performed by laypersons. 
Services are considered Covered Services only if they are not considered Custodial Care and the services are 
prescribed in writing by a Participating Physician: 

• As Medically Necessary for the care and treatment of your Illness or Injury at home; 
• As being in place of Inpatient Hospital care or a convalescent nursing home that would be required 

in the absence of such services; and 
• The services are furnished to you while under a Participating Physician's care. 

Hospital Care 
Pre-Certification required 

Inpatient Hospital Services 
Subject to Deductible and Coinsurance. 

Outpatient Surgical Services: 
Outpatient surgery facility services including those diagnostic invasive procedures that may or may not require 
anesthesia, subject to Deductible and Coinsurance. All Outpatient surgical services must be preauthorized. 
What do I do when I need to be hospitalized? 
For Preferred Provider services, your Physician will an-ange your admission to a Hospital in the Provider 
Network. You are responsible for contacting the Plan for Prior Authorization for all Hospital services. 

What are the Covered Services? 
The Inpatient and Outpatient medical and surgical Hospital services are covered when Medically Necessary, 
and prior authorized by the Plan. 

• Inpatient medical and surgical services; 
• Semi-private room and board (Private room provided when Medically Necessary); 
• Intensive Care Unit/Coronary Care Unit; 
• Inpatient cardiac rehabilitation, limited to annual maximum of 90-days; 
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• Inpatient rehabilitation therapy which includes physical, occupational, speech and pulmonary of acute 
Illness or Injury to the extent that significant potential exists for progress toward a previous level of 
functioning limited to an annual maximum of 60 days. 

• Outpatient medical and surgical services, including those diagnostic invasive procedures, which may or 
may not require anesthesia; 

• Other Medically Necessary Inpatient Hospital Services, including but not limited to: general nursing 
care; use of operating room or delivery suite; surgical and anesthesia services and supplies; ordinary 
casts; splints and dressings; drugs and oxygen used in Hospital; laboratory and x-ray examinations; 
electrocardiograms; and special duty nursing (when requested by a Physician and certified as Medically 
Necessary). 

• Inpatient biologic/biopharmaceutical medications do not require additional Copayment or Coinsurance. 
• Medically Necessary professional services for surgical operations (major and minor), which are ordered 

or approved by your Physician include but are not limited to: 
o Reconstructive procedures as outlined herein; Replacement of diseased tissue surgically removed 

while a Covered Person; 
• Treatment of a birth defect in a Dependent child; 
• Federal law requires health Carriers that provide medical and surgical benefits for mastectomies to also 

cover reconstructive surgery and other related services following a mastectomy. Under the law, if a 
Covered Person has a mastectomy and, in consultation with the Physician, elects to have reconstructive 
surgery, the Covered Services would include: 

o Reconstruction of the breast upon which the mastectomy was performed; Surgery and 
reconstruction of the other breast to produce a symmetrical appearance; and Prostheses and 
physical complications at all stages of mastectomy, including lymphedemas. 

The manner of treatment for any given patient is to be decided in consultation with the attending Physician and 
patient. The law permits Coinsurance and Deductibles to apply. 

Infertility Coverage 
Coverage is provided for the treatment of an underlying medical condition UP TO THE POINT OF AN 
INFERTILITY DIAGNOSIS. There is no coverage for the treatment of infertility following diagnosis. 

Injections (Therapeutic) and Infusion Therapy 
Therapeutic Injections and Infusion Therapy must be preauthorized. Outpatient therapeutic injections which are 
Medically Necessary and which may not be self-administered are covered. Injections include, but are not 
limited to chemotherapy, radiation, antibiotics, analgesics, hydration, total parenteral nutrition (TPN), Prolactin, 
and Factor 8 injections, which are Medically Necessary. Self-injectable are Covered Services only when 
authorized by the Plan. Biopharmaceutical Drugs are subject to the Co-payment of $60. Therapeutic injections 
and infusions (non-Biopharmaceutical Drugs or insulin drugs), including Home IV Therapy are subject to the 
Co-payment of $40. 

Internal Implantable Devices 
Charges made for internal prosthetic/medical appliances that provide permanent or temporary internal 
functional supports for non-functioning body parts are covered. Medically Necessary repair, maintenance or 
replacement of a covered appliance is also covered. 

Maternity and Newborn Infant Coverage 
Please refer to Hospital Care for Inpatient benefits 
(Covered for Employee/Spouse only) 
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The benefits include Physician services, Hospital services, and laboratory and x-ray services as Medically 
Necessary and appropriate. 
Pmsuant to The Newbom's and Mother's health Protection Act, no Pre-Certification of Hospital stays in 
connection with childbirth is necessary for the mother or child for stays less than 48 hours for vaginal delivery or 
96 hours for cesarean delivery. Stays longer than 48 or 96 hours must be pre-certified. 

Unplanned interruption of pregnancy (miscarriage) will be treated as any other Illness, including, but not 
limited to Medically Necessary Physician's services, Hospitalizations, x-ray and laboratory services. 

An election to enroll a newborn must be made within the first 31 days of bfrth for Coverage to continue 
past the 31st day. 

Professional obstetrical care, including prenatal visits, antepartum care, and one postpartum visit per pregnancy 
term regardless of date of conception. Including Physician services, laboratory and x-ray services as Medically 
Necessary and appropriate. Copayrnent applies to professional services but there is no Deductible or 
Coinsurance. 

Newbom Examinations 
Newborn examinations are covered under maternity care, or Hospital care, or Physician office visits. Newborn 
examinations include the detection of: 

• Inherited Metabolic Disease, includes services for Medical Food and Low Protein Modified Food 
• Products (not subject to copayment, regardless of supplier) 
• Hypothyroidism 
• Hemoglobin paths, including sickle cell anemia 
• Galactosemia 
• Maple Syrup Urine Disease 
• Homocystinuria 
• Inborn errors of metabolism that result in mental retardation and that are designated by the State Health 

Department 
• Physiologic hearing screening examinations for detection of hearing impairments 
• All other tests and examinations required by federal and/or state law, applicable to this Plan, including 

but not limited to, PP ACA 
• Charges related to circumcisions 

If a parent of an infant objects in writing, for reasons pertaining to religious beliefs only, the infant is exempt 
from the examinations. For additional information regarding Coverage, please refer to the Baby-on-Board 
section of this Plan. 

Breast Pumps 
Electric breast pumps are covered at 100% up to a $300 maximum benefit. The pump must be purchased within 
30 days prior to or 30 days after giving birth. 

Medical Social Services 
Hospital services to assist you and your family in understanding and coping with the emotional and social 
problems affecting health status. There is no cost for this covered service. 

Medical Supplies 
Casts, dressings, splints, and other devices used for reduction of fractures and dislocations, subject to 
Deductible and Coinsurance. 
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Nutritional Supplements 
Pre-Certification and Prior Authorization is required. Nutritional supplements must be Medically Necessary 
and is subject to Deductible and Coinsurance. 

Pervasive Developmental Disorder 
Treatment is limited to services provided by your Physician in accordance with a treatment plan, subject to 
Deductible and Coinsurance. Pervasive Developmental Disorder means a neurological condition, including 
Asperger' s syndrome and autism, as defined in the most recent edition of the Diagnostic & Statistical Manual of 
Mental Disorders of the American Psychiatric Association. 

Outpatient Services 
Outpatient Services including but not limited to: 

• Laboratory, pathology, radiology*, MRI*, CT*, MRA *,PET*, and SPECT* scan -
*Pre-Ce1iification or P1ior Authorization required. 

• Electro cardiology (EKG) and electroencephalography (EEG) 

Physician Services - Office visits 
Office Visit Services 
• Primary Care Physician Office Visit subject to PCP Copayment. 
• Specialty and Referral Physician Office Visit subject to Specialist Copayment. 

Other services provided in PCP or SCP office included in office visit Copayment: 
• Office visits, services and supplies for the determination and/or treatment of Illness or Injury. These 

services include medical consultations, and procedures performed in the Physician's office, Second 
Opinion consultations, and specialist treatment services. 

• Allergy Testing. 
• Maternity Care- refer to Maternity Care benefit. 

Physician Services - Non-Office Visit Services 
• Primary Care Physician, Specialty and Referral for all Physician Services in the Hospital or Outpatient 

Facility subject to Deductible and Coinsurance. 
• Primary Care Physician, Specialty and Referral Physician Visits in the home when provided by your 

Participating Physician subject to Deductible and Coinsurance. 

Physician Services for Wellness and Preventive Services 
The following services will be covered as a wellness visit with no Deductible and no Co-payment and no out­
of-pocket expense: 

• Services for wellness and preventative services will be covered as regulated by the Patient Protection 
and Affordable Care Act (PPACA). 

o Provided by the PCP or other authorized Provider including, but not limited to: 
• Routine Physical Exam: 

o Periodic health appraisal examinations for Covered Persons who are less than 18 years of age for 
the prevention and detection of disease as recommended by the American Academy of 
Pediatrics. For Covered Persons age 18 and older, history and annual health evaluations 
(physical examinations for the prevention and detection of disease) limited to the extent 
Medically Necessary or appropriate. 
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• Routine ('()lorectal Caiicer screening; 
o Coloreda\ cancer examinatiom and h1bornto1y tests must be covered for any non-$ymptomatic 

individual in accordimce with current American Cancer Society Guidelines for a Covered Person 
who is: 

• ac least fifty ( 50) year.~ of age; or 
• Less than fifiy (50) years of age and 11t high risk for colorectal cancer. 
• Please log onto www.cancer.or1!. to obtain the specific . .o\mcrican Cancer Society 

1:,111idelines. 
• .Routine gynecological services 
• Routine Manunograrns: 

o Bteast. cancer screening tests include; 
• One (I) baseline screening mammography before the age or forty (40) for a Covered Person 

who is at least thirty-five (35) years old; 
• Annual screenitJg mam.mography if at risk and !es$ than forty (40); 
• Annual screening mammography for Covered Pcr$OllS forty(40) years old and older; 
• Any additional mammogram views ncodcd for proper cvalt1ation and ultrasound services; if 

Medically Necessary.; 
• Please log onto www.cancer.org to obtain the specific American Cancer Society guidelines. 

o .Routine Women's Health Care inc\11di11g: 
• '\Veil-woman vi.sits; 
• Screening for gestational diabetes; 
• Human papillomavirns testing in cert.ain in::;tances; 
• CouMeling for sexually tran~mitted infect.ions, including IIIV; 
• Contraceptive methods <Uld cow1sel; 
• Dreastfeeding $Upport, supplies, and counseling; and 
• Screening and counseling for interpersonal and domestic violence 

0 Routine Prostate Specific Antigen (PSA) Test: 
• PSA tests include: 

);.>· At le1L~t one (I) PSA test annually for an individual who is at least fifty (50) yea.rs old: 
> At least one (1) PSA test annually for an individual Jess tban Cifl.y (50) who is at high 

risk of prostate cancer according to the American Cancer guidelities; 
~ Please log onto www.cancer.org lo obtain the specific American Cancer Society 

guidelines. 
o Routine lnunwuzations: 

• Immunizations and iooculations (vaccine and administration of vacLine) based on Lhe 
guidelines of Lhe Adviso.ry Committee on Imm1utization Practices (ACIP) or at the Plan's 
discretion, other nation.ally recognized organizations, such as the American Academy of 
Podiatries (AAP) or the Academy of family Physicians (AAFP). Inf\t,enza, pneumonia and 
shingle~ immunizations also covered. Covered at I 00% if done either in a physici<in's ot1ke or 
via physician's order under phiuwacy benefits of a $0 Copayment. 

o Hearing tests; 
• Hearing examinations including an infant physiological heariJ1g screening examination at the 

earliest feasible time for the detection of heating impainuents. 
o Vision screenings; 
o Other evidence based items that have in effect a ration of/\ or B in the current recommendations of 

the United States Preventive Services Task Force with respect to tbe individual involve'! 
o With respect to women, to the exLenL not described above, evidenced informed preventive care and 

screenings provided for in comprehensive guidelines supported by the Health Rcsomccs and Services 
Administration, including. but not limited to, contraceptive services de.~crihcd therein. 
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Pharmacy Services 
What is a Generic drug? 

A Generic drug is a copy of a brand name drug for which the patent has expired. The Generic drug may be of 
different shape, size, color or flavor, but the active, therapeutic agents are the same as the brand name drug. 
The same quality and safety standards that apply to brand name drugs also apply to the Generic form. The FDA 
sets standards and reviews all Generic medications before marketed. 

What is a Brand-Name Drug? 

A brand name drug is a drug that has been manufactured under a patent and in accordance with the approval for 
the FDA. 

All Covered Services for Outpatient prescription drugs will be subject to the drug Formula1y. 
All prescriptions must be prescribed by a Participating Provider in order to receive this covered service. All 
compound prescriptions must contain at least one covered prescription ingredient. Insulin and insulin needles 
and syringes, when prescribed by a Participating Physician and dispensed to you shall be limited to treat that 
acute condition or phase of Illness or a thirty-(30) day supply, whichever is less, per Copayment. 

Outpatient Prescription Drug FOUR TIER Option 
(Please refer to the Formulary for more details) 

MANDATORY GENERIC drugs are required by the Plan when available. If the member chooses to 
purchases the brand drug, the member responsibility will be the difference in cost between the generic 
and brand medication in addition to the brand copay. Please refer to the 2015 Step Therapy 
requirements as outlined in the Prescription Drug Formulary Document. Step Therapy is a program 
that encourages the use of safe and effective first-line medications. First-line drugs are well established 
and known to be both safe and effective. 

TIER 1 - Generic Drug 
When you receive a Generic drug you pay the lowest out-of-pocket cost for the prescription. 

TIER 2 - Brand-Name Drug 
If you or your Physician requests a Brand-Name Drug when there is a Generic equivalent available, you will be 
charged the Brand-Name Drug Copayment, plus the difference in cost between the Generic Drug and Brand­
Name Drng. For some conditions, your doctor will need to prescribe one medication before trying another. 
Please refer to the 2015 Step Therapy requirements as outlined in the Prescription Drug Formulary Document. 

TIER 3 -Non-Preferred Brand-Name Drug 
If you or your Physician requests a non-Fonnulary Brand-Name Drug when there is a Generic equivalent 
available, you will be charged the Non-Preferred Brand-Name Drug Copayment, plus the difference in cost 
between the Generic Drug and Brand-Name Drug. 

TIER 4 - Specialty Drug (Prior Authorization Required) 
Refer to the Specialty Drug section below for additional information. 

Over-The-Counter Medications 
Includes coverage for certain over-the-counter medications when prescribed by your PCP. The over-the­
counter medications are listed within the Plan Prescription Formulary. 
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Diabetes Supplies 
All diabetes supplies must be obtained through the approved pharmacy Participating Providers or the Plan's 
pharmacy mail order program. Covered Services include: 

• Alcohol swabs 
• Glucose blood test strips 
• Glucose monitoring test strips 
• Insulin 
• Lancet devices 
• ED/pen/needles syiinges 
• Selected glucometers 

What are the Non-Covered Services or limitations? 
• Luxury items will only be Covered Services if a non-luxury item is not available or the luxury item is 

deemed Medically Necessary for its intended purpose as prescribed and approved by a Participating 
Provider. 

• Insulin pumps and supplies associated with insulin pumps are not a covered service under this benefit. 
Instead, insulin pumps and supplies are Covered Services under the DME section of this Plan 
Document. 

Specialty Drugs 
• Specialty or Biopharmaceutical Drugs means a virus, therapeutic serum, toxin, antitoxin, vaccine, blood, 

blood component or derivative, an allergenic product, or analogous product, or arsphenamine or 
derivative of arsphenamine (or any other trivalent organic arsenic compound), applicable to the 
prevention, treatment, or cure of a disease or condition of human beings. 

• Biological or biopharmaceutical products typically represent significant advancement in the treatment, 
diagnosis and prevention of disease or condition and often may be addressing an unmet need. 
Additionally, these products often require direct Physician involvement, and significant Covered Person 
education. These services must be authorized by the Plan. A $60 Tier Three Phannacy Copayinent 
applies to each dispensing of the Biopharmaceutical Drug. 

Reconstructive Services 
Certain reconstructive services required to correct a defonnity caused by disease, trauma, congenital anomalies, 
or previous therapeutic process are covered. Reconstructive services required due to prior therapeutic process 
are payable only if the original procedure would have been a Covered Service under this Plan. Covered 
Services are limited to the following: 

• Necessary care and treatment of Medically diagnosed congenital defects and birth abnormalities of a 
newborn child; 

• Breast reconstruction resulting from a mastectomy. 
• Hemangiomas, and port wine stains of the head and neck areas for children ages 18 years of age or 

younger; 
• Limb deformities such as club hand, club foot, syndactyly (webbed digits), polydactyly (supernumerary 

digits), macrodactylia; 
• Otoplasty when perfonned to improve hearing by directing sound in the ear canal, when ear or ears are 

absent or deformed from trauma, surgery, disease, or congenital defect; 
• Tongue release for diagnosis of tongue-tied; 
• Congenital disorders that cause skull defolmity such as Crouzon's disease; 
• Cleft lip; 
• Cleft palate. 
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Skilled Nursing Facility/Hospice Facility/Extended Care Facilities 
Limited to 60 days per year. Coinsurance waived if transfen-ed from an Inpatient facility following an Inpatient 
admission. Day limits do not apply to hospice. 
Covered Services when Medically Necessary with a Prior Authorization includes: 

• Semi-private room; private room provided when Medically Necessary. 
• Drngs, Biologicals, medical social services, short term physical, speech, occupational therapies (subject 

to limitations listed in the Short-term Therapies indicated below) and other services generally provided 
by skilled nursing facilities. 

• Hospice Care provided if you are Te1minally Ill, in accordance with a treatment plan developed before 
your admission to the Hospice Care program. Treatment plan must include a statement from the 
Physician documenting that life expectancy is six months or less. 

Therapies -- Short-Term 

Short-term Physical Therapy: 
• Short-term physical therapy -a condition that the Physician believes 1s subject to continuing 

improvement. 
• Prior Autho1ization is required for therapies beyond eight (8) sessions. 
• Covered Expenses limited to 60 sessions per Illness, Injury, or Congenital Defect. 

Short-term Speech and Occupational Therapy: 
• Short-term speech or occupational therapy- services are covered to correct an impairment due to Injury, 

Illness, or congenital defect. 
• Prior Authorization is required for therapies beyond I 0 sessions. 
• Covered Expenses limited to 60 sessions for occupational therapy and 25 sessions for speech therapy per 

Illness, Injury, or congenital defect. 
• Covered Services for speech therapy when provided to restore speech after a loss or impairment of 

previous, demonstrated ability to speak; or develop or improve speech after surgery to con-ect a defect 
that existed at birth and impaired, or would have impaired, the ability to speak. Covered Services do not 
include speech therapy due to a delay in speech development. 

Short-Term Rehabilitative Therapy: 
• Short-Term Rehabilitative Therapy that is part of a rehabilitation program, including physical, speech, 

occupational, cognitive, osteopathic manipulative, pulmonary and cardiac rehabilitation therapy, when 
provided in the most Medically appropriate setting. 

• Occupational therapy is provided only for purposes of enabling persons to perform the activities of daily 
living after an Illness or Injury or sickness. 

• A separate copayment will apply to the services provided by each Provider. 

Short-Term Rehabilitative Therapy services that are not covered include but are not limited to: 
• Sensory integration therapy, group therapy, treatment of dyslexia; behavior modification or 

myofunctional therapy for dysfluency, such as stuttering or other involuntarily acted conditions without 
evidence of an underlying medical condition or neurological disorder; 

• Treatment for functional articulation disorder such as correction of tongue thrust, lisp, verbal apraxia or 
swallowing dysfunction that is not based on an underlying diagnosed medical condition or Injury; and; 

• Maintenance or preventive treatment consisting of routine, long-term or non-Medically necessary care 
provided to prevent recun-ence or to maintain the patient ' s current status. 
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Sterilization 
Charges for elective sterilization procedures such as tubal ligations are covered at 100% with no Copays, 
Deductibles or Coinsurance in accordance with PP ACA; 

• Charges for reversal or attempted reversal of these procedures are not covered. 

TMJ/Orthognathic Surgery 
Charges related to TMJ including diagnosis and treatment up to a lifetime maximum of $1500. 

Transplant Services 
Human organ and tissue transplant services for both the recipient and the donor, when the recipient is a Covered 
Person includes a maximum lifetime limit of $20,000 for Covered Services related to transportation and lodging 
for the donor. 

• The maximum lifetime limit for Covered Services related to transportation and lodging applies to the 
Policy Maximum. 

• No Coverage is provided for the donor or the recipient when the recipient is not a Covered Person. 
• The Inpatient medical Coinsurance applies as specified 
• SCP office visit Copayment applies as specified for pre-transplant evaluation. 
• Non-Experimental, non-Investigational organ and other transplants are covered. 
• The Plan will cover the donor's medical expenses if the person receiving the transplant 1s a Plan 

Covered Person and the donor's expenses are not covered by another health benefit Carrier. 
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NON-COVERED SERVICES AND LIMITATIONS 
The following section indicates the items which are not Covered Services under this Plan and are thus your 
financial responsibility. This information is provided as an aid to identify certain common items which may be 
misconstrued as Covered Services, but is in no way a limitation upon, or a complete listing of, such items 
considered not to be Covered Services. 

1. Services and supplies that are not Medically Necessary, except for preventive care as described herein; 

2. Services and supplies that are not specifically listed as Covered Services; 

3. Services not within the scope of the Provider's license; 

4. Services of a Provider who is a member of the patient's immediate family or who normally resides in the 
patient's household. 

5. Services and supplies provided by your family, i.e., parent, brother, sister, or child, or someone who lives 
with you; 

6. Services of a Provider treating himself or herself; 

7. Services and supplies that are furnished by a government plan, Hospital, or institution, unless you are 
legally required to pay for the service; 

8. Services and supplies provided prior to your Effective Date of Coverage or after your Coverage is 
terminated; 

9. Services and supplies incuned after you leave a program of Inpatient care for the same condition, against 
the medical advice of your Physician; 

l 0. Services and supplies that would have been provided at no cost if you did not have Coverage under the Plan; 

11 . Services and supplies which are covered, or would have been covered, under any worker's compensation or 
occupational disease act or law; 

12. Except when required by law, services and supplies provided to treat an lllness or lnjury caused by: 
• any act of war, declared or undeclared, while serving in the military; 
• service in the military forces of any country, including non-military units supporting such forces; 
• the commission or attempt to commit a civil or criminal battery or felony; or participating in a riot 

("taking part in a riot" means the use or threat to use, force or violence without authority oflaw, by four 
or more persons). 

13 . General population based genetic screening or pre-implantations genetic screening in the absence of any 
symptoms or proven risk factors. General population-based genetic screening is a testing method performed 
in the absence of any symptoms or any significant, proven risk factors for genetically linked inheritable 
disease; 

14. All treatments, procedures, facilities, equipment, drugs, devices, services, or supplies that are considered 
Experimental ; 

15. Cosmetic or reconstructive procedures, and any related services or supplies, which alter appearance, but do 
not restore or improve impaired physical function, except as specifically provided herein including wigs, 
except when hair loss is the result of burns, chemotherapy, radiation therapy or surgery. The purchase of a 
wig or artificial hairpiece is limited to one per Plan Year. Services and supplies provided to treat hair loss, 
promote hair growth, or remove hair. Prescriptions, while not a covered benefit, can still be filled utilizing 
the P!an's discount for such drugs through a Participating Pharmacy; 

16. Orthognathic Surgery charges beyond $1500 lifetime benefit; 

1 7. Services and supplies related to narcotic maintenance treatment for opiate addiction; 
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18. Storage of blood products when not Medically Necessary or not provided in conjunction with a scheduled 
covered surgery; blood products when replaced by donation; 

19. Items or devices primarily used for comfort, including, but not limited to air purifiers, humidifiers, 
dehumidifiers, whirlpools, air conditioning, waterbeds, exercise equipment, and ultraviolet lighting, even if 
prescribed by a Physician; 

20. Non-skilled care, rest cures, respite care, or domiciliary care, regardless of the setting; 

21. Private duty nursing services provided for the convenience of you or the convenience of your family (for 
example, bathing, feeding, exercising, moving the patient, giving oral medication or acting as a companion 
or sitter); 

22. Room and board services while you are permitted to temporarily leave a Hospital, SNF, or Hospice Facility; 

23. Standby charges of a Physician; 

24. Complications of non-covered treatments. Care, services or treatment required as a result of complications 
from a treatment not covered under this Plan, unless otherwise required by law; 

25 . Orthodontia and other dental services, except as expressly provided for in this Plan Document or any 
attachment to this Plan Document; 

26. All unauthorized dental services, or services rendered by a non-Participating Provider; dental appliances; 
dentures; dental prostheses; 

27. All dental services not completed within 18 months from initiation of covered treatment, except for children 
under the age of 18 as provided herein; 

28. Repair of dental Injury caused by an intrinsic force, such as the force of the upper and lower jaw in 
chewing; 

29. Repair of artificial teeth, dentures, or bridges; 

30. Physical exams and related x-ray and lab expenses, when provided for employment, school, sports' 
programs, travel, immigration, administrative purposes, or insurance purposes; 

3 1. Pre-marital tests or exams; 

32. Services and supplies for the treatment of: adult hyperkinetic syndrome, learning disabilities, mental 
retardation, behavioral disorders, or senile deterioration, beyond the period necessary to diagnose the 
condition, except for pervasive developmental disorder as described herein; 

33. Maniage counseling or personal growth therapy; 

34. Hypnotherapy, behavioral modification, or milieu therapy, when used to treat conditions that are not 
recognized as mental disorders by the American Psychiatric Association; 

35. Self-help training and other related forms of non-medical self-care, which are unrelated to mental health; 

36. Services and supplies unrelated to mental health for the treatment of co-dependency or caffeine addiction; 

37. Immunizations provided for the purpose of travel; 

38. Supportive devices of the feet, including but not limited to foot orthotics, corrective shoes, arch supports for 
the treatment of plantar fasciitis, flat feet, fallen arches, weak feet, chronic foot strain, corns, bunions, and 
calluses. 

39. Routine foot care except when medically Necessary for the treatment of diabetes and lower extremity 
circulatory diseases. 

40. Telephone consultants, charges for completion of claim forms; 
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41. Fees that the Provider may charge you if you miss scheduled appointments without canceling with 
reasonable notice; 

42. Court-ordered services, unless appropriate, Medically Necessary, and authorized by your Physician; 

43. Travel or Hospitalization for environmental change, or Physician services connected with prescribing 
environmental changes; 

44. Naturopathic medicine or Christian Science medicine; 

45. Massage Therapy; 

46. Preparation of special medical records or court-ordered appearances for hearing or proceedings; 

47. Medical care provided outside the U.S., unless an emergency; 

48. Services, drugs, and supplies for weight loss, diet, health or exercise programs, health clubs dues, or weight 
reduction clinics. However, you are entitl ed to access the Plan's discount for such drugs through a 
Participating Pharmacy; 

49. Non-prescription glasses or vision devices; orthoptics or vision therapy including eye exercises and any 
associated supplemental testing; 

50. Services or supplies for, or related to: 
• sex change operations or reversal, except for congenital deficiency; 
• artificial insemination 
• gamete intrafallopian transfer (GIFT), zygote intrafallopian transfer (ZIFT), or in-vitro or m-v1vo 

fertilization; 
• abortion; 
• reversal of sterilization; 
• use of a surrogate for any reason 

51 . Charges for services and supplies related to sexual dysfunction or inadequacies, included but not limited to 
sexual therapy, counseling, penile prosthetics and pumps, medications and all other procedures and 
equipment for the treatment of impotency; 

52. Hearing aids, Hearing therapy, or their fitting; 

53. Audiometric exams for the purpose of hearing aids; 

54. Extensive long-term neuromuscular rehabilitation, i.e., physical, speech or occupational therapy is excluded. 
Rehabilitation that the Physician reasonably believes will require in excess of 60 days per each distinct 
condition or episode, beginning with the first rehabilitation treatment for that condition, will be considered 
"long-term" and is not covered. (When you undergo a rehabilitative treatment for a specific and distinct 
condition, that visit constitutes one treatment). The Plan reserves the right to extend Covered Services 
through a fonnal medical management regimen; 

55. Personal comfort items, including but not limited to services and supplies not directly related to your care, 
such as guest meals and accommodations, private room (unless Medically Necessary), personal hygiene 
products, telephone charges, travel expenses (other than approved Ambulance services as provided in the 
basic health services), take-home supplies including prescription drugs and similar items; 

56. Recreational or educational therapy; 

57. Treatment and testing for adolescents and children, which are state mandated services by or of the school 
system, unless therapy is deemed Medically Necessary by a Participating Provider 

58. Court ordered therapy, unless appropriate, Medically Necessary, and authorized by your participating 
behavioral health Provider; 
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59. Vocational therapy, including work hardening programs; 

60. Newborn deliveries performed by a midwife in the home and any charges, including but not limited to 
supplies and equipment as a result of such deliveries. 

61. Treatment or services related to Pre-Existing Medical Condition which are incurred during the Pre-Existing 
Medical Condition Exclusion Period as defined in this Plan Document; 

62. Growth Hormones and related products except where pre-authorized by Plan; 

63. Corrective appliances and artificial aids which are not necessary for the restoration, function, or replacement 
of a body part; non-durable appliances; 

64. Speech therapy due to a delay in speech development; 

65. Common first aid supplies; 

66. Durable Medical Equipment that: 
• cannot withstand repeated use; 
• is not medical or not primarily and customarily used to serve a medical purpose; 
• serves as useful in the absence of Illness or Injury; 
• is not suitable for use in the home; 
• specifically fitted to an individual and not appropriate for repeated use by multiple patients; 
• is considered deluxe equipment. Covered Services are only for the basic type of DME necessary to 

provide for your medical needs as determined by your Physician and authorized by the Plan. 

67. Non-durable supplies and/or convenience items which are not required to operate a durable medical device 
and are not an integral part of the DME set-up; 

68. Non-durable medical supplies for use outside the Hospital or Physician office; 

69. Bariatric surgery; 

70. Maternity services when Covered Person is acting as a surrogate mother. 

71. Services and supplies for non-essential benefits provided after the Annual Policy Maximum has been 
exceeded by the Covered Person. 

72. Services and supplies while incarcerated in a federal, state or local penal institution or required while in 
custody of federal, state, or local law enforcement authorities, including work release programs, unless 
otherwise required by law or regulation. 

73. For surgical treatment of gynecomastia. 

74. Treatment of telangiectatic dermal veins (spider veins) by any method. 

75. Treatment of varicose veins when not Medically Necessary and done for cosmetic purposes. 

76. Charges for injuries due to hazardous activity including automobile racing, motorcycle racing, sky diving, 
parasailing, boat racing, hang gliding, cave diving, piloting of an ultra-light aircraft, base jumping, and 
bungee jumping; motorcycle and all-terrain vehicle (ATV) activities IF NO HELMET WAS USED; 

Other Limitations: 

Cost Effectiveness 
• The Plan will not pay the cost of any Inpatient or other care which could have been provided by a 

Participating Physician's office, in the Outpatient department of a Hospital, or in another less costly 
location without adversely affecting the patient ' s condition or the quality of medical care rendered, 
unless the UM Committee has determined the care to be Medically Necessary. 
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• Nor will the Plan pay the cost of any service or article which is significantly more expensive than an 
available alternative, unless the UM Committee has detennined the more expensive service or article has 
been demonstrated to be of significantly greater therapeutic value than the other, less expensive, 
al temati ve. 

Circumstances Beyond the Plan's Control: 

Neither, the Plan, nor Participating Hospitals, nor any Participating Provider shall have any liability or 
obligation for delay or failure to provide health care services: 

• Due to causes beyond the control of the Plan or the Plan's Participating Providers. Such causes might 
include: complete or partial destruction of facilities, war, riot, civil insurrection, disability of a 
significant part of the Hospital personnel or Health Professionals, or similar causes, under which the 
rendition of medical or Hospital services hereunder is delayed or rendered impractical. 

• Due to lack of available facilities or personnel if caused by disaster or epidemic. 

In such events, Physicians and Hospitals shall render medical and Hospital services insofar as practical, 
according to their best judgment, within the limitation of such facilities and personnel as are then available. 
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PHARMACY BENEFIT MANAGER 

Envision Pharmaceutical Services is the pharmacy benefit manager for the Plan's prescription drug program. 
Envision is responsible for: 

• Processing pharmacy claims. When a Covered Person of the Plan goes to a Participating Pharmacy to fill a 
prescription drug, the pharmacy electronically enters the prescription and Covered Person's information off 
of the ID card for claim payment. The claim is routed to the PBM where it is checked for eligibility, 
Coverage of dmg, and the Covered Person's financial obligation, usually a Copayment. 

• Managing the prescription dmg mail order program. 
• Developing and maintaining a network of participating pharmacies. 
• Developing a list of prefened drugs. 

Most large pharmacy chains participate in the Plan's pharmacy network, as well as many local and regional 
pharmacies. You can find a complete listing of pharmacies that participate with the Plan's network by calling 800-
553-8933. All prescriptions must be filled through the Pharmacy Benefit Manager network. 

Mail Order Program 
Under the Prescription Dmg Program, you may receive covered maintenance prescriptions through the Pharmacy 
Benefit Manager approved mail order program. Maintenance presc1iptions are those that eligible Covered Persons 
may receive a savings for up to a maximum 90-day supply per prescription. 

You may begin using the mail order prescription program by completing the Mail Order Form provided with your 
new Covered Person welcome packet (contact a Member Services Representative if you need a Mail Order Form). 
You must call your Physician's office and request a new prescription for the maximum days' supply allowed. Mail 
your new prescription(s) and your Copayment(s) along with the completed form in the envelope attached to the 
order form. Please allow for an average delivery time of two weeks. If you have questions about the prescription 
drug benefits, please contact a Plan Member Services representative for assistance. 

Formulary 
The Plan utilizes a prescription drug Formulary. A Formulary is a list of Generic and brand name prescription 
medications that have been approved by the Food and Drug Administration (FDA). Each "Tier" is described in the 
Fonnulary document and you may review the most-recent Formulary by logging on to www.Advantageplan.com. 

You may also contact a Plan Member Services representative to receive a copy of the drug Formulary. 

Your Participating Physician will refer to the Formulary to select medications that are appropriate to meet your 
healthcare needs, while helping you maximize your prescription drug benefit. Participating Physicians and 
pharmacists are provided with information about the Plan's Formulary and updates as new medications are 
approved to be added to the Formulary or when current medications are replaced. 

When Prior Authorization is required for Outpatient prescription drugs 
A limited number of prescription drugs require Prior Authorization. The pharmacist will advise you if your 
prescription requires Prior Authorization. Your prescribing Physician is required to complete a "Letter of Medical 
Necessity" and fax it to the pharmacy benefits manager's Authorization unit. The information is reviewed for 
clinical information that would indicate the prescription drug is covered under your benefit plan for your 
circumstances. 

Participating Physicians have been educated about the Prior Authorization drug process. Many Physicians will 
complete the "Letter of Medical Necessity" at the time he/she provides you with the prescription. If the 
prescription is authorized after review, a Member Services Representative will notify you as quickly as possible. If 
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Authorization is denied, a clinical specialist will notify the prescribing Physician to discuss the clinical guidelines 
used for the denial, and you will be notified of the denial in writing and of your right to appeal. If you have 
questions about the Prior Authorization process for prescription drugs, please contact a Member Services 
Representative for assistance. 

Pharmacy related Non-Covered Services or limitations 
Limitations 
You will be reimbursed, less the applicable Copayment, Coinsurance and Deductible, if applicable for prescription 
drugs obtained from other than the designated Plan participating pharmacies, only when the drug was: 

• Ordered in connection with an out-of-area emergency covered under the Emergency Services section 
described in this Plan Document; 

• Ordered by a Physician for immediate use because of medical necessity and because your designated 
pharmacy is not open for business at that time. 

Reimbursement in the above two circumstances will be limited to the Maximum Allowable Amount of costs for a 
quantity of the drug sufficient to treat the acute phase of the Illness or to a maximum of thirty (30) day supply, 
whichever is less . 

• A drug not approved by the FDA may be prescribed if one of the following conditions is met: 
o the drug is recognized for treatment of the indication in at least one (1) standard referenced 

compendium; or 
o the drug is recommended for that patiicular type of cancer and found safe and effective in informal 

clinical studies pursuant to ACA provisions; the results which are published in the United States or 
Great Britain. 

Covered Services will only be provided in the quantity equal to the amount prescribed for use through the last day 
of eligibility. 

Non-Covered Services: 
• Injectable, which are not listed on the Formulary; 
• Implantable drugs; implantable devices for the administration of drugs; 
• Devices and appliances other than insulin syringes/needles, except for contraceptive devices required to be 

covered by the PP ACA; 
• Drugs administered in Physician 's offices, Hospitals, nursing homes, the Plan Skilled Nursing Facilities and 

hospices; 
• Except for Nicotine Patches obtained through a prescription, Care-ADV ANT AGE identified medications, 

and those over the counter drugs required to be covered by the PP ACA, all over the counter (OTC) drugs; 
• Drugs whose purpose is the treatment of infertility or impotence 
• Except for drugs approved through the Plan review process, drugs prescribed that are investigative or 

Experimental in nature. A drug shall be considered Experimental if it has not been approved by the FDA 
and if the FDA has not approved the drug for the route of administration, the dosage involved, or except as 
otherwise required by law for certain cancer drugs, the specific indications for which the drug is being 
prescribed; 

• Drugs used for Cosmetic or recreational purposes (e.g., anabolic steroids, anorexiants, topical minoxidil, or 
Retin-A for wrinkles, however, retonic acid creams are covered when used in connection with the treatment 
of severe acne.) Drugs prescribed as part of the treatment for congenital defects or anomalies, shall not be 
considered Cosmetic for purposes of this Section; 

• Anorexiants, food supplements and other drugs when prescribed for the treatment of obesity; 
• Hospital discharge drugs; take-home drugs; 
• Oral prescription medications when prescribed for foreign travel; 
• Replacement of drugs due to loss, theft or negligence; 
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• Maintenance drugs when filled at a non-Participating Pharmacy; 
• Excluded prescriptions may be purchased at a participating Plan pharmacy at the Plan's negotiated discount 

pnce. 
• Growth Hormones and related products, unless pre-Authorized under Plan; 
• Vitamins and Nutritional Supplements, which are not listed on the Formulary. 
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OTHER BENEFITS 

Care-ADVANTAGE® is a program developed by ADVANTAGE Health Solutions to help you deal with \01\g-term 
health problems; often called "clu·onic" conditions or Jllnesses. If you have any of the following health problems, 
you can join Care-,WV ANlAGfl.B>: 

• Asthma 
• Chronic Obstructive Pulmona1y Disease {COPD) 
• Congestive Heart Failure (CHF) 
• Coronary Artery Disease (CAD) 
• Diabetes or high hlood sugar• 
• High b \ood pressure (Hypertension) 
• Migraine Headaches 
• Depression/ Anxiety 

*Diabetic supplies are provided at no cost to all Care-ADVANTAGE members through our Diabetic Supplies Mail 
Order Program. You will receive: 

• A TRUErcsult hlood glucose meter 
• A TRUtdraw lancing device 
• A 90-day supply ofTRUEplus lancets (hased on YOUR testing requirements) 

To participate in this program you must: 
• Complete the llRA 
• Fill om an Enrollment fonn (available through Human Resources or onlinc at 

careadvantae:e(@advantageplan.com) 
• Send in the above items 

ADVANTAGE will confum the information and your shipment will be sent to the address provided. This generally 
takes two weeks co complete. 

To join Care-ADV.ANT AGE:!!', please take a few moments to complete the online assessment availahle on the link 
below. for questions, please call our Disease Management Coordinator at l-877-90l-2237 x2922 or e-mail us at 
careadvantageffiadvamae.eplan.com. We are open 'vlonday tlu·ough Friday 8:00 am to 5:00 pm. 
Please visit our Care-ADV Al'\TT AGE® site for more infonnation on the program. 

BABY-ON-BOARD 
ADVANTAGE offers our 13aby on Board program at no cost to our pregnant mothers. Women who see their 
<loc1ors early in U1cir pregnancies and continue to do so through011t their pregnancies have healthier babies. 
The Baby oo Board program staff will send you a health assessment to complete about your pregnancy. l11is will 
help us decide how we can support you throughout your pregi\ancy. Members who enroll receive: 

The Good Housekeeping Jllu~frated Book of Pregnancy and Baby Cm·e, with informa1ion about: 
• What to expect at your scheduled prenatal visits 
• Prenatal tests 
• How your baby develops 
• Immunization (shot) schedule 
• Parenting suggestion~ 
• Childhood 111ncsses and first-aid care 
• Phone calls from a nurse cduca1or at least three times during your pregnancy 
• A phone call from a nurse educator following delivery 
• Jnfom1ation ahout bealchy lifestyle choices 
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If you are having problems during your pregnancy, a case management nurse may call you more often. Ile or she 
will help you get any additional help or services you might need to em;ure yo<1 have a happy, heaHhy baby! 

To enroll, please call 1-866-646-0288, or e-mail us at careadvantage<<iladvanta11eplan.com 

PREMIER HEALTHWAY 

Prer.n.ier Healthway is a health program that provides cost effective discounted case rate procedures for the 
treatment of hear1 disease when a speci [ic network of Providers is used. Premier Healtbway is an enhancerntmt or 
value-added benefit that works in conjunction with yom employer's health plan. By using a Prer.nier Heal!hway 
Provider or facility, eligible health plan panicipants will have co-pays, co-insurance and Deductibles waived for 
covered case rale procedures. 

In addition, the cost savings realii:ed throllgh the inclusive case rate procedures translate .into decrea$ed health plan 
expenses for your employer. In turn, this minimizes chc impact of costly medical procedures on the employee's 
share of health plan costs. 

Ocher benefits of participating in Pre1nier Health way include heart-healthy educational classes, stress management, 
and weight loss programs. These services are free or arc provided to Premier Healthway members al discollnted 
rates. The following classes are offered to the public, but Premier Healchway participants may attend at a 
discoltnted rate: 

• St. Francis Weight Loss Cenler Classes (317· 782-7525) 
• Change of Heart Classes (Contact 317-782-4422) 

o Spring and Fall Classes include topics such as Heart Healthy Dining, Dealing with Stress, etc. 
o ALL CLASSES A.RF. FREE 

• :l\ote: Registration is required for classes 

For additional information, plea~c contact your employer's Human Resomces office or Premier Hcalthway directly 
at 1-866-839-0062. We also inviLe you to vi~it our website <JI www.StFrancisHospitals.org/sfun. 
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ELIGIBILITY AND ENROLLMENT 

Each eligible Employee or Dependent shall become covered under this Plan in accordance with the following rules: 

Eligible Employees An employee of the Employer is eligible for Coverage under this Plan if he or she: 

l. ls employed by a unit of the City and is routinely schedule for at least 30 hours per week or 130 hours per 
month and whose work week consists of seven (7) consecutive days except for police officers and 
firefighters; 

2. Is a full time firefighter who is employed by the City, regardless of whether the 12 month introductory 
period had elapsed; 

3. Is a full time sworn police officer, regardless of whether the 12 month introductory period has elapsed; and 
4. Is not considered a Part-time, Temporary or Seasonal employee. 

Completion of an enrollment form is a Plan requirement. An Eligible Employee may enroll for Coverage 
immediately upon date of hire. Coverage is effective on the first day of the month following the completion of 
payment of two of the required bi-weekly premium amounts or as of the date specified in a written agreement of 
employment between the Employee and the City. 

Dependents Dependents of an Eligible Employee will become eligible for Coverage under this Plan as a Dependent 
on the first day that the Eligible Employee is eligible for Coverage under this Plan. Eligible Dependents are: 

• The Employee's legal Spouse; the Plan Administrator may require documentation proving a legal marriage 
for verification of eligibility at any time; 

• The Employee's children until end of the month when he/she turns twenty-six (26) years of age who include 
biological, adopted and children placed for adoption. Step-children who live with the employee and who are 
not covered under other parent's medical insurance, foster children, children under a legal guardianship, 
or children under the legal guardianship of the spouse (if spouse is covered). 

• The Employee's disabled Dependent children over the age of twenty-six (26) years of age. 

A newborn child of an Employee will automatically be covered for the first 31 days of life. An Employee MUST 
make an election to enroll the newborn within the first 31 days of birth for Coverage to continue past the 31st day. 

The Plan Administrator reserves the right to require full documentation for any claim for Dependent qualification, 
including, but not limited to, copies of birth certificates, marriage certificates, divorce decrees, copies of federal 
income tax returns, and adoption, guardianship or placement orders giving the Employee legal responsibility for a 
Dependent child. 

Adopted Children/Legal Guardianship 
An adopted child of an Employee will be eligible for Coverage as of the date oflegal placement for adoption, or the 
date of actual adoption, whichever occurs first. A child for whom an Employee has assumed legal guardianship 
will be eligible for Coverage on the date the guardianship becomes effective. Coverage under the Plan for an 
adopted child or child under legal guardianship will be the same Coverage that is available to all other Dependent 
children under the Plan. 

Disabled Dependent Child 
Coverage for an unmarried disabled Dependent child may be continued after age 26, provided the child was 
disabled prior to his 261

h birthday and provided satisfactory medical proof of incapacity is submitted to the Plan 
Administrator within 30 days after his 261

h birthday. 
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The documentation must show that the Dependent: 
• Is mentally or physically incapable of self-support; 
• Is expected to be incapacitated for a period of 12 months or longer; and 
• Depends on the covered employee for his support. 

The Plan Administrator may require periodic proof of continuing disability, but not more than one time per year. 
Such proof may include a medical examination at the Plan's expense. Failure to provide satisfactory proof upon 
request may result in termination of the Dependent's Coverage. 

Qualified Medical Child Support Orders 
A child may become eligible for Coverage as a Dependent under this Plan as set forth in a qualified medical child 
support order. The Plan Administrator will establish w1itten procedures for determining (and shall have sole 
discretion to determine) whether a medical child support order is qualified and for administering the provision of 
benefits under the Plan pursuant to a qualified medical child support order. The Plan Administrator may seek 
clarification and modification of the order, up to and including the right to seek a hearing before the court or agency 
which issues the order. If the medical support order is detennined to be a qualified medical' child support order, 
each named child will be covered by the Plan in the same manner as any other Dependent child covered by the 
Plan. If it is determined that the order is not a qualified medical child support order, each named child may appeal 
that decision by submitting a letter of appeal to the Plan Administrator. The Plan Administrator shall review the 
appeal and reply in writing within thirty days ofreceipt of the appeal. 

Exceptions: 
The following individuals are excluded as eligible for Dependent Coverage: 

• an individual who lives in the Covered Eligible Employee's home but who is not eligible as previously 
described; 

• the legally separated or divorced former Spouse of the Eligible Employee; 
• any person who is on active duty in any military service of any country; 
• or any person who is eligible for Coverage under the Plan as an Eligible Employee. 

Multiple Family Members Eligibility An individual cannot be covered as both an Eligible Employee and a 
Dependent under the Plan or as a Dependent of more than one Employee. The following rules govern the 
coordination of the eligibility rules for multiple family member Eligible Employees: 

Married Eligible Employees 
• If both married Eligible Employees are eligible for Coverage under the Plan, both Eligible Employees must 

carry their own coverage. Eligible dependents must be covered under the Eligible Employee whose 
birthday falls within the earliest month of a calendar year. The maximum cost to these Employees is no 
more than the cost per full family coverage. 

• In the event of a dispute, the Eligible Employee who has been in the Plan the longest assumes status as the 
covered Eligible Employee under the Plan. 

• If the Coverage is terminated, COBRA (as defined in the Section Continuation of Coverage) will not be 
offered to the extent Coverage is available through the Spouse by means of the Spouse's employment at the 
Company. The Spouse would automatically assume status as the covered Eligible Employee, and the 
individual whose Coverage was terminated will become an Eligible Dependent under the Plan. 

Employment of a Dependent When a child of a covered Eligible Employee becomes eligible for Coverage as an 
Eligible Employee, he or she will become covered as an Eligible Employee rather than as a Dependent under the 
Plan. 
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Regular Enrollment An individual who is not enrolled in the Plan as of April 1, 2014 may enroll in the Plan within 
thirty (30) days of the date he or she first becomes eligible for Coverage. Coverage for a Regular Enrollee becomes 
effective on the first day of the month following the completion of payment of two of the required bi-weekly 
premium amounts. Submission of a completed and signed enrollment form is also required. 

Special Enrollment An Employee and/or Dependent who did not enroll for Coverage under this Plan because 
he/she had other Coverage when he initially became eligible for Coverage under this Plan may request a Special 
Enrollment period under this provision if he/she is no longer eligible for the other Coverage. The Employee must 
provide the Employer with written proof of loss of Coverage and the reason for the loss. A special enrollment 
peiiod will be granted if the Employee and/or the Dependent loses eligibility due to one or more of the following: 

• Divorce or legal separation; 
• Termination of other employment; 
• Reduction in the number of hours of other employment; 
• Cessation of the employer contri.butions (by any current or former employer) for the other Coverage; 
• Exhaustion of COBRA benefits; 
• Death of the Employee; 
• The Employee or a Dependent is covered under Medicaid or any state's Child Health Insurance Program 

(CHlP) and the Coverage is terminated as a result of the loss of eligibility under either Medicaid or 
CHIP; or 

• The Employee or a Dependent becomes eligible for a premium assistance subsidy for group health 
Coverage under Medicaid or CHIP. 

The end of any extended benefits period that has been provided due to any of the above will also be considered a 
loss of eligibility. 

Loss of eligibility will also include the decision to discontinue Coverage provided by another Employer during the 
other Employer's designated Open Enrollment Period that does not coincide with the Plan's Open Enrollment 
Period. 

Loss of eligibility does not include failure of the individual to pay premiums or contributions on a timely basis or 
termination of Coverage for cause (such as making a fraudulent claim or an intentional misrepresentation of a 
material fact in connection with other Coverage). 

Except for loss of eligibility tied to Medicaid or CHIP, an Employee and/or Dependent who loses eligibility must 
apply for Coverage under the Plan within thirty (30) days of losing his/her other Coverage. If Coverage is 
requested within thirty (30) days, the Effective Date of Coverage under this Plan will be the date of the loss of 
eligibility of other Coverage. If the Employee fails to enroll for Coverage for himself or any Eligible Dependents 
within thirty (30) days, he will be able to enroll only during an Open Enrollment Pe1iod. For losses of eligibility 
related to Medicaid or CHIP, the notification period is sixty (60) days . If Coverage is requested within sixty (60) 
days, the Effective Date of Coverage under this Plan will be the date of the loss of eligibility for Medicaid or CHfP 
or the date the premium subsidy under Medicaid or CHIP begins. If the Employee fails to enroll for Coverage for 
himself or any Eligible Dependents within sixty (60) days, he will be able to enroll only during an Open Enrollment 
Period. 

An Eligible Employee who previously declined Coverage, but then acquires a new Dependent, may request a 
Special Enrollment Period for him/her and any Eligible Dependents. A Special Enrollment period will be granted 
for 31 days after one of the following events : 

• A marriage (new Spouse may be added, and/or the Spouse's children who qualify as Dependents); 
• The birth, adoption, placement for adoption, placement of foster child, or commencement of legal 

guardianship (the child and/or Spouse may be added) _ 
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Coverage must be requested within 31 days. If Coverage is requested within 31 days, the Effective Date of 
Coverage under this Plan will be the date of the event. If the Employee fails to enroll for Coverage for self or any 
Eligible Dependents within 31 days, he/she will be able to enroll only during an Open Enrollment Period. An 
Employee or Dependent who enrolls during a Special Enrollment period is not treated as a Late Enrollee. 

Late Enrollment Notwithstanding anything in the above subsection to the contrary, if an Eligible Employee or 
Dependent completes and returns the required enrollment form (and agrees to make the required contribution) more 
than thirty (30) days after the date on which he/she otherwise satisfies all other requirements for regular or special 
enrollment for Coverage under the Plan, he or she shall be considered a Late Enrollee. Late Enrollees may enroll 
for Coverage under the Plan dming the next Open Enrollment Period. 

Open Enrollment Late Enrollees may enroll for Coverage under the Plan during the period of March 1 thru March 
31 of each year with Coverage effective the following April 1. Open enrollment allows an employee the 
opportunity to enroll for Coverage, terminate Coverage, and add or delete Dependent Coverage. 

Re-Enrollment after Termination of Coverage In the event an Eligible Employee is covered under the Plan, 
voluntarily chooses to terminate personal coverage or dependent coverage and, does not terminate employment 
with the Company, and thereafter desires to be covered (or to have a previously-Covered Dependent covered) again 
under the Plan, the Employee or Dependent may do so only as a Late Enrollee during Open Enrollment. 

Employee ACA Status Change If a part-time employee averages thirty plus hours per week or over 130 hours per 
month during the Measuring Period, the employee becomes eligible as well as do his/her qualifying dependents. 
Coverage must be offered by the first day of the fourth month following the change in status. 

Continuation During Periods of Short Term Employer-certified Disability an Eligible Employee may remain 
eligible for a limited time if full-time work ceases due to disability. This continuance will end as follows: 

• 111e date this Plan terminates; 
• The date of termination of employment; 
• The date the Eligible Employee becomes eligible for Medicare or Medicare Disability; 
• Upon eligibility for Coverage in any other Employee Benefit Plan that does not limit Coverage for the 

disabling condition; 
• The date the Eligible Employee is no longer considered Disabled; 
• If the required contribution amount is not paid, the end of the period for which the last required contribution 

was made; and/or 
• Nine (9) months following the expiration of the Employee's Family Medical Leave eligibility or three (3) 

months for non-FMLA Eligible Employees. 

Coverage of Public Safety Employees A Public Safety Employee is defined as a full time firefighter employed by 
the City and sworn police officers . The Public Safety Employees and/or their Dependents are eligible to continue 
Coverage under the Plan according to the provisions set out below: 

• Those who are retired or receiving disability benefits under Ind. Code§§ 36-8-6, 36-8-7, 36-8-7.5, 36-8-
8 or 36-8-10. 

• A Public Safety Employee's Spouse. 
• A Public Safety Employee's Dependent Child. 

The Employee may elect to have a Spouse and/or Dependent covered under the Plan at the time the Employee 
retires or becomes disabled. The Employee must file a written request for the Coverage within 90 days after 
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retirement begins or disability benefits begin. The person must pay an amount set by the Employer, equal to the 
total of the Employer's and the Employee's premium for the Plan Coverage for an active Employee. 

A surviving Spouse or Dependent who is eligible for Coverage under the Plan as discussed above may elect to 
continue Coverage under the Plan after the death of the Public Safety Employee by filing a written request for 
Coverage with the Employer within 90 days after the death of the Public Safety Employee. The premium that the 
Public Safety Employee would have been required to pay for Coverage under this provision must be paid to 
continue Coverage. 

A retired or disabled Public Safety Employee's eligibility for the Plan under this provision ends on the earliest of: 

• When the Public Safety Employee becomes eligible for Medicare or Medicare Disability Coverage as 
prescribed by 42 U.S.C. § 1395 et.seq. or 

• When the Employer terminates the Plan. 

A surviving Spouse's eligibility for the Plan under this provision ends on the earlier of: 

• When the surviving Spouse becomes eligible for Medicare or Medicare Disability as prescribed by 42 
U.S.C. § 1395 et.seq, 

• When the Employer terminates the Plan for active Public Safety Employees, 
• The date of the surviving Spouse's remarriage; or 
• When health insurance becomes available to the surviving Spouse through employment. 

A Public Safety Employee who is on leave without pay is entitled to paiiicipate for 90 days in the Plan if the 
Employee pays an amount equal to the total of the Employer's and the Employee's premium for the Coverage. 
This provision covers public safety Employees who retire, becomes deceased or become disabled after June 30, 
1989. 

Coverage of Long Term Disabled Public Safety Employees In order to qualify for Coverage under this Section, 
a Public Safety Employee must be receiving disability benefits under Indiana Code§§ 36-8-6, 36-8-7, 36-8-7.5, 36-
8-8, or 3 6-8-10. 

The disabled Public Safety Employee must make a written request for the continuation of Coverage to the 
Employer within 90 days after his disability begins and the Employer may require that the disabled Public Safety 
Employee pay for all or a portion of the cost of the Coverage. If a Public Safety Employee who began receiving 
disability benefits under Indiana Code§§ 36-8-6, 36-8-7, 36-8-7.5, 36-8-8, or 36-8-10 before October 1, 1988 filed 
a written request for this Coverage before October 1, 1989, he will also be eligible for this Coverage. 

A disabled Public Safety Employee's Coverage shall terminate upon the earlier of: 
• The date the disabled Public Safety Employee becomes eligible for Medicare or Medicare Disability, or; 
• The date the Employer ceases to maintain the Plan. 

A disabled Public Safety Employee who is eligible for Coverage under this Section may elect the same Coverage 
for all of his Dependents at the time of his disability election. The Employer may require that the Dependent pay 
for all or a portion of the cost of the Coverage. If the disabled Public Safety Employee dies and leaves surviving 
Dependents, the surviving Dependent's Coverage shall terminate upon the earliest of the following: 

• When the surviving Dependent Spouse becomes eligible for Medicare or Medicare Disability; 
• When the Employer ceases to maintain the Plan; 
• Two (2) years after the disabled Public Safety Employee's death; 

40 IP (1 g e 



[Type text] 

• The date of the surviving Spouse's remarriage; 
• The date the Dependent no longer qualifies as a Dependent for the Employer's Coverage by reason of 

mamage or age. 

Coverage of Retirees This section shall apply to each retired Participant whose retirement date is after June 20, 
1986. The retired Participant must meet at least one of the following requirements: 

• He must have reached age 55 on or before his retirement date but will not be eligible for Medicare; 
• He must have completed 20 years of active service with a public Employer, 10 years of which must have 

been completed immediately prior to his retirement date; or 
• He must have completed as least 15 years of participation in the retirement plan of which he is a member on 

or before his retirement date. 

The retired Participant must make a written request for the continuation of coverage to the employer within 90 days 
after his/her retirement date and the Employer may require that the retired participant pay for all or a portion of the 
cost of the coverage. The retired participant's coverage shall terminate herein upon the earlier of: 

• The date the retired participant becomes eligible for Medicare or Medicare Disability; or 
• The date the employer ceases to maintain the Plan 

A retired Participant who is eligible for coverage herein may elect the same coverage for his dependent spouse at 
the time of the participant's retirement. The Employer may require that the Dependent Spouse pay for all or a 
portion of the cost of the coverage. The surviving dependent spouse's coverage shall terminate upon the earliest of 
the following: 

• When the surviving dependent spouse becomes eligible for Medicare or Medicare Disability; 
• When the Employer ceases to maintain the Plan; 
• Two (2) years after the retired Participants death; 
• The date of the surviving Spouse's remarriage; or 
• The remaining spouse's eligibility terminates. 

Coverage during Layoff The Plan will pay its share of the required contribution amount for one month from the 
date of layoff and Coverage shall end after that period. If recalled to work within a six (6) month period, the 
Waiting Period will not apply. 

Part-time to Full-time Employees Part-time Employees who becomes Full-time must satisfy the waiting period as 
a Full-time employee. 

Military Leave Notwithstanding anything in this Plan to the contrary, with respect to any Eligible Employee or 
Dependent who loses Coverage under this Plan during the Eligible Employee's absence from employment by 
reason of military service, any applicable Waiting Period and Pre-Existing Condition limitation described herein 
shall not be imposed upon the reinstatement of the Eligible Employee's or Dependent's Coverage upon 
reemployment of the Eligible Employee unless such Waiting Period or Pre-Existing Condition limitation would 
apply to the Eligible Employee or Dependent had the Eligible Employee or Dependent not been on military leave of 
absence. 
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TERMINATION OF COVERAGE 

Except as provided in the Plan's Continuation of Coverage (COBRA), Coverage will terminate on the earliest of the 
following dates. 

Employee Termination Date 
• The date the Employer te1minates the Plan and offers no other group health plan. 
• The date the Employee ceases to meet the eligibility requirements of the Plan. 
• The date employment terminates. 
• The date the Employee becomes a Full-Time, active member of the armed forces of any country. 
• The date the Employee ceases to make any required contributions. 

Dependent(s) Termination Date 
• The date the Employer terminates the Plan and offers no other group health plan. 
• The date the Employee's Coverage terminates. 
• The date such person ceases to meet the eligibility requirements of the Plan. 
• The date the Employee ceases to make any required contributions on the Dependent's behalf. 
• The date the Dependent becomes a Full-Time, active member of the armed forces of any country. 
• The date the Plan discontinues Dependent Coverage for any and all Dependents. 
• The date the Dependent becomes eligible as an Employee. 

Upon termination, deductions for premiums will continue through the last and final paycheck equal to normal payroll 
deductions prior to termination. 

In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIP AA), a certificate of 
Coverage shall be issued when Coverage ends, indicating the period of time the Covered Person was covered under 
this Plan. The certificate may help reduce the preexisting exclusion period of any plan that provides Coverage 
subsequent to this Plan. 

Coverage may be rescinded in cases of fraud or intentional misrepresentation of material fact. Otherwise, the Plan 
may not cancel or terminate coverage retroactively. 

LEA VE OF ABSENCE and FAMILY OR MEDICAL LEAVE 
This Plan shall comply at all times with the provisions of the Family and Medical Leave Act of 1993 (FMLA). The 
FMLA entitles eligible employees to take unpaid, job-protected leave for specified family and medical reasons with 
continuation of group health insurance under the same te1ms and conditions as if the employee had not taken leave. 
Following the expiration of FMLA leave, Coverage may be continued for a limited time, not to exceed nine months, 
contingent upon payment by the Employee of the required contributions if the employee is on an authorized leave of 
absence from the City. If an Employee is not eligible for FMLA, Coverage can be continued for up to three (3) 
months in instances of short term Employer certified disability, at which time such Coverage shall terminate. 

Contributions 
While on FMLA leave, an Employee's premium contributions shall remain unchanged. If leave extends beyond the 
expiration of FMLA leave, the Employee shall be required to pay 100% of the premium cost. Non-eligible FMLA 
employees shall be eligible for up to three (3) months of continued Coverage for instances of short term Employer 
certified disability, during which premium contributions shall remain unchanged. 
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Reinstatement 
If Coverage under the Plan was tenninated during an approved FMLA leave and the Employee returns to active work 
immediately upon completion of that leave, Plan Coverage will be reinstated on the date the Employee returns to 
active work as if Coverage had not tenninated, provided the Employee makes any necessary contributions and enrolls 
for Coverage within thirty-one (31) days of his return to active work. 

Repayment Requirement 
If an Employee fails to return from FMLA leave or a leave of absence for short term disability for reasons umelated to 
a serious health condition, or events beyond Employee's control, for a period of at least ninety (90) days, the 
employee will be required to repay to the City all premium costs paid by the City on the Employee's behalf. 
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CONTINUATION OF COVERAGE 

The federal law commonly referred to as COBRA requires that most employers sponsoring group health plans offer 
employees and their Dependents the opportunity for a temporary extension of benefit at group rates in certain 
instances where Coverage under the Plan would otherwise end. This section is intended to inform you, in a summary 
fashion, of your rights and obligations under the COBRA Continued Coverage provisions of the law. If an eligible 
participant does not choose COBRA Continuation Coverage, the participant's Coverage under the Plan will end. 

COBRA Continuation Coverage applies to medical benefits under the Plan and also to any prescription drugs, dental, 
and/or vision Coverage if covered under the Plan prior to the qualifying event. The Participant will only be entitled to 
receive COBRA Continuation Coverage for the Coverage(s) the participant elects to continue during the election 
process as described herein. 

Qualifying Events 
The Employee will become a qualified beneficiary if he/she loses Coverage under the Plan because either one of the 
following qualifying events happens: 
• Hours of employment are reduced to less than the minimum required for Coverage under the Plan; or 
• Employment ends for any reason other than gross misconduct 

The Spouse of an Employee will become a qualified beneficiary if the Employee loses Coverage under the Plan 
because any of the following qualifying events happens: 
• The Employee dies; 
• The Spouse's hours of employment are reduced to less than the minimum required for Coverage under the Plan; 
• The Spouse's employment ends for any reason other than his or her gross misconduct; 
• The Spouse becomes enrolled in Medicare or Medicare Disability (Part A, Part B, or both); 
• The Employee becomes divorced or legally separated from the Spouse. If an Employee cancels Coverage for 

his or her Spouse in anticipation of a divorce and a divorce later occurs, then the divorce will be considered a 
qualifying event even though the ex-Spouse lost Coverage earlier. If the ex-Spouse notifies the Employer 
within sixty (60) days after the divorce and can establish that the Employee canceled the Coverage earlier in 
anticipation of the divorce, then COBRA Coverage may be available for the period after the divorce 
commencing on the date of the final divorce decree. 

Dependent child(ren) will become qualified beneficiaries if he or she or they lose existing Coverage under the Plan 
because any of the following qualifying events happens: 
• The parent-Employee dies; 
• The parent-Employee's hours of employment are reduced to less than the minimum required for Coverage 

under the Plan; 
• The parent-Employee's employment ends for any reason other than his or her gross misconduct; 
• The parent-Employee becomes enrolled in Medicare or Medicare Disability (Part A, Part B, or both); 
• The parents become divorced or legally separated; or 
• The child becomes ineligible for Coverage under the Plan as a "Dependent child". 

Notification Requirements 
When eligibility for continuation of Coverage results from a Spouse being divorced or legally separated from a 
covered Employee, or a child's loss of Dependent status, the Employee or Dependent must notify the Employer, in 
writing, of that event within sixty (60) days of the event. The Employee or Dependent must advise the date and 
nature of the qualifying event and the name, address and Social Security number of the affected individual. Failure 
to provide such notice to the Employer will result in the person forfeiting their rights to continuation of Coverage 
under this provision. 
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Any notice the Employee provides must be in writing. Oral notice, including notice in person or by telephone, is 
not acceptable. The employee must mail, fax, hand deliver, or e-mail the notice to: 

• City of Greenwood 
300 South Madison Avenue 
Greenwood, IN 46142 
(317) 887-5604 
Human Resources 
HR@greenwood.in.gov 

If mailed, the Employee's notice must be postmarked no later than the last day of the required notice period. Any 
notice the Employee provides must state: 

• The name of the Plan; 
• The name and address of the employee covered under the Plan; 
• The name(s) and address( es) of the qualified beneficiary(ies); 
• The clearly defined name or type of qualifying event and the date it happened. If the qualifying event is a 

divorce, the notice must include a copy of the divorce decree. 

If the Employee or Employee's Spouse or Employee's Dependent children do not elect continuation of Coverage 
within the sixty (60) day election period, the right to elect COBRA continuation Coverage will be lost. 

Within fourteen (14) days of a qualifying event, or within fourteen (14) days ofreceiving notice of a qualifying event, 
the Employee or Dependent will be notified of his rights to continuation of Coverage, and what process is required to 
elect continuation of Coverage. 

After receiving notice, the Employee or Dependent has sixty (60) days to decide whether to elect continued Coverage. 
Each person who was covered under the Plan prior to the qualifying event has the right to elect continuation of 
Coverage on an individual basis, regardless of family enrollment. If the Employee or Dependent chooses to have 
continued Coverage, he must advise the Employer in writing of this choice. The Employer must receive this written 
notice no later than the last day of the sixty ( 60) day period. If the election is mailed, the election must be postmarked 
on or before the last day of the sixty (60) day period. This sixty (60) day period begins on the latter of the following: 

• The date Coverage under the Plan would otherwise end; or 
• The date the person receives the notice from the Employer of his or her rights to continuation of Coverage. 

Within forty-five ( 45) days after the date the person notifies the Employer that he has chosen to continue Coverage, 
the person must make the initial payment. The initial payment will be the amount needed to provide Coverage from 
the date continued benefits begin, through the last day of the month in which the initial payment is made. Thereafter, 
payments for the continued Coverage are to be made monthly, and are due in advance, on the first day each month. 

The Employee or Dependent must make payments for the continued Coverage. 

Payment of COBRA Continuation Coverage 
The Employer requires that Covered Persons pay the entire costs of their continuation Coverage, plus a two percent 
(2%) administrative fee. This must be remitted to the Employer's designated representative, by or before the first 
day of each month during the continuation period. The payment must be remitted each month in order to maintain 
the Coverage in force. 

Notice will be provided to the Employee that will specify the amount of the premium, to whom the premium is to 
be paid, and the day of each month the premium is due. Failure to pay premiums on a timely basis will result in the 
cancellation of Coverage. 
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When Continuation Co"erage Begins 
Wl1en continuation Coverage is elected and the contributions paid within the time period required, Coverage is 
reinstated back to the date of the loss of Coverage, so that no break in Coverage occurs. Coverage for Dependents 
acquired and properly enrolled during the cnntinualion period hegins in accordance with the enrollment provisions of 
the Plan. 

Family 'Vlembers Acquired During Continuation 
A Spouse or Dependent child newly acquired during continuation Coverage is eligible to be enrolled as a Dependent. 
The standard enrollment provision of the Plan applies to Enrollees during continuation Coverage. A Dependent 
acquired and enrolled after the original qualifying event, other than a child born to or Placed for Adoption with a 
covered Employee during a period of COB.RA continuation Coverage, is not eligible for a separate continuation if a 
subsequent event results in the person's loss of Coverage. 

Subsequent Qualifylng Events 
Once covered under continuation Coverage, it is possible for a second qualifying event to occur, including: 

• Death of an Employee. 
• Divorce or legal separation from an Employee. 
• Employee's entitlement to Medicare or Medicare Disability if it results in a loss of Coverage under this Plan. 
• The chi ld's loss of Dependent status. 

If one of these subsequent qualifying events occurs, a Depcndcnl may he entitled to a second continuation period. 
TI1is period wi ll in no event continue beyond thirty-six (36) month~ !Tom the date of the first qualifying event. 

Only a person covered prior to the original qualifying event or a child bom to or Placed for Adoption with a covered 
Employee during a period of COBRA continuation is eligible to continue Coverage again as the result of a subsequent 
qualifying event. Any other Dependent acquired during continuation Coverage is not eligible to continue Coverage as 
the result of a subsequent qualifying event. 

End of Continuation 
Continuation ofCovernge under this provision wil l end on the earliest of the following dates: 

• Eighteen (18) months from the date continuation began because of a reduction of hours or termination of 
employment of the Employee. 

• Thirty-six (36) months from the date continuation began for Dependents whose Coverage ended because of 
the death of the Employee, divorce or legal separation from the Employee, or lhe child's loss of Dependent 
status. 

• The end of the period for which contributions are paid if the Covered Person fai ls to make a payment on the 
date specified by the Employer. 

• The date Coverage under this Plan ends and the Employer offers no ot11cr group health benefit plan. 
• The date the Covered Person first becomes entitled to Medicare or Medicare Disability after the date of 

election of COBRA continuation Coverage. 
• The date the Covered Person first becomes covered under any other group health plan after the date of election 

of COBRA continuation Coverage, with exception of the Pre-Existing provision below. 

Special Rules Regarding Notices 
• Any notice required in connection with continuation Coverage under this Plan must, at minimum, contain 

sufficient info1mation so that the Plan Administrator (or its designee) is able to detem1ine from such notice 
the Employee and Dcpcndcnt(s) (i f any), the qualifying event or disability, and the date on which the 
qualifying event occurred. 

• In connection with continuation Coverage under this Plan, any notice required to be provided by any 
individual who is either the Employee or a Dependent with respect to the qualif)'ing event may be provided 
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by a representative acting on behalf of the Employee or the Dependent, and the provision of the notice by 
one individual shall satisfy any responsibility to provide notice on behalf of all related eligible individuals 
with respect to the qualifying event. 

• As to an Election Notice, Non-Eligibility Notice or Early Termination Notice: 
o A single notice addressed to both the Employee or the Spouse will be sufficient as to both 

individuals if, on the basis of the most recent information available to the Plan, the Spouse resides at 
the same location as the Employee; and 

o A single notice to the Employee or the Spouse will be sufficient as to each Dependent child of the 
Employee if, on the basis of the most recent information available to the Plan, the Dependent child 
resides at the same location as the individual to whom such notice is provided. 

P1·e-Existing Conditions 
ln the event that a Covered Person becomes eligible for Coverage under another employer-sponsored group health 
plan, and that group health plan has an exclusion or Pre-Existing limitation on a condition that is covered by this Plan, 
the Covered Person may remain covered under this Plan with continuation of Coverage and elect Coverage under the 
other employer's group health plan. This Plan shall be primary payor for the Covered Expenses that are excluded or 
limited under the other employer sponsored group health plan and secondary payor for all other expenses. 

Extension for Disabled Individuals 
A person who is Totally Disabled may extend continuation Coverage from eighteen (18) months to twenty-nine (29) 
months. The person must be disabled for Social Security purposes at the time of the qualifying event or within sixty 
(60) days thereafter. The disabled person must submit proof of the determination of disability by the Social Security 
Administration to the Employer within the initial eighteen (18) month continuation Coverage period and no later than 
sixty (60) days after the Social Security Administration's determination. The Employer may charge 150% of the 
contribution during the additional eleven (11) months of continuation of Coverage. 

Military Mobilization 
If an Employee is called for active duty by the United States Armed Services (including the Coast Guard), the 
National Guard or the Public Health Service, the Employee may continue their health Coverages, pursuant to the 
Uniformed Services Employment and Reemployment Rights Act (USERRA). 

When the leave is less than thirty-one (31) days, the Employee may not be required to pay more than the Employee's 
share, if any, applicable to that Coverage. If the leave is more than thirty-one (31) days, then the Employer may 
require the Employee to pay no more than 102% of the full contribution. 

The maximum length of the continuation Coverage required under the Uniformed Services Employment and 
Reemployment Rights Act (USERRA) is the lesser of: 

• Twenty-four (24) months beginning on the day that the leave commences, or 
• A period beginning on the day that the leave began and ending on the day after the Employee fails to return to 

employment within the time allowed. 

The Employee's Coverage will be reinstated without exclusions or a waiting period. 

Trade Adjustment Assistance 
If a Covered Person's Coverage under this Plan terminates due to circumstances which would qualify that Covered 
Person for trade adjustment assistance (TAA) under the terms of the Trade Act of 1974 (19 U.S.C. 2101 et seq.) 
which covers workers whose employment has been adversely affected by international trade - increased imports or 
a shift in production to another country, and that Covered Person did not elect to continue Coverage under the 
Continuation of Coverage provisions of this Plan during his or her initial sixty (60) day election period as specified 
herein, a second sixty (60) day election period will be granted. This second sixty (60) day election period shall 
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begin on the first day of the month in which the Covered Person is determined to be a TAA-eligible individual. 
However, the election to continue Coverage under this provision of the Plan cannot be made more than six (6) 
months after the date of the T AA-related loss of Coverage. 

If continued Coverage is elected under this provision of the Plan, such Coverage shall begin on and any applicable 
COBRA time frames shall be measured from the first day of the second election period and not on the date of the 
original qualifying event. All other requirements for continued Coverage under the COBRA provisions of this Plan 
shall apply. 
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CLAIMS FILING PROCEDURE 

A claim for benefits is any request for a benefit that is provided by this Plan made by a Covered Person or the 
Authorized Representative of a Covered Person which complies with the Plan's procedures for making claims. 
Claims for health care benefits are one of two types: Pre-Service Claims or Post-Service Claims. 

Pre-Service Claims are claims for services for which preapproval must be received before services are rendered in 
order for benefits to be payable under this Plan, such as those services listed in the section Utilization Review. A Pre­
Service Claim is considered to be filed whenever the initial contact or call is made by the Covered Person, Provider or 
Authorized Representative to the Utilization Review Organization, as specified in Utilization Review. 

Post-Service Claims are those for which services have already been received (any claims other than Pre-Service 
Claims). 

If the Covered Person would like the Plan Administrator/Claims Processor to deal with someone other than them 
regarding a claim for benefits then the Covered Person must provide the Plan Administrator with a written 
Authorization in order for an Authorized Representative (other than the Employee) to represent and act on behalf of 
the Covered Person. The Covered Person must consent to release information related to the claim to the Authorized 
Representative. 

FILING A PRE-SERVICE CLAIM 
A Pre-Service Claim begins when the Covered Person, Provider, or the Covered Person's Authorized Representative 
makes a call to the Utilization Review Organization to pre-certify specified services, supplies or treatment. See 
Utilization Review for specific details regarding the services that require Precertification, the number to call, and time 
frames for making the Prece1tification call. 

If a call is made to the Utilization Review Organization that fails to follow the Precertification procedure as specified 
in Utilization Review, but at least identifies the name of the patient, a specific medical condition or symptom and the 
specific treatment, service or product for which Precertification is being requested, the Covered Person or the Covered 
Person's Authorized Representative will be orally notified (in writing, if requested) within five (5) calendar days 
(twenty-four (24) hours in the case of Urgent Care Claims) of the failure to follow correct procedures. 

Pre-Service Claims fall into three categories: Precertification Claims, Urgent Care Claims or Concurrent Care 
Claims. 

• A Precertification Claim is a claim for any services for which the Plan requires Precertification, however the 
services that are required are not services which would qualify as Urgent Care Claims, as defined below. 

• Urgent Care Claims are claims for services which require Precertification, however, the services are of such a 
nature such that the application of the longer time periods for making Precertification Claim determinations 
could seriously jeopardize the life or health of the patient or the patient's ability to regain maximum function, 
or - in the opinion of a Physician with knowledge of the patient's medical condition - would subject the 
patient to severe pain that cannot be adequately managed without the care or treatment that is the subject of the 
claim. 

• Concurrent Care Claims are claims for continuing care for which additional services are being requested or 
claims for which benefits for additional care are being reduced or terminated. 
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TIME FRAME FOR BENEFIT DETERMINATION OF A PRE-SERVICE CLAIM 
When a Pre-Service Claim has been submitted to the Plan (call made to the Utilization Review Organization) and 
no additional infonnation is required, the Plan will generally complete its determination of the claim within the 
following timeframes: 

• Precertification Claims - within a reasonable time frame, but no later than fifteen ( 15) calendar days from 
receipt of claim; 

• Urgent Care Claims - within a reasonable time frame, but no later than seventy-two (72) hours following 
receipt of claim; 

• Concurrent Care Claims - if a request for an extension of an on-going course of treatment is received, 
determination will be made as follows: 

o If the request for additional care is of an Urgent Care nature and the request is made at least twenty­
four (24) hours prior to the end of the course of treatment, the determination must be made within 
twenty-four (24) hours of the request. If the request is made less than twenty-four (24) hours prior to 
the end of the course of treatment, the determination must be made within seventy-two (72) hours of 
the request; 

o For non-Urgent Care, the detennination must be made within fifteen (15) calendar days after the 
request is received. 

When a Pre-Service Claim has been submitted to the Plan and additional information is needed in order to 
determine whether and to what extent, services are covered or benefits are payable by the Plan, then the Plan 
Administrator or its designee (Utilization Review Organization), shall notify the Covered Person as follows: 

• If the Pre-Service Claim is for care of an Urgent Care nature, the Plan Administrator or its designee shall 
notify the Covered Person as soon as possible, but no later than twenty-four (24) hours after the initial call , 
of the specific information necessary to complete the claim. The Covered Person or Authorized 
Representative will have forty-eight (48) hours to provide the requested information and the Plan 
Administrator or its designee will complete the claim determination no later than forty-eight (48) hours after 
receipt of the requested information. Failure of the Covered Person to respond in a timely and complete 
manner will result in a denial of the Precertification request. 

• If the Pre-Service Claim is for non-Urgent Care or if an extension of time is required due to reasons beyond 
the control of the Plan Administrator or its designee, the Plan Administrator or its Designee will, within 
fifteen ( 15) calendar days from the date of the initial call, provide the Covered Person or the Covered 
Person's Authorized Representative with a notice detailing the circumstances and the date by which the Plan 
Administrator, or its designee, expects to render a decision. If additional information is required, the notice 
will provide details of what information is needed and the Covered Person wil1 have forty-five (45) days to 
provide the requested information. The Plan Administrator, or its designee, will complete its determination 
of the claim no later than fifteen (I 5) calendar days following receipt of the requested information. Failure 
to respond in a timely and complete manner will result in a denial of the Precertification request. 

NOTICE OF PRE-SERVICE CLAIM BENEFIT DENIAL 
If the Pre-Service Claim for benefits is denied, the Plan Administrator or its designee sball provide the Covered 
Person or Authorized Representative with a w1itten notice of benefit denial within the timeframes listed above. 

The notice will contain the following: 
• Explanation of the denial, including: 

o The specific reasons for the denial; 
o Reference to the Plan provisions on which the denial is based; 
o A description of any additional material or information necessary and an explanation of why such 

material or infonnation is necessary; 
o A description of the Plan's review procedure and applicable time limits; 
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• A statement that if the Covered Person's appeal (See "Appealing a Denied Claim" below) is denied, the 
Covered Person has the right to bring a civil action 

• If an internal rule, guideline, protocol or other similar crite1ion was relied upon, the Notice will contain 
either 

o A copy of that criterion, or 
o A statement that such criterion was relied upon and will be supplied free of charge, upon request 

• If denial was based on medical necessity, Experimental treatment or similar exclusion or limit, the Plan 
will supply either 

o An explanation of the scientific or clinical judgment, applying the terms of the Plan to the Covered 
Person's medical circumstances, or 

o A statement that such explanation will be supplied free of charge, upon request 
• In the case of an adverse benefit determination concerning a claim involving Urgent Care, a description 

of the expedited review process applicable to such claims; 
• A statement that questions about or assistance with the claimant's appeal rights or the adverse 

determination can be directed to or obtained from the Employee Benefits Security Administration at 1-
866-444-3272. 

APPEALING A DENIED PRE-SERVICE CLAIM 
A Covered Person, or the Covered Person's Authorized Representative, may request a review of a denied claim by 
making written (for any claim involving Urgent Care, the request may be verbal) request to the City of Greenwood 
Appeals Committee within one hundred eighty (180) calendar days from receipt of notification of the denial. An 
appeal form can be obtained from the Human Resources Department. The written request should state the reasons 
the Covered Person feels the claim should not have been denied. The following describes the review process: 

• The Covered Person has a right to submit documents, information and comments 
• The Covered Person has the right to access, free of charge, infonnation relevant to the claim for benefits. 

Relevant information is defined as any document, record or other information. 
o Relied on in making the benefit determination; or 
o That was submitted, considered or generated in the course of making a benefit determination, 

whether or not relied upon; or 
o That demonstrates compliance with the duties to make benefit decisions in accordance with plan 

documents and to make consistent decisions; or 
o That constitutes a statement of policy or guidance for the Plan concerning the denied treatment or 

benefit for the Covered Person's diagnosis, even if not relied upon. 
• The review shall take into account all information submitted by the Covered Person, even if it was not 

considered in the initial benefit determination. 
• The review by the Appeals Committee will not afford deference to the original denial. 
• The Appeals Committee will not be 

o The individual who originally denied the claim, nor 
o Subordinate to the individual who originally denied the claim 

• If the original denial was, in whole or in part, based on medical judgment: 
o The Appeals Committee will consult with a professional Provider who has appropriate training and 

experience in the field involving the medical judgment. 
o The Professional Provider utilized by the Appeals Committee will be neither 

• An individual who was considered in connection with the original denial of the claim, nor 
• A subordinate of any other Professional Provider who was considered in connection with the 

original denial. 
o If requested, the Appeals Committee will identify the medical or vocational expert(s) who gave 

advice in connection with the original denial, whether or not the advice was relied upon. 

s1 IP a g c 



[Type text] 

• In the case of a claim involving emergency or Urgent Care, there shall be an expedited review process 
pursuant to which: 

o A request for an expedited appeal of an adverse benefit detennination may be submitted orally or in 
writing by the claimant to the Human Resources Department; and 

o All necessary information, including the Plan's benefit determination on review, shall be transmitted 
between the Plan and the claimant by telephone, facsimi le, or other available similarly expeditious 
method. 

• As part of providing an opportunity for a full and fair review, the Appeals Committee shall provide the 
claimant, free of charge, with any new or additional evidence considered, relied upon, or generated by the 
Plan (or at the direction of the Plan) in connection with the claim. Such evidence shall be provided as soon 
as possible and sufficiently in advance of the date on which the notice of final adverse benefit determination 
is required to be provided to give the claimant a reasonable opportunity to respond prior to that date. 

Before a final adverse benefit determination is made based upon a new or additional rationale, the Appeals 
Committee shall provide the claimant, free of charge, with the rationale. The rationale shall be provided as soon as 
possible and sufficiently in advance of the date on which the notice of final adverse benefit determination is 
required to be provided to give the claimant a reasonable opportunity to respond prior to that date. 

NOTICE OF BENEFIT DETERMINATION FOR PRE-SERVICE CLAIMS ON APPEAL 
The Appeals Committee shall provide the Covered Person or Authorized Representative with a written notice of the 
appeal decision within the following timeframes: 

• Urgent Care Claims or Concurrent Care Claims involving Urgent Care - as soon as possible, but not later 
than seventy-two (72) hours from receipt of appeal; 

• Precertification Claims or Concurrent Care Claims involving non-Urgent Care - as soon as possible, but not 
later than fifteen (15) calendar days from receipt of appeal; 

If the appeal is denied, the notice will contain the following: 
• Explanation of the denial including: 
• The specific reasons for the denial 
• Reference to specific Plan provisions on which the denial is based 
• A statement that the Covered Person has the right to access, free of charge, information relevant to the claim 

for benefits. 
• If an internal rule, guideline, protocol or other similar criterion was relied upon the Notice will contain 

either: 
• A copy of that criterion, or 
• A statement that such criterion was relied upon and will be supplied free of charge, upon request 
• If the denial was based on Medical Necessity, Experimental treatment or similar exclusion or limit, the 

Notice will supply either: 
• An explanation of the scientific or clinical judgment, applying the terms of the Plan to the Covered Person's 

medical circumstances, or 
• A statement that such explanation will be supplied free of charge, upon request 
• The following statement: "You and your Plan may have other volW1tary alternative dispute resolution options, 

such as mediation. One way to find out what may be available is to contact your local U.S. Department of 
Labor Office and your State insurance regulatory agency;" and 

• A statement that questions about or assistance with the claimant's appeal rights or the adverse determination 
can be directed or obtained from the Employee Benefits Security Administration at 1-866-444-3272. 

52 IP age 



[Type text] 

FILING A POST-SERVICE CLAIM A claim form is to be completed on each covered family member at the 
beginning of the Plan Year and for each claim involving an Injury. Appropriate claim forms are available from the 
Human Resources Department. Claims should be submitted to the address shown on the Covered Person's 
identification card. All bills submitted for benefits must contain the following: 

• Name of patient. 
• Patient's date of birth. 
• Name of Employee. 
• Address of Employee. 
• Name of Employer. 
• Name, address and tax identification number of Provider. 
• Date of service. 
• Diagnosis. 
• Desctiption of service and procedure number. 
• Charge for service. 
• The nature of the accident, Injury or Illness being treated. 

Properly completed claims not submitted within one (1) year of the date of incurred liability will be denied. 

The Covered Person may ask the Provider to submit the bill directly to the Claims Processor, or the Covered Person 
may file the bill with a claim fonn. However, it is ultimately the Covered Person's responsibility to make sure the 
claim has been filed for benefits. 

TIME FRAME FOR BENEFIT DETERMINATION OF A POST-SERVICE CLAIM 
When a completed claim has been submitted to the Claims Processor and no additional information is required, the 
Claims Processor will generally complete its determination of the claim within thirty (30) calendar day of receipt of 
the completed claim, unless an extension of time is necessary due to circumstances beyond the Plan's control. 

When a completed claim has been submitted to the Claims Processor and additional information is required for 
determination of the claim, the Claims Processor will provide the Covered Person or Autho1ized Representative with a 
notice detailing the information needed. This notice will be provided within thirty (30) calendar days of receipt of the 
completed claim and will indicate the date when the Claims Processor expects to make a decision, if the requested 
information is received. The Covered Person will have forty-five (45) calendar days to provide the information 
requested, and the Claims Processor will complete its determination of the claim within fifteen (15) calendar days of 
receipt of the requested information. Failure to respond in a timely and complete manner will result in a denial of 
benefit payment. 

NOTICE OF POST-SERVICE CLAIM BENEFIT DENIAL 
If the post-service claim for benefits is denied, the Plan Administrator or their designee shall provide the Covered 
Person or Authorized Representative with a written notice of benefit denial within thirty (30) calendar days of 
receipt of a completed claim, or if the Plan had requested additional information from the Covered Person or 
Authorized Representative, within fifteen (15) calendar days of receipt of such infonnation. The notice will contain 
the following: 

• Explanation of the denial, including: 
o The specific reasons for the denial; 
o Reference to the Plan provisions on which the denial is based 
o A description of any additional material or information necessary and an explanation of why such 

material or information is necessary 
o A description of the Plan's review procedure and applicable time limits 

• A statement that if the Covered Person's appeal (See "Appealing a Denied Claim" below) is denied, the 
Covered Person has the right to bring a civil action 
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• If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice will contain 
either: 

o A copy of that criterion, or 
o A statement that such criterion was relied upon and will be supplied free of charge, upon request 

• If the denial was based on Medical Necessity, Experimental Treatment or similar exclusion 
or limit, the Plan will supply either: 

• An explanation of the scientific or clinical judgment, applying the tenns of the Plan to the 
Covered Person's medical circumstances, or 

• A statement that such explanation will be supplied free of charge, upon request 

APPEALING A DENIED POST~SERVICE CLAIM 
The Appeals Committee for purposes of an appeal of a Post-Service Claim was established by the Board of Public 
Works & Safety. 

A Covered Person, or the Covered Person's Authorized Representative, may request a review of a denied claim by 
making written request to the Appeals Committee within one hundred eighty (180) calendar days from receipt of 
notification of the denial. An Appeals Form can be obtained from the Human Resources Department. The request 
for review should state the reasons the Covered Person feels the claim should not have been denied. 

The review process is as follows: 
• The Covered Person has a right to submit documents, information and comments 
• The Covered Person has the right to access, free of charge, information relevant to the claim for benefits. 

Relevant information is defined as any document, record or other information: 
o Relied on in making the benefit determination, OR 
o That was submitted, considered or generated in the course of making a benefit determination, 

whether or not relied upon, OR 
o That demonstrates compliance with the duties to make benefit decisions in accordance with plan 

documents and to make consistent decisions, OR 
o That constitutes a statement of policy or guidance for the Plan concerning the denied treatment or 

benefit for the Covered Person's diagnosis, even if not relied upon. 
• The review takes into account all information submitted by the Covered Person, even if it was not 

considered in the initial benefit determination. 
• The review by the Appeals Committee will not afford deference to the original denial. 
• The Appeals Committee will not be 

o The individual who originally denied the claim, nor 
o Subordinate to the individual who originally denied the claim 

• If original denial was, in whole or in part, based on medical judgment, 
o The Appeals Committee will consult with a Professional Provider who has appropriate training and 

experience in the field involving the medical judgment. 
o The Professional Provider utilized by the Appeals Committee will be neither 

• An individual who was considered in connection with the original denial of the claim, 
nor 

• A subordinate of any other Professional Provider who was considered in connection 
with the original denial. 

o If requested, the Appeals Committee will identify the medical or vocational expert(s) who gave 
advice in connection with the original denial, whether or not the advice was relied upon. 

54 \Page 



[Type text] 

NOTICE OF BENEFIT DETERMINATION FOR POST-SERVICE CLAIM APPEAL 
The Appeals Committee shall provide the Covered Person or Authorized Representative with a written notice of the 
appeal decision within sixty (60) calendar days of receipt of a written request for the appeal. If the appeal is 
denied, the notice will contain the following: 

• An explanation of the denial including: 
o The specific reasons for the denial 
o Reference to specific Plan provisions on which the denial is based 
o A statement that the Covered Person has the right to access, free of charge, information relevant to 

the claim for benefits. 
• If an internal rule, guideline, protocol or other similar criterion was relied upon the Notice will contain 

either: 
o A copy of that criterion, or 
o A statement that such criterion was relied upon and will be supplied free of charge, upon request 

• If the denial was based on Medical Necessity, Experimental treatment or similar exclusion or limit, will 
supply either 

o An explanation of the scientific or clinical judgment, applying the terms of the Plan to the patient's 
medical circumstances, or 

o A statement that such explanation will be supplied free of charge, upon request. 

FOREIGN CLAIMS 
In the event a Covered Person incurs a Covered Expense in a foreign country, the Covered Person shall be responsible 
for providing the following to the Claims Processor before payment of any benefits due are payable: 

• The claim form, Provider invoice and any other documentation required to process the claim must be 
submitted in the English language. 

• The charges for services must be converted into dollars. 
• A current conversion chart validating the conversion from the foreign country's currency into dollars. 

ABSENCE OF CONFLICTS OF INTEREST 
The Appeals Committee shall ensure that all claims and appeals are adjudicated in a manner designed to ensure the 
independence and impartiality of the persons involved in making the decision. Accordingly, decisions regarding 
hiring, compensation, termination, promotion, or other similar matters with respect to any individual (such as a 
claims adjudicator or medical expert) shall not be made based upon the likelihood that the individual will support 
the denial of benefits. 

ADDITIONAL RULES REGARDING NOTICE OF ADVERSE DETERMINATIONS 
The Plan must ensure that any notice of adverse benefit determination or final internal adverse benefit 
determination includes information sufficient to identify the claim involved (including the date of service, the 
health care Provider, the claim amount (if applicable), and the availability, upon request, of the diagnosis code and 
its corresponding meaning, and the treatment code and its corresponding meaning). 

The Plan shall provide claimants, as soon as practicable, upon request, the diagnosis code and its corresponding 
meaning, and the treatment code and its corresponding meaning, associated with any adverse benefit determination 
or final internal adverse benefit determination. The Plan shall not consider a request for such diagnosis and 
treatment information, in itself, to be a request for an internal appeal or an external review. 

The Plan shall ensure that the reason or reasons for the adverse benefit determination or final internal adverse 
benefit determination includes the denial code and its corresponding meaning, as well as a description of the Plan's 
standard, if any, that was used in denying the claim. In the case of a notice of final internal adverse benefit 
determination, this description must include a discussion of the decision. 
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The Plan shall provide a description of available internal appeals and external review processes, including 
infonnation regarding how to initiate an appeal. 

The Plan shall disclose the availability of, and contact infonnation for, any applicable office of health insurance 
consumer assistance or ombudsman established under the Public Health Services Act to assist individuals with the 
internal claims and appeals and external review processes. 

NON-EXPEDITED EXTERNAL REVIEW 
• If a claimant appeals an adverse benefit determination and that adverse benefit determination is upheld on 

appeal, the claimant may, but is not required to request an external review of the Plan's benefit 
determination. 

• External review is not available to review a determination that a claimant failed to meet the Plan's eligibility 
requirements or to any adverse benefit detennination (including a final internal adverse benefit 
detennination) by the Plan other than one that involves medical judgment (including, but not limited to, 
those based on the Plan's requirements for medical necessity, appropriateness, health care setting, level of 
care, or effectiveness of a covered benefit; or its dete1mination that a treatment is Experimental or 
Investigational), as determined by the external reviewer. 

Any external review will be conducted as follows. 

• The Plan must allow a claimant to file a request for an external review with the Plan if the request is filed 
within four ( 4) months after the date of receipt of a notice of a final adverse benefit determination. If there 
is no corresponding date four ( 4) months after the date of receipt of such a notice, then the request must be 
filed by the first day of the fifth month following the receipt of the notice. 

• Within five (5) business days following the date of receipt of the external review request, the Named 
Fiduciary shall complete a preliminary review of the request to determine whether: 

• The claimant is or was covered under the Plan at the time the health care item or service was requested or, in 
the case of a retrospective review, was covered under the Plan at the time the health care item or service was 
provided; 

o The final adverse benefit determination does not relate to the claimant's failure to meet the 
requirements for eligibility under the te1ms of the Plan; 

o The claimant has exhausted the Plan's internal appeal process; and 
o The claimant has provided all the information and forms required to process an external review. 

Within one (1) business day after completion of the preliminary review, the Named Fiduciary shall issue a 
notification in writing to the claimant. If the request is complete but not eligible for external review, such 
notification shall include the reasons for its ineligibility and contact information for the Employee Benefits Security 
Administration (toll-free number 866-444-EBSA (3272)). If the request is not complete, such notification shall 
describe the information or materials needed to make the request complete and the Named Fiduciary shall allow a 
claimant to perfect the request for external review within the four ( 4) month filing period or within the forty-eight 
( 48) hour period following the receipt of the notification, whichever is later. 

• The Named Fiduciary shall assign an independent review organization (IRO) that is accredited by 
URAC or by a similar nationally-recognized accrediting organization to conduct the external review. 
The Plan shall contract with at least three (3) IROs for external review assignments and rotate claim 
assignments among them (or incorporate other independent, unbiased methods for selection of IROs, 
such as random selection). The following will be reviewed: 
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o The claimant's medical records; 

o The attending health care professional's recommendation; 

o Reports from appropriate health care professionals and other documents submitted by the Plan, 
claimant, or the claimant's treating Provider; 

o The terms of the Plan to ensure that the IRO's decision is not contrary to the terms of the Plan, 
unless the terms are inconsistent with applicable law; 

o Appropriate practice guidelines, which must include applicable evidence-based standards and 
may include any other practice guidelines developed by the Federal government, national or 
professional medical societies, boards, and associations; 

o Any applicable clinical review criteria developed and used by the Plan, unless the criteria are 
inconsistent with the terms of the Plan or with applicable law; and 

o The opinion of the IRO's clinical reviewer or reviewers after considering the available 
information or documents that the clinical reviewer or reviewers consider approp1iate. 

• The assigned IRO must provide written notice of the final external review decision within 
forty-five (45) days after the IRO receives the request for the external review. The IRO must 
deliver the notice of final external review decision to the claimant and the Plan. 

• The assigned IRO's decision notice will contain: 

• A general description of the reason for the request for external review, including 
information sufficient to identify the claim (including the date or dates of service, the 
health care Provider, the claim amount (if applicable), the diagnosis code and its 
corresponding meaning, the treatment code and its corresponding meaning, and the 
reason for the previous denial); 

• The date the IRO received the assignment to conduct the external review and the date 
of the IRO decision; 

• References to the evidence or documentation, including the specific Coverage 
provisions and evidence-based standards, considered in reaching its decision; 

• A discussion of the principal reason or reasons for its decision, including the rationale 
for its decision and any evidence-based standards that were relied on in making its 
decision; 

• A statement that the determination is binding except to the extent that other remedies 
may be available under State or Federal law to either the Plan or to the claimant; 

• A statement that judicial review may be available to the claimant; and 

• A statement that questions about or assistance with the external review can be 
directed to or obtained from the Employee Benefits Security Administration at 
1-866-444-3272. 
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After a final external review decision, the IRO shall maintain records of all claims and notices associated with the 
external review process for six (6) years . An IRO must make such records available for examination by the 
claimant, Plan, or State or Federal oversight agency upon request, except where such disclosure would violate State 
or Federal privacy laws. 

Upon receipt of a notice of a final external review decision reversing the final adverse benefit determination, the 
Plan immediately shall provide Coverage or payment (including immediately authorizing or immediately paying 
benefits) for the claim. 

EXPEDITED EXTERNAL REVIEW 
A claimant may make a request for an expedited external review with the Plan at the time the claimant receives: 

• an adverse benefit determination if the adverse benefit determination involves a medical condition of 
the claimant for which the timeframe for completion of an expedited Plan appeal would seriously 
jeopardize the life or health of the claimant or would jeopardize the claimant's ability to regain 
maximum function and the claimant has filed a request for an expedited internal appeal; or 

• a final adverse benefit determination, if the claimant has a medical condition where the timeframe 
for completion of a standard external review would seriously jeopardize the life or health of the 
claimant or would jeopardize the claimant's ability regain maximum function, or if the final adverse 
benefit detennination concerns an admission, availability of care, continued stay, or health care item 
or service for which the claimant received Emergency Services, but has not been discharged from a 
facility. 

Immediately upon receipt of the request for expedited external review, the Plan must determine whether the request 
meets the reviewability requirements set forth above for standard external review. The Named Fiduciary shall 
immediately send a notice that meets the requirements set forth above for standard external review to the claimant 
of its eligibility determination. 

Upon a detennination that a request is eligible for external review following the preliminary review, the Named 
Fiduciary shall assign an IRO pursuant to the requirements set forth above for standard review. The Named 
Fiduciary shall provide or transmit all necessary documents and information considered in making the adverse 
benefit determination or final internal adverse benefit determination to the assigned IRO electronically or by 
telephone or facsimile or any other available expeditious method. 

The assigned IRO, to the extent the infonnation or documents are available and the IRO considers them 
appropriate, shall consider the information or documents described above under the procedures for standard review. 
In reaching a decision, the assigned IRO shall review the claim de novo and is not bound by any decisions or 
conclusions reached dming the Plan's internal claims and appeals process. 

The IRO shall provide notice of the final external review decision, in accordance with the requirements set forth 
above, as expeditiously as the claimant's medical condition or circumstances require, but in no event more than 
seventy-two (72) hours after the IRO receives the request for an expedited external review. If the notice is not in 
writing, within forty-eight ( 48) hours after the date of providing that notice, the assigned IRO shall provide written 
confirmation of the decision to the claimant and the Plan. 
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DEEMED EXHAUSTION OF INTERNAL CLAIMS AND APPEALS PROCESSES 
The following rnles shall apply to the extent the Plan fails to follow the internal claims and appeals processes. 

• If the Plan fails to adhere to all the requirements with respect to a claim, the claimant is deemed to 
have exhausted the internal claims and appeals process, except as provided below. 

• Notwithstanding paragraph (a), the internal claims and appeals process will not be deemed exhausted 
based on de minimis violations that do not cause, and are not likely to cause, prejudice or harm to the 
claimant so long as the Plan demonstrates that the violation was for good cause or due to matters 
beyond the control of the Plan and that the violation occurred in the context of an ongoing, good 
faith exchange of information between the Plan and the claimant. This exception is not available if 
the violation is part of a pattern or practice of violations by the Plan. The claimant may request a 
written explanation of the violation from the Plan, and the Plan shall provide such explanation within 
ten (10) days, including a specific description of its bases, if any, for asserting that the violation 
should not cause the internal claims and appeals process to be deemed exhausted. If an external 
reviewer or a court rejects the claimant's request for immediate review on the basis that the Plan met 
the standards for the exception under this paragraph (b ), the claimant has the right to resubmit and 
pursue the internal appeal of the claim. In such a case, within a reasonable time after the external 
reviewer or court rejects the claim for immediate review (not to exceed ten (10) days), the Plan shall 
provide the claimant with notice of the oppo1tunity to resubmit and pursue the internal appeal of the 
claim. The time period(s) for re-filing the claim will begin upon the claimant's receipt of such 
notice. 
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COORDINATION OF BENEFITS 

The Coordination of Benefits provision is intended to prevent duplication of benefits. It applies when the Covered 
Person is also covered by any Other Plan(s). When more than one Coverage exists, one plan normally pays its 
benefits in full, referred to as the primary plan. The Other Plan(s), referred to as secondary plan, pays a reduced 
benefit. When Coordination of Benefits occurs, the total benefit payable by all plans will not exceed 100% of 
"allowable expenses." Only the amount paid by this Plan will be charged against the Maximum Benefit. 

The Coordination of Benefits provision applies whether or not a claim is filed under the Other Plan(s). If another plan 
provides benefits in the form of services rather than cash, the reasonable value of the service rendered shall be deemed 
the benefit paid. 

DEFINITIONS APPLICABLE TO THIS PROVISION 
"Allowable Expenses" means any reasonable, necessary, and customary expenses incurred while covered under this 
Plan, part or all of which would be covered under this Plan. Allowable Expenses do not include expenses contained 
in the "Exclusions" sections of this Plan. 

When this Plan is secondary, "Allowable Expense" will include any Deductible or Coinsurance amounts not paid by 
the Other Plan(s). 

When this Plan is secondary, "Allowable Expense" shall not include any amount that is not payable under the primary 
plan as a result of a contract between the primary plan and a Provider of service in which such Provider agrees to 
accept a reduced payment and not to bill the Covered Person for the difference between the Provider's contracted 
amount and the Provider's regular billed charge. 

"Other Plan" means any plan, policy or Coverage providing benefits or services for, or by reason of medical, dental or 
vision care. Such Other Plan(s) may include, without limitation: 

• Group insurance or any other arrangement for Coverage for Covered Persons in a group, whether on an 
insured or uninsured basis, including, but not limited to, Hospital indemnity benefits and Hospital 
reimbursement-type plans; 

• Hospital or medical service organization on a group basis, group practice, and other group prepayment plans 
or on an individual basis having a provision similar in effect to this provision; 

• A licensed Health Maintenance Organization (HMO); 
• Any Coverage for students which is sponsored by, or provided through, a school or other educational 

institution; 
• Any Coverage under a government program and any Coverage required or provided by any statute; 
• Group automobile insurance; 
• Individual automobile insurance Coverage; 
• Individual automobile insurance Coverage based upon the principles of "No-fault" Coverage; 
• Any plan or policies funded in whole or in part by an Employer, or deductions made by an Employer from a 

person1s compensation or retirement benefits; 
• Labor/management trusteed, union welfare, employer organization, or employee benefit organization plans. 

"This Plan" shall mean that portion of the Employer's Plan which provides benefits that are subject to this provision. 

"Claim Determination Period" means a Plan Year or that portion of a Plan Year during which the Covered Person for 
whom a claim is made has been covered under this Plan. 
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EFFECT ON BENEFITS 
This provision shall apply in determining the benefits for a Covered Person for each claim determination period for 
the Allowable Expenses. If this Plan is secondary, the benefits paid under this Plan may be reduced so that the sum of 
benefits paid by all plans does not exceed 100% of total Allowable Expense. 

If the rules set forth below would require this Plan to determine its benefits before such Other Plan, then the benefits 
of such Other Plan will be ignored for the purposes of detennining the benefits under this Plan. 

ORDER OF BENEFIT DETERMINATION 
Each plan will make its claim payment according to the following order of benefit detennination: 

No Coordination of Benefits Provision 
If the Other Plan contains no provisions for Coordination of Benefits, then its benefits shall be paid before all Other 
Plan(s). 

Member/Dependent 
The Plan which covers the claimant as a member (or named insured) pays as though no Other Plan existed. 
Remaining Covered Expenses are paid under a plan which covers the claimant as a Dependent. 

Dependent Children of Parents not Separated or Divorced 
The plan covering the parent whose birthday (month and day) occurs earlier in the year pays first. The plan covering 
the parent whose birthday falls later in the year pays second. If both parents have the same birthday, the plan that 
covered a parent longer pays first. A parent's year of birth is not relevant in applying this rule. 

Dependent Children of Separated or Divorced Parents 
When parents are separated or divorced, the birthday rule does not apply, instead: 

• If a court decree has given one parent financial responsibility for the child's health care, the plan of that parent 
pays first. The plan of the stepparent married to that parent, if any, pays second. The plan of the other natural 
parent pays third. The plan of the Spouse of the other natural parent pays fourth. 

• In the absence of such a court decree, the plan of the parent with custody pays first. The plan of the stepparent 
married to the parent with custody, if any, pays second. The plan of the parent without custody pays third. 
The plan of the Spouse of the parent without custody pays fourth. 

Active/Inactive 
The plan covering a person as an active (not laid off or retired) Employee or as that person's Dependent pays first. 
The plan covering that person as a laid off or retired Employee or as that person's Dependent pays second. 

Limited Continuation of Coverage 
If a person is covered under another group health plan, but is also covered under this Plan for continuation of 
Coverage due to the Other Plan's limitation for Pre-Existing Conditions or exclusions, the Other Plan shall be p1imary 
for all Covered Expenses which are not related to the Pre-Existing Condition or exclusions. This Plan shall be 
ptimary for the Pre-Existing Condition only. 

Longer/Shorter Length of Coverage 
If none of the above rules detennine the order of benefits, the plan covering a person longer pays first. The plan 
covering that person for a shorter time pays second. 
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LIMITATIONS ON PAYMENTS 
In no event shall the Covered Person recover under this Plan and all Other Plan(s) combined more than the total 
Allowable Expenses offered by this Plan and the Other Plan(s). Nothing contained in this section shall entitle the 
Covered Person to benefits in excess of the total Maximum Benefits of this Plan during the claim determination 
period. The Covered Person shall refund to the Employer any excess it may have paid. 

RIGHT TO RECEIVE AND RELEASE NECESSARY INFORMATION 
For the purposes of detennining the applicability of and implementing the terms of this Coordination of Benefits 
provision, the Plan may, without the consent of or notice to any person, release to or obtain from any insurance 
company or any other organization any information with respect to any Covered Person. Any person claiming 
benefits under this Plan shall furnish to the Employer such infonnation as may be necessary to implement the 
Coordination of Benefits provision. 

FACILITY OF BENEFIT PAYMENT 
Whenever payments which should have been made under this Plan in accordance with this provision have been made 
under any Other Plan, the Employer shall have the tight, exercisable alone and in its sole discretion, to pay over to any 
organization making such other payments any amoll11ts it shall determine to be warranted in order to satisfy the intent 
of this provision. Amounts so paid shall be deemed to be benefits paid under this Plan and, to the extent of such 
payments, the Employer shall be fully discharged from liability. 
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SUBROGATION 

The Plan is designed to only pay Covered Expenses for which payment is not available from anyone else, including 
any insurance company or another health plan. In order to help a Covered Person in a time of need, however, the 
Plan may pay Covered Expenses that may be or become the responsibility of another person, provided that the Plan 
later receives reimbursement for those payments (hereinafter called "Reimbursable Payments"). 

Therefore, by enrolling in the Plan, as well as by applying for payment of Covered Expenses, a Covered Person is 
subject to, and agrees to, the following terms and conditions with respect to the amount of Covered Expenses paid 
by the Plan: 

Assignment of Rights (Subrogation) 
The Covered Person automatically assigns to the Plan any rights the Covered Person may have to recover all or part 
of the same Covered Expenses from any party, including an insurer or another group health program (except 
flexible spending accounts, health reimbursement accounts and health savings accounts), but limited to the amount 
of Reimbursable Payments made by the Plan. This assignment includes, without limitation, the assignment of a 
right to any funds paid by a third party to a Covered Person or paid to another for the benefit of the Covered Person. 
This assignment applies on a first-dollar basis (i.e., has priority over other rights), applies whether the funds paid to 
(or for the benefit of) the Covered Person constitute a full or a partial recovery, and even applies to funds actually 
or allegedly paid for non-medical or dental charges, attorney fees, or other costs and expenses. This assignment 
also allows the Plan to pursue any claim that the Covered Person may have, whether or not the Covered Person 
chooses to pursue that claim. By this assignment, the Plan's right to recover from insurers includes, without 
limitation, such recovery rights against no-fault auto insurance Carriers in a situation where no third party may be 
liable, and from any uninsured or underinsured motorist Coverage. 

Equitable Lien and other Equitable Remedies 
The Plan shall have an equitable lien against any rights the Covered Person may have to recover the same Covered 
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 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 dete1mination has been made. 

This equitable lien shall also attach to any money or property that is obtained by anybody (including, but not 
limited to, the Covered Person, the Covered Person's attorney, and/or a tiust) as a result of an exercise of the 
Covered Person's rights 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 Plan 
Administrator, the Plan may reduce any future Covered Expenses otherwise available to the Covered Person 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 that were enunciated in the United States Supreme Court's decision entitled, 
Great-West Life & Annuity Insurance Co. v. Knudson, 534 US 204 (2002), even though this Plan is not subject to 
the Employee Retirement Income Security Act of 1974. The provisions of the Plan concerning subrogation, 
equitable liens and other equitable remedies are also intended to supersede the applicability of the federal common 
law doctrines commonly referred to as the "make whole" rule and the "common fund" rule. 
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Assisting in Plan's Reimbursement Activities 
The Covered Person has an obligation to assist the Plan to obtain reimbursement of the Reimbursable Payments that 
it has made on behalf of the Covered Person, and to provide the Plan with any infonnation concerning the Covered 
Person's other insurance Coverage (whether through automobile insurance, other group health program, or 
otherwise) and any other person or entity (including their insurer(s)) that may be obligated to provide payments or 
benefits to or for the benefit of the Covered Person. The Covered Person is required to (a) cooperate fully in the 
Plan's (or any Plan fiduciary's) enforcement of the terms of the Plan, including the exercise of the Plan's right to 
subrogation and reimbursement, whether against the Covered Person or any third party, (b) not do anything to 
prejudice those enforcement efforts or rights (such as settling a claim against another party without including the 
Plan as a co-payee for the amount of the Reimbursable Payments and notifying the Plan), (c) sign any document 
deemed by the Plan Administrator to be relevant to protecting the Plan's subrogation, reimbursement or other 
rights, and (d) provide relevant information when requested. The term "information" includes any documents, 
insurance policies, police reports, or any reasonable request by the Plan Administrator or Claims Processor to 
enforce the Plan's rights. 

The Plan Administrator has delegated to the Claims Processor the right to perform ministerial functions required to 
assert the Plan's rights; however, the Plan Administrator shall retain discretionary authority with regard to asserting 
the Plan's recovery rights. 
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THIS PLAN AND MEDICARE 

Individuals who have earned the required number of quarters for Social Security benefits within the specified time 
frame are eligible for Medicare Part A at no cost. Participation in Medicare Part B and Part D is available to all 
individuals who make application and pay the full cost of the Coverage. When an Employee becomes entitled to 
Coverage and is still actively at work, the Employee may continue health Coverage under this Plan at the same level 
of benefits and contribution rate that applied before reaching Medicare entitlement. When a Dependent becomes 
entitled to Medicare or Medicare Disability Coverage and the Employee is still actively at work, the Dependent may 
continue health Coverage under this Plan at the same level of benefits and contribution rate that applied before 
reaching Medicare or Medicare Disability entitlement. If the Employee and/or Dependent are also enrolled in 
Medicare or Medicare Disability, this Plan shall pay as the primary plan. Medicare will pay as secondary plan. If the 
Employee and/or Dependent elect to discontinue health Coverage under this Plan and enroll under the Medicare or 
Medicare Disability program, no benefits will be paid under this Plan. Medicare will be the only payor. 

This section is subject to the tenns of the Medicare laws and regulations. Any changes in these related laws and 
regulations will apply to the provisions of this section. 
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GENERA.L PROVlSIOi\S 

ADMINISTRATION OF THE PLAN 
The Plan is administered through the Human Rcsow·ccs Department o r lhe Employer. The Employer is the Plan 
Admin istrator. The Plan Administrator shall have full charge of the operation and management of the Plan. The 
Employer has retained the services o r an independent Claims Processor experienced in claims review. 

The Plan Administrator is the named fiducimy of the Plan for all purposes except claim appeals, as specified in Claim 
Filing Procedure. As fiduciary, the Plan Administrator mai ntains discretionary aulhorily with respect to those 
responsibilities for which it has been designated named fiduciary, including, but not limited to, interpretation of the 
tem1s of lhe Plan, and determjning eligibility for and entitlement to Plan benefits in accordance with the tenns of the 
Plan; any inte1v relalion or determination rna<le pursuant to such discretionary au thority shall be given full force and 
effect, unless it can be shown that the interpretation or determination was arbitrary and capriciotL~. 

ASSIGNMENT 
The Plan will pay benefi ts under lhis Plan to the Employee unless payment has been assigned to a Hospital, Physician, 
or other Provider of service furnishing the services for which benefits arc provided herein. No assigmnent of benefits 
shall be binding on the Plan unless the Claims Processor is notified io writing o r such assignment prior to pa.yment 
hereunder. 

Preferred Provider nonnally hills the Plan direcily. If services, supplies or treatment has been received from such a 
Provider, benefits are automatically paid to that Provider. The Covered Person's portion of the Negotiated Rate, after 
the Plan's pa.;ment, will then be billed to the Covered Person by the Preferred Provider. 

This Plan will pay benefits to the responsible party of an Alternate Recipien t as d~ignated in a qualified medical child 
support order. 

BEl\°EFITS NOT TRANSFERABLE 
Except as otheiwise stated herein, no person other than an eligible Covered Pers<>n is entitled to receive benefits rn1der 
this Plan. Such right to benefits is not transferable. 

CLERICAL ERROR 
t\o clerical error on the part. of the Employer or Claims Processor shall operate to defoat any of the rights, privileges, 
services, or benefits of any Employee or any Dcpeodcnt(s) hereunder, nor create or continue Coverage which would 
not otherwise validly become effective or continue in force hereunder. An equitable a<ljustment of contributions 
andior benefits will be made when the effor or delay is discovered. However, if more than six (6) months has elapsed 
prior to discovery of any error, any adjustment of contributions shall he waived. l"o party shall be liable for the 
failure of any other party to perfonn. 

CONFORJVllTY \VlTH STATUTE(S) 
Any provision of the Plan which is in conflict with statutes which are applicable to Lhis Plan is hereby amended to 
conform to the minimum requirements of said starute(s). 

EFFECTIVE DATE 01•· THE PLAN 
The Effccti ve Date of this Plan is April I, 2015. 

FREE CHOICE OF HOSPITAL AND PHYSIC:Lc\N 
Nothing contained in this Plan shall in any way or maru1er restrict or interfere with the right of any person entitled to 
benefits hereunder to select a Hospital or to make a free choice of the attending Physician or Professional Provider. 
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However, benefits will be paid in accordance with the provisions of this Plan, and Che Covered Person will have 
higher out-ot:pocket expenses if the Covered Person uses the services of a Non-Preferred Provider. 

INCAPACll'Y 
Jf, in the opinion of the Employer, a Covered Person for whom a claim has been made is incapable of furnishing a 
valid receipt of payment due him and in the absence of written evidence to the Plan of the qualification of a guardian 
or personal representative for his estate, the Employer may on behalf of the Plan, at his discretion, make any and all 
sud1 payments to the Provider of servic~ or other person providing for the care aud .support of such pe1'0n. Any 
payment so made v.ill constitute a complete discharge of the Plan's obligation to the extent of such payn1e11t. 

INCONTESTABILITY 
All statements made hy the .Employer or by the Employee covered under th.is Plan shall be deemed representations 
and not wmanties. Sut:b statements shall not void or reduce the benefits under this Plan or be use<l in defon.se to a 
claim unless they are contained in writing and signed by the Employer or by the Covered Person, as the case may be. 
A statement made shall not be used in any legal contest unless a copy of the instrument containing the statement is or 
has been furnished to the other party to such a contest. 

LEGAL ACTIONS 
No action at law or in equity shall be brought to recover on the benefits from the Plan. prior to the expiration of sixty 
(60) days after all information on a claim for benefits has been filed and the appeal process has been completed in 
accordance with the requirements of the Plan. No such action shall be brought after the expiration of two (2) years 
from the date the expense was incun-ed, or one (1) year from the date a completed claim w<is filed, whichever occur~ 
first 

LIMITS ON LJABUJTY 
Liability hereunder is limited Lo the services and benetits spec.iliecl, ai1d the Employer shall not be liahle for any 
obligation of tlle Covered Person Incun-ed in excess thereof. The Employer shall not be liable for the negligence, 
wrongful act. or omission of any Physician, Professional Provider, Hospital, or other institution, or their employees, or 
any 01hcr person. The liability of the Plan shall be limited to the reasonable cost of Covered Expenses and shall not 
include any liability for suffering or general damages. 

LOST DlSTRIBl:TEES 
Any benefit payable hereunder shall be deemed forfeited if the Plan Administrator is unable to locate fhe Covered 
Person to whom payment is due, provided, however, that such benefits shall be reinstated if a claim is made by the 
Covered Person for the forfeited henelit~ within the time prescribed in Claim Filing Procedure. 

:\1EDICAID ELIGIBILITY AND ASSIGl'JJ\>JENT OF RIGHTS 
The Plan will not take into accounl whe1her an individual is eligible for, or is currently receiving, medical assistance 
under a State plan for medical as~istance as provided under Title XIX of the Social Security Act ("State Medicaid 
Plan") either in eruolling that individual as a Covered Person or in determining or making any payment of benefits to 
that individual. The Plan will pay benefits with respect to such individual in accordance with any assignment of tights 
made by or oo behalf of such individual as required under a Slate Medicaid plan pursuant to § I 9 l 2(a)( l )(A) of the 
Social Security Act. To the extent payment has been made to such individual under a St<>te Medicaid Plan and this 
Plan has a legal liability to make pa}~nents for the same services, supplies or treatment, payment under the Plan will 
be made in accordance with any State law which provides that the State has acqt1ired the tights with respect to such 
individual to payment for such services, supplies or treato1ent under the Plan. 

MJSRE.PRESENT A TION 
If the Covered Person or anyone acting on behalf of a Covered Person makes a false statement on the application for 
enrollment, or withholds infonnalion with intent to deceive or affect the acceptance of the enrollment application or 
the 1isks assumed by the Plan, or otherwise misleads the Plan, tbe Plan sh<lll be entitled to recover it~ damages, 
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including legal fees, from the Covered Person, or from any other person responsible for misleading the Plan, and from 
the person for whom the benefits were provided. Any material misrepresentation on the part of the Covered Person in 
making application for Coverage, or any application for reclassification thereof, or for service thereunder shall render 
the Coverage under this Plan null and void. 

PHYSICAL EXAMINATIONS REQUIRED BY THE PLAN 
The Plan, at its own expense, shall have the right to require an examination of a person covered under this Plan when 
and as often as it may reasonably require during the pendency of a claim. 

PLAN IS NOT A CONTRACT 
The Plan shall not be deemed to constitute a contract between the Employer and any Employee or to be a 
consideration for, or an inducement or condition of, the employment of any Employee. Nothing in the Plan shall be 
deemed to give any Employee the right to be retained in the service of the Employer or to interfere with the right of 
the Employer to terminate the employment of any Employee at any time. 

PLAN MODIFICATION AND AMENDMENT 
The Employer may modify or amend the Plan from time to time in accordance with the provision from time to time at 
its sole discretion, and such amendments or modifications which affect Covered Persons will be communicated to the 
Covered Persons. Any such amendments shall be in w1iting, setting forth the modified provisions of the Plan, the 
Effective Date of the modifications, and shall be signed by the Employer's designee. 

Such modification or amendment shall be duly incorporated in writing into the master copy of the Plan on file with 
the Employer, or a written copy thereof shall be deposited with such master copy of the Plan. Appropriate filing and 
reporting of any such modification or amendment with governmental authorities and to Covered Persons shall be 
timely made by the Employer. 

PLAN TERMINATION 
The Employer reserves the right to terminate the Plan at any time. Upon termination, the rights of the Covered 
Persons to benefits are limited to claims Incurred up to the date of termination. Any termination of the Plan will be 
communicated to the Covered Persons. 

Upon termination of this Plan, all claims incurred prior to termination, but not submitted to either the Employer or 
Claims Processor within 12 months of the Effective Date of termination of this Plan, will be excluded from any 
benefit consideration. 

PRONOUNS 
All personal pronouns used in this Plan shall include either gender unless the context clearly indicates to the contrary. 

RECOVERY FOR OVERPAYMENT 
Whenever payments have been made from the Plan in excess of the maximum amount of payment necessary, the Plan 
will have the right to recover these excess payments. If the company makes any payment that, according to the terms 
of the Plan, should not have been made, the Plan may recover that incorrect payment, whether or not it was made due 
to the Company's own error, from the person or entity to whom it was made or from any other appropriate party. 

STATUS CHANGE 
If an Employee or Dependent has a status change while covered under this Plan (i .e. Dependent to Employee, 
COBRA to Active) and no interruption in Coverage has occurred, the Plan will provide continuance of Coverage with 
respect to any Pre-Existing Condition limitation, Deductible(s), Coinsurance and Maximum Benefit. 
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TIME EFFECTIVE 
The effective time with respect to any dates used in the Plan shall be 12:00 a.m . (midnight) as may be legally in effect 
at the address of the Plan Administrator. 

WORKERS' COlVIPENSA TION NOT AFFECTED 
This Plan is not in lieu of, and does not affect any requirement for, Coverage by Workers' Compensation Insurance. 

HIPAA PRIVACY & SECURITY REGULATIONS 
City will comply with HIP AA regulations regarding privacy, confidentiality and disclosure of protected health 
information in accordance with City of Greenwood Health Information Privacy Policies and Procedures. 
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GLOSSARY OF TERMS 

This section defines terms that have special meanings. The word or phrase is defined in this section or elsewhere in 
this Plan Document. 

AMBULANCE - A specially designed and equipped vehicle or aircraft that is used for the purpose of responding 
to emergency life-threatening situations and providing emergency transportation services and is staffed by staffed 
by Emergency Medical Technicians (EMT), paramedics, or other certified medical professionals. An Ambulance 
must be certified as such in the state(s) in which it operates. 

AUTHORIZATION, or AUTHORIZED SERVICES, PRIOR AUTHORIZATION OR PRE­
CERTIFICATION- A covered service which has been authorized in advance by the Plan. 

BEHAVIORAL HEALTH NETWORK - An organization or entity that the Plan has a contract with to provide 
mental health or substance abuse treatment and/or services. 

BIOLOGICAL or BIOPHARMACEUTICAL DRUG - A virus, therapeutic serum, toxin, antitoxin, vaccine, 
blood, blood component or derivative, an allergenic product, or analogous product, or arsphenamine or derivative 
of arsphenamine (or any other trivalent organic arsenic compound), applicable to the prevention, treatment, or cure 
of a disease or condition of human beings. 

BRAND-NAME (DRUG) - A drug that has been manufactured under a patent and in accordance with the approval 
for the Food and Drug Administration (FDA). 

CARRIER-An underwriter or insurer. 

CLAIMS ADMINSTRA TOR - The organization under contract with City of Greenwood to maintain eligibility 
and process medical claims for the Plan. 

COINSURANCE - The amount a Covered Person must pay after the Deductible has been met and before the out 
of pocket maximum has been met. There are different Coinsurance amounts for preferred and non-preferred 
Providers. 

COPAYMENTS - The amount a Covered Person must pay directly to a Participating Provider or Pharmacy for 
Covered Services. 

COVERED PERSON/COVERED DEPENDENT - See Eligible Dependent below. 

COORDINATION OF BENEFITS (COB) - An attempt by one of the Plan's Participating Providers and/or the 
Plan to recover the cost of care provided to a Covered Person from a third party. The third party may be another 
insurer, such as automobile, home, business, and/or renter, service plan, government third party payor, or other 
organization, which also provides Coverage for a Covered Person's health care needs. Coordination of Benefits is 
subject to any limitations imposed by this Plan, or another applicable policy preventing such recovery. 

COVERED SERVICES or COVERAGE - Those services or supplies that a Covered Person is entitled to under 
this Plan, if the services are Medically Necessary and the Covered Person has met all other requirements of this 
Plan, 

CUSTODIAL CARE - Care furnished for the purpose of meeting personal needs which could be provided by 
persons without professional skills or training, such as assistance in mobility, dressing, bathing, eating, preparation 
of special diets, and taking medication. 

DEDUCTIBLE - The amount a Covered Person pay each Plan Year before the plan pays any applicable amount. 

DURABLE MEDICAL EQUIPMENT (DME) - DME can withstand repeated use, is primarily and customarily 
used to serve a medical purpose, is not generally useful to a person in the absence of Illness or Injury and is suitable 
for use in Covered Person's home. Examples of DME include, but are not limited to, wheel chairs, crutches, 
respirators, traction equipment, Hospital beds, monitoring devices, oxygen-breathing apparatus and insulin pumps. 
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EFFECTIVE DATE OF COVERAGE - The date when your Coverage begins under this Plan. An Eligible 
Dependent's Coverage begins on the effective date of the affiliated Enrollee. 

ELIGIBLE DEPENDENT or DEPENDENT - A person of the Enrollee's family: who meets the eligibility 
requirements of the Group and eligibility requirements listed in this Plan Document; for whom the Enrollee has 
applied for membership; and for whom premiums have been paid by Group and/or Enrollee. 

EMERGENCY SERVICES - Services provided due to a medical condition that arises suddenly and unexpectedly 
and manifests itself by acute symptoms of such severity, including severe pain, that the absence of immediate 
medical attention could reasonably be expected by a prudent lay person who possesses an average knowledge of 
health and medicine to: 
• place an individua1's health in serious jeopardy 
• result in serious impairment to the individual's bodily functions; or 
• result in serious dysfunction of a body organ or part of the individual. 

ENROLLEE (you) your) - An employee of the Group, who resides and/or works in Indiana (the geographic area 
in which the Plan is I icensed), who meets the eligibility requirements of the Group, who has for Coverage with the 
Plan, and for whom premiums have been paid by the Group. 

EXPERIMENTAL or INVESTIGATIONAL - Any intervention (treatment, procedure, facility, equipment, drug 
device, service, or supply): that meets one or more of the following criteria: 

• Intervention that is not generally and widely accepted in the practice of medicine in the U.S.; and whose 
effectiveness is not documented in peer-reviewed articles in medical journals published in the U.S. For 
interventions to be considered effective, journal articles should indicate that the intervention is more 
effective than other available, or, if not more effective, is safer or less costly. 

• Interventions that are considered Experimental or Investigational by: 
o the U.S. Department of Health and Human Services; 
o the National Institute of Health; or 
o any of their subsidiary agencies 

• Drugs or medical devices Biological products, or some combination thereof that the U.S. Food and Drug 
Administration (FDA) has not cleared or approved for commercial distribution, or that do not have other 
govenunental agency approval as required by law. 

• Use of an FDA cleared or approved drug, medical device, Biological product or some combination thereof 
for a use: (I) that FDA has not cleared or approved and that would otherwise require such clearance or 
approval (i.e., an 'off-label' use); and (2) the effectiveness of which has not been documented in peer­
reviewed articles in medical journals published in the U.S. For used of this type to be considered effective, 
such articles should indicate that using the drug, medical device, Biological product, or some combination 
thereof for he particular use at issue is more effective than other products available for the proposed use, or, 
if not more effective, is safer or less costly. 

FORMULARY - A Formulary is a list of preferred Generic and brand name prescription medications that have 
been approved by the Food and Drug Administration (FDA). 

GENERJC (DRUG) - A copy of a Brand-Name Drug for which the patent has expired. The Generic drug may be 
of different shape, size, color or flavor, but the active, therapeutic agents are the same as the Brand-Name Drug. 
The same quality and safety standards that apply to Brand-Name Drugs also apply to the Generic form. The FDA 
sets standards and reviews all Generic medications before being marketed. 

HEAL TH PROFESSIONAL - A professional engaged in the delivery of health services that is licensed, where 
required, under the laws of the jurisdiction where services are delivered and operating within the scope of his/her 
license. 
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HOME HEALTH SERVICES - Health services delivered in a Covered Person's home setting and provided by an 
organization licensed by the State and operating with the scope of its license. 

HOSPICE CARE OR FACILITY - A health care facility, or a system of professional home visits and 
supervision, for supportive care of the Tenninally Ill . 

HOSPITAL - An acute care facility duly licensed in the jurisdiction where services are rendered. 

ILLNESS - A sickness or disease and all related conditions and recurrences. The term Illness includes pregnancy 
and all related conditions. 

INJURY - An accident to the body that requires medical or surgical treatment. 

INPATIENT - Confinement as a bed-patient for 24 hours or longer in a Hospital, SNF, or Hospice Facility. 

LA TE ENROLLEE - An Enrollee or Eligible Dependent who did not request enrollment during the initial 
enrollment period in which he/she was first entitled to enroll; or during any special enrollment period as described 
in this Plan Document,. 

LOW PROTEIN MODIFIED FOOD PRODUCT - A food product that is (1) specially formulated to contain less 
than one ( 1) gram of protein per serving; and (2) intended to be used under the direction of a Physician for dietary 
treatment of an inherited metabolic disease. 

MAXIMUM ALLOW ABLE AMOUNT - The amount that the Plan determines is the maximum payable for 
Covered Services you receive, up to but not exceed charges actually billed for non-essential services. For a non­
Paiiicipating Provider the Maximum Allowable Amount is the lesser of the actual charge or the standard rate under 
the contract used with Participating Providers. The Maximum Allowable Amount is reduced by any penalties for 
which a Covered Person is responsible under the terms of this Plan. 

MEDICAL FOOD - A food that is (1) intended for the dietary treatment of a disease or condition for which 
nutritional requirements are established by a medical evaluation; and (2) formulated to be consumed or 
administered internally under the direction of a Physician. 

MEDICALLY NECESSARY - Medical or surgical treatment which a Covered Person requires, as detennined by 
one or more Participating Physicians, which is: 1) in conformity with the professional and technical standards 
adopted by the Quality improvement committee and Utilization Review Committee of the Provider Network, the 
Medical Group, and the Plan; and 2) in accordance with accepted medical and surgical practices and standards 
prevailing at the time of treatment. Services shall not be deemed Medically Necessary if the treatments are 
Experimental or Investigational, or are rendered primarily for the convenience of the Covered Person or 
Participating Provider. 

• appropriate for the symptoms, diagnosis, or treatment of the medical condition; and 
• provided for the diagnosis or direct care and treatment of the medical condition; and 
• within standards of good medical practice within the organized medical community; and 
• not primarily for the convenience of the Covered Person's Physician or another Provider; and 
• not otherwise subject to Non-Covered Services under this Plan; and 
• the most appropriate procedure, supply, equipment, or service that can safely be provided. The most 

appropriate procedures, supplies, equipment, or service must satisfy the following requirements: 
o there must be valid scientific evidence demonstrating that the expected health benefits from the 

procedure, supply, equipment, or service are clinically significant and produce a greater likelihood of 
benefit, without a disproportionately greater risk of harm or complications, for the Covered Person with 
the particular medical condition being treated than other alternatives; and 

o generally accepted forms of treatment that are less invasive have been tried and found to be ineffective 
or are otherwise unsuitable; and 
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o for Hospital srays, acute care as an Inpatient is necessary clue to the ki nd of services the Covered Person 
is receiving or the severity of the medical condition, and that safe and adequate care ca1U1ot be received 
as an Outpatient or in a less intensified medical setting 

The fact that a Provider may prescribe, order, recommend, or approve care, treatment, services or supplies does not, 
of itself, make such care. treatment, services or supplies Medically Necessary. 

COVER.ED PERSON (you, your) - An eligible person enrolled in the Plan's hea lth plan, as an Enrollee or 
Eligible Dependent 

NON-COVERED SERVICES - Those services not covered under this Plan, and are listed as Non-Covered 
Services in this Plan Document. 

OPEN ENROLLi\ifENT PERIOD - The period of time established by the Plan and the Group during which 
el igible employees and their Eligible Dependents may emoll as new Covered Persons. 

MAXIMUM OUT-OF-POCKET- Maximum paid by member including deductible, co-insurance and copay for 
non-essential Covered Services 

OUTPATIENT - Covered Person who receives medical services, hut is not an Inpatient. 

PARTJAL HOS PIT ALIZA Tl ON - A structured mental health and/or substance abuse treatment program with 
sessions of tlu-ee hours or longer. 

PARTrCrPATJNG HOSPITAL - A Hospital that contracts with the Plan to provide Covered Services to a 
Covered Person. 

PARTICIPATING PHARMACY - A pharmacy or organization of phannacies that contracts with the Plan to 
provide Covered Services to a Covered Person. 

PARTICIPATING PHYSICIAN - A Physician who contracrs with the Plan to provide Covered Services to a 
Covered Person. 

PARTICIPATING PROVIDER - A Health Professional or other entity that contracts with the Plan to provide 
Covered Services to a Covered Person. 

PCP or PRIMARY CARE PHYSICIAN - May include Family or General Physicians, lntec-ni~t~, Pediatricians 
and 08-GYN's that provides primary care to a Covered Person. 

PHYSICIAN-· An appropriately licensed Pbysician or surgeon. 

PROVIDER l\£TWORK- All organized group of Physicians, faci lities and Health Professionals contracted with 
the Plan. A Physician network has as its primary purpose the delivery, or the arrangement for the delivery, of 
Covered Services. 

PLAN YEAR - A twelve-month period begi1U1ing on the contract effective date. The City of Greenwood's 
contract begins April I and ends March 3 lst. 

ANNCAL POLICY 1"1AXL'VIUM- Total a1mual maximum dollar amount payable for non-essential Covered 
Services the Covered Person receives under the Agreement, including any renewals, endorsements, amendments or 
addendums thereto. If there is a lapse in Coverage, the Policy Maximwn applies to all non-essential benefi ts 
received either before or aft.er the lapse. 

PRIOR AUTHORIZATJONS - Process where a Covered Person's Physician directs the Covered Person to seek 
or obtain Covered Services !Tom another participating or non-participating Health Professional or inpatient facility, 
subject to the Plan's Pre-Certification requirements .. 

PROVIDER - Any Hospital, Physician, phariuacy, SNF, individual, organization, or agency that is licensed to 
provide professional services within the scope of tliat license or ce1tification. 
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REGISTERED NURSE (RN) - A graduate nurse who has been registered or licensed to practice by a State Board 
of Nurse Examiners or other state authority, and who is legally entitled to place the letters "RN" after his name. 

SECOND OPINION - Medical or surgical opinion that is provided by a Physician to reevaluate the condition. The 
Second Opinion is made with Prior Authorization from the Plan. 

SERVICE AREA - The Central Indiana geographical area where the Plan is based, to be defined as a thirty (30) 
mile circumference area from the City building in Greenwood, Indiana. 

SKILLED NURSING FACILITY or SNF - An institution, or a distinct part of an institution, which: 
• is duly licensed in the state of Indiana; is regularly engaged in providing 24-hour skilled care under the 

regular supervision of a Physician and the direct supervision of a RN; 
• maintains a daily record on each patient; and 
• provides each patient with active treatment of an Illness or Injury, or related rehabilitation, in accordance 

with existing standards of medical practice for that condition. 

A SNF does not include any institution or portion of any institution that is primarily for rest, the aged, non-skilled 
care, or care of mental diseases or substance abuse. 

SPECIAL TY CARE PHYSICIAN (SCP) - A Physician who has an identified specialty other than a family 
practice, internal medicine, or pediatrics; and who is not acting in the role of a PCP to the Covered Person at the 
time services are provided. Examples of SCPs would include surgeons (orthopedic, cardiovascular, vascular, etc.), 
cardiologists, oncologists, urologists, etc. 

SPOUSE - Enrollee's legal Spouse. 

SPECIALTY DRUG- Please refer to BIOLOGICAL or BIOPHARMACEUTICAL DRUG 

TERMINALLY ILL OR TERMINAL ILLNESS - A Physician has given a prognosis that a Covered Person has 
six months or less to live. 

URGENT CARE - Urgently needed services or Urgent Care services are instances when a Covered Person needs 
Covered Services urgently: 

• to prevent serious deterioration of health; 
• resulting from an unforeseen Illness or Injury; 
• while outside of the Service Area; 
• for which treahnent cannot be delayed until the Covered Person returns to the Service Area without the 

Covered Person's condition growing much worse. Urgently needed services are determined by medical 
condition not the place of treatment 

74 IP age 



[Type r~x1) 

IMPORTANT CONTACTS 

Plan Sponsor: 
Address: 

Telephone: 

Customer Services 

Address: 

Telephone: 

Claims Administrator: 
Address: 

Telephone: 

Care Management: 

Address: 
Telephone: 

Pharmacy 
Address: 

Telephone: 

City of Greenwood Board of Public Works and Safety 
300 South Madison Avenue 
Greenwood, IN 46142 
317-887-5604 

ADVANTAGE Health Solutions, Inc. 
Customer Services Department 
9045 River Road, Suite #200 
ln<lianapo\is, IN 46240 
www.AdvantagePlan.com 
888-671-5897 
TDD: I- 800 743-3333 (hearing impaired) 
Business Hours: 7:30a1:n - 5:30pm 
FAX: 317-573-2839 
NOTE: To ensure quality service, your call may be monitored. 

ADVANTAGE Heallh Solution~, Inc. 
P. 0. Box 503386 
Judianapolis, TN 46250 
888-671-5897 

ADVANTAGE Health SolutioJ1s, Inc. 
9045 River Road, Suite #200 
Jndianapolis, IN 46240 
877-901-2236 
TDD (800) 743-3333 (hewing irnpi1ire\\) 
FA)(: 317-536-5391 

Envision RX 
2181 E. Aurora Road 
Twinsburg, OH 44087 
www.Envisionrx.com 
877-634-00 I 4 

TDD: I- 866- 763-9630 (hearing impaired) 
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A DELTI\ DENTl\L 

February 2, 2015 

Mr. Jon Pietre Fo• 
Regions Insurance, Inc. 
PO Box2224 
2701 Albright 
Kokomo, IN 46904-2224 

Dear Mr. Fo<, 

Enclosed is re11ewal information for ooc of your Dell.a Denial Plan oflndiana groups that renews in the month of 
April. A renewal letter indica1ing the group's renewal l"B"'S is included. 

Please ensure thar the enclosed reoewal docu:roents are delivered to the group. 

If you bav• any ques1ions or need additional infonnation, please fee\ free to conuict me. 

Sincerely, 

Melindll I.. Tyo 
Account Jl;tan.ager 

Enclosures: 
0505-00-07, 0100, 01IO,0135, 0150, 0160, 0200, 0210, 021J,0222, 0272, 0300, ... 

DELTA DENTAL Of ll'ID!A}IA 
221 S. Eas1 SUetl Suite lS8 
Jndiatiapol~t. IN 46202 

Ciiy of Greenwood 



Q DELTA DENTAL 

February 2, 2015 

Ms. Marilyn Allen 
Director ofHwnan Resources 
City of Greenwood 

2 N Madison Ave 
Greenwood, IN Mil 42-3565 

www.DeltaDent.allN.com 

Re: Dental Plan Rate Review, Group #0505-0007, 0100, 0110, 0135, 0150, 0160, 0200, 0210, 0211, 0222, 0272, 
0300, ... 

Dear Ms. Al!eo, 

Thank you for placing your confidence in Delta Dental. We are committed to improving the oral health of our 
communities by providing access to the nation's largest dental network at competitive rates. This allows your 
enrollees to obtain the dental care they need to remain healthy. 

We have completed a comprehensive review of your dental plan premiums. Enclosed are the rates and renewal 
documents related to your contract renewal. Payment of the new rates will be your consent to renew Delta Dental 
coverage. No action is required from you at this time unless you wish to change the benefits you offer. 

If your coverage or budget goals have changed, please contact Mr. Jon Pierre Fox or me for more plan design 
options. We can administer many different plan designs to suit your needs and provide you with a comprehensive 
analysis of how any changes would affect your rntes. Benefit changes can be effective at your renewal, but you 
must request them no later than 15 days prior to your plan's renewal date. 

This is a prepaid dental benefits program, so your group's first payment at these rates is due by April I. lfyou do not 
wish to renew coverage, please provide notice to us in accordance with your Contract. Notwithstanding the above 
tenns of this "evergreen" contract, all delinquent balances due to Delta Dental must be paid in full prior to 

acceptance on the above-mentioned renewal date. If there is a deficit at the time of your acceptance, Delta Dental 
reserves the right to revoke this offer and terminate your existing contract upon its natural expiration date. 

Please call me at (317) 348-1820 if you have any questions or if] can be of help in any way. Thank you, we look 
forward to continuing our relationship with you and we greatly appreciate your business. 

Sincerely, 

Melinda L Tyo 
Account Manager 

cc: Mr. Jon Pierre Fox 

DEL TA DENT AL OF INDIANA 
225 S. East Strel:I, Suite 3 58 
Ind ianapolis, !N 46202 



Rates· Non-F'cten11on 

Rates per subs rib.,. per month 

Delta Dental of Indiana 
Renewal Rates for City of Greenwood #0505 

Effective April 1, 2015 

Current Rate(s) 
Ai;ril 1, 2Q13 Cluoi:gn Mo<tll )1,2015 . 

$28.32 
$61.63 
$57.76 
$101.38 

Q DELTA DENTAL 
I 

RM!ft11 Rattls) 

$659' 
$72.52 
$108.48 

Rales do not inclJde any applicable daims taxes. The 1ates are valid only for tile elfectiye date noted above and are guaranteed !or a one year noo· 
relention oonlradt. 

Standard sub bes matelials wiU be provided to you lo disbibute 10 your members. These include Iha Summary or Dental Plan Benefits, Certificale, 
<rid reference ds. 
Printed deoost reaolies are not included. Yoo can filld rtici a~ dentists on our we!lsile al www.DeltaOentaJIN.com. 
The plan lions are subject to Delta Denial's standard eicctus.ions and imitations, including: 
J> O!al e Pncllding evallatioos by a specialist) are payable tllice per benefit year. 

J> People · speci5c at-<isl< hea/Ch comi tions may be eligible lex additi!>nal p<ophylaxes (cleanings) or nuori<Se veatmenl The patienl should 
J> Proph](cl&anings) are payable twice per benefil year. 

talk wiih hi or her dentist aboul lrealrnent 
J> Auorlde tr tments are payable twice per benefit year wiOI no age limll 
)> Space mai tacoers are payable once per area per lfetime for people up to ;>ge 13. 
)> Bllewing X ays are payallle once per benefit year and ful rnootb X-rays (which include bilewing X-rays) are payable once in any four-year 

period. 
)> Sealanls a payable once per toolh per lifetime for the oa:lusal :surface of 6rsl and second permanent molars up to age 15. The surf<r..e 

musf be ~ from decay and reslora!icns. 
l> Composile esin (while) restorations are Corered Servic.es on posterior teelh. 
l> Forcelain d resin facings on C/QWlls are optional treatmeof on imterior teelh. 
)> Im rants a d imolant related services are a able once 1 toolll in an li'le- ar nod. 

January 10, 201a 050:;-0007, 0100, 0110. etc 



Delta Dental of Indiana 
Dental Benefit Highlights for 

City of Greenwood #0505 

0 (Point·Of·Service} 

50% ,, 
·~ 50% 

: 50'4 50% 

50% 50% 

50':1'> 50% 

Orthodontic Sfrv!cll! -b<&eeS 
Orthodontic A e limit. No A a Limit 

100% 

100% 

50% 

50% 

50% 

•Wilen JOU rec · sefYicss from a Nonpallicipalitlg Dentist, !he pe/CefJtages ihthi$ cotumn incfic;B{e 
the 1>-01ficn of #a Dente.l's Nonpalfieipa~ng DM!ist Fee that will~ paid for those StllVices. TOO 
Nonpsl1icipstin Dentist Fet may be less thM what your den~st chBl1J6S end you are rrisrxmslbkl for 
that diff9renc&. 

Maximum Pay1 hall! - $1.000 P'1I pel1;0ll total per Benefit Year on all services, exa!pt oral exams. 
prawntive~ !;es. X-rays, brush biopsy, ~alants, and or1hodonlic sen/ices. Sl,000 pei person 
total nor lifetime on Ol1hodontic servlC2S. 

Doduclible - N .... 
Nd!!- This • ; is or>/y inlen<fed to proiide a brief d$sc/ipt»<1 cf )<>IT beneMs. ~ re/er lo )O<lf 

~aOO~ )mmaiy frx a co~e <ksai{.'lion of betrelils, axclus.Ons. and lim1afions. 

A~l 1, 2015 

0 DELTA DENTAL 

Welcome to Indiana's laJgest deot3I 
Mleflts lamllyl 

As a member of Delta Oenlalol Indiana, you 
h<M access to the nation's ialg9sl dental 
ne~l'Otl(s: DaKa Dental PPOar.:l DellaOe!ltal 
Pre~r. 

• Its =t ID flld a dE<ili$l Foor out of ~.., 
delllistsnaticrl.O:~ilwrm>IM< 

• YO\I h3\<e s¢< ~to are Md loo 
S:!W.g< l:b::aJse ill cur ~ •it> 
~deo§oh 

• Our d.mists cannct b3l!rre till yoo, vt.'dl 
mea\S more nllllley ;. 'fOJI PQltll1! 

• No trou!:ilesc<re ~ ~ 
<tentisls ·Ml Iii out m:j Ge )001 d<ims. 

• P'8f oriy 'f'Y ropa)lllEl'ils aV/Jlrx 
dedOOitleo Y.hei! !'(Ill reoeill! <as liolJl 
ne!\lod( defltists - '- r1<: no h·o:ien fEes. 

• Ycti (a1> stil Wit~ clelllis:s. 
but yw ff'Jf be tied the fut m>Jl1l al ltie 
lire of seM:e <rXI lhen hall! to W<i ID oo 
reimburs«I. 

Quality Dental Program 

W'1l\ our quick Md accurate claims 
llfOO"SSing,,.. payT001athan 96% o/clainls 
in I~ days or i..ss. O.ttl Dental Ills<> offars 
\\~rtd·dsss custtAner serAoo. from o!Jr 
Cer1ifled Cenw or E:..::elleiire call~ntu, as 
avr-ddoo by Benchmanc POltal. 

Online~ 

~r oolirie Consumet T oclU le!3 )OU acteSS 
)"Jrdanlal p!al\ sami)'Ol't< Iha lott!mel You 
(31\ tM a dentist. c!\Ed< ber.efls, -
~ noliles. rrM1H drilns and ool001ls 
used loWa<d ~. p<inl 10 cams., and 
~-alla)Wr""" ctfl'/Ef\~. 

A He.altl1y Smile 

K8ep ~ smile ~ W!h - b<:'efils run Della Oentll. YOU(smJeisagood ;-~ 
of your healh. Did )00 k!'ctt 11\at )CUI' donlist 
~~111>1D120diffeM!~fiUl<g 
di;;!)etes anj '-! ~? £aty ~1 ls 
ore ol 1he best ~ to prwent fvr1her 
oomp!i;alions. 

Qull!ltior.s? 

w )OU ha-ie questions, ~ cal ~r 
Customer Se<vioeteam 3'!(800) 524-0149 or 
J:>o~. an~ne at ·••11W.°'1!1aOen1llilN.oom. 

050f>.0007, 0100. 0110. etc 



Q DELTA DENTAL 

Delta Dental Contract 
For 

City of Greenwood 

This ("Con Ir.let") is entered into by and betwem City of Greco wood (the "Contractor") and Deha Dental Plan of 
Indiana, Inc., an Indiana non-profit corporation ("Delta Dental"). This is a legally binding conO'act between the 
Contractor and Delta Dental and is effec1ive on April 1, 20 I 5, the ("Effective Date"). 

SECTION I - DECLARATIONS 

The Benefits afforded are only with respect 10 such beneliis as are indic.-.ttd in this ConO'act, including the Summary 
of Dental Plan Benefits. Delta Denial's liability is limited to lhe 0enefilS stated herein; subject to all the teJ'lllS of 
this Contract having reference thereto. This Dedarati<>as Se<:tion and the SWIUllary of Dental Plan Benefits 
supersedes any contrary provision of the subsequent sections oflhis Contract. 

A. ICfective Date: l2:01 A.M. Slalldard Time, April I, 20l5 

B. l'lnt Renewal Dato: Aprill, 2016 

C. Client Number: 0505-0007, OIOO, 0110, 0135, 0150, 0160, 0200, 0210, 0211, 0222, 0272, 0300, 0460, 
0485,0500.0600,0750,0760,0770,0790,0900 

D. R.ate(s): 

Sub.o;criber only -$30.30 per month per Subsaiber 
Subscriber and spouse· $65.94 per month per Su~riber 
Subscriber and cbild(n:o) · $72.52 per month per Subscnl>er 
Subscriber, spouse and cbild(ren) • $108.48 per month per Subscriber 

These rates are contingent U]lOO the enrollment ora minirown or 95 percent of the eligible members of the 
defined group and their eligible dependents with 100 percent or the cost paid by the Contractor. Rates do 
not include any applicable claims taxes. 

These rates assume that claims from nonparticipating dentists wiU be paid using OUt aational out-of. 
network ree table. · 

DELTA DENTAL PLAN OF INDIANA, INC. CONTRACTOR 

BY: BY: 

BY: 

DATE: February2,2015 DATE: I 7 , 'X>l 5 



Section II - Definitions 
A. Benefit Year 

means the calendar year, unless the Contractor elects a different period to serve as the Benefit Year. 

B. Benefits 

means payment for the Covered Services that have been selected under the Contract 

C. Children 

means the Subscriber's natural Children, stepchildren, adopted Children, Children by virtue oflegal 
guardianship, or Children who are residing with the Subscriber during the waiting period for adoption or legal 
guardianship. 

D. Contract 

means this document, including, if applicable, any appendices, supplements, riders, successor agreements, 
renewal letters, or renewals now or hereafter issued or executed. 

E. Copayment 

means the percentage of the charge, if any, that an Eligible Person must pay for Covered Services. 

F. Covered Services 

means the unique dental services selected for coverage as described in the Summary of Dental Plan Benefits 
and subject to the tenns and conditions of this Contract. 

G. Deductible 

means the amount a person and/or a family must pay toward Covered Services before Delta Dental begins 
paying for those services under this Contract. If the Contractor has selected a Deductible, it will be indicated in 
the Summary of Dental Plan Benefits. 

H. Delta Dental 

means Delta Dental Plan oflndiana, Inc., a nonprofit limited service health maintenance organimtion providing 
dental benefits programs. Delta Dental is not an insurance company. 

L Delta Dental Plan 

means an individual dental benefit plan that is a member of the Delta Dental Plans Association, the nation's 
largest, most experienced system of dental health plans. 

J. Delta Dental PPO 

means Delta Dental's national preferred provider organization program that can reduce the out-of-pocket 
expenses for Eligible Persons if they receive care from a Delta Dental PPO Dentist 

K. Del ta Dental Premier 

means Delta Dental' s managed fee-for-service dental benefits program. 

L. Dentist 

means a person licensed to practice dentistry in the state or jurisdiction in which dental services are perfonned. 

1. Delta Dental PPO Dentist (PPO Dentist) means a Dentist who has signed an agreement with the Delta 
Dental Plan in his or her state to participate in Delta Dental PPO. 

2. Delta Dental Premier Dentist (Premier Dentist) means a Dentist who has signed an agreement with the 
Delta Dental Plan in his or her state to participate in Delta Dental Premier. 

JNPPOCONTOl2014 
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3. Nonparticipatin~ D;:ntist means a Dentist who has not signed an agreen1ent with any Delta Dental Piao to 
participate io Delta Dental J>PO or Delta Dental Premier. 

4. Out-<>f·Country Dcotist meruis a Dentist "'hose office is locaied o~tside the United States and its 
territories. Out-of-Cowitry Dentist$ are not eligible 10 sign participating agreements with Delta Dental. 

PPO Dentins and Premier Dentists are sometimes coll~tively refemd to herein as "Participating Dentists." 
Wherever a definition or provision of this Con1l'act differs from another slate's Delta Dental Plan and its 
agreement with Participating Dentists, the agrllement \n that state with that Dentist shall be controlling. 

Ptemier DentiSIS, Nonparticipating Dentists, and Out.of.Country Dentists are sometimes collectively referred 
to herein as "Non-PPO Dentists." 

l\'L Eligible Dependent(s) 

means ( 1) the Subscriber's legal spouse and (2) any other dependents wbo mut the crite1ia for eligibility set 
forth in the Elig;bHity Section or Swnroary of Dental Plan Benefits. If dependent cove12ge bas been selected, it 
will be indicated in the Swnmaiy of Deotal Plan Benefits. 

N. Eligible Person(s} 

means any Subscriber or Eligible Dependent under this Cor.tmct. 

0. M'.:u.iml.tln Approved Fee 

means a system used by Delta Dental to detmnine lhe approved fee for a given procedure for a given 
Participating Dentist. A fee meets Maximum Approved Fee requiicments if it is the lowest of: 

I. The Submitted Amount. 

2. The lowest fee rngularly charged, offered, or received by an individual Dentist for a dental service or supply, 
irrespective of the Dentist's contractual agreement with another dental benefits organization. 

3. The maximum fee that the local Delta Dental Plan approves for a given procedure in a given region and/or 
specialty. under normal circumstances, ba<ed upon applicable Participating Dentist schedules and internal 
procedure:;. 

Della Dental may also approve a fee under unusual circumstances. 

Participating Dentists agree not to charge Delta Dearal patients more than the Maximum Approved Fee for a 
Covered Service. In all cases, Delta Dental will make the final detenninalion regarding the Maximum 
Approved Fee for a Covei:ed Service. 

P. Ma.Umum Payment 

means tb.e mwmum dollar amount Delta Dental will pay in any Benefit Year or lifetime for Covered Services. 
The Maximum Payment is specificll in the Swnm.ary of Dental Plan Benefits. 

Q. Nonpartkipating Dentist Fee 

means the max.imum fee allowed per procedure for services rendered by a Nonparticipating Dentist as 
determined by Delta Dental. 

R. O~n Enrollment Period 

means the period of time asdetennined by the Contraclor, during which an Eligible Person may enroU or be 
eMolled for Benefits. 

S. Out-of..Counll')' Dentist Fee 

means the maximum fee allowed per procedure for servicos rendered by an Out-of .Country Dentist as 
detennined by Delta Denml. 

Thll'l'OCON'TOl2014 
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T. Post-Senrice Claims 

means claims for Benefits that are not conditioned on the Eligible Person seeking advance approva~ 
certification, or authorization to receive the full amount for any Covered Services. Post·Service Claims arise 
when the Eligible Person receives the dental service or treatment before the claim is filed for Benefits. 

U. PPO Dentist Schedule 

means the maximum fee allowed per procedure for services rendem:I bya PPO Dentist as determined by that 
Dentist's local Delta Dental Plan. 

V. Pre-Treatineot Estimate 

means a voluntary and optional process where, at the requeSI of a Subscriber, Eligible Dependent or Dentist, 
Delta Dental issues a written estimate of dental benefits that may be available for a proposed dental treatment 
under the terms of the Subscriber's coverage. 

Pre-Treatment Estimate is for infonnational pwposes only and is not required in advance of obtaining dental 
care or as a prerequisite or condition for approval Qf future dental benefits payment. The benefits estimate 
provided oo a Prc-Tr<>..atment Estimate notice is detennined based on the information provided to Delta Dental 
and the benefits available for the Subscriber or Eligible Dependent on the date the notice is issued. It is not a 
guarantee of future dental benefits payment. 

Availability of dental benefits at the time a dental service is completed depends on several factors. These 
factors include, but are not limited to, eligibility for benefits, annual or lifetime Maximum Payments, 
coordination of benefits, Contract and Dentist status, Contract limitations, and any other Contract provisions, 
together with any additional infonnation or changes to the dental treatment A request for a Pre· Treatment 
Estimate is not a c13lln for Benefits or a preauthon<:ation, precertification or other reservation of future 
Benefits. 

W. Premier Dentist Schedule 

means the max.imum fee allowed per procedure for services rendered by a Premier Dentist as determined by 
that Dentist's local Delta Dental Plan. 

X. Processing Pol.ides 

means Delta Dental' s policies aJld guidelines used for Pre-Treatment Estimate and payment of claims. The 
Processing Policies may be amended from time to time. 

Y. Rate 

means the amount, per Subscriber and Subscriber classification, the Contractor agrees to pay Delta Dental each 
month. This amount, or the information n.ecessary to compute it, is specified in the Declarations Section. 

Z. Submitted Amount 

means the amount a Dentist bills to Delta Dental for a specific trealment or semce. A Participating Dentist 
cannot charge the Eligible Person for the difference between this amount and the amount Delta Dental approves 
for the treatment. 

AA. Subscriber 

means all people who are member.; or employees of the group specified in the Summary of Dental Plan 
Benefits, are certified as being eligible by the Contractor, and are enrolled to receive Benefits 'ullder this 
Contract. 

BB. SummQry ofDentJ>l Plan Benefits 

means a description of the specific provisions of your group dental coverage. The Summary of Dental Plan 
Benefits is and should be read as a part of this Contract, and supersedes any contrary provision of this 
Contract. 

INl'l'OC0"'1'012014 
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CC. This Plan 

means the dental coverage established for Eligible Persons pursuant to this Contract.. 

Section Ill - Eligibility 
A. Effective Date of Eligibility 

l. Initial Effective Date: All Subscribers on the Effective Date of this Contract are immediately eligible for 
Benefits. If Eligible Dependents of a Subscriber are covered by this Contract, their eligibility commences on 
the same date as the Subscnl>er . 

.2. After the initial Eff«tive Date: For all Subscribers (and their Eligible Dependents, if dependent coverage 
is selected) not associated with the Contractor on the initial Effective Date of this Contract, eligibility for 
Benefits will beg.in following whichever of the following dates is applicable provided, however, that for 
Sections In.A2.c., 2.d., and 2.f., in those circumstances when dental benefits are not "excepted benefits," as 
defined in Section 9832(c) of the Internal Revenue Code of 1986, as amended ("IRC" or the "Code"), the 
eligibility for dental benefits will begin on the applicable date set forth therein: 

a. Newly hired or rehired employees: The date for which employment compensation begins or, if 
applicable, that date plus the number of days specified as a waiting period in the Summary of Dental 
Plan Benefits. 

b. Spouse: Date of marriage. 

c. N ewbom: Date of birth. 

d. Legal adoptions or guardianships: Date that the legal petition for adoption or guardianship becomes 
legally final, or the date on which the Child begins residing with the Subscriber and the Subscriber 
assumes responsibility for the Child while waiting for adoption or guardianship to become final. 

e. Stepchild: Date that the Child's natural parent becomes an Eligible Dependent. 

f. Special Enrollment Periods: For dental benefits not provided under a group health plan providing only 
dental benefits and where the dental benefits are "integral" to the group health plan (i.e., where dental 
benefits are not "excepted benefits" under IRC Section 9832(c)), the date required under the special 
enrollment provisions of the Employee Retirement Income Security Act of 1974 ("ERlSA"), as 
amended, Section 701(f), and IRC Section 980l(f). 

g. All others: Date that Delta Dental approves in writing the enrollment or listing of those people, unless 
compelled by a court or administrative order to otherwise provide Benefits for a Child or Eligible 
Dependent. 

B. General Eligibility Rules 

1. No person will be eligible for Benefits under this Contract unless the Contractor has either currently enrolled 
that person as a Subscriber or currently listed or acknowledged that person as an Eligible Dependent, unless 
the enrollment or listing is otherwise allowed under this Contract In no event will retroactive updates to 
eligibility be accepted for an effective date more than six months prior to receipt of the update by Delta 
Dental. To the extent the dental benefits provided under this Contract are not "excepted benefits," as defined 
in IRC Section 9832( c ), no person will be ineligible for dental benefits under this Contract on acco1mt of 
any of the health status-related factors set forth in ERISA Section 702(a)(l) and IR.C Section 9802(aXI). 

2. Unless the eligibility requirements stated in the Summary of Dental Plan Benefits are different, an Eligible 
Dependent is: 

a. The legal spouse of the Subscriber; or 

b. Unmarried Children of the Subscriber who have not yet reached the dependent age limit stated in the 
Summary of Dental Plan Benefits; or 

lNPPOCONTOl2014 
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c. Unmarried Children of the Subscriber who have reached the dependent age limit stated in the Summary 
of Dental Plan Benefits, but are eligible to be claimed by the Subscriber as a dependent under the U.S. 
Internal Revenue Code during the current calendar year, or 

d. Urunanied Children of the Subscriber or the Subscriber's legal spouse for whom the Subscriber or the 
Subscriber's legal spouse is financially responsible for the medical, health, or dental care under the 
terms of a court decree or who have been named as alternate recipients, as def med in ERISA Section 
609(a)(2XC), under a qualified medical child support order, as defined in ERISA Section 609(aX2XA); 
or 

e. Children of the Subscriber who have reached the dependent age limit stated in the Swnmary of Dental 
Plan Benefits, but who were at that time (and continue to be) totally and permanently disabled by a 
physical or mental condition and who are eligible to be claimed by the Subscriber or the Subscriber's 
legal spouse as a dependent under the U.S. Internal Revenue Code. If Delta Dental asks the Subscriber 
to do so, the Subscriber shall submit medical reports confinning the Child's initial or continuing total 
disability. 

3. No person will be eligible for Orthodontic Services under this Contract unless Orthodontic Services are 
selected in the Summary of Dental Plan Benefits, and, even if Orthodontic Services are selected, no person 
will be eligible for Orthodontic Services on or after that person's 19111 birthday, unless specified otherwise in 
the Summary ofDental Plan Benefits. 

C. Termination of Eligibility 

Eligibility for Benefits will tenninate for all Eligible Persons under this Contract at the earlier of: 

1. The termination of this Contract; or 

2. Midnight of the last day of the month for which payment has been made if the Contractor fails to make the 
payments required by this Contract. 

Eligibility of an individual Subscriber, and of that Subscriber's Eligible Dependents, also will terminate under 
the following circumstances: 

l. The Subscriber ceases to be a Subscriber as defined by this Contract 

2. Lack of compliance with the eligibility requirements of this Contract. 

3. Fraud or misrepresentation in the submission of any claim. 

Eligibility for Benefits will also automatically terminate for Children when they no longer qualify as an Eligible 
Dependent. 

Delta Dental will not continue eligibility for any Eligible Person covered tmderthis Contract beyond the 
eligibility termination date requested by the Contractor, provided that notice of the tennination request is 
received by Delta Dental within six months of the effective date. However, if the Contractor requests that a 
Subscriber or Eligible Dependent's eligibility be terminated retroactively and a claim was incurred for any 
eligible member of that person's family after the requested termination date, el igioility for the entire family will 
continue at the expense of the Contractor until the end of the month in which the claim was incurred. In no event 
will any Rate adjustments for time periods greater than six months be made for retroactive terminations, and no 
credit will be issued for any month in which claims were incurred. 

An Eligible Person whose eligibility is terminated may not continue group coverage under this Contract, except 
as required by the continuation coverage provisions of the Consolidated Omnibus Budget Reconciliation Act of 
1985, or comparable, non-preempted state law ("COBRA"). An affiliate of Delta Dental also may offer 
coverage under an individual direct payment policy to an Eligible Person whose eligibility is tenninated. 

D. Loss of Eligibility During Treatment 

l. If an Eligible Person loses eligibility while receiving dental treatment, only Covered Services received while 
that person was eligible under the Contract will be payable_ 
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2. Certain services begun before the loss of eligibility may be covered if they are completed within a 60 day 
period measured from the date of tennination. In those cases, Delta Dental evaluates those services in 
progress to determine what portion may be paid by Delta Dental. 

E. Continuation Coverage - COBRA 

The other provisions ofthis Contract notwithstanding, eligibility for Benefits will continue for a person who is 
required to be provided with and elects continuation coverage pursuant to COBRA, provided: 

l. Continuation coverage is required to be provided under COBRA, the person elects COBRA coverage and 
the Contractor notifies Delta Dental that the person is eligible for Benefits under COBRA. Not all employers 
are subject to the continuation coverage requirements contained in COBRA. For those that are not, this 
Section Ill.E. does not apply. Contractors should consult with their legal counsel to detennine how and 
when the law applies. 

2. Continuation coverage shall only be in effect up to the first day of the month after the person notifies the 
Contractor that he or she no longer wants coverage from Delta Dental, the date a COBRA premium 
payment was due and was not remitted by the end of the COBRA Grace Period, or until the end of that 
person's continuation coverage period, whichever occurs first. 

3. Further, if the Contractor fails to make payments required by this Contract, continuation coverage shall only 
remain in effect until the last day of the month for which payment has been made to Delta Dental by the 
Contractor, provided, however, that any payment for COBRA continuation coverage received during a 
period that is 30 days following the date the COBRA premium payment was due (the "COBRA Grace 
Period") will provide continuation coverage from the due date. A person's coverage may be retroactively 
reinstated for the 60-day COBRA "election" period if the Contractor pays the applicable rate for the period 
within the 45-day period following the date of the COBRA election. Delta Dental may, at its sole option and 
without notice, continue coverage, if legally required. 

4. Continuation coverage will not continue beyond the tennination of this Contract. 

5. The person who is re1::eiving continuation coverage is responsible for the costs of any services provided after 
he or she is no longer eligible for continuation coverage under this Section IIIB. 

6. Contractor shall be solely responsible for identifying Eligible Persons entitled to COBRA continuation 
coverage. Contractor shall provide all required notices, collect all necessary payments, and otherwise 
administer all facets of its COBRA program. In the event that Contractor continues to provide eligibility 
infonnation to Delta Dental for an Eligible Person during the COBRA election period, as opposed to 
tenninating coverage and then retroactively reinstating the Eligiole Person upon the Eligible Person's 
election of COBRA coverage, Contractor shall be liable for any Benefits paid or Rates due during that 
period if the Eligible Person ultimately does not elect COBRA coverage. 

7. The monthly Rate that must be paid on behalf of any person who is provided coverage under this Section 
ill.E. will be based on the COBRA continuation coverage rates in effect during that month. 

8. A person who continues coverage will be considered to be either a Subscriber or an Eligible Dependent 
under this Contract and the dental care certificate as long as coverage is provided under this Section IJl.E. 

9. Delta Dental does not assume any of the obligations assigned by COBRA to the Contractor or any employer 
(including the obligation to notify potential beneficiaries of their rights or options under COBRA), and the 
Contractor agrees that it will perfonn those obligations in full. 

Section IV - Benefits 

Types of Benefits 

Delta Dental agrees to provide Benefits to Eligible Persons under the policies and procedures of Delta Dental, 
including the Proces.5ing Policies, and under the tenns and conditions of this Contract, including, but not limited to, 
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the following categories of services, exclusions, and limitations listed below. Benefits are divided into the following 
categories of services unless otherwise specified in the Summary of Dental Plan Benefits: 

1. Diagnostic and Preventive Services 

a. Diagnostic and Preventive Services 

Services and procedures to evaluate existing conditions and/or to prevent dental abnormalities or 
disease. These services include examinations, evaluations, prophylaxes, space maintainers and fluoride 
treatments. 

b. Brush Biopsy 

Oral brush biopsy procedure and laboratory analysis used to detect oral cancer, an important tool that 
identifies and analyzes precancerous and cancerous cells. 

c. Emergency Palliative Treatment 

Emergency treatment to temporarily relieve pain. 

d. Radiograpbs 

X·rays as required for routine care or as necessary for the diagnosis of a specific condition. 

2. Basic Services 

a. Oral Surgery Services 

Extractions and dental surgery, including pre-operative and post~perative care. 

b. Endodontic Services 

The treatment of teeth with diseased or damaged nerves (for example, root canals). 

c. Periodontic Services 

The treabnent of diseases of the gums and supporting structures of the teeth. This includes periodontal 
maintenance following active therapy (periodontal prophylaxes). 

d. Relines and Repairs 

Relines and repairs to partial dentures and complete dentures, and repairs to bridges. 

e. Restorative Services 

Services to rebuild and repair natural tooth structure damaged by disease, decay, fracture, or injury. 
Restorative services include: 

(1) Minor restorative services, such as amalgam (silver) fillings and composite resin (white) fillings. 

(2) Major restorative services, such as crowns, when teeth cannot be restored with another filling 
material. 

3. Major Services 

Prosthodontic Services 

Services and appliances that replace missing natural teeth (such as bridges, endosteal implants, partial 
dentures, and complete dentures). 

4. Orthodontic Services 

Services, treatment, and procedures to correct malposed teeth (for example, braces). 
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Section V - Exclusions and Limitations 

A. Delta Dental will make no payment for the following services or supplies, unless otherwise specified in the 
Summary of Dental Plan Benefits, and all charges for the same will be the responsibility of the Eligible 
Person. 

1. Services for injuries or conditions payable under Workers' Compensation or Employer's Liability laws. 
Services received from any government agency, political subdivision, community agency, foundation. or 
similar entity. NOTE: This provision does not apply to any programs provided under Title XIX of the 
Social Security Act; that is, Medicaid. 

2. Services or supplies, as determined by Delta Dental, for correction of congenital or developmental 
malformations. 

3. Cosmetic surgery or dentistry for aesthetic reasons, as determined by Delta Dental. 

4. Services started or appliances started before a person became eligible under this Contract This exclusion 
does not apply to orthodontic treatment in progress (if a Covered Service). 

5. Prescription drugs {except intramuscular injectable antibiotics), premedication, medicaments/solutions, and 
relative analgesia. 

6. General anesthesia and intravenous sedation for (a) surgical procedures, unless medically necessary, or (b) 
restorative dentistry. 

7. Charges for hospitalization, laboratory tests, and histopathological examinations. 

8. Charges for failure to keep a scheduled visit with the Dentist. 

9. Services or supplies, as determined by Delta Dental, for which no valid dental need can be demonstrated. 

10. Services or supplies, as detennined by Delta Dental, that are investigational in nature, including services or 
suppJjes required to treat complications from investigational procedures. 

11. Services or supplies, as determined by Delta Dental, which are specialized techniques. 

12. Services or supplies, as detennined by Delta Dental, which are not provided in accordance with generally 
accepted standards of dental practice. 

13. Treatment by other than a Dentist, except for services performed by a licensed dental hygienist or other 
dental professional as detennined by Delta Dental under the scope of his or her license as pennitted by 
applicable state law. 

14. Services or supplies excluded by the policies and procedures of Delta Dental, including the Processing 
Policies. 

15. Services or supplies for which no charge is made, for which the patient is not legally obligated to pay, or for 
which no charge would be made in the absence of Delta Dental coverage. 

16. Services or supplies received due to an act of war, declared or undeclared. 

17. Services or supplies covered under a hospital, surgical/medical, or prescription drug program. 

18. Services or supplies that are not within the categories of Benefits selected by the Contractor and that are not 
covered in the Contract. 

19. Fluoride rinses, self-applied fluorides, or desensitizing medicaments. 

20. Preventive control programs (including oral hygiene instruction, caries susceptibility tests, dietary control, 
tobacco counseling, home care medicaments, etc.). 

21. Sealants. 

22. Space maintainers for maintaining space due to premature loss of anterior primary teeth. 
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23. Lost, missing, or stolen appliances of any type and replacement or repair of orthodontic appliances or space 
maintainers. 

24. Cosmetic dentistry, including repairs to facings posterior to the second bicuspid position. 

25. Veneers. 

26. Prefabricated crowns used as final restorations on pennanent teeth. 

27. Appliances, surgical procedures, and restorations for increasing vertical dimension; for altering, restoring, or 
maintaining occlusion; for replacing tooth structure loss resulting from attrition, abrasion, abfraction, or 
erosion; or for periodontal splinting. If Orthodontic Services are Covered Services, this exclusion will not 
apply to Orthodontic Services as limited by the tenns and conditions of the Contract. 

28. Paste-type root canal fillings on pennanent teeth. 

29. Replacement, repair, relines, or adjustments of occlusal guards. 

30. Chemical curettage. 

31. Services associated with overdentures. 

32. Metal bases on removable prostheses. 

33. The replacement of teeth beyond the normal complement of teeth. 

34. Personaliz.ation or characterization of any service or appliance. 

35. Temporary crowns used for ternporization during crown or bridge fabrication. 

36. Posterior bridges in conjunction with partial dentures in the same arch. 

37. Precision attachments and stress breakers. 

38. Bone replacement grafts and specialized implant surgical techniques. including radiographic/surgical 
implant index. 

39. Appliances, restorations, or services for the diagnosis or treatment of disturbances of the temporomandibular 
joint (TMJ). 

40. Diagnostic photographs and cephalometric films, wiless done for orthodontics and Orthodontics are a 
Covered Service. 

41. Myofunctional therapy. 

42. Mounted case analyses. 

B. Deihl Denbll will make no payment for the following services or supplies. Participating Dentists may not 
charge Eligible Persons for these services or supplies. All charges from Nonparticipating Dentists fort.he 
following will be the responsibility of the Eligible Person. 

l. The completion of fonns or submission of claims. 

2. Consultations, patient screening, or patient assessment when performed in conjunction with examinations or 
evaluations. 

3. Local anesthesia. 

4. Acid etching, cement bases., cavity liners, and bases or temporary fillings. 

5. Infection control. 

6. Temporary, interim, or provisional crowns. 

7. Gingivectomy as an aid to the placement of a restoration. 
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8. The correction of occlusion, when performed with prosthetics and restorations involving occlusal surfaces. 

9. Diagnostic casts, when performed in conjunction with restorative or prosthodontic procedures. 

10. Palliative treatment, when any other service is provided on the same date except X-rays and tests necessary 
to diagnose the emergency condition. 

11. Post-operative X-rays, when done following any completed service or procedure. 

12. PeriodontaJ charting. 

13. Pins and preformed posts, when done with core buildups for crowns, onlays, or inlays. 

14. A pulp cap, when done with a sedative filling or any other restoration. A sedative or temporary filling, 
when done with pulpal debridement for the relief of acute pain prior to conventional root canal therapy or 
another endodontic procedure. The opening and drainage of a tooth or palliative treatment, when done by 
the same Dentist or dentaJ office on the same day as completed root canal treatment. 

15. A pulpotomy on a permanent tooth, except on a tooth with an open apex. 

16. A therapeutic apical closure on a pennanent tooth, except on a tooth where the root is not fully formed. 

17. Retreatment of a root canal by the same Dentist or dental office within two years of the original root canal 
treatment. 

18. A prophylaxis or full mouth debridement, when done on the same day as periodontal maintenance or scaling 
and root planing, 

19. An occlusal adjustment, when performed on the same day as the delivery of an occlusal guard. 

20. Reline, rebase, or any adjustment or repair within six months of the delivery of a partial denture. 

21. Tissue conditioning, when perfonned on the same day as the delivery of a denture or the reline or rebase of 
a denture. 

C. The Benefits for the following services or supplies are limited as follows, unless otherwise specified in the 
Summary of Dental Plan Benefits. AJI charges for services or supplies that exceed these limitations will be 
the responsibility of the Eligible Person. All time limitations are measured from the applicable prior 
dates of services in our records with any Delta Dental plan or, at the request of the Contractor, any dental 
plan. 

1. Bitewing X-rays are payable once per calendar year. Panoramic or full mouth X-rays (which include 
bitewing X-rays) are payable once in any five-year period. 

2. Any combination of teeth cleanings (prophylaxes, full mouth debridement, and periodontal maintenance 
procedures) are payable twice per calendar year. Full mouth debridement is payable only once in a lifetime. 

3. Oral examinations and evaluations are only payable twice per calendar year, regardless of the Dentist's 
specialty. 

4. Patient screening is payable once per calendar year. 

5. Preventive fluoride treatments are payable twice per calendar year for people under age 19. 

6. Space maintainers are payable for people under age 14. 

7. Cast restorations (including jackets, crowns, and onlays) and associated procedures (such as core buildups 
and post substructures) are payable once in any five-year period per tooth. 

8. Crowns or onlays are payable only for extensive loss of tooth structure due to caries (decay) or fracture. 

9. Individual crowns over implants are payable at the prosthodontic benefit level. 

10. Substructures, porcelain, porcelain substrate, and cast restorations are not payable for people under age 
12. 

INPPOCONT012014 
Revised 0Jll014 

10 KR# 1692) II 8 



11. An occlusal guard i< payable once in a lifetime. 

12. An interim partial denture is payable only for the replacement of permanent anterior teeth for people under 
age 17 or during the healing period for people age 17 and over. 

13. Prosthodontic Services limitations: 

n. One complete upper and one complete lower dcnrure are payable once in any five-year period. 

b. A removable partial den cure, im{llant, or fi>:ed bridge is payable once in any five-year period unless the 
loss of additional teeth requires the construction of a new appliance. 

c. Fixed bridges and removable partial dentures are not payable for people under age I 6. 

d. A reline or the complete replacement of denture base material is payable once in any"lhree-yearpcriod 
per appliance. 

c. Implant removal is payable once per lifetime pertoolh or area. 

r. lmplant maintenance is payable once per calendar year. 

14. Orthodontic Services limitations: 

a. Orthodontic services are payable for Eligible Persons under age 19. 

b. If the treatment plan terminates before completion for any reason, Delta Dental's obligation for pa)ntent 
ends on the last day of the month in which the patient was last treated. 

c. Upon written notification to Delta Dental and to the patient, a Dentist may tenninate ll'Catmcnt for Jack 
of patient interest and cooperation. In those cases, Delta Dental's obligation for payment ends on the last 
day of the month in wh.ich the patient was last 1reated. 

d. An observation and adjustment is payable twice in a 12-month period. 

15. Delta Denial's obligation for p.~ymenl of Ben~fits ends on the last day of coverage .. However, Delta DentDl 
will roake payment fur Covered Services provided OJ1 or before the last day of coverage, as long as Delta 
Denllll =eiv¢S a claim for those services within one year of the date of seIVice. 

16. When sen-ices in progress are interrupted and completed later by another Dentist, Delta Dental will review 
the claim to determine the amown of payment, if any, 10 each Dentist. 

17. Care terminated due to che death of an Eligible Person will be paid to the limit of Delta Dental's liability for 
the services comple1ed or in progress. 

18. Optional treatment: If an Eligible Person selects a more c~nsive service than is customarily provided, 
Della Dental may make an allowance for certain services based on the fee for the customarily provided 
servioe. The Eligible Person is responsible for the difference in cost. In all cases, Delta Dental will make the 
final determination regarding optional treatment and any available allowance. 

Listed below are services for which Deha Dental will provide an allowance for optional treatment. 

a. Plagtic, resin, porcelain fused to metal, md porcelain crowns on posterior teeth - Delta Dental will pay 
only the amount that it wouhl pay for a full metal crown. 

b. Overdenrures - Delta Dental will pay only the amoont that it would pay for a conventional denture. 

c. Plastic, resin, or porcelain/ceramic onlays on posterior teetb-Delta Dental will pay only the amount 
that it would pay for a metallic onlay. 

d. lfllays, regardless of the maie1i.J used - Odea Dental will pay only the amount that it would pay for an 
amalgam or compo-site r~sin restoration. 

e. All-porcelain/ceramic bridges - Delta Dental will pay only the amount that it would pay for a 
convmtionol fixed bridge. 
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f. Implant/abutment supported complete or partial deotw-es - Delta Dental will pay only the amount 1hat it 
would pay for a conventional denture. 

g. Gold foil restorotions - Delta Dental will pay only the amount that it would pay for an amalgam or 
comp0site restoration. 

h. Stainless steel crowns with csthetic facings, veneers or coatings Delta Dental will pay only the amount 
lhat it would pay for a conventional stainless steel crown. 

19. Maximum Payment 

a. The maximum Benefits payable in any one Benefit Year will be limited to the Maximum Payment 
stated in the Summary of Dental Plan Benefits. 

b. Delta Dental's payment for Orthodontic Services will be limited to the annual or lifetime Maximum 
Payment stated in the Summary of Dental Plan Benefits. 

20. If a Deductible amount is stated in the Summary of Dental Plan Benefits, Delta Dental will not pay for any 
services or supplies, in whole or in part, to which the Deductible applies wltil the Deductible amount is met. 

21. Processing Policies may limit Delta Denial's payment for services or supplies. 

D. Delta Den!Al w!U make no payment for services or supplies that exceed the following limit31ions. All 
charges will be the responsibility or the Eligible Pe.-.on. However, Participating Dentisb may oot charge 
Eligible Pe.-.ons for tbese services or supplies wheo performed by the same Dentist or dental office. All 
time limitations are measured from the applicable prior dates of services in our records with any Delta 
Dental plan or, at the request of tbe Contractor, aDy dental plan. 

1. Amalgam and composite resin restorations are payable once in any two-yeat period, regardless of the 
number or combination of restorations placed on a surface. 

2. Core buildups aod other substructures are payable only when needed to retain a crown on a tooth with 
excessive breakdown due to caries (decay) and/or frllctures. 

3. Recementation ofa crown, on lay, inlay, space maintainer, or bridge within six months of the seating date. 

4. Retention pins are payable once in any two-year period. Only one substructure per tooth is a Covered 
Service. 

5. Root planing is payable once in any two-year period. 

6. Periodontal surgery is payable once in any three-year period 

7. A complete occlusal adjustment is payable once in any five-year period. The fee for a complete occlusal 
adjusttnent includes all adjustl)lents that are necessary for a five-year period. A limited occlusal adjustment 
is not payable more than thn:e times in any live-yeat period The fee for a limited occlusal adjusunent 
includes all adjustments that are necessaI)' for a six-month period. 

8. Tissue conditioning is payable twice per arch in any three-year period. 

9. The allowance for a denture repair (including reline or rcbase) will not exceed half the fee for a new denture. 

10. Services or supplies, as determined by Delta Dental, which are not provided in accordance with generally 
accepted standards of dental practice. 

11. Processing Policies may limit Delta Dental's payment for services or supplies. 

Section VI - Agreements 
A. Delta Dental Agre<S: 

l. To provide all claims processing, service, and administration of Benefits for employees or mem!J(rs of the 
Contractor subject to the tenns and conditions of this Contract 
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2. To provide to the Contractor, for submission to the Subscriber, a standard certificate of the Benefits 
provided pursuant to this Contract 

3. To endeavor to enlist Dentists to become Participating Dentists in sufficient number to ensure an adequate 
choice of Dentists, and to make periodic checks as to the adequacy of care provided by Dentists to people 
covered by this Contract. Della Dental is not required to provide a dental appointment to an Eligible Person. 

4. To contractually require each Participating Dentist to schedule and render all dental treabnent provided 
under this Contract according to the standards of the dental profession in the community in which the dental 
procedures are rendered. 

5. To make payments for Covered Services provided to Eligible Persons in accordance with the Plan selected 
by the Contractor. The Plan chosen by the Contractor shall be specifically identified in the Summary of 
Dental Plan Benefits. 

a. If Delta Dental PPO (Point-of-Service) has been selected, payments shall be made as follows: 

(i) Lfthe Dentist is a Participating Dentist, Delta Dental will base payment on the Maximum 
Approved Fee. Delta Dental will send payment directly to Participating Dentists and the Eligible 
Person will be responsible for any applicable Copayments or Deductibles. Unless prohibited by 
state law, the Eligible Person will be responsible for the Maximum Approved Fee for non­
covered services. 

(ii) If the Dentist is a Nonparticipating Dentist, Delta Dental will base payment on the lesser of the 
Submitted Amount or the Nonparticipating Dentist Fee. Delta Dental will usually send payment 
to the Subscriber, who is responsible for making full payment to the Nonparticipating Dentist. 
The Eligible Person will be responsible for any difference between Delta Dental's payment and 
the Dentist's Submitted Amount. 

(lii) If the Dentist is an Out-of-Country Dentist, Delta Dental will base payment on the lesser of the 
Submitted Arnollllt or the Out-of-Country Dentist Fee. Delta Dental will send payment to the 
Subscriber, who is responsible for making full payment to the Dentist. The Eligible 

Person will be responsible for any difference between Delta Dental's payment and the Dentist's 
Submitted Amount. 

b. If Delta Dental PPO (Standard) has been selected, payments shall be made as follows: 

Payments for Covered Services provided to Eligible Persons shall be based on the lesser of the 
Submitted Amount or the PPO Dentist Schedule. 

Delta Dental will send payment directly to Participating Dentists and the Eligible Person will be 
responsible for any applicable C-Opaymeots or Deductibles. If the Dentist is not a PPO Dentist, but is a 
Premier Dentist, the Eligible Person wiU also be responsible for any difference between the PPO Dentist 
Schedule and tbe Premier Dentist Schedule for Covered Services, in addition to Copayments or 
Deductibles. Unless otherwise prohibited by state law, the Eligible Person will be responsible for the 
Maximum Approved Fee for non-covered services. 

For Covered Services rendered by a Nonparticipating Dentist or Out-of-Counrry Dentist, Delta Dental 
will usually send payment to the Subscriber, who is responsible for making full payment to the Dentist 
The Eligible Person will be responsible for any difference between Delta Denta.l's payment and the 
Dentist's Submitted Amount 

c. Delta Dental will pay or deny each clean claim within 45 days after receipt if the claim is filed on paper, 
and 30 days after receipt if the claim is filed electronically. If Delta Dental fails to pay or deny a clean 
claim in this time period, and Delta Dental subsequently pays the claim, Delta Dental will pay interest 
on such claim at the appropriate interest rate determined by Indiana Code Section 12-l 5-21-3(7)(A). If 
interest is due, the accrual will begin 31 days after the date the claim is filed if it is an electronic claim 
and 46 days after the date the claim is filed if it is a paper claim. Accrual of interest stops when the 
claim is paid. As used here, a "clean claim" means a claim submitted by a provider for payment that 
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has no defect, impropriety, or particular circumstance requiring special treatment preventing payment. 
If a submitted claim has deficiencies, Delta Dental will notify the provider of such deficiencies not more 
than 45 days after receipt of the claim if filed on paper, and 30 days if the claim is filed electronically, 
with a description of any remedy necessary to establish a clean claim. 

6. Consistent with any applicable law protecting the confidentiality ofa patient's health recortls, data, or 
infonnation, to make standard reports availai>le to the Contractor upon request for no additional charge and 
to provide agreed-to, non-standard reports on a time and materials basis. 

B. Contractor Agrees: 

1. To pay Delta Dental the monthly Rate specified in the Declarations Section of this Contract as billed by 
Delta Denta~ with no payment adjustments for updates not yet reflected on the monthly invoice. 

To ensure timely coverage, the amount to be paid will be due by the 5th of the month of the intended 
coverage. For example, the premium for April coverage is due on April 5th. If payment is not received by 
the due date, Delta Dental shall, at its sole discretion, have the right to suspend claims processing. Coverage 
will tenninate effective the first day of the coverage month if Delta Dental receives no payment by the end 
of the coverage month. 

Delta Dental may, at its sole option, send notification to the Contractor of an adjustment in Rates, Benefits, 
or Copayments to correct potential adverse group experience resulting from the following: 

a. lnfonnation provided upon enrollment proves to be in error; or 

b. Temis and provisions of the Contract are violated; or 

c. Initial size or composition of the group changes to the extent it adversely affects the Rates; or 

d. Monthly invoices are not paid as billed. 

Delta Dental will provide the Contractor written notice 30 days prior to implementing any adjustment. If 
the Contractor refuses to accept this adjustment, Delta Dental may, in its sole discretion, implement the 
adjustment, implement an alternative adjustment, or cancel this Contract 

2. To enroll as Subscribers with Delta Dental all eligible employees or members of the Contractor who enroll 
for Benefits and to list, if covered, all Eligible Dependents of those employees or members, to the extent 
required under the Contract The Contractor will provide Delta Dental with updates to Subscribers and, if 
applicable, all Eligible Dependents as necessary, but no less than monthly and no later than six months 
following the effective date of those updates. No retroactive updates, additions, or tenninations to eligibility 
will be accepted for an effective date more than six months from the date of receipt by Delta Dental. 

3. To provide Delta Dental with all eligibility data needed to process claims under this Contract Eligibility 
data shall be provided in a timely manner and in the fonnat requested by Delta Dental. Contractor shall be 
solely responsible for any claims processing errors caused by Contractor's failure to comply with the terms 
of this subparagraph. 

4. To pennit Delta Dental, by its auditors or other authorized representatives, on reasonable advance wrinen 
notice, to inspect the Contractor's records to verify the accuracy of the Subscribers and Eligible Dependents 
submitted to Delta Denta.I. Clerical errors or delays in keeping or relaying data will not invalidate eligibility 
that would otherwise be validly in force or continue eligibility that would otherwise be validly terminated if, 
after discovery of the errors or delays, an equitable adjusbnent of the Contractor's payment can be made in a 
reasonable period of time not to exceed six months. 

5. To provide each Subscriber with a standard certificate of the Benefits provided under this Contract and all 
privacy notices as may be required by any applicable federal or state law, at such intervals as may be 
required by law from time to time. Delta Dental will provide said documents to the Contractor for 
distribution at the Contractor's expense. 
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6. To collect and remit to Delta Dental any amounts that the Contractor's employees or members are required 
to pay to Delta Dental under this Contract or any written employment contracts, including amounts for 
COBRA continuation coverage. Any amounts not collected will be the responsibility of the Contractor. 

Should the Contractor collect any amounts paid by employees or members and not remit them to Delta 
Dental in a timely fashion, with the result that an Eligible Person's coverage is terminated, the Contractor, 
not Delta Dental, will be liable for any Benefits to which the Eligible Person may have been entitled but for 
the Contractor's tardy remittance or failure to remit, unless, after discovery of the errois or delays, an 
equitable adjustment of the Contractor's payment can be made in a reasonable period oftime not to exceed 
six months. 

7. To pay for any agreed-to, non-standard reports on a time and materials basis. 

Section VII - General Provisions 

A. Independent Contractors. Dentists providing services are independent contractors, and neither the Contractor nor 
Delta Dental will be liable for any act or omission of any Dentist, his or her employees or agents, or any person 
providing dental or other professional services to Eligible Persons. 

B. Binding Effect. All Dentists and Eligible Persons, by performing or receiving services under this Contract, are 
bound by all its terms. 

C. Payment Limitations. Delta Dental will make no payment for services or supplies if a claim for such has not 
been received by Delta Dental within one year following the date the services or supplies were furnished. 

D. Marketing Materials. No materials will be published or distributed by the Contractor concerning this Contract 
until Delta Dental approves the materials. 

E. Legal Action. No action on a legal claim arising out of or related to this Contract will be brought within 60 days 
after notice of the legal claim has been given to Delta Dental, unless prohibited by applicable state law. In 
addition, no action can be brought more than three years after the legal claim first arose, or after expiration of 
the applicable statute of limitations, if longer. Any person seeking to do so will be deemed to have waived his 
or her right to bring suit on such legal claim. Except as set forth above, this provision does not preclude the 
Contractor or an Eligible Person from seeking a decision from ajury trial or pursuing other available legal 
remedies. 

F. Indemnification. To the extent pennitted by law, Delta Dental and Contractor agree to defend, indemnify, and 
hold harmless the other and its directors, officers, and employees (who are acting in the course of their 
employment, but not as claimants) from any loss, cost, or expense (including reasonable attorney fees and court 
costs) resulting from or arising out of or in connection with its breach of this Contract, or any negligent act or 
omission of any of its directors, officers, or employees, unless liability for such act or omission is expressly 
assigned elsewhere in this Contract. 

G. Required Information. While an Eligible Person is covered by Delta Dental, that person agrees to provide Delta 
Dental with any information it needs to process claims and administer Benefits. This includes allowing Delta 
Dental to have access to his or her dental records. 

R Dispute Resolution. Delta Dental will establish procedures for resolving all questions raised by a Dentist, a 
Contractor, or an Eligible Person in regard to claims for Benefits allowed or denied under the terms of this 
Contract. These procedures will be used both for the initial detennination of those questions and for the 
resolution of appeals made on the basis of those initial determinations. To the extent the benefit plan sponsored 
by the Contractor is governed by the Employee Retirement Income Security Act of 1974, as amended 
("ERISA"), the procedures es1ablished for determining the Benefits to which an Eligible Person is entitled will 
comply with the requirements set forth in ERISA Section 503 as applicable to a limited scope dental benefit 
plan, and the regulations thereunder, for providing a "full and fair review" of all benefit claims. The ERISA· 
required claims procedures will be set forth in detail in the certificate that is to be distributed to Subscribers and 
that describes the Benefits under this Contract. All determinations made according to this procedure will be 
final and binding on the Dentist. the Contractor, and the Eligible Person; provided, however, that the Eligible 
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Person may exercise his or her legal rights after this determination as described in the Claims Appeal Procedure 
contained in the certificate. 

I. Statements. In the absence of fraud, all statements made by the Contractor or Eligible Persons shall be deemed 
to be representations and not warranties. 

J. Severability. If any provision of this Contract is in violation of the laws of the State in which this Contract was 
issued, that provision shall be deemed to be void, but the invalidation of that provision will not otherwise impair 
or affect the rest of the Contract. When any provision in this Contract is in conflict with such laws, the rights, 
duties and obligations of Delta Dental, the Contractor and all Eligible Persons shall be governed by such Jaws. 

K. Compliance with Applicable Law. This Contract is subject to change if, in the future, federa1 and state laws and 
regulations require Delta Dental or the Contractor to comply with such laws and regulations. Should any such 
change to this Contract be necessary by law, the Contractor will receive written notice from Delta Dental 
informing the Contractor of the reasons for any change to the Contract and the process by which the Contractor 
will receive an amended Contract. 

L. Additional Services. Delta Dental may from time to time provide additional services or coverage by rider or 
other notice. Delta Dental may withdraw those services or coverage at any time after giving notice. 

M. Notices. Any notice required or permitted to be given by this Contract will be considered given if in writing and 
personally delivered, or if in writing and deposited in the United States mail with postage prepaid, addressed to 
the person at their last address of record. 

N. Amendment and Assignment. No agent has authority to change any part of this Contract. No changes to this 
Contract will be valid unless Delta Dental approves them in writing. Delta Dental shall have the discretion to 
assign its rights and responsibilities under this Contract to an affiliated entity. If Delta Dental chooses to assign 
its rights and responsibilities, it shall assign them to an appropriately licensed entity capable of perfonning 
similar functions at similar levels as Delta Dental. Delta Dental shall serve written notice of the assignment to 
Contractor and said notice shall provide the name and address of the assignee. Neither this Contract nor any part 
of it shall be assigned by Contractor without the prior written consent of Delta Dental, and any attempt at 
assignment by Contractor without such consent by Delta DentaJ shall be null and void. Subject to the foregoing 
limitation, this Contract shall be binwng upon the parties and their respective successors and assigns. 

0. Subrogation and Right of Reimbursement. To the extent that This Plan provides or pays Benefits for Covered 
Services, Delta Dental is subrogated to any right the Subscriber may have to ruover from another, his or her 
insurer, or under his or her "Medical Payments" coverage or any "Uninsured Motorist," "Underinsured 
Motorist," or other similar coverage provisions. The Subscnber or his or her legal representative must do 
whatever is necessary to enable Delta Dental to exercise its rights and do nothing to prejudice them. If the 
Subscriber recovers damages from any party or through any coverage named above, the Subscriber must 
reimburse Delta Dental from that recovery to the extent of payments made under the Plan. 

P. Right of Recovery Due to Fraud. If Delta Dental pays for services or supplies that were sought or received under 
fraudulent, false, or misleading pretenses or circumstances, pays a claim that contains false or misrepresented 
information, or pays a claim that is determined to be fraudulent due to the acts of the Contractor, Subscriber, 
and/or Eligible Dependent, it may recover that payment from the person or entity that committed such fraud. 
Contractor, Subscriber, and/or Eligible Dependent authorizes Delta Dental to recover any payment determined 
to be based on false, fraudulent, misleading, or misrepresented infonnation by deducting that amount from any 
payments properly due to the Contractor, Subscriber, and/or Eligible Dependent. Delta Dental will provide an 
explanation of the payment being recovered at the time the deduction is made. 

Q. Force Majeure. Neither Delta Dental (including its agents, directors. officers, and employees) nor Contractor 
shall be liable for delays in performance due to circumstances beyond their r~onable control. Each party shall 
be excused from performance under this Contract and shall have no liability to the other party for any period 
during which it is prevented from performing any of its obligations (other than payment obligations), in whole 
or in part, as a result of delays caused by the other party or by an act of God, war, terrorism, civil W1Test, civil 
disturbance, court order, labor dispute, or other cause beyond its reasonable control, including failures or 
fluctuations in electrical power, heat, light, or telecommunications, and such nonperfonnance shall not be a 

INPPOCONT0120l4 
Revisod 01/2014 

16 ICRli 1692311 a 



default under or grounds for tem1ination of this Contraci In the event Contractor is unable to make payment 
due to circumstances beyond ilS reasonable control as idenlified in !his Force Majeure se.:tion, Delta Dental will 
accept delayed payment from Contractor wit:bin a reasonable period of time. A reasonable period of time shall 
not exceed 30 days. 

R. /\~~cot of Benefits. SenefJts to Eligible Persons are for the personal benefit of those people and cannot be 
transferred or assigned; provided, however, that Delta Dental may pay Participating Dentists directly on behalf 
of Eligible Pen;ons. 

S. Governing Laws. This Concract and corresponding ce.r1ificate for Subscrih«s will be governed by and 
i111erpreted under the laws of the Slate of Indiana. 

T. Legallv Mandated Benefits. If any applicable law requires broader coverage or more favorable treatment for the 
Subscriber or an Eligible Dependent dian is provided by this Contract, that law shall control over the language 
of this Contract. 

U. Right ofRecoverv Due 10 Ovemaym~ot, Jf Delta Dental detennines that it has, for any reason, paid a Dentist 
ruore for dental services then is provided for under this Contract (the "CNetpayment Amoun~'). Delta Dental 
has the right to reeovcr Ille Overpayment Amount from the Dentist to whom the Overpay.men! Amouot was 
made. Detta Dental will provide the Dentist with notice of the Overpayment Amount and the basis on which 
Delta Dental believes I.hat the payment made was in excess of the amount properly due under the Contract. 
Should the Dentist return the Ovetpayment AmQUnt, Delta Dental's right of tecovery will have been satisfied. 
Should the Dentist fai I 10 return the Overpayment Amount, Delta Dentnl reserves the right to offset the 
Overpayment Amount from any fururc payments due that Dentist for services covered by Delta Dental. 
Whece Overpayment Amounts are recovered by means of en offset, the Overpayment and offset amounts will 
be properly credited to, or debited from, the affected dental Plan(s) so that nil involved dental PlaJls will have 
been administered according to their tenns and will have paid only the amount that is properly payable for the 
services provided. 

V. Entire Agreement. Ibis Contract and the certificate constitute the entire agreement between the parties. 

W. Effect ofEJTots on Coverage. Typographical or adminiStrative errors shall not deprive an Eligible Person of 
Benefits. Neither shall such erroxs create any rights to additional benefits not in accordance with all of the terms, 
coodition.s, limitations, and exclusions of this Contract 

X. Bankruptcy or ln•olvency. Contractor shall notify Delta Dental immediately in the event of bankruptcy or 
other insolvency. In such an instance, Delta Dental shall not have any obligation to continue paying claims, 
but may choose to con1inuc doing so, at its discretion. Delta Dental reserves all rights and remedies with 
respect to the Contraetor's bankluptcy or 01ber insolvency, including but not limited to, the right to 
automatically terminate or modify performance under this Contract to the extent pennitted by applicable law. 

Section VIII~ Coordination of Benefits 
All Benefits under this Contract are sul!ject to a eoordinati()l). of benefiis provision, if applicable, that is designed to 
provide maximum coverage, but not result in payment of more than 100 percent of the total fee for a given 
treatment. 

A- Applicability 

l. This Coordination of Benefits ("COB") provision applies to This Plan ,vhen a person has dental benefits 
under more than one Plan. 

2. If this COB provision applies, the Order of Benefit Determination Rules below determine whether the 
Benefits of1his Plan are determined before or after those of another Plan. This Plan's Benefits: 

a. Will oot be reduced when This Plan determines its Benefits before another Plan; but 

b. May be reduced when llllother Plan determines its benefits first. This red~ction is described in Scclion 
Vlll.D, "Effect on the Benefits of This Plan". 
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c. In lhe event that the below provisions of this Section VUJ do not detennine whether or to what ex1eot 
Delta Dental coordi11111es benefits with another Plan, Delta Dental shall follow ils internal p01icies and 
prQCedures, unless otherwise prohibited by applicable law. 

R Definitions 

l. A l:'lan is any of the following that provides benefits or servi~ for, or because of, medical or dental =e or 
treatment: 

IL Nongroup and group insurance or group-type coverage, whether insured orwiinsured. This i1\cludes 
prepayment, group practice, or individual practice coverage. It also includes coverage other than school 
accident-type coverage; or 

b. Coverage under a governmental plan or coverage required or provided by law. This does not include a 
state plan Wlder Medicaid (Title XIX, Grants to States for Medical Assistance Programs, of the United 
Swes Sooial Security Act, as amended from time to time). 

Each policy or other amuigement for coverage under a. or b. is a separate Plan. Alse>, if an arrangement 
has two parts and COB rules apply only to one oflhe two, each of the pasts is a separate Plan. 

2. This Plan is the dental cove.rage established for Eligible Perwns pursu.ant to this Contract. 

3. The Order of Benefit Decerrnination ~les state wbether This Plan is a Primary Plan ot a Secondary Plan 
when a person is covered by more than one Plan. 

When This Plan is a Primary Plan., its Benefits are determined before those i:>f the other Plan and without 
considering the other Plan's benefits. 

When 111is Plan is a Secondary Plan, its Benefit• are determined after those of the other Plan's benefits and 
may be reduced because of the o1ller Plan's benefits. 

When a person is covered under more than two Plans, Thi• Plan may be a Primary !'Ian as to one or more of 
those Plans and may be a Secondary Plan as to the other Phuis. 

4. Allowable Expmses ate necessary, reasonable, and customary items of expense for health care when they 
rue covered by This Plan. However, lbis Plan is not required to pay for an item, service, or benefit which is 
not a pan of This Plan's Contrart. 

When a Plan provides payment for services, lhe reasonable cash value of each service will be considered 
both an Allowable Expense and a benefit paid. 

S. The Claim Determination Period is the Benefit Yea1. lt does not include any part of a year during which a 
person bas no wv~ngc Ullder This Plan, or any pan of a yeaJ before lhe date this COB provision or a 
similar provision takes eff~t. 

C. Order of Benefit Delermloation Rules 

1. Wben there is a basis for a claim. under This Plan and another Plan, This Plan is a Secondary Plan 
whose Benefits are detem1inod after those of other Plans, unless: 

11. The other Plan has rules coordinating i1s benefits with those of This Plan; and 

b. Both those rules and Thi.s Plan's rules, in Section VIll.C(2} below, require that This Plan's Benefits be 
determined before those oftbe oilier Plan. 

2. This Plan detennb1es its order of Benefits using the first i:>f the following rules that applies: 

a. The benefits of the Plan that covers a person as an employee or subscriber (that is, as other than a 
dependent) ate determined before lhe benefits of the Plan that covers the person as a dependent. 
However, this rule de>esnot apply if the person is also a M.,Jicare beoefi¢iaiy and, as a result of the role 
eSl~blished by Title XVlil of the Social Security Act and implementing regulations, Medicare is: 

(i) Secondary t.o th.e Plan covering him or her as a dependent; and 
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(ij) Primary to the Piao covering hirn or her as other than a dependent (for example, a retired 
employee). then the order of benefits detennination is reversed so that the Plan covering the person 
as an employee, subscriber or retiree is secondary and Ille other Plan is prilnary. 

b. Except as stated i.o Section Vlll.C(2Xc) below, when This Plan and another Plan cover a dependent 
Child of parents who are not separated or divorced: 

(i) The benefits of the Plan of the parent whose birthday falls earlier in the year are determined before 
those of the Plan of the parent whose birthday falls later in the year, but 

(ii) lf both parent• have the same birthday, the benefits of the Plan that covered the parents longer are 
determined before those of che Plan that covered them for a shorter period of time. 

However, if the other Plan does not have the rule described in (i) immediately above, but instead has a 
rule based upon the gender of the parent, and if, as a result, the Plans do not agree on the order of 
benefits, the other Plan's rule will determine the order of benefits. 

c. If more than one Plan covera a dependent Child of sepanited or divorced parents, benefits for the Child 
are determined in this order: 

(I) Filst, the Plan of the parent with custody of the Child; 

(ii) Then, the Plan of the spouse of the parent with custody of the Child; 

(Iii) Then, the Plan of the parent without custody of the Child; and 

(iv) Then, the Plan of the spouse of the parent without custody of the Child. 

If the other Plan does not have this Section Vlll.C{2Xc), and if, as a result, the Plans do not agree on the 
order of benefits, this Section Vlll.C(2Xc) will be ignored. 

However, if the specific tem1s of a court decree state that one of the parents is responsible for the 
Child's health care expenses, and the entity obligated to pay or provide the benefits of that parent's Plan 
has actual knowledge of those terms, that Plan's benefits are determined fu:.'t. The other parent's Plan 
will be the Secondary Plan. This Section VIIJ.q2)(c) does not apply with respect to any Claim 
Determination Period during which any benefits are actually paid or provided before the entity has tbat 
acrual knowledge. 

lfthe specific terms of a court decree state that the parents will share custody, without stating that one of 
the parents is responsible for the Child's health care expenses, the Plans covering the Child will be 
subject to the order of benefit determination contained in Sectioo VlTI.C(2Xb) above. 

d. The benefits of a Plan that covers a person as an employee who is neither laid off nor retired (or as that 
employee's dependent) :1re detennined before those of a Plan that covers that person as a laid-off or 
retired employee (or as that employee's dependent). If the other Plan does not have this rule, and if, as a 
result, the Plans do not agree on the order of benefits, this Section VIII.Q2)( d) is ignored. 

e. If a person whose coverage is provided under a right of continuation pursuant to federal law (that is, 
COBRA) or state law also is covered under another Plan, the benefits of the Plan covering the person as 
an employee or a subscriber (or as tha1 person's dependent) will be det.e11Dined before the benefits under 
the continuation coverage. If the other Plan does not have this rule, and if, as a result, the Phuts do not 
agree on the order of benefits, this Section VTil.C(2)(e) will be ignored. 

f. If none of the above rules determines the order of benefits, the benefits of the Plan that covered an 
employee or a subscn'ber longer are detemtlned before the benefits of the Plan that covered him or her 
for the shoner term. 

D. Effect 011 tbe Benefits of This Plan 

J, This Section VUl.Dapplies when, in accordance with Section VJll.C, "Order of Benefit De1ermination 
Rules," This Plan is a Secondary Plan as to another Plan. In that event, This Plan'sBenefits may be reduced 
under this Section Vlll.D. 
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2. This Plan's Benefits will be reduced when the sum of: 

a. The Benefits that would be payable for the Allowable Expenses under This Plan, in the absence of this 
COB provision; aitd 

b. The benefits that would be payable for the Allowabl< Expenses under the other Plans, in the absence of 
similar provision&,. whether or not claim is made, exooeds those Allowable EKpenses. ln that case, This 
Plan's Benefits will be reduced so that they and Ute benefits payable under the other Plans do not total 
.more than those Allowable Expenses unde< This Plan. 

When Uiis Plan's Benefits are reduced as described above, each benefit is reduced in proportion. It is then 
charged against ally applicable benefit limit of This Plan. 

E. Right to R«tive aod Release Needed Information 

Delta Dental needs certain facts to apply these CO.B rules, aJJd it has the right to decide which facls it needs. It 
may get needed facts from, or give them to, any omer organization or person, subject. in all events, to all 
provisions of applicable law. Delta Dental need not tell, or get the consent of, lllly perwn to do this. Each person 
claiming Benefits under This Plan must give Delta Dental any facts it needs to pay the claim. 

F. Fatility of faymeut 

A payment made under another Plan may include an amount that should have been paid under This Plan. If it 
does, Deha Dental may pay that amount to theorgani1ation tb•t made the payment. That amount will be treated 
as though it were a Denetit paid under This Plan. and Delta 'Dental wilt not have to pay that amount again. The 
tel1ll "payment made" includes providing benefits in the fonn of services. in which case "payment made" means 
reasonable cash value of the benefits provided in the form of services. 

G. IDght of Recovery 

If the amount of the paymenl m;ide by Delta Dental is more than it sbot1ld have paid under this COB provision, 
it 1na.y recover the excess from one or more of the following: 

1. The people it has paid or for whom it has paid; 

2. Insurance compauies; or 

3. Other orgauiz.ations. 

The amount of the "payment made" includes the reasouable cash value ofany benefits provided in the form of 
services. 

Section IX - Tenn and Termination 
This Contract shall remain in full foree 3.0d effec1 for the initial tenn commencing on the Effective Date and 
contifluing until the firn Renewal Date, as specified in the Declarations Section. Thereafter, the Contract may be 
renewed for subsequent terms os specified in the Declarations Section or in a renewal lener. Delta Dental shall have 
the option of tem\inating this Contract if: 

A. The Contractor fails to make a required payment before expiration of the Gmce Period spe<:ified; or 

B. Della Dental cancels pursuant to S~tion VI.B. l of this Contract; or 

C. The Contractor fails to furnish Delta Dental with accurate enrollment data pursuant to Section Vl.B.2 of this 
Contract; or 

D. The Contractor permits volunwy enrollment of Subscribers and/or their Eligible Dependents unless otherwise 
sp«:ified in the Summary of Dental Plan Benefits; or 

E. The Contrac1or refuses to allow Delta Dental (by Delta Dental's auditors or other authorized representatives) to 
inspect the Contractor's records to verify the accuracy of Subscribers and Eligible Dependents pursuant to 
Section Vl.S.4 of this Conlr:lct; or 
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F. The Contractor has otherwise breached this Contract. 

The Contractor may voluntarily cancel this Contract if the Contractor provides Delta Dental with 30 days written 
notice of intent to cancel. 

The Contractor is entitled to a grace period of 31 days (the "Grace Period'') for the payment of any Rate installment 
due, except the first, during which period the Contract will remain in force. Delta Dental is not obligated to pay 
claims incurred during the Grace Period until it receives the Rate due. 

Upon termination of this Contract, the Contractor is liable to Delta Dental for any Rate that was then due and unpaid. 
In the event this Contract terminates mid-month, such amount shall include a pro rata fee for any period the Contract 
was in force during the Grace Period. 
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Q DELTA DENTAL 

Delta Dental PPO (Point-of-Service) 
Summary of Dental Piao Benefits 

For Group# 0505-0007, 0100, 0110, 0135, 0150, 0160, 0200, 0210, 0211, 0222, 
0272,0300,0460,0485,0S00,0600,0750,0760,0770,0790,0900 

City of Greenwood 

This Summary of Dental Plan 'Benefits should be read aloog with your Certi!ica1e. Your Certificate provides 
additional infonnation about your Delta Dental pl.,,, including infonnatioo aboul plan exclusions and limibtions. If 
a statement in lbis Swrunary conflicts with astatemenl in the Certificate. the statemenl in this Summary applies co 
you and you should ignore the conflicting statement in the Certificate. The percentages below are applied to Delta 
Dcntal's allowance for each service and it may vary due to the dentisfs network participation.• 

Co11trol Plan - Delta Dental of Indiana 

Benefit Year - April I through March 31 

Co'"ered Services -
Delta Dental 

100'1/o 100% 

100'/o 
100% 

Minor RestoraUve Services- fillings and crown 
80'l/o. SO% r air .. • . 

Endodontic Services - root canals so·'· SO% 
Periodo11tic Services - lo 11ea1 gUJll disease 80% 80% 
Extractions- removal of teeth 80% 80% 
Ma ·or Resto111tivt Services - crowns 80'1'. 80% 
Other Dasi" Servi~i:i - mis<:. savi1;cs sov. 8-0o/e 

\l.qn1 'l'f\ 11.:1.· .. 

. SO'Y• 50% 

·SO% SQo/o 

eJittractions 50% 50% 

R•lines and Repairs - to bridges, implants, and 
50% 50% denlUres 

Prostbodootic Services - bridges, implants, and 
SO'Y. 50% deot\utS 

Ortbodon-lic Servict"S - braces 
Ortbodonllc e Limit - No A el.inlit No A e Limit 

Nonpartlclp•tiog 
Dentist 

100% 

100% 
100% 

RO% 

80% 
80% 
80o/o 
80% 
80% 

50% 

SO% 

50% 

50% 

50% 

• When you receive services from a Nonparticipating Dcntis~ the percentages in this column indicate tbe portioo of 
Delta Dental's Nonparticipating Dentist Fee tb!I will be paid for those services. The Nonparticipating Dentist Fee 
may be less than what your dentist charges and you are responsible for that difference. 
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)> Oral exams (including evaluations by a spe<ialist) are payable twice ptr benefit yeaz . 
.l> Prophylaxes (cleaning•) are payable twice rer beoefil year. 
l> Ptoplc with specific aMfak health condition5 may be eligihle for additional prophylaxes (cleanings) or fluoride 

treatment. The parient should talk with his or her dentist about trl:almcnt. 
l> Fluoride treQtmenrs are payable twi~ per benefil year with 110 age limit. 
l> Space maintainers are payable once per are;. per li~tinie for people up ro age t 3 . 
.l> Bitewing X-rays are payable once per benefit year and full mouth X-rays (which include bitewing X-rays) aro 

pay.able once in any four-year period • 
.l> Seala4ts are payable once per tooth per lifctiffie for !he occlusal surface of fitst and second permanent molar.; up 

to age I l. The surface must be free from decay and restorations. 
l> Composite resin (white) resroratio°' are Covered Servi<es on posterior tee1h. 
)- Porcelala and resin facings oo crovms ue optionat treatnH:ot on postorior t~th. 
l> Implants !tnd implant rolated services are p•yable once per tooth in any Cive-yoar period. 

Having Delta Dental coverage makes it easy for you to get dental care almost everywhere in t!te world! You can 
now receh'O expert deatal care when you are outside of the United Stares through our Passporl Dental program. This 
program gives you access to a worldwide neiwork of dentists iUtd dental clinics. English·speaking ope.ratorn arc 
available around the clock to answer questions and help you ~hedule care. For rnore information, check our Web 
site or contact your benefits rcprcsen!.ative to get a copy of our Passport Dental iofo:mation sheet. 

Mailrnuin hyroent- Sl,000 per persou total per Benefit Year on all services, except oral exams, preventive 
setvkes, X-rays, brusll biopsy, sealants, and orthodontic services. Sl,000 ;>er person total per lifetime on 
ot1hodontic services. 

Deductible - None. 

Waiting Period- Employees who are eligible for dental benefits are covered on the first day of the monlh 
following 30 day> of employment. 

Rtigiblel'e<>ple- Any employee of the Contractor working at least 37.5 hours per week: Roriree (0007), Mayots 
Office(OlOO), Fleet Maintenance (Ot 10), Community Development Senrices (O!JS), Information Technology 
(0150), Human Resources (O !60), Clerk (0200), Finance (02 JO), Airport(02 l I), Pa.rl<s and F.ecreation (0222), Adult 
Probation (0272), c;ty Court (0300), Fire Depanment (0460), Motor Vehicle Highway (04&5). Board ofWorr.s 
(0500}, Police Department (0600), Sanitation Billing (0750), Sanitation Field (0760), Waste Management (0770). 
Stonnwater (0790), Law (0900) and COaM (Consolidated Omnibus Budget Reconciliation Act of 1985) enrollees, 
if applicable. The Contractor pays the full cost of this plan. 

Also eligjble are your legal spouse and your children under age 26, including your children who iire marrie-0, who no 
longer live with you, who nte not yo11r dependents for Fedcnil income taX purposes, andlor who are not permanently 
disabled. 

If you and your spouse are both eligible for covetage under this Contrac~ you may be enrolled together on one 
application or separately on individual applications, but not both. Your dependent children may only be enrolled on 
one application. Delta Dental will not coordinate benefits ii you and your spouse are bolh oovered wider Ibis 
Con!iacl 

Benefits will cease on the last day of the month in which the employee i~ teuninated. 

Customer Servi« Toll-Ftee Number. (800) 524-0149 
www.DeltaDontal!N.eom 
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BOARD OF PUBLIC WORKS AND SAFETY 

RESOLUTION NO. 15-05 

A RESOLUTION OF THE BOARD OF PUBLIC WORKS AND SAFETY OF THE CITY 
OF GREENWOOD APPROVING AND ADOPTING REVISED GREENWOOD POLICE 

DEPARTMENT GENERAL ORDER RELATING TO OFFICER UNIFORM AND 
APPEARANCE REQUIREMENTS 

WHEREAS, it is important to set written standards of conduct for Police Department 
officers and employees given their critical role in protecting and serving the community; 

WHEREAS, written rules, regulations, and standards of conduct provide clear guidance 
to Police Department officers and employees regarding expectations and behavior and allows 
them to better understand prohibitions and limitations pertaining to their conduct and activities 
while on and off duty; 

WHEREAS, the Police Department has drafted and recommends for adoption revised 
General Order 87-G-46 "Officer Uniform and Appearance Requirements" attached hereto as 
Exhibit A; 

WHEREAS, the Board of Public Works and Safety has reviewed the attached 
General Order and believes it is in the best interests of the City to enact it. 

NOW THEREFORE, IT BE RESOLVED BY THE BOARD OF PUBLIC WORKS 
AND SAFETY OF THE CITY OF GREENWOOD, fNDlANA THAT: 

1. General Order 87-G-46, as revised, for Police Department Employees attached 
hereto as Exhibit A is hereby approved and adopted. 

2. Within seven (7) days of the passage of this Resolution, the Police Department 
shall distribute the relevant General Order to all affected employees and shall obtain a signed 
acknowledgement of receipt from all said individuals. 

PASSED BY THE BOARD OF PUBLIC WORKS AND SAFETY OF GREENWOOD, 
INDIANA this I 8ft- day of May, 2015, by a vote of~ ayes, __Q_ nays. 

ATTEST: 

r1rotw~rl~ 
Amanda Leach, Clerk of the Board of 
Public Works and Safety 
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Greenwood Police Department 

GENERAL ORDER 

OFF ICER UNIFORM AND APPEAR ANCE REQUIREMENT S 87-G-46 
POLICY 

Officers represent both the Greenwood Police Department (GPO) and the City of Greenwood. 
Therel'ore, every officer mus t project a professional appearance at a ll times while wearing the 
department authorized unifonn, whether in an on-duty or off-duty status. All necessary equipment items 
must be worn wiih the department uni form as required in this d irective. Supervisors will cond uct 
periodic inspections to ensure compliance. Employees working in investigative or administrative 
positions not req uiring the department uniform must maintain a neat and professiol1(1) appearance to 
include proper grooming standards as outlined in this directive. Exceptions to any of the 
specifications outlined in this policy must he authorized, in writing, by the Chief of Police. 

PROC.EDUllli 

I. Appca1·ancc aod Attire 
A. Ofllcers working on-duty assignments, or represelJting the depa11ment while off-duty, will be. well­

groomed at all time.s and wear the appropriate atti.re. 
l. Male officers will wear the foll depa11ment-authorized uniform when required. Othe1wise, male 

officers working administrative or investigative assignments are required to wear a business suit 
or sporls coat, full-length trousers, no hluc jeans or cargo pants, dress shirt, and tic. Footwear is 
limi ted to dark color leather dress shoes (no tennis shoes). 
(a. Turtlenecks or mock turtlenecks, or polo, golf, or other type of sports shirts sha ll not be worn 

with suits and spo11s coats. 
(b. Suit coats and ti es shall be worn while attending hearings, court, staff meetings, city·county 

council sessions, and all similar evenls. 
2. Female officers will wear tbe full department-authorized uniform when required. Otherwise, female 

officers working administrative or investigative assignments are required t.o wear a skirt or full­
lcngth drc~s slacks and blouse, dress, skirt suit or pantsuit. Footwear is limited to closed-toe dress 
shoes (no Lennis shoes). 

B. No sworn member of the department will repo11 for duty, court, or any review board wearing any 
article of clothing made of denim material, regardless of color. 

C. Exceptions for orllcers working in specialized investigative UJtits requiring undercover work will he 
authori7.ed, in writing, by the Chief of Police 

D. Female officer's hair must be neatly groomed, with its length and/or bulk not excess ive or appearing in a 
ragged, unkempt, or extreme manner. The hair shall be neatly shaped and ammged in an attractive style. 
Elahorale hair styles that do not allow for wearing of bead gear such as helmets, gas ma~ks, caps, etc. 
are prohibited. Hair may touch the collar but may not fall below the collar's lower edge. Hair coloring or 
lightening must complement the skin coloring and be natural in appearance. While in uniform or on 
duty, conspicuous barrettes, pins, and combs shall JlOt he worn in the hair. Fingernail polish 
worn must. be of a color that complements the uni form and sball not be excessive or gaudy in 
appearance. 

JOHN LAUT 
CHIEF OF POLICE 
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Effective February 5, 1989. 

First Issued August 15, 1987. 

Effective: JANUARY 1, 2013 

Page 1 of22 



E. Mustaches must be neatly trimmed and not extend over the upper lip or beyond the corners of the 
mouth. Beards, chin whiskers, or hair below the bottom lip are not pcrmiUcd unless authorized by chc 
Chief of Police. 

F. If makeup_, mascara, eye shadow, etc., is won1, it should enhance the natun.11 coloring or the skin, 
appear light and natural, and not be worn in a heavy or conspicuous manner. 

G. Perrurne, cologne or other body scents must not be so strong as to unduly attract attention. 
H. External items of jewelry worn while on duty arc limited to the following items: 

1. One modest-size ring per hand. Oflicers in ph1im.:lothes or working in an administrative position 
may wear a single modest bracelet aml/or a single modest necklace. 

2. Fem<1le oflicers may wear one, one-quarter (1/4) inch, post-type, pierced earring in the lobe of 
each ear. Male officers arc prohibited from wearing earrings or any type. 

}. Any exception to this order for medical rea.sons must be approved, in writ.ing, by the Chier or Police 
upon recommendation from a department-recognized physician. 

I. Wea.ting any type of body piercing that is visible to the general public is su·ictly prohibited. This includes, 
but is not limited to, piercing or the tongue, eyebrow, lips, nose, or upper ear. T1iis order also 
prohihits wearing or Olher, non-conventional jewelry, such as fishhooks, staples or any other si1nilar 
item in a visible piercing. 

J. While on duty, tattoos/brands may only he displayed on an officer's arms or legs. 
1. The display of any unprofessional or offensive tattoo or bnmd, regardless or its location, is 

prohibited. Officers with existing body markings that are inappropriate (as detennined by the 
administration) and visible while in uniform or plain clothes must wear long sleeved shirts and/or 
pants while the officer is on duty, including off-duty employment requiring police powers. 
Examples may include, but arc not limited ln: 
(a. Depictions of nudity or Sexually explicit images, words, phrases, elc.; 
(b. Depictions of violence, vulgar images, profane language, etc.; 
(c. Symbols likely to incite a strong negative reaction in any group, i.e., swastikas, 

pentagrams, etc.; and 
(d. Initials, numbers, or acronyms that represent criminal or historically oppressive 

organizations. 
2. No other visible t<lttoosibrands are imthorized or permitted. Inappropriate or excessive body rnarkiug 

issues will be handled oo a case-by-case basis. 
K. I3!11etootl1 devices may not he wom hy ofllcers in plainclothe~ or unifonn assignments, except while 

operating a motor vehicle. 
II. Uniform Rel111irements 

A. Officers must wear the appropriate uniform for the season in its entirety, whether on-duty or off-duty. 
1. Summer - The Summer Uni Conn is wnm June I" thro1tgh August 3 I"· 
2. Winter - The Winter Uni fonn is won1 December l" through the end of Febr\1<1ry. 
3. Optional - Either the Summer Uniform or Wimer Uniform may be worn at the officer's 

discretion during the months of March, April, May, Sept cm her, October and November. 
1.l. Items of civilian attire may nol be worn in combination with the uni ronn, and no individual unifom1 

items may he worn separ<1tely. Unles~ specifically noted below, item;; from <liffei:ent unifonn classes 
1nay not be worn together. 

C. Officers are required to present a neat, clean and well-groomed appearance at all times while in 
uniform. Uniform garments musl be clean and pressed, and may not be faded, !rayed, torn, 
ragged, or diny. The gun belt, leather items, footwear, uniform buttons and collar brass must be in 
good repair, highly polished, and nor he torn, scratched, dirty, or cracked. 

JOHN LAUT 
CHIEF OF POLICE 
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D. No member whi le in uniform, whether on-duty or off duty, may wear any additional ex ternal items 
of apparel that would detract from the professional appearance of the uniform. This includes, but is 
not limited to, non-un iform sweaters, j ackets, vests, buttons, blue- tooth accessories, or I.ape! pins. 
Sunglasses with mirror-s tyle lens, fluorescent frames, or string attachments are prohibited. 

E. J\ll uniform buttons, snaps, and bllckles are silver for Patrol Officers and gold for Sergeants and above. 
Detectives under the rank of Sergeant will wear a silver badge and silver buttons when wearing the 
Class A Unifonn. 

P. Teilllis shoes are specifically forbidden for a ll c lasses of unifonns. Any exception to this order for 
medica l reasons must be approved, in writi ng, by the Chief of Police upon recommendation from a 
department-recognized physician. 

G. Adminis trative personnel working in unifonn may remove the gun belt upon anival at the work s ite, 
but will rep lace it when leaving their facili ty, attend ing court, or during any other administrat ive 
function when wearing is proper. 

H. Although uniform fabric and other specifications may change from time to time, the Chief or Police 
will retain final authority as to what is acceptable with regard to authorized uniform requirements. 

!. Officers arc encouraged to purchase uniform and equipment items from a department-approved 
vendor. rr items are purchased from a non-approved vendor, officers are responsihle for purcha<;.ing 
items that meet all fabric specifications and other requirements as established in this policy. 

J. Out of res pect for officers killed in the line of duty anywhere in the State of Ind iana, black 
memorial bands will be worn across the GPO badge and b lack memorial flags will be displayed on 
police vehicle antennas from the date of the death until three days after intcnnent. 

K. The Greenwood Police Department is not responsible for reimbursing officers for damaged uniform.s. 
Officers will use the provided clothing allowance to maintain their unifonn issue. 

L. Officers in u nifo rm shall not consume a lcoholic beverages or engage in any activity that would 
be demeaning to the uniform. 

M. Officers in uniform, whether on-duty or off-duty, will not use tobacco products while in the public's 
viev..'. 

111. Authorized Uniforms 
A. Authorized uniforms for the Greenwood Police Department are designated as Administrative Dress 

Uniform, Honor Guard Unifonn, Class A Uniform, or C lass B Unifom1. 
I. Administrative Dress Uniform - Dress Unifonn worn by Upper Adminis tration. 
2. Honor Guard Uniform - Dress Unifom1 worn for ceremony by members of the Honor Guard. 

(a. Honor Guard Members are requ ired to maintain an Honor Guard Uniform for formal 
occasions such as funeral deta ils and ceremonies. 

3. Class A Uniform - The Class A Unifonn is the standard department uniform. 
(a. Officers are required to maintain at least one complete seasonal Class A Uniform at all 

times. T his un iform mus t be readily available to the officer at any time, regardless of the 
officer's assig nment. All of the following uniform items are considered to be pan of the 
rnin itn u1n requirements: 
(1) One complete Summer Uniform consisting of: 

(i) Short sleeve uniform shirt with appropriate buttons, collar brass (except Patrol 
Officers), 

(ii) Academy pin, Years of Service pin or Fireanns pin if not el igible for Year~ of Service 
pin, American Flag pin, nameplate with black engraving ru1d badge; 

(iii)Uniform trousers and belt; and 
(iv)Authorized footwear. 

(2) One complete Winter Uniform consisting of: 

JOHN LAUT 
CHIEF OF POLICE 
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(i) Long sleeve uniform shirt with appropriate button~, collar brass (except .Patrol 
Ol'Jicers), 

(ii) Aci1detny pin, Years of Service pin or Fireanns pin if not eligible for Years of Service 
pin, American Flag pin, nameplate with black engraving and badge; 

(iii) Uniform tic; 
(iv) Uniform trouser$ and belt; and 
( v) Att(horize<l footwear. 

(3) Winter Jacket. 
( 4) Gun belt and authorized accessories. 
(5) Uniform hat with appropriate, decorative band and hat shield. 

(b. Officers attending department hearings, award ceremonies, police officer or GPJ) ~n1ployee 
funerals or other non-field patrol-related events shall wear the Class A Uniform. 

4. Class B Uniform 
(a. The Class B Unifom1 is optional for all officers and supervisors. 

B. On-duty officers attending criminal coutt shall wear the Class A Uniform. 
C. Uniform specifications for officers riding a department motorcycle or bicycle arc ouilincd in the 

standard operating procedures for the Motorcycle and Bicycle Patrol Units. 
IV. Uniform Specifications 

A. Administrative Dress Uniform 
This uniform shall be worn when directed by the Mayor or the Chief of Police. This uniform will only 
be worn by those officers who are currently in the position of Chief, Assistant Chief or Deputy Chief. 
l . Blouse - The bl0tL~e is navy blue with a center vent. 

(a. Badge, nameplate, gold buttons and Academy Pin will be worn on blouse. Agency shoulder 
patches are centered on both shoulders, W' down from shoulder seams. Years of service bands in 
gold will be worn on left arm at cuff. Bands are gold, ~" in size with 'A" spacing between each. 
Each band denotes live years of service. A 1" insignia will be worn on the epilatc of each 
shoulder specific Lo the rank of the wearer. 

(b. The wearer shall have duty weapon or authorized off duty weapon concealed under I.be blouse. 
No e)(tema! leather gear will be worn. 

2. Trousers · Uniform trousers described in the Class A Uniform section arc worn with the 
Administrative Dress Uniform. 

3. Shirl - A white unifom1 shirt with black necktie are worn. Badge, nameplate shoulder patche~ and 
nmk insignia. are displayed as described for the Class A Uniform. 

4. Headgear - The authorized unifonn hat for the Administrative Dress Uniform is the campaign cap 
with the appropriate decorative band and hat shield. 

5. Footwear - Footwear for the Administrative Dress Unifonn is a black smooth toed shoe, with four or 
five eyelets constrncted from smooth leather or high gloss Clorafram material, with black laces. 
131ack crew length (or longer) socks wi ll be worn. 

B. Honor Guard Uniform 
I. Blouse - The blouse is navy blue with a center vent. 

(a. A badge, nameplate with black engraving, Academy pin, and buttons, arc worn on the 
blouse. Shoulder patches are centered on both shoulders, l /4" down from the shoulder 
seams. 

(b. Metal rank insignia are displayed on the epaulets of the Honor Guard blouse. 
2. Trousers - Uniform trousers described in the Class A Uniform section below arc worn with the 

Honor <luard Uniform. 
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3. Shirl - A white uni form shirt and a bh1ck necktit: art: worn. A badge, Academy pin, Ye;1rs of 
Service pin or Firearms pin if not eligibk for Years of Service pin, American Flag pin, 
nameplate with black engraving, shoulder patches, buttons, and rank insignia are displayed as 
described for the Class A Unifonn. 

4. Gun Belt - The standard gun belt is not wom with Lhc Honor Guard Uniform. 
(a. Only Honor Guard members wear a Sam Brown-style gun belt, with appropriate 

accesso1ie~. 

5. Headgear - The authorized uniform hat for the Honor Guard Uniform is the campaign cap with 
the appropriate decorative band, and hat shield. 

6. Footwear - Footwear for the Class A UuiJorm is a black, s tandard military-style, low quarter 
shoe, with four or five eyelets , constructed from smooth leather or high g loss Clorafram 
material. footwear is worn with black laces and black crew le.ngth (or longer) socks. 

C. Class A Uniform 
l. Trousers - The trousers are navy blue, s traight-leg style with a metal memory lock 7.ipper and 

French Fly tab closure on the inside of the fly. The trousers are plain front and 
incorporate two quarter-top front pockets and two hip pockets; pockets arc lined in black. 
The women's trouser is manufactured from cl womt:n's uniform trouser pattern wilh one dart 
on each rear pa11el above the hip pockels; tht: men's trouser is manufactured from a mt:n's uniform 
trouser pattern. A one-inch flat black stripe is sewn on Che outside seam of each leg for both 
genders. Trouser creases are pressed, not sewn. 
(a. Trousers are worn with a black leather belt. 
(h. Motorcycle o fficers wear standard police trousers or breeches that are a ltered to fit into the 

motorcycle boot. 
2 . Shirt - The Class A Uniform shirt is a dark navy blue dress shirt with a top center placket front 

with a concealed meta l z ipper. The shirt is a full cul tapered fit with a dress shirttail that is worn 
tucked in. II has two pleated breast pockeL~ with topstitched scalloped flaps (with hook and loop 
or snap closures) and topstitched epaulets on each shoulder. It also has badge reinforcement 
and nameplate eyelets. The yoke is topstitched 1/16" off the edge. 
(a. The Summer Uniform shirt is shoi·t sleeved and wom with an open collar. A white crew neck 

T-shirt shall be wom underneath the unifonn shirt. Ollicers assigned to night shin may wear a 
black crew neck T-shi rt. The T-shirt shall not extend past the sleeve of the unifonn shirt. 

(b. The Winter Uniform shi1t is long slet:ved and is worn with a necktie or black turtleneck 
underneath the uniform shirt. 

(c. Department badge, ILEA Academy pin (Silver for Patrolman and gold for Sergeants and above) 
Years of Service pin or F irearms pin if not eligible for Years of Service pin, American Flag pin 
and nameplate with black t:ngraving are di.splayed on the unifonn shi1t and are the minimum 
required at all times. Nameplates shall be worn on the left pocket and Academy pin, Y cars of 
Service pin or Fireanns pin if not eligible for Years of Service pin and American Flag pin shall 
be worn on the right pocket. AU pins shall be worn in the center of the pocket with the top of the 
pin even with the top of the pocket. If an officer should choose to wear multiple award pins, that 
officer shall use the authorized Commendation Award Bar (CAB) slide holders provided by 
BlackinLon to display the award pins. The CAR holder shall be centered on Lhe pocket with the 
top edge of the bottom row even with the top edge of tl1e light pocket. All cloth ribbons 
representing Medals shall be worn on the left side of the unifom1 as described above. Except for 
the Medal of Valor, if an officer has been awarded two or more of the same Medal, the cloth 
ribbon will be worn with a gold star ct:ntered on tht: ribbon for each additiooal award. Int.ht: c<1se 
of more than one Medal of Valor, the officer may wear the cloth ribbon centered above the CAB 
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award pins on tbe right pocket. For ceremonies as directed by the Chic!' of' Police, Medals will be 
worn ccnte(ed on the le ft pocket wi1h the lop edge of the Medals even wi{h the top edge of the 
pocket. TI1e nameplate would then be moved above the Med11ls, centered between the top edge of 
the Med11ls and the bottom edge of the badge. No other award pins are authorized for wear on the 
left pocket. This area of the unifonn is reserved as a place of honor for Medals earned and their 
corresponding cloth ribhons. All Award Pins and Medals for the Class /\. Uniform, will be 
purchased at Steven R. Jen.kins Company. 

(d. Unilbnn ~houlder patches must be of the same color and design and obtained from an 
authorized vendor. No special colored or individually designed patches are authorized for 
wear, regardless of assignment to a specialty unit. T he GPO yellow shoulder patch is sewn 
onto each shoulder of the uniform shirt W' down from the s hou lder seam. 

( e . Metal rank insignia for all ranks, as well as Sergeant sleeve chevrons, will be displayed on 
the uniform shirt as described below. 

(f. Metal buttons a re worn o n the front closure and pockels of !he Summer and W inter 
Unil'Onn shirts, as well as the cuffs o f the Winter Unifonn s hirt. Gold buttons and brass shall be 
worn by Sergeants and above. 

(g. Uniform necktie must be a clip-on or hook and loop fastening type for officer safety 
pu111osc~ . This applies to Patwl Officers, Sergeants, Lieutenants and Captains. A regular 
faslening necktie for administrative personnel is optional. Neckties are navy blue. A silver 
(Patrol Officer) or gold (Supervisor) meta l tie bar shall be worn. The t ie bar shall be 
worn on the tic even with the meta l pocket buttons. No other tic tacks or bars are 
authorized. 

(h. Uniform turtle or lnock turtleneck is black and may not have a brand name or logo on the collar 
or embroidered on the neck. It is approved for wear under the Class A Unifonn shirt during the 
Winte( Uniform months. Officers have the option of wearing either the approved tu1tleneck or 
a necktie. Commanders and above are not authorized to wear a turtleneck. 
(I) When the tunleoeck is won1; metal buttons must be wom on the from of {he shirt nonnally 

coveTed by the necktie. 
(2) Turtlenecks are not approved for wear at fonnal events, such as award ceremonies, funerals 

1u1d review board hearings. 
(3) Turtlenecks arc not authorized for wear by officers holding appointed ranks. 

3. Gun Bell - The gun bel t for the Class A Uniform is Cla1;no or smooth highly polished black 
leather, with four rows of reinforced stitching, and is worn with the following m1chorized 
accessones: 
(a. Firearm holster (Required); 
(b. Amm L01ition holdei: (Required); 
(c. Handcuff case (Required); 
(d. Daton/side handle baton holder (Optional); 
( c . Radio ho.Ider (Required); 
(f. CS Repellent case and canister (Optional) ; 
(g. Ta.ser holster (any Taser issued to an officer must be carried); and 
(h. Minimum of two belt keepers (Required). 

4. Heade.car 
(11. Uniform bat is requ ired and mus t be available to the officer any time the Class A 

Unifonn is worn. Wearing the hat is optiona.l, unless the officer is directed co do so by a 
Supervisor for vi~ibility, directing traffic, working a special event, or for other purpose$. 
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( l) The preferred headgear of the Greenwood Police Department is the campaign style cap. 
Officers in Class A Unifonn may wear either the dark navy blue campaign style uni[i)rnl 
cap or a dark navy blue or black Watch Cap with the appropriate GPD hat shield. The straw 
style campaign hat will be worn during the Summer months and the felt style campaign hat 
will be worn in the Winter months. A gold band with acorns will be worn by Sergeants and 
above and a silver band will be worn by Patrol Officers and Detectives. The campaign hat 
will have a gold miniature Greenwood Police badge for Sergeants and above and a silver 
miniature Greenwood Police badge for Patrol Officers and Detectives. 

(2) \Vatch cap i> a plain dark navy blue or black knit cap. Officers are authorized to wear 
th is 'Watch Cap with the approved sewn on cloth hat patch, centered on the front of the 
watch cap; silver for patrol officers and gold for supervisors. 

(3) Helmet must be department-approved and must be worn by all officers operating a 
department motorcycle or riding a department bicycle .• whether on-duty or off-duty. 

5. Footwear 
(a. Officers may wear either: 

(1 ) Black, standa rd mil itary-s tyle, low-quarter shoes, with four or five eyelets , constructed 
from smooth leather or high gloss poromeric material; or 

(2) Black leather or black leather and Cordura nylon law e1Jforcement-style boots. 
(b. Motorcycle Oflicers wear over-the-calf, black leather, laced instep motorcycle patrol boots. 
( c. Shoes and boots have black laces and are polished at all times. They are worn with black crew 

length (or longer) socks. 
(d. Black rubber overshoes may be worn during periods of rain or inclement weather. 

6. Sweater - A dark blue, V-neck, commando type unifo11n sweakr is approved for wear with the 
Class A Unifoml during the Winter wearing period, at the officer's option. The badge, tHtmeplate 
with black engraving, and shoulder patches are displayed on the sweater. Metal rank insignia 
for Sergeants and above arc worn on the epaulets. The seasonal C lass A Uniform shirt is 
worn under the sweater with the necktie. Turtlenecks are authorized for wear under 
the unifonn shirt when the sweater is worn. 

0. Class B U1iiform 
The Class B Uniform is a dark navy blue, two-piece, utility-sty le uniform with rip-stop fabric of 65% 
polycster/35% cotton. 

l . Trousers - The Class B lJnifonn pants have a d imensional fit with a slider waistband. Pants may 
not be bloused int.o the boot and may not be equipped with a blousing tie. Pants h;1ve extra 
deep front pockets, accessory pockets, and cargo pockets. Pants may have reinforced 
knees which may accommodate protective knee pads. 

2. Uni fonn Shirt - TI1e Class B Unifonn shirt is Teflon coated with a Byron collar and slightly curved 
hem which is worn tucked into the trousers. The shirt has a bi-swing back, gusseted sleeves and 
atticulated elbows. It also has bellowed upper chest pockets and flaps with hook and loop closures. 
The shirts closure has non-metal black buttons, and may have a front z ipper with storm flap. 
(a. The Summer Unifonn sl1irt b sho1t sleeved; tbe Winter Unifonn shi1t is long sleeved Roth are 

worn with an open collar. 
(b. The depa1tment-authorizcd cloth badge will be worn on the uoifon:n shirt; si lver for patrol 

officers and gold for supervi~ors. 

(c. Metal rank insignia are worn on the collars of ofi'icers holding the rank of Sergeant and above with 
approved cloth str ipes on the sleeves of Sergeants to be worn in the same manner as specified on 
the Class A uniform. 
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(d. The shi1t has a 5" x l" black cloth strip sewn above the right pocket with the words ''Greenwood 
Police Department" An identical cloth strip is sewn above the left pocket embroidered with the 
officer's last name only. The embroidery will be silver for patrol officers and gold for 
supervisors. 

(c. GPD shoulder palches will be the standard style GPD patch sewn 01i both sleeves (as 
described for the Class A Uniform). The SWAT pat.ch may be worn for SWAT training and 
SWAT call-outs. 

(f. A black turtleneck or mock turtleneck is approved for wear under the Class B lh1ifonn 
shirt during Winler Uni fom1 months. 

(g. A black crew neck T-shirt wi ll be worn underneath the uniform shirt. The T-shirt shall not 
extend past the sleeve of the unifonn shirt. 

3. Footwear - Black leather or black leather and Cordura oyl.on Jaw enforcement-style boots ai:e 
worn with the Class B Unifonn . Term.is shoes or low-quarter oxford style unifon11 shoes will not be 
wom. Black crew length (or longer) socks are worn. 

4. Gun I3elt - Officers in Class B Unifonn wear the black nylon gun bell containing the same accessories 
outlined for !he Class A Uniform. The gun belt and accessories are secured using hook and loop 
closures or snc1ps, which are hidden or black in color. 

5. Headgear - Officers in the Class B uniform may wear one of the following caps at their 
option: 
(a. Dark navy blue baseball caps, which are a flex -fit style or with a Velcro adjus(men( strap, are 

permitted 1-i:>r wear with the Class B unifonn only. The dep111tment-authoriz.ed cloth patch will be 
centered on the front of the hat; silver for patrol officers and gold for supervisors. 

(b. Watch Cap - As specified for Class A Unifom1s. 
E. Outerwear - Class A and B Uniforms 

I. Authorized Outerwear: 
(a. \\"inter jacket i~ waist-length, 5. l l style Tactical Fleece .facket. It is dark navy blue or black 

in color and incorporates front patch pockets with fleece-lined side hand warmers. The jacket 
is worn with a cloth or metal badge and standard GPD shoulder patches. 

"(b. Leather jacket is conslructed of top grain domestic cowhide. It is black in color, with a fro11t 
zipper. The leather jacket bas a 5-1/2" split on each side to accommoclate the lireanJ1 and 
police radio. 

( c . Raincoat is blue in color with standard GPD shoulder patches and may be worn with a metal 
or fabric badge. 

2 . /\cloth or metal badge wi ll be worn on all oute rwear, ex.cepl (he raincoat. Nameplates wil l 
not be displayed on the authorized ra incoat. 

3. Author ized shoulder pa tches are sewn onto each shoulder of the Winter j acket and 
windbreaker, 1/2" down from the shoulder seam. 

4. Rank lnsignia: 
(a. Leather Jackets: Metal rank ins ignia are worn on the shoulder epaulets for Sergeants 

and above. 
(b. Winter Jackels: Metal rank insignia are worn on tbe shoulder epaulets or Lieutenants 

and above; cloth chevrons are worn by Sergecuits on the j acket. sleeve, directly below the 
shoulder patch. 

5. Gloves - l31aek leather gloves may be worn while wearing the winter unifoon and any jack.ct. 
F. Approved attire for off-duty employment 

l. Personnel working off-duty in a law enfo rcement capacity such shall wear the approved. Class 
A or Class 13 Uniform and required duty belt while performing off-duty employment. Officers 

JOHN LAUT 
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doing traffic details that do not requ ire a full uniform may wear any serviceable full length 
pants, a non-offensive shirt or jacket with the issue ANSI-approved Class f1 reflective safety 
vest and shoes o r boo ts ihat fu lly cover the feet. Any exceptions shall first be authorized by the 
Chief o f Police. 

V. Protc.ctive Equipment 
A. Protective V~t.s/Body Armor - All sworn officers are issued personal protect ion vests (body annor). 

l. Patrol officers, Sergeants, and Lieutenants are required to wear body armor while assigned to 
uniform patrol, traffic, or special services. 

2. Body armor is also required when engaged in pre-pla1med and high-risk situations, which may 
include, but are not limited to: high-risk warrant service; drug search and seizure raids; and dign itary 
protection details or assigrunents. 

3. lt is highly recommended that all officers wear these vests while perfonniog all other law 
enforcement-related duties. Personnel working off-duty in unifom1 are requi red to comply with 
this order. 

4. Only authorized and approved vests and insert plates may be worn. 
5. External vest carriers thai closely mimic the look of the unifom1 shirt may be worn while wearing 

the Class A and Class B uniform. The vest carrier must meet the requirements of the Cl;1ss A and 
Class B uniform shirts without shoulder patches. 

13. ~cflcctivc Vests - ANSI-approved Class li reflective safety vests are issued to a ll officers. Officers arc 
required by federal regulations to wear the vest while directing traffic, working crash investigations, towing 
vehicles or when engaged in any other activity that requires an officer to be in or near a roadway. 
I. When arriving at. a scene located in or near a roadway, officers must put 011 their reflective vest a.s 

soon as practical. 
2. A windbreaker or raincoat with an ANSI-approved Class II compliant reflective lining may be worn 

in place of thc reflective safety vest during conditions outlined above. All other garments with 
rellective linings do not meet federal guidelines and therefore may not be worn in lieu of the 
issued Class JI vest. 

VI. Authorized Rank Insignias 
A. Patrol Officers do not wear any type of collar brass on the authori.zed Class A or Class B Uniforms. 
B. Scrgcams - display the authorized gold r.; inch open-stripe chevron ins ignia on the collars of the shirts 

of the Class A Uniform. On the Summer Uniform, the insignia are placed centered on the collar one 
inch from the bottom of the collar point. On the Winter Uniform, the insignia are placed centered 
horizontally, % inch from the front edge of the collar. 
1. Fabric Sergeant chevrons are sewn on the sleeve of uniform shirts and jackets directly below the 

GPD patch. 
C. Lieutenants - display gold Y-1 inch by ¥. inch Lieutenant bar insignias on the collars of the uniform 

shirts. On bo th the Summer and Winter Uniforms, the ins ignia are p laced centered horizontally on 
lhe collar, Y. inch l'rom and parallel to the front edge of the collar. 

D. Captains - displciy gold Y.: inch by 'l.; inch double bar insignias on the collars of the uniform shirts. On 
both the Summer and Winter U11ifo1ms, the insignia are placed centered horizontally on the collar, Y. 
inch from and parallel to the front edge of the collac 

E. Commanders - display a go ld oak leaf cluster insignia on the collars of the un ifo1m shirts. lnsjgnia are 
centered on both Summer and Winter Uniform collars. 

F. Deputy Chiefs - display a gold eagle insignia on the collars of the uniform shirts. Insignias are centered 
on both Summer and Winier Uni form collars. 

G. Assistant Chief of Police - displays one gold star on the collars of the uniform shirts. Jnsignia are 
centered on both Summer and Winter Uniform collars. 

JOHN LAUT 
CHIEF OF POLICE 
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II. The Chief of Police displays two gold star~ on the co\111rs of the unifonn shirts. Insignia are centered 
on both Summ.::r and Winter Uni/bml coll11rs. 

Patrolman 
Summer 

Lieutenant 
S11m111er 

Commander 
Summer 

Assistant Chief 
Summer 

JOHN LAUT 
CHIEF OF POLICE 

COLLAR RANK 1:-.ISIC:'>llA PLACEMENT 
All rank insignia shall be gold in color 

Sergeant 
Winter Summer 

Winter 

·winter 

Winter 

Captain 
Summer 

Deputy Chief 
Summer 

Chief 
Summer 
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Winler 

Winter 

Wimer 

Winter 
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VII. Authorized Radges I l'atches 

Uadgc Jacket/Uniform Shirt Hat Sgt Stripes 

Class NB SWAT training/callout 

DOE 
···~···· ...... ···~···· 
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VIII. Authorized Ribbons and Citation Bars 
The following ribbons and citation bars are authorized for wear wilb the GPO uniform. Other ribbo11s 
or citation bars will not be woro wi thout the written approvc1l of the Chief of Police. Citations 
worn after the Flag pin shall be worn in alphabetical order as listed below. Specialty Pins may be worn 
only while the officer is assigned to the specialty, or after the officer has left it in good standing. If an 
officer rates more than one specialty pin, they shall be worn in order of histodcal creation: Honor 
Guard, K-9, Motorcycle, SWAT (in descending order). Current Honor Guard 1ue1J1bers and past Honor 
Guard members with ten or more years of Honor GU<1rd service shall wear the Honor Guard pin with 
two stars. Former Honor Guard Members with less than ten years of Honor Guard service shall wear 
the blue Honor Guard pin with no stars. Current K-9 members and past K-9 members with ten or more 
years of service shall wear the K-9 pin with two stars . Fom1er K-9 members with less than ten years of 
K-9 service shall wear the K-9 pin with no s tars. CutTent Motorcycle officers and past officers with ten 
or more years of Motorcycle service shall wear the authorized GPD Motorcycle Wings. Past members 
with less than lcn years or service will wear tbe light blue Motorcycle pin. The M.otorcycle Wing~ shall 
be centered placed ~;, inch above c itation group. Current SWAT Team members and past SWAT Team 
members with ten years of service or more shall wear the green, red and gold S W AT p in . Former 
members with Jess than ten years of SW AT service will wear the black SW/\ T pin with silver letters. 

Medal Ribbons centered above 

Medal of' Honor 

Medal of Valor 

Purple H cart 

Lifesaving 

Medal of Merit 

Citation Bars (placed above the pocket on the opposite side of badge) 
Years oJ'Service Pin (highest achieved) 

30 years 

25 years 

20 ye;irs 

15 years 

l 0 years 

5 years 
M ilita1y Service Pin 

Air Force 

Army 

JOHN LAUT 
CHIEF OF POLICE 
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Coast Guard 

Marines 

Navy 
Post-secondary Education Pins (Highest achieved) 

Masters Degree 

Bachelor Degree 

Associates Degree 
Specialty Pin 

Hooor Guard 

K-9 Pin 

Motorcycle Pin 
SWAT Pin 

Current 

Prior 

Dive Team Pin 

Detective 

School Resource Officer 

PELA Pin 
Of the Year Pins 

Dctcclive of the Year Pin 

Officer of the Year Pin 

Supervisor of the Year Pin 

MADDPin 
Instructor Pins 

EVO Instrnctor Pin 

JOHN LAUT 
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* HONOR * 

r.tJJ\RO 

* K-9 * 

MOTORCYClf 
OfflCER 

- -

SWAT 

., • 
mlf.lll• . 
• • 

M.A.D.D. ! 

EVO 
ln5tructot 
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Firearms Instructor Pin 

lmtructor Pin 

Motorcycle Instructor Pin 

Physical ·ractics Instructor Pin 

S.T.O.P.S. lnstnu;tor Pin 

Tascr lnstrnctor Pin 

Hostage Negotiator Pin 

FTO Pin 

Forensics Academy 
Fireanns Pin 

Expert 

Sharpshooter 

Marksman 

FBI National Academy Pin 

LMTl:'in 

DRF. Pin 

DARE Pin 

Critical Incident Team Pin 

Crime Scene Investigator 

Chiefs Association Pin 

13ikc Patrol Pin 

Armorer Pin 

Accidem Investigation Pin 

A<.:ademy with Honors Pin 

Acudemy Pin (Mandato1y) 

American Flag Pin 

JOHN LAUT 
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~1,E>atmt 

111.l rll'd<H 

Instructor 
M •l 11rcyrJ.., 

lnctrl.Ktl.lr 

Physiail TactkS 
lrnttuctor 

S.1.0.P.S. 
ln1.trudOI 

HO'.:trAGf: 
N[GOTIATOR 

1111111 
NATIONAL FORCNSICS 

ACADEMY 

SHARPSHOOTtR 

I DRE 

ID.A.R.E I 
[ _c111ical Incident Tt:am l 

.... 
Chif'f' '> A\.<>ooahon 
---- -

Bike Patrol 

ARMORER 
At.:t.:1LJ~1 IL 

Reco11str·uct1on1st 

• • •• ~ • t 
• t • Ii I ... ~ ... 
• • • • Iii -- -

J 
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****** ***** 
**** 

* HO N OR * 
r.U/\RO 

SWAT .. 
• I-M.A.D.D. 

Instructor 
'!l .T O .P .S. 

ln\huctor 

SH4RFSHOOTtR 

HONnH 
r.u/\RD 

MOlORCYClf 
OFFICER 

Mot orc)cit: 
ln .tn .. c•o• 

NATION~l f OfUNSIC\ 

ACAOLF\il V 

ARMORER 

* K-9 * 

I 
~ l ! .. l ! !l\ \ 

ln~~n.cto• 

PhV1!c.iJ T 11cl C\ 
ln,tructor 

110\l l\Lf 

NI UOTIA ron 

C hwl ~ l\\\00.'1ht111 

... ' .. 
I t t t t 

t I I I I I 
•• t • • 

Cita tion bars start in lower right comer and 

move left to fill the row of three then move 

up as you add rows. If less than three, center 

them. 

<---
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Commendalion Award Bar (CAB) Slide Holders 
~ rtlllC:lil ... tdilrrr-.11>• lY" - (' ,,,,. ..... - .sw,...,..<-t...~_, ~ .. b'a_.......o .. ,_~t• U'-' 

* *. * * 
--

All CAB Commendation Bars must be ordered from Steven R Jenkins Company on East 21 
Streel in Indianapolis. These bars are specific to GPD and cannot be ordered elsewhere. Each 
commendation bar has been assigned a number for ordering purposes. A complete list of all GPD 
approved decorations and their corresponding numbers has been provided in this document. The 
CAB bar holders will hold tbree commendation bars per ho lder. The holders can be so ldered 
!ogether !'or multiple rows of bars, up to fifteen bars. omcers will need to know how many bars 
they wear and order the bar holder appropriate for their number of decorations. 
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IX. Review and Evaluation of Recommendations 
A. 'lllc Chief of Police shall designate a chairman of the award committee and the members of the 

committee. 
I. The committee shall consist of seven (7) members, three (3) representatives from the uni form 

division, one (1) representative from the detective division, one (1) representative from the 
supervisory staff, one (I ) representative from the Police Merit Board and one (I) civilian police 
employee. 

2. Committee members submitting recommendations or being recommended will not he eligible to vote 
or participate in discussions of that particular action. The committee shall select an alternate. 

3. Committee members submit.ting recommendations evaluate each recommendation for an appropriate 
award. 

B. Letters of commendations and complimentary lelters will nol be subject Lo approval by committee 
member~. 

I. The Assistant Chief of Police shall be notified in writing of such commendations. 
2. /\.copy of each commendation shall be placed in the personnel file of the employee. 

C. T.h.e committee shall vote on each reconuuendation and the category of award. A minimum vote of five 
(5) out of seven (7) is required to confinn a commendation medal or award. The committee shall decide 
to: 
l. Approve the award as is. 
2. Change lhe award to a more appropriate level. 
3. Decide not to give any award at all. 
4. Return the nomination to the author for more information or clarification. 

D. The Chief of Police maintains the right to change, deny, or present an award at his discretion. Written 
notification will be made to the committee by the Chief of Pol ice should this occur. 

X. Honor Awa.rd Categories 
"A.. Po.lice Medal of Honor 

1. The Medal of Honor may be awarded to members of the Greenwood Police Department that 
perform, with full knowledge of the level of risk involved, acts of bravery clearly above and beyond 
that which is expected in the line of dt\ty. The heroism of Lhe act must render Lhe recipient so far 
above all others that it is clearly distinguishable from lesser forms of conspicuou> personal bwvery. 
The Medal of Honor may also be awarded to su1viving relatives of members who are killed in the 
line of duty due to the hostile act of others. The award will include a medal, a service ribbon, and a 
certificate with the written description of the event. 

B. Medal of'Valor 
I. The Medal of Valor may be awarded to any member of the Greenwood Police Depa1tment employee 

who, with full knowledge of the level of risk involved, distinguished him.ihcrsclf by conspic.uous 
pei:;onal gaJJant(y io accomplishing a specific police mission involving criminal activity or any 
action against an adversary of the City of Greenwood, the State of Indiana or the United States of 
America. The award will include a medal, a service ribbon, and a ce1tificate with the written 
description of the event. 

C. Purple.Hearl 
1. The Purple Heart will be awarded to an officer who is killed, wounded or seriously injured while 

confronting or attempting to apprehend an anned or fleeing individual whose intent was Lo ham1 an 
ollicer in the performance of their duties, under honorable circumstances. The award will include a 
medal, a service ribbon, and a ce1iificate with the written description of the event. 

D. Lifesaving Medal 
1. The Lifesaving Medal is awarded to officers who perfonn a lifesaving act under extraordinary 
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circumstances. It shall be awarded only on an order li·om Che Chiel·; and only a Her the Review Board 
conlim1s the following circumstances: 
(a. The ol'Jicer took direct, immediate, imd positive action to preserve the life of another hu111an 

being who was i11 dm1ger of dying. 
(b. The action taken did prevent the los.s of a human life. 
(c. The circumstances of the act were such Chat any delay in providing assistance wollld, in all 

probability, have resulted in the person's death. 
2. The award will in<:lude a medal, a service ribbon, and a cenificate with the written de~cription of the 

event. 

E. Medal of Merit 

1. The Medal of Merit will be award<;XI to an officer for an outstanding accomplishment that has 
improved the operation of the depm1ment. The action performed should be one that clearly 
demonstrates the officer has gone above and beyond the requirements of his normal assignment to 
contribute to a more effective police service; or Ottlstanding police work which ha~ brought great 
credit to Che department. The aw11nl will include a medal, a service ribbon, and a certificate with the 
writte11 <le:;cription of the event. 

GPO Medals 

Honor Valor 

JOHN LAUT 
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GPOB 1 

GPDB4 

GPOB 7 

GPDB 10 

GPDB 13 

GPDB 16 

****** 

USAF 

USMC 

• 
HONOR 
GUARD 

JOHN LAUT 
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Medal Ribbons 

GPDR 1 

GPDR2 

GPDR3 

GPDR4 

GPDRS 

CAB Bars 

* ** ** GPOB2 GPOB3 

GPDBS GPDB6 

GPDB8 GPDB9 

GPD811 NAVY GPDB 12 

GPOB14 GPOB 15 

GPDB 17 * K~9 * GPDB 18 

Supersedes General Order 87·G·46, 
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GPBB 19 
MOTOR~! 

OFFICEA. I 

GPDB 23 ••1a··· 
GPDB 26 

GPDB 29 

GPDB 32 

GPDB 35 

GPDB 38 

GPDB 41 

GPDB44 

GPDB47 

GPDB 50 

GPDB 53 

111'.1111. 
i:1 r .:>a•n1.,, 
1n~tn_;cto 

HOSTAGC 
NtC-tOTIATOR 

111111 I 

• • 
fD.A.R.E I 

:~"r r:rr-~ 

R··c·~··'..Jt ,_•_ ~r1 s: 
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GPDB 20 
:-ISWA_:!:-I - I 

GPDB 21 
SWAT 

GPDB56 Em: GPDB 57 

GPDB 24 I PELA GPDB25 • • 
GPDB 27 

GPDB 30 

GPDB 33 

Instructor 

~.t.O.P..S. 

Instructor 

GPDB 36 I lilt) I 

GPDB39 

GPDB42 

GPDB45 

GPDB48 
Bike Patrol 

GPDB 51 
ILL\ . 

GPDB 54 

GPDB 28 

GPD831 

GPDB34 

GPDB 37 

GPDB40 

GPDB 43 

GPDB46 

GPDB49 

GPDB 52 

GPDB 55 

Supersedes General Order 87-G-46, 
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lno:;trL;ctor 
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GPO Medals 

Honor Valor Purple Heart Life Saving Merit 

~ @ t , 
~; 'fB-\.s · @ · ~·~ ~ · ~"" ,..., '='J 

Ribbon Numbers 

RC-32 RC-3 RC-45 RC-1 RC-31 

Medal Numbers 

A4118 A83365 A2619 A768 A2366 

All Medals will have the Indiana State Seal on the middle. The Medal of Merit will say "Medal of Merit" on the red 

banner, under the Indiana State seal. 
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GREENWOOD POLICE DEPARTMENT 

SECTION: PERSONNEL ISSUES 

TITLE: AWARDS NOMINATION FORM 

NAME OF NOMINEE: 

DATE(S) OF ACHIEVEMENT: 

APPLICABLE CASE NUMBER(S): 

WITNESSES: 

SUMMARY OF EVENTS($): 



KIESLER'S 
KIESLER POLICE SUPPLY, INC. Quote Form IArJl!M5 • SAJls • AMMUKJnoN • Acctsso-aus 

.JlfFltRSONVlllf", INDtANA 

.28C2 SA8lE MILL RO · JEFFERSONVILLE. IN 471 30 
QUOTES/lN FORMATION 
800·444-2950 I 812-288-5740 

Mond ay - Friday 8 :30am - 5 :30pm EST 

FAX: 1-812-288-7560 • 24 Hours;? days 
TAX ID# 35-1361847 

Tr.rms F. 0.8. Sllip Via 
Tr ado 

GUST Greimwo-oo-Police ·oepr. ---------=81'"1;p--,-to--n"""terPollco supply I 
186 Surina Way 2802 Sable Mill Road 

Greenwood, IN 46143 Jeffersonville IN 47130 

Attention; Jack Napier 

Number Page 
1013 

Line //em/Descriplion Unit Price Units Ordered Amount 

1 Norinco AKM/47S #M002616 

2 Kel Tee 200 .40 cal Carbine #E 1640 

3 E.A. Co. J · 15 .223 Carbine #48109 

4 BW-89SP 91mn Pistol CBBA 193P 

5 Superior Arms S-15 .223 Carbine #12063 

6 Ruger 10122 Rifle .¥: 13·55980 

7 Mossbe1g 500A 12 ga Pump H K680732 

6 Mossbe19 Maverick BB 12 ga Pump JIMV57203K 

9 Bushmaste1 XM15·ES2 .223 Carbine #L363951 

10 Remington 870 Exp Mai; 12 ga Pump #A25344BM 

11 Davis D-22 Derringer 11566082 

12 Hi-Po int CF .380 Pistol .i'P724124 

13 Marlin Slug Master 12 ga Boll shOtgun 1151200684 

14 Springfield MOO 187 .22LR Rifle IB436831 

15 Winchester Model 190 .22LR Rine #B2083399 

16 Sears .41 0 ga single shotgun l.'050817 

17 tvtossoerg Maverick 88 12 ga Pl•rnp P.MV5179ll 

1--=S'-"u"'·b,.,ro::;ra~/'------Taxl 
-$1 905.00 

Misc. I 

Cornn)enis: 

Page one o f three 

-$200.0 One 

-$100.0 One 

-$250.0 One 

·$400.0 ~ One 

·$250.0' On<> 

-$70.0b One 

·$70.0h One 

-$GO.Oh One 

-S225.0~ One 

-$95.on Ona 

-$15.0b One 

-$15.0 One 

-$50.0 On~ 

-$15.0 One 

-$25.0 One 

·SS.O One 

-$GO.O • One 

Total! 
-$1,905.0 

Received by 

Authorized Signature 

1.00 -$200.0 

1.00 -$ 100.0 

1.00 -$250.0 

1.00 ·$400.0 

1.00 -$250.0 

1.00 ·S70.0 

1.00 -$ 70 .0b 

1.00 -$60.0 . 

1.00 •$225.0D 

1.00 -$95.0 

1.00 ·$15.0 

1.00 ·$15.( 

1.00 -$50.0 

1.00 ·$ 15 .0 

1.00 ·$25 .0 

1.00 -$5.0 

1.00 ·S60.0• 



f1awws • Afls • AMMUKmON • Ac<!iso111Es Kl ESLER POLICE SUPPLY, INC. 
2802 SABLE MILL RD · JEFFERSONVILLE, IN 47130 

QUOTES/INFORMATION 
800-444-2950 /812·288-5740 

Monday - Friday 8:30am - 5:30pm EST 

FAX: 1-812-288-7560 - 24 Hours.17 days 

01d. Dale Ordered By 
TAX 10# 35- 1 3618.:..4""7~-~~----

Terms F.O.B. Si>if) Via 
4i 29120 t 5 Jae/< Na ier 

~c~u~s~T~-n.,..,.~w· o-oi:t·Pollce Oept 
186 Surina Way 
Greenwood, IN 46143 
Atten1ion; Jack Napier 

Lfne Item/Description 

Trade 

Ship lo 

18 Eastern Arms Co. 12 ga Sholgun U.Pre·68 no se1ia! number 

19 Ithaca M·37 12 ga Pump #37~ 462251 

20 3revelle 16 ga. Dbl. Bbl. Sholgun #1 23873 
' I 

21 Remington 870 'vVingrnaster 16 ga Pump l!741590'N i 

K1es1e1 Police Supply, 111c 
2802 Sable Mill Road 
Jeffersonville, IN 47 130 

Unit Price 

-$1 5.0 

-$140.0 

-$40.0 

-$100.0 

Units 

One 

One 

Ona 

One 

I 22 Savage Model 24 .22LR/.41 Oga OIU Combo gun "Pte -68" no serial numbe1 -$50.0 One 

I 23 Remington Nylon 66 .22LR Rifle "Pre-68" no serial number ' -$80.0D One 

24 Glenfield M-25 .22LR Rifle #23744200 -$2p.on One 

25 'Ninchesler M·670A .30-06 frG166718 -$100.0D One 

26 Winchester M-52 .22LR Target Rilla #34132 -$1 70.0D One 

27 Winchester 1300 20 ga P"nw #L2514798 -$70.0b One 

?.8 Mossberg 60081 .41 0 ga Pump #li430593 ·$30.0 One 

29 NEF Pardner .410 ga #NU240630 ·$1 5.0 One 

30 NEF Paroner 20 ga #N6622158 -$15.( O.ne 

31 Marlin M-60 .22LR Rifle ff041 73351 -$20.0 Ofle 

32 H&R 088 Jonio: .410 ga shotgun #8A443506 -$15.0 Ona 

33 Saiga 7.62 AK Sty•e Ca1binn llH0210469 7 -$150.0 o.1e 

34 1 Reminglon Targetmaster .22 Rille "Pre-68" no serial number -$40.0 01\~ 
L 

--'T."'a:::~t----'F.-'rei:::'9;i:hc.:tt-----'M=is:::c·t--- Prepa-:.::id=-I- ---· - Total 

. . -$1 ,070~ 

Subtotal 

·$1 070.0 

pas• lw<:> o l th:ee 

Received by 

Quote Form 
Number Page 

2 of 3 

Req'd Ship Date 

Ordered Al{JOunt 

1.00 ·$15.0 • 

1 o'o . -$140.(} 

1.00 -S40.0 

1.00 -$100.0 

1.00 -$50.0 • 

1.00 -$80.0D 

1.00 ·$20.0D 

1.00 -$100.0" 

1.00 -s170.0b 

1.00 -$70.0 

1.00 ·$30.0 

1.00 · :s1s.t 

1.00 -S15.0 

1.00 ·S20.0 

1.00 -S1~.0 

1.00 -$150.9. 

1.00 ·S4.o,o 

Authorized Signature 



fuillARM.s • Ans• ANJt'tuN1110,. • Acctsso11as 

KIESLER'S 
KIESLER POLICE SUPPLY, INC. 

2802 SABlE MILL RD · JEFFERSONVILL~. IN 47130 
QUOTES/INFORMATION 
800·444-2950 { 81 2-288-5740 

Monday- Friday 8:30am - 5:30pm EST 

FAX: 1-812-288-7560 - 24 Hoursi7 days 
TAX ID# 35-1361847 

J!PFl:RS.OHVlt.l.t, INDIANA 

Ordered By Terms F.O.B. Shi.o Via 
Jack rv·a.oier Trade 

cusT " ' l"'UtM' U"IJl Ship to r-uu~"' -r-r _,, 11 11... 

186 Surina Way 2802 Sable Mill Road 
Greenwood. IN 46143 Jeffersonville. IN 47130 
Attention: Jack Napier 

Line I llem!Descriptio" ' UM Price 

35 Ithaca M-37 OS 12 ga Pump #371722585 -$1 40.0 

36 Romanian SKS 7.62 Rifle #GH73-1959. "miorung Stick" -$30.0 

37 West Point Savage M 121 .22LR Rifle #C447255 -$15.0 

38 Norinco SKS Paratrooper model Carbine ilH7358 -$125.0 

39 Rossi M92 .45 Colt Cal. Lever Action /f AMOS 183 t -$160.0 

40 Marlin M70P .22LR Rifle #1250570 -$15.0 

41 Interstate •\rms M.l\K-90 119336752 -$180.0 

42 Remi,\gton M31 12 ga Pump#54172 ·S70.0 

43 R~a1irigton 870 V./ing Masler .20 ga PL'nlp #5650495 ·$100.0 

44 Marlin 70P .2.2LR Rifle #134991 25 -$15.0 

45 H&R Topper Model 48 .410 ga shotgun "Pre-68" no serial number -$ 15. 

46 NEF Pardner 20 ga Shotgun #NU36581 2 -$15. 

47 H&R Topper 158 12 ga Shotgun ' Pre-68" no serial number -$t5.0 

48 Hr.pki;is & Allen 12 ga S~.otgun "Pre-68" no serial number -$10.0 

Svbtora~ 
-$905.0 

Taxi Frci9nt l Misc. , Prepaidt 

Comments: 

Page thror. nf 1hree 

Units 

One 

One 

One 

One 

One 

One 

One 

One 

One 

One 

One 

One 

One 

One 

Total 

-$905.0 

Recei•1ed by 

Quote Form 

r ber 

Req'cl S/Jip Oare 

--

Ordered Amoun! 

1.00 ·$140.0 

t .00 -$30.0 

1.00 ·$15. 

1.00 -$125.0 

1.00 -$t60.0 

1.00 -$15.0 

1.00 -$t80.00 

1.00 -$70.00 

1.00 -SIOO.O? 

1.00 -$15.0 

1.00 -$1 5.0 

1.00 -$15.0 

1.00 -$15.0• 

1.00 ·$10.0 

so.a 

so.o 

$0.0· 

Authorized Signature 
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