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PLAN INFORMATION 
 

THIS PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION (“Plan Document”), made by The University of the 

Pacific (the “Company” or the “Plan Sponsor”) as of January 1, 2020, hereby sets forth the provisions of the 

University of the Pacific Self-Funded Medical Plan (the “Plan”), which was originally adopted by the Company, 

effective January 1, 2015. Any wording which may be contrary to Federal Laws or Statutes is hereby understood 

to meet the standards set forth in such. Also, any changes in Federal Laws or Statutes which could affect the 

Plan are also automatically a part of the Plan, if required.  

 

Plan Name: University of the Pacific Self-‐Funded Medical Plan 
 

Type of Plan: Welfare Benefit Plan 
 

Plan Year: January 1 through December 31 of the same calendar year 

Plan Number: 509 

Effective Date of this Summary 

Plan Description: 

January 1, 2020 

Original Effective Date of Plan: July 1, 2015 
 

Funding Method: Funded through self-‐funded arrangements through the general 

assets of the University of the Pacific 

Source of Contributions: From the University of the Pacific’s general assets and 

Employee contributions, when required 
 

Plan Sponsor and 

Plan Administrator: 

University of the Pacific 

3601 Pacific Ave 

Stockton, CA 95211 

 
Plan Sponsor’s Employer 

Identification Number: 

 
94-‐1156266 

 

Agent for Service of Legal Process: University of the Pacific 

3601 Pacific Ave 

Stockton, CA 95211 

 
Contract Administrator for 

the Plan: 

Delta Health Systems  

PO Box 80 
Stockton, CA 95201-3080 (888) 

212-‐‐1231 
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INTRODUCTION 
 

The University of the Pacific (Pacific) maintains the University of the Pacific Self-‐‐Funded Medical Plan (the Plan) for the 

exclusive benefit of, and to provide welfare benefits to its eligible employees and eligible retirees, their spouses and 

eligible dependents (Dependents). 

These benefits are provided through self-‐insured plans funded by the general assets of the University. The Plan itself is 

intended to meet the requirements of the Employee Retirement Income Security Act (ERISA) and Section 105(h) of 

the Internal Revenue Code. 

The Plan Sponsor, as the settlor of the Plan, hereby adopts this Plan Document as the written description of the Plan.  
This Plan Document represents both the Plan Document and the Summary Plan Description, which is required by 
sections 402 and 102 of the Employee Retirement Income Security Act of 1974, 29 U.S.C. et seq. (“ERISA”).  This Plan 
Document amends and replaces any prior statement of the health care coverage contained in the Plan or any 
predecessor to the Plan. 

Certain of the benefits provided by this Plan are subject to the Provisions of the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA) including regulations effecting the maintenance, creation or use of Protected 

Health Information (PHI). Please refer to the Notice of Privacy Practices issued by your health plan for a description 

of how medical information about you may be used and disclosed and how you can get access to this information. 
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ELIGIBILITY 
 

Participant Eligibility 
• Regular Full-time Staff Members. Regular full-‐‐time staff members who are assigned to work no less than thirty 

(30) hours per week and who are assigned to work for a period of at least nine (9) months per calendar year are 
eligible for coverage under this Plan along with their Dependents. 

• Regular Part-time Staff Members. Regular part-‐time staff members who are assigned to work less than thirty 
(30) hours per week but at least twenty (20) hours per week and who are assigned to work at least nine (9) months 
per calendar year are eligible for coverage under this Plan along with their Dependents. Part-time staff members are 
charged higher premium rates.  

• Full-time Faculty Members. Faculty members who are assigned at least 75% FTE per contract and at least nine 
months per calendar year are eligible for coverage under this Plan, along with their Dependents. Full-time 
faculty members are charged full-time premium rates. 

• Part-time Faculty Members. Faculty members who are assigned at least 50% FTE per contract and at least nine 
months per calendar year are eligible for coverage under this Plan, along with their Dependents. Part-time 
faculty members will be charged part-time premium rates. 

• Effective Date of Coverage. Eligibility commences on the first day of the month following commencement of 
employment or the first day of employment if that day is the first working day of the month. 

• Retirees. To be eligible to continue group retiree medical benefits under this Plan by self-‐‐payment (100% of 
coverage rates), employees must be at least fifty-‐‐five (55) years of age and employed by Pacific for at least ten 
(10) consecutive years in a benefit eligible position. The retiree must be enrolled in the benefit plan as an active 
employee before retirement. The retired employee and his or her dependents are eligible to continue as long as the 
program remains in effect. However, should the retiree cancel participation, he or she will not be allowed to re-‐‐
enroll. 

• Graduate Assistants. Graduate assistants with benefits prior to July 1, 2018 will be grandfathered in and remain 
eligible to enroll in the Plan until they have graduated or completed the graduate degree program.  

 

Variable Hour Employee Eligibility - ACA 
Employee. A person who is employed by the Employer and regularly scheduled to work an average of at least 30 hours 
per week (i.e. Non-variable Hour Employee) or a Variable Hour Employee who has averaged at least 130 hours per month 
for a complete Measurement Period and is currently in a Stability Period, as determined by the Plan Sponsor.  An 
Employee will remain eligible throughout the Stability Period regardless of a change in employment status (including, 
but not limited to, a reduction in hours) provided the individual continues to be an employee in accordance with the 
Patient Protection and Affordable Care Act (as amended).    
 
The following definitions are associated with the Code Section 4980H (Employer Shared Responsibility) as enacted 
under the Affordable Care Act: 
 

Administrative Period. A period of time selected by the Employer beginning immediately following the end of the 
Measurement Period and ending immediately before the start of the associated Stability Period.  This period of time is 
used by the Employer to determine if Variable Hour Employees and/or Ongoing Employees are eligible for coverage 
and, if so, to make an offer of coverage. For Ongoing Employees, the Administrative Period will start on October 15 and 
ends on December 31.  For a newly hired Variable Hour Employee, the Administrative Period includes the period 
between a new Employee's start date and the beginning of the Initial Measurement Period, if the Initial Measurement 
Period does not begin on the employee's start date.   
 
Full-time Employee or Full-time Employment. With respect to a calendar month, an Employee who is employed an 
average of at least 30 hours per week with the Employer. 
 
Hour of Service. Each hour for which an Employee is paid, or entitled to payment, for the performance of duties for 
the employer; and each hour for which an Employee is paid, or entitled to payment by the employer for a period of 
time during which no duties are performed due to vacation, holiday, Illness, incapacity (including disability), layoff, 
jury duty, military duty or leave of absence. 
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Measurement Period. A period of time selected by the Employer during which Variable Hour Employee’s and/or 
Ongoing Employee’s Hours of Service are tracked to determine his or her employment status for benefit purposes.   
 

Initial Measurement Period - for a newly hired Variable Hour Employee, this Measurement Period will start from 
the date of hire and ends after 12 consecutive months of service. 
 
Standard Measurement Period - for Ongoing Employees, this Measurement Period will start on October 15 each 
year and will last for 12 consecutive months. 

 
New Employee. An Employee who has not been employed for at least one complete Standard Measurement Period, 
or who is treated as a New Employee following a period during which the Employee was credited with zero Hours of 
Service.  
 
Non-Variable Hour Employee. An Employee reasonably expected at the time of hire to work 30 hours per week. 
This also includes Part-time Employees.  
 
Ongoing Employee. An Employee who has been employed by the Employer for at least one complete Measurement 
Period. 
 
Seasonal Employee. An Employee who is hired into a position for which the customary annual employment is six 
months or less. 
 
Stability Period. A period selected by the Employer that immediately follows, and is associated with, a Standard 
Measurement Period or an Initial Measurement Period (and, if elected by the Employer, the Administrative Period 
associated with that Standard Measurement Period or Initial Measurement Period) and is used by the Employer as 
part of the Look-back Measurement Method.  The Stability Period is a 12 month period in which the Variable Hour 
Employee’s and/or Ongoing Employee’s eligibility status is fixed. The Stability Period begins on January 1 each 
calendar year. 
 
Variable Hour Employee. An Employee, based on the facts and circumstances at the Employee’s start date, whose 
reasonable expectation of average hours per week cannot be determined. This also includes Seasonal Employees. 

 
Eligibility for Individual Coverage 
Each Non-Variable Hour Employee will become eligible for coverage under this Plan with respect to himself or herself on 
the first day of the month, coincident with or immediately following the date of hire, provided the Employee has begun 
work for his or her Participating Employer. If the Employee is unable to begin work as scheduled, then his or her coverage 
will become effective on such later date when the Employee begins work.   

 
Each Variable Hour Employee who has averaged the requisite Hours of Service, as defined herein, will become eligible 
for coverage under this Plan with respect to himself or herself upon completion of a complete Measurement 
Period.  Coverage shall begin on the first day of the Stability Period, as defined herein. 

 
Each Employee who was covered under the Prior Plan, if any, will be eligible on the Effective Date of this Plan.  
 
If an Employee meets the eligibility requirements during a Measurement Period then the Employee will remain eligible 
throughout the entire Stability Period that follows, regardless of a change in employment status (including, but not 
limited to, a reduction in hours) provided the individual continues to be an Employee in accordance with the Affordable 
Care Act (as amended).  
 
Reinstatement of Coverage 
An Employee who is terminated and rehired will be treated as a New Employee upon rehire only if the Employee was 
not credited with an Hour of Service with the Employer (or any member of the controlled or affiliated group) for a period 
of at least 26 consecutive weeks immediately preceding the date of rehire. 
A Variable Hour Employee who is terminated and rehired will be treated as a continuing Employee upon rehire only if 
the Employee break in service did not exceed 26 weeks.  
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Upon return, coverage will be effective on the first of the month following the date of rehire, so long as all other eligibility 
criteria are satisfied. 
 
Termination Dates of Individual Coverage 
The coverage of any Employee for himself or herself under this Plan will terminate on the earliest to occur of the following 
dates: 
 

• The date of the month in which the Non-Variable Hour Employee is no longer eligible for such coverage under the 
Plan. 

• The date following the end of the Stability Period for Variable Hour Employees, if the Employee failed to qualify 
during the previous Measurement Period. 

 
Dependent Eligibility 

Your eligible dependents may also participate in the Plan. Eligible dependents (Dependents) include your: 
 

• Spouse. Your lawful spouse under applicable law. 

• Domestic Partner. Your domestic partner who satisfies the following requirements: 

o The Domestic Partner is the same sex or opposite sex as the Employee and provided the Employee 

provides the Human Resources Department with a Certificate of Domestic Partnership or a State 

Certificate of Domestic Partnership from either the State of California or a state with domestic partner 

rules comparable to the rules set forth in California Family Code § 297. 

• Children: 

o The biological child, stepchild or legally adopted child of the Employee, the Employee’s Spouse or the 

Employee’s Domestic Partner, provided the child is under 26 years of age. 

o A child for whom the Employee, the Employee’s Spouse or the Employee’s Domestic Partner is the court-‐

appointed guardian, provided the child is under 26 years of age.  The  Employee  shall  be  required to 

provide the Administrator with legal evidence of the court decree. For  purposes  of  this Section, the term  

“Eligible Child” shall not include foster  children. 

o A biological child, stepchild or legally adopted child of the Employee, the Employee’s Spouse or the 

Employee’s Domestic Partner who is (i) 26 years of age or older, (ii) became  physically  or  mentally disabled 

prior to attaining age 26, (iii) is unmarried, (iv) is chiefly dependent on the Employee, or the Employee’s  

Spouse  or  Domestic  Partner,  for  support  and  maintenance,  and  (v)  is  incapable  of  self-‐‐ sustaining 

employment due to a physical or mental condition. For purposes of the medical coverage   under the 

Governing Documents of the Pacific  Plans,  a  biological  child,  stepchild  or  legally  adopted child of the 

Employee, the Employee’s Spouse or the Employee’s Domestic Partner is subject to the following  additional 

requirements: (i) the  child  was  covered  under  the  Plan  prior  to  attaining  age 26, or 

o (ii) the child was covered as a dependent of the Employee, Spouse or Domestic  Partner  under another 

group health plan or health insurer. For purposes of this Section, “chiefly dependent for support and 

maintenance” means that the child qualifies as a dependent of the Employee, Spouse, or Domestic 

Partner for federal income tax purposes. The Plan reserves the right to request proof of the child’s 

status as a dependent, of the child’s continuing dependency, and of the child’s continuing physical or 

mental condition. 

o A  child  for whom  the Plan  has received  a  Qualified  Medical Child Support Order (QMCSO). 
 

Enrollment 
You must enroll for coverage within 31 days of your eligibility date. If you desire dependent coverage, you must 

enroll your eligible dependents at this time. If you do not have any eligible dependents at the time of initial 

enrollment, but acquire eligible dependents at a later date, you must enroll the dependent(s) within 31 days of the 
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date you acquire them. To enroll, you must complete your online benefit elections within the applicable time 

period. You may also enroll yourself or your eligible dependents during the annual Open Enrollment Period. You 

may be required to obtain and provide Pacific with a Social Security number for each covered dependent. 

Your newborn child is automatically enrolled in this plan if family coverage is in force at the time of birth.  However, 

claims for the newborn may not be paid until online enrollment is completed and submitted to the plan. 

If you fail to complete enrollment for coverage with 31 days of your eligibility date, you will have to wait until the next 

Open Enrollment Period, as provided herein. 

If your eligibility requirements are met on your date of hire, coverage for you and your Dependents will begin on 

the first day of the month following commencement of employment or the first day of employment if that day is 

the first working day of the month. 

Cessation of Participation 
Your coverage ends the last day of the month of your termination of employment, the date you are no longer 

eligible to participate in this Plan, the date you cease to pay any required contributions toward the cost of the Plan 

or the date this Plan ends. 

Coverage for your Dependents ends the earliest of the date your coverage ends, the end of the month in which a 

Dependent no longer meets the eligibility requirements, the last day of the month of your termination of 

employment, the date you cease to pay any required contributions toward the cost of your Dependent’s coverage 

under the Plan or the date this Plan ends. 

In certain circumstances, when you or an eligible Dependent would otherwise lose coverage, you and/or they may 

be eligible for COBRA continuation coverage. For a complete explanation of when COBRA continuation coverage is 

available, what conditions apply and how to select it, see the section entitled “Notice of Continuation Coverage 

Rights under COBRA” below. 

 

Reinstatement of Coverage 
If coverage ends while you are on an approved leave of absence other than an FMLA leave, coverage for you and 

your Dependents will be reinstated on the first day of the month following the date you return to employment if 

you and your dependents meet the eligibility requirements. 

 

Special and Open Enrollment 
Federal law requires and the Plan provides so-called “Special Enrollment Periods,” during which Employees may enroll in 
the Plan, even if they declined to enroll during an initial or subsequent eligibility period. The Special Enrollment rules are 
described in more detail within the Eligibility for Coverage section. 
 
Loss of Other Coverage 
This Plan will permit an eligible Employee or Dependent (including his or her spouse or domestic partner) who is eligible, 
but not enrolled, to enroll for coverage under the terms of the Plan if each of the following conditions is met: 

 

• The eligible Employee or Dependent was covered under another group health plan or had other health insurance 
coverage at the time coverage under this Plan was offered. 

• The eligible Employee or Dependent lost other coverage pursuant to one of the following events:  
o The eligible Employee or Dependent was under COBRA and the COBRA coverage was exhausted.  
o The eligible Employee or Dependent was not under COBRA and the other coverage was terminated as a result 

of loss of eligibility (including as a result of Legal Separation, divorce, loss of Dependent status, death, 
termination of employment, or reduction in the number of hours worked). 

o The eligible Employee or Dependent moved out of an HMO service area with no other option available. 
o The Plan is no longer offering benefits to a class of similarly situated individuals. 
o The benefit package option is no longer being offered and no substitute is available. 
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o The Employer contributions were terminated. 
 

Special enrollment rights will not be available to an Employee or Dependent if either of the following occurs: 
 

• The other coverage is/was available via COBRA Continuation Coverage and the Employee or Dependent failed to 
exhaust the maximum time available to him or her for such COBRA coverage. 

• The Employee or Dependent lost the other coverage as a result of the individual's failure to pay premiums or required 
contributions or for cause (such as making a fraudulent claim or an intentional misrepresentation of a material fact in 
connection with the Other Plan). 

 
For an eligible Employee or Dependent(s) who has met the conditions specified above, this Plan will be effective at 12:01 
A.M. on the first day of the first calendar month following the loss of other coverage and the request is made within 31 days 
from loss of coverage.  For example, if the Employee loses his or her other health coverage on April 22, he or she must notify 
the Plan Administrator and apply for coverage by close of business on May 1. 
 
New Dependent 
An Employee or Dependent who is eligible, but not enrolled in this Plan, may be eligible  to enroll during a special enrollment 
period if an Employee acquires a new Dependent as a result of marriage, domestic partnership, legal guardianship, birth, 
adoption, or placement for adoption. To be eligible for this special enrollment, the Employee must apply in writing or 
electronically, as applicable, no later than 31 days after he or she acquires the new Dependent. For example, if the Employee 
or Employee’s spouse gives birth to a baby on June 22, he or she must notify the Plan Administrator and apply for coverage 
by close of business on July 23.  The following conditions apply to any eligible Employee and Dependents: 
 
An Employee or Dependent who is eligible, but not enrolled in this Plan, may enroll during a special enrollment period if 
both of the following conditions are met:  

 

• The eligible Employee is a covered Employee under the terms of this Plan but elected not to enroll during a previous 
enrollment period. 

• An individual has become a Dependent of the eligible Employee through marriage, domestic partnership, legal 
guardianship, birth, adoption, or placement for adoption. 

 
If the conditions for special enrollment are satisfied, the coverage of the Dependent and/or Employee enrolled during the 
Special Enrollment Period will be effective at 12:01 A.M. for the following events: 

 

• In the case of marriage, on the first day of the first calendar month following enrollment. 

• For a domestic partnership, on the first day of the first calendar month following enrollment. 

• For a legal guardianship, on the date on which such Child is placed in the covered Employee’s home pursuant to a court 
order appointing the covered Employee as legal guardian for the Child. 

• In the case of a Dependent’s birth, as of the date of birth. 

• In the case of a Dependent’s adoption or placement for adoption, the date of the adoption or placement for adoption.  
 

Additional Special Enrollment Rights 
Employees and Dependents who are eligible but not enrolled are entitled to enroll under one of the following circumstances: 

 

• The Employee’s or Dependent’s Medicaid or State Child Health Insurance Plan (i.e. CHIP) coverage has terminated as a 
result of loss of eligibility and the Employee requests coverage under the Plan within 60 days after the termination. 

• The Employee or Dependent become eligible for a contribution / premium assistance subsidy under Medicaid or a State 
Child Health Insurance Plan (i.e. CHIP), and the Employee requests coverage under the Plan within 60 days after 
eligibility is determined.  

 
If the conditions for special enrollment are satisfied, coverage for the Employee and/or his or her Dependent(s) will be 
effective at 12:01 A.M. on the first day of the first calendar month following the loss of other coverage. 
 
Open Enrollment 
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Prior to the start of a Plan Year, this Plan has an Open Enrollment Period.  Eligible Participants who are not covered under 
this Plan may enroll for coverage during Open Enrollment Periods. Employees who are enrolled will be given an opportunity 
to change their coverage effective the first day of the upcoming Plan Year. A Participant who fails to make an election during 
the Open Enrollment Period will automatically lose his or her present coverages. Coverage for Participants enrolling during 
an Open Enrollment Period will become effective on January 1, as long as all other eligibility requirements have been met. 
If the other eligibility requirements have not been met, coverage for Participants enrolling during an Open Enrollment Period 
will become effective as stated in the provision, “Eligibility for Individual Coverage”. 
 
The terms of the Open Enrollment Period, including duration of the election period, shall be determined by the Plan 
Administrator and communicated prior to the start of an Open Enrollment Period.   
 
“Open Enrollment Period” shall mean the time frame specified by the Plan Administrator. 
 
Relation to Section 125 Cafeteria Plan 
This Plan may also allow additional changes to enrollment due to change in status events under the employer’s Section 125 
Cafeteria Plan. Refer to the employer’s Section 125 Cafeteria Plan for more information. 
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BENEFITS 
 

Medical Plan Benefit Choices 

This Plan offers the following medical plan choices: 
 

• Pacific Preferred Provider High Deductible Plan w/Health Savings Account (PPO-‐HD) (uses Anthem networks) 

(available to both active employees and eligible retirees);  

• Pacific Exclusive Provider Network Plan (uses Anthem networks) (EPO) (active employees and eligible retirees under 
age 65); or, 

• Medicare Supplement PPO Plan (eligible retirees over age 65). 

When all of the provisions of this plan are satisfied, the plan will provide benefits as outlined in Appendix A of this 

Plan Document and Summary Plan Description. 

Exclusions 
The following are services not included under this Plan. Check your plan’s official documentation for additional 

excluded services. 

 

• Biofeedback 

• Refractive Eye Procedures 

• Cosmetic Services/procedures 

• Custodial Care 

• Routine Foot Care 

• Family Counseling 

• Learning Disabilities 

• Sexual Dysfunction 

• Impregnation 

• Smoking Cessation 
 

Prescription Drug Plan Benefit Choices 
 
University of the Pacific, in conjunction with WellDyneRx will participate in a Six Month Exclusivity Program. Under this 
program, all new medications approved by the FDA will be subject to an exclusion period which will allow for a formal 
Pharmacy and Therapeutics committee review. The exception to this exclusion are medications used for orphan disease 
states and medications that offer significant benefits over existing therapies. For additional information about this program 
please contact WellDyneRx at 888-479-2000. 

Exclusions 
The following are drugs not included under the Prescription Drug Plan. Check your plan’s official documentation for 

additional excluded services. 

 

• Spinraza,  

• Zolgensma and  

• Vyndaqel; 

Specialty Drug Intercept Program 
 
The WellDyne prescription drug plan includes a voluntary Intercept Program intended to reduce specialty drug costs using 
financial assistance programs. Under the program, covered medications may still be obtained subject to satisfying all other 
eligibility requirements and will be considered out of network if not obtained through the program. Out of network 
medication fulfillment will result in a co-payment equal to the amount of the assigned plan co-payment plus the value of any 
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coupon or program that a participant would otherwise have been eligible to participate in (out of network penalty). 
 

Step Therapy Program 
 
Pacific in conjunction with WellDyne will implement a Step Therapy Program. 
Step Therapy is a program intended to control the costs and risks of prescription drugs. It requires a patient to begin with 
the most cost-effective and safest drug therapy (Step One drugs) for a medical condition. The patient can switch to the other 
more costly or risky therapies (Step Two drugs) only if necessary. Step One drugs are known to be safe and effective for most 
people and are general available at a lower cost. WellDyneRx’s step therapy program ensures you get the medications you 
need, and that they are safe and cost-effective. Some therapeutic categories for step therapy include Inhaled Corticosteroids, 
Proton Pump Inhibitors, Inhibitors for Diabetes – Dipeptidyl-Peptidase-IV (DPP-IV), and Selective Serotonin Reuptake 
Inhibitors (SSRIs). Please advise your doctor to prescribe Step One drugs if and whenever possible. 

 

Benefits Contact Information 
• Delta Health Systems 

Medical Claims & Customer Service  

Toll-‐‐free number: 888-‐‐212-‐‐1231  

Website:    www.deltahealthsystems.com 

• WellDyneRx 

Prescription Drug Claims and Customer Service  

Toll-‐‐free number: 800-‐‐479-‐‐2000  

Website: www.wmyWDRX.com 

• Anthem Blue Cross In-‐Network Provider 

Locate participating Anthem PPO providers at www.anthem.com/ca 

• Anthem Blue Cross Utilization Management 

Toll-‐‐free number: 800-‐‐274-‐‐7767  

Website: www.anthem.com/ca 

  

http://www.deltahealthsystems.com/
http://www.wmywdrx.com/
http://www.anthem.com/ca
http://www.anthem.com/ca
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IMPORTANT PLAN PROVISIONS 
 

Contributions 
Pacific shares the cost of providing benefits for you and your dependents. From time to time, Pacific may adjust the 

amount of contributions required for coverage. The amount of your contributions under the Plan is detailed in 

Appendix A of this Plan Document and Summary Plan Description. 

 

PPO (Preferred Provider Organization) and EPO (Exclusive Provider Network) 

Pacific uses the Anthem Blue Cross networks in its Plan. Anthem Blue Cross has made agreements with hospitals, 

physicians and other health care providers to discount the services provided under the Plan. 

Pacific has chosen Delta Health Systems to administer its PPO High Deductible (PPO-‐HD) and EPO plan options 

(Component Health Plans) available to you and your eligible dependents. You can get more information  about  these  

component  health  plans  and  their  most  up-‐to-‐date  list  of  participating  physicians, hospitals and other providers 

available at the Delta Health Systems website, www.deltahealthsystems.com. 

Please refer to the Schedule of Medical Benefits in Appendix A for a detailed description of the benefits and 

limitations applicable to these Component Health Plans. 

 

Deductibles 
A deductible is the amount of covered expenses you must pay during each year before the Plan will consider 

expenses for reimbursement. The individual deductible applies separately to each covered person. The family 

deductible applies collectively to all covered persons in the same family. When the family deductible is satisfied, no 

further deductible will be applied for any covered family member during the remainder of that year. A family 

represents an employee, a spouse/domestic partner and at least one child. 

The annual individual and family deductible amounts are shown in the Benefits Section of this Plan Document and 

Summary Plan Description. 

 

Out-of-Pocket Maximums 
An out-‐of-‐pocket maximum is the maximum amount of covered expenses  you  must  pay  during  a  year, including 

the deductible, before the plan’s benefit percentage payable increases. The individual out-‐of-‐pocket maximum applies  

separately  to  each  covered  person.  When a  covered  person  reaches  the  annual  out-‐of-‐‐ pocket maximum, the plan 

will pay 100% of additional covered expenses for that individual  during  the  remainder of that year. 

EPO and HDHP: When calculating the family out-of-pocket maximum, each family member may contribute up to the 

individual out-of-pocket maximum amount, after which the Plan will pay 100% of covered expenses for that family 

member’s covered services for the remainder of the Calendar Year.  

A family represents an employee, a spouse/domestic  partner and at least one  child. 

However, expenses for services which do not apply to the out-‐of-‐pocket maximum will never be paid at 100%. 

The  annual individual and  family  out-‐of-‐pocket  maximum  amounts  are  shown  in  Appendix A of this Summary  Plan 

Description. 

Benefit Percentage Payable 
Benefit percentage payable represents the portion of covered expenses paid by the Plan after you have satisfied any 

applicable deductible or co-‐payment. These percentages apply only to covered expenses which do not exceed the 

Maximum Allowable Charge.  You  are  responsible  for  all  remaining  covered  and  non-‐covered expenses, including 

any amount which exceeds the the Maximum Allowable Charge for covered  expenses.  The benefit percentages payable 

http://www.deltahealthsystems.com/
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are shown on the Schedule of Benefits in Appendix A. 

 

Maximum Allowable Charge 
The “Maximum Allowable Charge” shall mean the benefit payable for a specific coverage item or benefit under this Plan. 
The Maximum Allowable Charge will be a negotiated rate, if one exists.  

 
With respect to Non-Network Emergency Services, the Plan allowance is the greater of: 

 

• The negotiated amount for In-Network Providers (the median amount if more than one amount to In-Network 
Providers). 

• The Plan’s normal Non-Network payable amount after consideration of the criteria described below (reduced for cost-
sharing). 

• The amount that Medicare Parts A or B would pay (reduced for cost-sharing). 
 

If and only if there is no negotiated rate for a given claim, the Plan Administrator will exercise its discretion to determine 
the Maximum Allowable Charge based on any of the following: Medicare reimbursement rates, Medicare cost data, 
amounts actually collected by providers in the area for similar services, or average wholesale price (AWP) or manufacturer’s 
retail pricing (MRP). These ancillary factors will take into account generally-accepted billing standards and practices. 

When more than one treatment option is available, and one option is no more effective than another, the least costly option 
that is no less effective than any other option will be considered within the Maximum Allowable Charge. The Maximum 
Allowable Charge will be limited to an amount which, in the Plan Administrator’s discretion, is charged for services or 
supplies that are not unreasonably caused by the treating Provider, including errors in medical care that are clearly 
identifiable, preventable, and serious in their consequence for patients. A finding of Provider negligence or malpractice is 
not required for services or fees to be considered ineligible pursuant to this provision. 

Co-Payments 
Co-‐payments are the first-‐dollar amounts you must pay for certain covered services under the plan which are usually 

paid at the time the service is performed (i.e. physician office visits or emergency room visits). These co-‐‐ payments do 

not apply to your annual deductible, unless specified on the Schedule of Benefits in Appendix A. The co-‐payment 

amounts are shown on the Schedule of Benefits. 
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OTHER RELATED PLAN PROVISIONS 
 

Employer Sponsored Leave of Absence 

 

• Leave of Absence (not meeting the definition of a FMLA Leave); coverage will continue for 6 months for Staff 
members and 12 months for Faculty members. Coverage will terminate at the end of the 6th or 12th month of the 
leave of absence.  

 
The above noted leave runs concurrently with FMLA, USERRA or any State-mandated family or medical leave, 
and/or any other applicable leaves of absence.  At the end of the period(s) listed above, the Participant’s coverage 
will be deemed to have terminated for purposes of Continuation of Coverage under COBRA. 
 
NOTE:  Continuation coverage for domestic partners and their Dependents is offered voluntarily by the Employer 
and is not required by or subject to COBRA. A domestic partner will be treated as a “qualified beneficiary” to the 
same extent as if the domestic partner were the Employee's spouse.  In addition, the Dependent Children of a 
covered domestic partner will be treated as “qualified beneficiaries” for these purposes to the same extent that 
Dependents of a spouse would be so treated. 
 
Please refer to the written leave policy for more details. 

FMLA: Family and Medical Leave Act of 1993 
Notwithstanding the above rule regarding termination of participation or any other provision to the contrary in this 

Plan, if you go on a qualifying leave under the Family and Medical Leave Act of 1993 (FMLA), the following rules will 

apply. Only to the extent required by FMLA (among other things, this means only for the duration of a qualifying 

leave), Pacific will continue to maintain your health benefits on the same terms and conditions as though you were 

still an active employee. Except as otherwise provided by FMLA, your Plan participation will cease when the Plan 

Administrator learns that you do not intend to return to work after your leave. If earlier, your Plan participation will 

immediately cease upon expiration of your FMLA leave, if you fail to return to work at such time. Except as otherwise 

provided in FMLA, if you fail to return to work after the FMLA leave, you will be required to reimburse Pacific for the 

cost of the coverage Pacific provided you while you were on FMLA leave (the cost equals the COBRA premium, 

without a 2% add-‐on). 

 

FMLA: Military Family Leave 
FMLA includes the following additional leave rights: 

 

• Eligible employees are entitled to up to 12 weeks of leave because of “any qualifying exigency” arising out of 

the fact that the spouse, son, daughter, or parent of the employee is on active military duty or a reservist being 

called to active military duty in the Armed Forces and is deployed to a foreign country (servicemember). 

• Eligible employees may take “qualifying exigency” leave to care for the parent of a servicemember when the 

parent is incapable of self-‐care and the need for leave arises out of the servicemember’s covered active duty or 

call to active duty. 

• An eligible employee who is the spouse, son, daughter, parent, or next of kin of an eligible covered servicemember 

as defined below is entitled to up to 26 work weeks of leave in a single 12-‐month period to care for the 

servicemember. For purposes of this subparagraph, “eligible covered servicemember” shall mean a veteran who was 

a member of the Armed Forces (including a member of the National Guard or a military reservist) who is undergoing 

medical treatment, recuperation, or therapy for a serious illness or injury. A “serious illness or injury” includes illnesses 

or injuries that either (i) occurred during the servicemember’s active duty, or (ii) existed prior to the servicemember’s 

active duty and which were aggravated by service in the line of duty. The military service of the eligible covered 

servicemember must have ended within 5 years of the first date the eligible employee takes leave. 
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• An eligible employee who is the spouse, son, daughter, or parent of a servicemember may take “rest and 

recuperation” leave of up to 15 days to spend time with  the  servicemember  who  is  on  a  short-‐term, temporary, 

rest and recuperation leave during the period of the servicemember’s deployment. Pacific may require the 

eligible employee to provide a copy of the servicemember’s orders that indicate the dates of the 

servicemember’s rest and recuperation leave. 

 

USERRA: Employees on Military Leave 

Employees going into or returning from military service will have Plan rights mandated by the 
Uniformed Services Employment and Reemployment Rights Act of 1994. These rights include up 
to 24 months of extended health care coverage upon payment of the entire cost of coverage plus 
a reasonable administration fee and immediate coverage applied in the Plan upon return from 
service. These rights apply only to Employees and their Dependents covered under the Plan before 
leaving for military service. 

Qualified Medical Child Support Orders 
If Pacific determines that your separated or divorced spouse/domestic partner or any state child support or 

Medicaid agency has obtained a legal qualified medical child support order (QMCSO), through a court order or an 

administrative process established under state law, you will be required to provide coverage for any child(ren) 

named in the QMCSO. If a QMCSO requires that you provide health coverage for your child(ren) and you do not 

enroll the child(ren), Pacific must enroll the child(ren) upon application from your separated/divorced 

spouse/domestic partner, the state child support agency or Medicaid agency and withhold from your pay your share 

of the cost of such coverage. You may not drop coverage for the child(ren) unless you submit written evidence to 

Pacific that the child support order is no longer in effect. The plan may make benefit payments for the child(ren) 

covered by a QMCSO directly to the custodial parent or legal guardian of such child(ren). If you are not enrolled for 

coverage, you will be required to enroll along with the child and your share of the cost of such coverage will be 

withheld from your pay. For a copy of Pacific’s procedures applicable to such notices, please contact the Plan 

Administrator. 

 

Special Open Enrollment Rights for Certain Individuals under Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) 

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

insurance coverage, and you provide written notice to the Plan that you are declining coverage for such reason, you 

may in the future be able to enroll yourself and your dependents in one of the health care options offered by the 

Plan Sponsor, provided that you request enrollment within 31 days after your other coverage ends or any company 

contributions for such coverage have terminated. 

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

may be able to enroll yourself and your dependents, provided that you request enrollment within 31 days after the 

marriage, birth, adoption, or placement for adoption. If you otherwise decline to enroll, you may be required to wait 

until the group’s next open enrollment to do so. You also may be subject to additional limitations on the coverage 

available at that time. Coverage will generally begin on the first day of the calendar month following the timely 

enrollment request. However, if the special enrollment event is birth or adoption or placement for adoption, if 

timely enrolled, coverage for such newborn or adopted children will begin as of the date of birth, adoption or 

placement for adoption. 

Any requests for special enrollment or to obtain more information should be directed to: 

University of the Pacific 

Associate Director of Benefits 

3601 Pacific Avenue 
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Stockton, CA 95211 

(209) 946-‐2484 

 
Medicaid and the Children’s Health Insurance Program (CHIP) 

If you are eligible for health coverage from your employer, but are unable to afford the premiums, some states have 

premium assistance programs that can help pay for coverage. These states use funds from their Medicaid or CHIP 

programs to help people who are eligible for employer-sponsored health coverage, but need assistance in paying their 

health premiums. If you or your dependents are not eligible for Medicaid, CHIP, or a state premium assistance 

program you may be able to buy individual insurance coverage through a Health Insurance Marketplace (such as 

Covered California). For more information, visit www.healthcare.gov. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a state listed in Appendix D, you 

can contact your state Medicaid or CHIP office to find out if premium assistance is available. 

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

dependents might be eligible for either of these programs, you can contact your state Medicaid or CHIP office using  

the  information  contained  in  Appendix  D,  or  call  1-‐877-‐543-‐7669  or  go  to  www.insurekidsnow.gov  to  find out 

how to apply. If you qualify, you can ask the state if it has a program that might help you pay the premiums for an 

employer-‐sponsored plan. 

Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or CHIP, your 

employer’s health plan is required to permit you and your dependents to enroll in the plan – as long as you and your 

dependents are eligible, but not already enrolled in the employer’s plan. This is called a “special enrollment” 

opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance. 

 

Newborns’ and Mothers’ Health Protection Act of 1996 
Under federal law, group health plans and health insurance issuers offering group health insurance coverage 

generally may not restrict benefits for any hospital length of stay in connection with child birth for the mother or 

newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by 

cesarean section. However, the plan, or issuer may pay for a shorter stay if the attending provider (e.g., your 

physician, nurse midwife, or physician assistant), after consultation with the mother, discharges the mother or 

newborn earlier. 

Also, under federal law, plans and issuers may not set the level of benefits or out-‐of-‐pocket costs so that any later 

portion  of the 48 hour (or 96 hour) stay is treated in a manner less favorable to the mother or newborn than any   earlier 

portion  of the  stay. 

In addition, a plan or issuer may not, under federal law, require that a physician or other health care provider obtain 

authorization for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or 

facilities, or to reduce your out-‐of-‐pocket costs, you may be required to obtain pre-‐certification. For information 

on pre-‐certification, contact your plan administrator. 

 

Women's Health and Cancer Rights Act of 1998 
In the case of an employee or dependent who receives benefits under the plan in connection with a mastectomy 

and who elects breast reconstruction (in a manner determined in consultation with the attending physician and the 

patient), coverage will be provided for: 

• Reconstruction of the breast on which the mastectomy was performed. 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance. 

• Prostheses and treatment of physical complications at all stages of the mastectomy, including lymphedemas. 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
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Benefits will be subject to the same cost-‐‐sharing (deductible, co-‐‐payment, co-‐‐insurance) provisions as apply to the 

mastectomy. 

 

Michelle’s Law 

In the event the Plan includes group health care coverage that requires a certification of student status for any 

period of dependent coverage, the Plan will comply with Michelle’s Law. Under Michelle’s Law, a dependent child 

who is enrolled in an institution of higher education at the beginning of a medically necessary leave of absence must 

be allowed to extend such coverage if the leave of absence normally would cause a loss of eligibility status due to 

the dependent child’s change in student status. This eligibility extension must last up to one year beginning on the 

first day of the leave of absence or the date the coverage would otherwise terminate due to loss of student status, 

whichever is earlier. 

 

Mental Health and Addiction Equity 
All group health care coverage maintained under this Plan that provides both medical and surgical benefits, as well 

as mental health or substance use disorder benefits, shall provide such benefits subject to the following: 

▪▪ The financial requirements applicable to such mental health or substance use disorder benefits are no more 

restrictive than the predominant financial requirements applied to substantially all medical and surgical 

benefits covered by the plan (or coverage), and there are no separate cost sharing requirements that are 

applicable only with respect to mental health or substance use disorder benefits; and 

▪▪ The treatment limitations applicable to such mental health or substance use disorder benefits are no  more 

restrictive than the predominant treatment limitations applied to substantially all medical and surgical 

benefits covered by the plan (or coverage) and there are no separate treatment limitations that are 

applicable only with respect to mental health or substance use disorder benefits. 
 

Genetic Information Nondiscrimination Act of 2008 
The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits this Plan from discriminating against 

individuals on the basis of genetic information. In general, GINA: 

▪▪ Prohibits this Plan from adjusting premiums or contribution amounts for a group on the basis of genetic 

information; 

▪▪ Prohibits this Plan from requesting or mandating that an individual or family member of an individual 

undergo a genetic test, providing that such prohibition does not limit the authority of a health care 

professional to request an individual to undergo a genetic test, or preclude a group health plan from 

obtaining or using the results of a genetic test in making a determination regarding payment; 

▪▪ Allows this Plan to request, but not mandate, that a participant or beneficiary undergo a genetic test for 

research purposes if the Plan does not use the information for underwriting purposes and meets certain 

disclosure requirements; and, 

▪▪ Prohibits this Plan from requesting, requiring, or purchasing genetic information for underwriting purposes, 

or with respect to any individual in advance of or in connection with such individual’s enrollment.  

To comply with this law, Pacific asks that you not provide any genetic information when responding to any request 

for medical information. ‘Genetic information' as defined by GINA includes an individual's family medical history, 

the results of an individual's or family member's genetic tests, the fact that an individual or an individual's family 

member sought or received genetic services, and genetic information of a fetus carried by an individual or an 

individual's family member or an embryo lawfully held by an individual or family member receiving assisted 

reproductive services. 



University of the Pacific Self-Funded Medical Plan 

Plan Document and Summary Plan Description 

Amended and Restated as of January 1, 2020 

17 | P a g e   

PATIENT PROTECTION AND AFFORDABLE CARE ACT (ACA) 
 

Effective Date 
The following provisions in this Section are effective as of January 1, 2011 unless otherwise stated. 

 

Coverage for Dependents Up to Age 26 
Group health plans must make dependent coverage to adult children available until the end of the month they turn 

age 26. The mandate applies to any adult child whether or not he or she is eligible to enroll in some other employer-

‐sponsored group health plan. Adult children shall include those who are a child of the Plan participant, whether or 

not they are: 

• Married or not married; 

• Live at home; 

• A dependent on the employee’s tax return; or, 

• A student. 
 

Essential Health Benefits 
The Affordable Care Act (ACA) generally defines Essential Health Benefits to include the following coverages. 

Essential Health Benefits covered under this Plan are subject to certain additional requirements under ACA. 

• Ambulatory patient services (i.e. outpatient care received without being admitted to the hospital) 

• Emergency services 

• Hospitalization 

• Maternity and newborn care 

• Mental health and substance use disorder services, including behavioral health treatment 

• Prescription drugs 

• Rehabilitative and habilitative services and devices 

• Laboratory services 

• Preventive and wellness services, including chronic disease management 

• Pediatric services, including oral and vision care 
 

Lifetime and Annual Dollar Limits on Essential Health Benefits 
Prohibition on Lifetime Dollar Limits. Group health plans are prohibited from imposing a lifetime limit on the dollar 

value of Essential Health Benefits. This Plan is required to notify all individuals whose coverage under the Plan was 

terminated due to exhaustion of a lifetime dollar limit prior to the effective date of ACA that there is an opportunity 

to re-‐‐enroll in the Plan during a special enrollment period. 

Prohibition on Annual Dollar Limits. Effective as of January 1, 2014, this Plan may not establish annual limits on the 

dollar amount of Essential Health Benefits. This Plan is not prohibited, however, from placing annual dollar limits on 

specific covered benefits that are not Essential Health Benefits to the extent such limits are otherwise permitted 

under applicable federal or state law. 

 

Preexisting Condition Exclusions (PCEs) 
Effective as of January 1, 2014, this Plan is prohibited from denying coverage or excluding specific benefits from 

coverage due to an individual’s preexisting condition, regardless of the individual’s age. A PCE includes any health 

condition or illness that is present before the coverage effective date, regardless of whether medical advice or 

treatment was actually received or recommended. 
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Rescissions 
The Component Health Plans in this Plan are generally prohibited from rescinding the coverage of a participant. 

Rescission means a cancellation or discontinuance of coverage that has a retroactive effect. A cancellation or 

discontinuance is not a prohibited rescission if it: 

• Only has a prospective effect; or, 

• Is effective retroactively due to a failure to timely pay required premiums or contributions toward the cost 

of coverage. 

Rescissions are permitted for fraud or the intentional misrepresentation of fact by the participant as prohibited by 

the terms of the plan. The plan must provide at least 30 days’ advance notice to the affected participant before 

coverage may be rescinded, and only as permitted under Section 2702(c) or Section 2742(b) of ACA. 

 

90-Day Waiting Period Limit 
The waiting period is the period from the date of hire until the first of the month coincident with or immediately following 
the date of hire.   

Effective as of January 1, 2014, this Plan may not apply a waiting period for coverage that exceeds 90 days.  A waiting 

period is defined as the period that must pass before coverage for an eligible employee or his or her dependent becomes 

effective under the Plan. ACA regulations permit plans to condition health coverage eligibility on an employee’s 

completion of an employment-‐based orientation period of up to one month before application of the 90-‐day waiting 

period limits.  A reasonable and bona fide employment based orientation period is permissible if it is not designed 

to avoid compliance with the 90-‐day waiting period limitation. 

 

Patient Protections 
Emergency Services. If a non-‐‐grandfathered Component Health Plan provides benefits for emergency services, the 

plan: 

• May not require preauthorization, including for emergency services provided out-‐of-‐network; 

• Must provide coverage regardless of whether the provider is in-‐‐ or out-‐of-‐network; 

• May not impose any administrative requirement or coverage limitation that is more restrictive than would be 

imposed for in-‐‐network emergency services; and 

• Cannot impose a co-‐payment amount or co-‐insurance rate that is higher for out-‐of-‐network services than for co-

‐payment amounts and co-‐insurance rates imposed on in-‐network services. Benefits provided for out-‐of-‐network 

emergency services must be provided in an amount equal to the greatest of the following three amounts: 

o the median of the amount negotiated with in-‐‐network providers for emergency services without regard 

to co-‐‐payments and co-‐‐insurance (if no per-‐‐service amount is negotiated, such as under a capitation or 

other similar payment, this amount is disregarded) 

o the  amount  the Plan generally pays for out-‐of-‐network services, such as Maximum Allowable Charge, 

but without regard to in-‐network co-‐payments  or  co-‐insurance  and  without reduction for the Plan’s 

usual cost-‐sharing generally applicable to out-‐of-‐network services, or 

o the amount that would be paid under Medicare Parts A and B, without regard to co-‐‐payments and co-‐‐ 

insurance. 

Primary Care Provider Designation. If this Plan requires or allows participants to designate primary care providers, 

or if the Plan automatically designates a primary care provider for a participant, then the participant has the right 

to designate any primary care provider who participates in the Plan’s network and who is available to accept the 

participant or participant’s family members. For children, the participant may designate a pediatrician as the primary 

care provider. 
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Access to Obstetrical or Gynecological Care. A participant shall not need prior authorization from the Plan or from 

any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological care 

from a health care professional in the Plan’s network who specializes in obstetrics or gynecology. 

Access to Pediatric Care. If the Plan requires or provides for the designation of a participating primary care provider 

for a dependent child, the Plan shall permit such person to designate a physician (allopathic or osteopathic) who 

specializes in pediatrics as the child’s primary care provider if such provider participates in the network of the Plan 

or issuer. 

 

Preventive Care 
Non-‐grandfathered group health  plans subject to the preventive services coverage mandate must provide coverage 

for all of the following preventive services without imposing any co-‐payments, co-‐insurance, deductibles, or other 

cost-‐sharing requirements. If the attending provider determines that the service is medically necessary, a plan must 

provide coverage regardless of sex assigned at birth, gender identity, or gender of the individual as recorded by the plan: 

• Evidence-‐based items or services with an A or B rating currently recommended by the United States Preventive 

Services Task Force (USPSTF) with respect to the individual seeking care; 

• Immunizations for routine use in children, adolescents, or adults currently recommended by the Advisory 

Committee on Immunization Practices (ACIP) of the Centers for Disease Control and Prevention; 

• For infants, children and adolescents:  Evidence-‐informed preventive care and screenings supported by the Health 

Resources and Services Administration (HRSA), including well-‐woman preventive services and preconception/ 

prenatal care that are age-and developmentally-‐appropriate; and, 

• For women: Evidence-‐‐informed preventive care and screening provided for in comprehensive guidelines supported 

by HRSA, to the extent not included in certain recommendations of the USPSTF. 

o HRSA guideline recommendation includes all FDA-‐approved contraceptive methods, sterilization 

procedures, and patient education and counseling for all women with reproductive capacity.  Effective for 

plan years beginning on or after July 10, 2015, Plans must cover at least one form of contraception in each 

of the currently 18 distinct methods the FDA has identified in its Birth Control Guide. 

o USPSTF recommended genetic counseling and BRCA testing to determine a family history potentially 

associated with an increased risk for mutations in breast cancer susceptibility genes must be provided to 

women with positive screen results as well as women who previously have had breast cancer, ovarian cancer 

or other non-‐BRCA-‐related cancer who are currently asymptomatic and cancer-‐free. 

 

Cost-Sharing Limitations on Essential Health Benefits (Out-of-Pocket Maximums) 
ACA requires group health plans to apply a uniform  maximum  limit for out-‐of-‐pocket expenses (deductibles, co-‐‐ 

insurance, co-‐pays, or similar charges) on all Essential Health Benefits of no greater than the maximum amounts 

set  annually  by  the  Internal  Revenue  Service  (IRS)  for  HSA-‐eligible  high-‐deductible  health  plans  as  adjusted  for 

inflation  using  the  “premiums  adjustment percentage.” 

• The overall cost-‐sharing limit only applies to benefits provided in-‐network.  A plan may include out-‐of-‐‐ network 

expenses at its discretion. 

• Out-‐‐of-‐‐pocket expenditures on all Essential Health Benefits must accrue to one out-‐‐of-‐‐pocket maximum, without 

consideration for whether a plan uses more than one service provider to administer benefits. 

• Plans are not required to apply the annual limitation on out-‐‐of-‐‐pocket maximums to benefits that are not Essential 

Health Benefits. See above in this Section for a list of Essential Health Benefits. 

• Embedded Rule: For plan years beginning in 2016, the self-‐only cost-‐sharing limit must apply to each covered 

individual, whether the individual has self-‐only, family, or other coverage. 
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Coverage for Clinical Trials 
Non-‐grandfathered group health plans must provide benefit coverage (including physician charges, labs, x-‐rays, 

professional fees and other routine medical costs) for certain routine patient costs for qualified individuals who 

participate in an approved clinical trial. Approved clinical trials must be covered for the treatment of cancer and 

other life-‐threatening diseases or conditions. The coverage does not apply for the actual device, equipment, or drug 

that is typically given to participating patients free of charge by the company sponsoring the trial. 

 

Claims Appeal Process 
In addition to the claims appeals procedures described in this Plan and the Summary Plan Description, a non-‐‐ 

grandfathered group health plan shall implement an effective appeals process for appeals of coverage 

determinations and claims, under which the Plan or issuer shall, at a minimum: 

• Have in effect an internal claims appeal process; 

• Provide notice to enrollees, in a culturally and linguistically appropriate manner, of available internal and 

external appeals processes, and the availability of any applicable office of health insurance consumer assistance 

or ombudsman to assist such enrollees with the appeals processes; and 

• Allow enrollees to review their files, to present evidence and testimony as part of the appeals process, and to 

receive continued coverage pending the outcome of the appeals process. 

• A group health plan shall   also: 

• Comply with the applicable state External Review process for such plans and issuers that, at a minimum, includes 

the consumer protections set forth in the Uniform External Review Model Act promulgated by the National 

Association of Insurance Commissioners and is binding on such plans; or, 

• Implement an effective External Review process that meets minimum standards established by the Secretary 

through guidance and that is similar to the process applicable to the internal claims process: 

o if the applicable state has not established an External Review process that meets the requirements 

applicable to the internal claims process; or 

o if the plan is a self-‐insured plan that is not subject to state insurance regulation (including a state law that 

establishes an External Review process whose terms are similar to the process applicable to the internal 

claims process.) 
 

Continuing Effect of This Section 
The provisions of ACA described in this Section shall continue in effect, for the Component Health Plans contained 

herein, as modified by further legislation and regulatory guidance. 
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NOTICE OF CONTINUATION COVERAGE RIGHTS UNDER COBRA 
 

Introduction 
You are receiving this notice because you have recently become covered under a group health plan (the Plan). This 

notice contains important information about your right to COBRA continuation coverage, which is a temporary 

extension of coverage under the Plan. This notice generally explains COBRA continuation coverage, when it may 

become available to you and your family, and what you need to do to protect the right to receive it. When you 

become eligible for COBRA, you may also become eligible for other coverage options that may cost less than COBRA 

continuation coverage. 

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

Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you and to other 

members of your family who are covered under the Plan when you would otherwise lose your group health 

coverage. It can also become available to other members of your family who are covered under the Plan when they 

would otherwise lose their group health coverage. For additional information about your rights and obligations 

under the Plan and under federal law, you should review the Plan’s Plan Document and Summary Plan Description 

or contact the Plan Administrator. 

You may have other options available to you when you lose group health coverage. For example, you may be eligible to 

buy an individual plan through the Health Insurance Marketplace (like Covered California). By enrolling in coverage 

through the Marketplace, you may qualify for lower costs on your monthly premiums and lower out-‐‐ of-‐pocket 

costs. Additionally, you may qualify for a 30-‐day special enrollment period for another group health plan for which 

you are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees. 

 

What is COBRA Continuation Coverage? 
COBRA continuation coverage is a continuation of health Plan coverage when coverage would otherwise end 

because of a life event known as a “qualifying event.” Specific qualifying events are listed later in this notice. After 

a qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.” 

You, your spouse and your dependent children could become qualified beneficiaries if coverage under the Plan is 

lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation coverage 

must pay for COBRA continuation coverage. 

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

either one of the following qualifying events happens: 

• Your hours of employment are reduced, or 

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

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

Plan because any of the following qualifying events happens: 

• Your spouse dies; 

• Your spouse’s hours of employment are reduced; 

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

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

• You become divorced or legally separated from your spouse. 

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

following qualifying events happens: 
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• The parent-‐employee dies; 

• The parent-‐employee’s hours of employment are reduced; 

• The parent-‐employee’s employment ends for any reason other than his or her gross misconduct; 

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

• The parents become divorced  or legally separated;    or 

• The child stops being eligible for coverage under the Plan as a “dependent child.” 

 

When is COBRA Continuation Coverage Available? 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has 

been notified that a qualifying event has occurred. When the qualifying event is  the  end  of  employment  or reduction 

of hours of employment, death of the employee, or the employee’s becoming entitled to Medicare benefits (under 

Part A or Part B, or both), the employer must notify the Plan Administrator of the qualifying event. 

 

You Must Give Notice of Some Qualifying Events 
For the other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing 

eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days after the 

qualifying event occurs. Your notice must provide the type of qualifying event, the date of the qualifying event, and 

the name and address of the employee, spouse or dependent who underwent the qualifying event. 

You must provide this notice to: 
 

University of the Pacific 

Associate Director of Benefits 

3601 Pacific Avenue 

Stockton, CA 95211 

(209) 946-‐2484 

 

How is COBRA Continuation Coverage Provided? 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will 

be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect 

COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of their 

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

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

the employee, the employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both), your divorce 

or legal separation, or a dependent child losing eligibility as a dependent child, COBRA continuation coverage lasts 

for up to 36 months. When the qualifying event is the end of employment or reduction of the employee’s hours of 

employment, and the employee became entitled to Medicare benefits less than 18 months before the qualifying 

event, COBRA continuation coverage for qualified beneficiaries other than the employees lasts until 36 months after 

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

before the date on which his employment terminates, COBRA continuation coverage for his spouse and children can 

last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of the 

qualifying event (36 months minus 8 months). Otherwise, when the qualifying event is the end of employment or 

reduction of the employee’s hours of employment, COBRA continuation coverage generally   lastsfor only up to a 

total of 18 months.  There are two ways in which this 18-‐month period of COBRA continuation coverage can be 

extended. 
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Disability Extension of 18-Month Period of COBRA Continuation coverage 
If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be 

disabled and you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to 

receive up to an additional 11 months of COBRA continuation coverage, for a total maximum of 29 months. The 

disability would have to have started at some time before the 60th day of COBRA continuation coverage and must 

last at least until the end of the 18-‐month period for COBRA continuation coverage. You must provide notice to us 

of receipt of a determination by the Social Security Administration of total disability within 60 days of the date of 

the notice, the name of the qualified beneficiary who has become disabled, a copy of the determination letter,  and 

the original date of disability. You must provide this notice to: 
 

Delta Health Systems  

PO Box 1147 
Stockton, CA 95201-1147 

 

Second Qualifying Event Extension of 18-Month Period of COBRA Continuation Coverage 
If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the 

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

for a maximum of 36 months, if notice of the second qualifying event is properly given to the Plan. This extension 

may be available to the spouse and dependent children receiving continuation coverage if the employee or former 

employee dies, becomes entitled to Medicare (under Part A, Part B, or both), or gets divorced or legally separated, 

or if the dependent child stops being eligible under the Plan as a dependent child but only if the event would have 

caused the spouse or dependent child to lose coverage under the Plan had the first qualifying event not occurred. 

 

Are there other coverage options besides COBRA Continuation Coverage? 
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your 

family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a 

spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than COBRA 

continuation coverage. You can learn more about many of these options at www.healthcare.gov. 

 

If You Have Questions 
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or 

contacts identified below. For more information about your rights under ERISA, including COBRA, ACA, HIPAA, and 

other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of 

Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website at 

www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available through 

EBSA’s website). For more information about the Marketplace, visit www.healthcare.gov. 

 

Keep Your Plan Informed of Address Changes 
In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes in the 

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

Administrator. 

Plan Contact Information 
Pacific Plans 

University of the Pacific  

Associate Director of Benefits 

3601 Pacific Avenue 

Stockton, CA 95211 

(209) 946-2484 

http://www.healthcare.gov/
http://www.dol.gov/ebsa
http://www.healthcare.gov/
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PLAN ADMINISTRATION 
 

In General 
Pacific is the Plan Administrator of the Plan and a Named Fiduciary within the meaning of such terms as used in the 

Employee Retirement Income Security Act of 1974, as amended (“ERISA”). Pacific is the Plan’s agent for service of 

legal process. 

 

The Plan Administrator shall have sole, full and final discretionary authority to interpret all Plan provisions, including 
the right to remedy possible ambiguities, inconsistencies and/or omissions in the Plan and related documents; to 
make determinations in regards to issues relating to eligibility for benefits; to decide disputes that may arise relative 
to a Participant’s rights; and to determine all questions of fact and law arising under the Plan. Each Employee shall, 
from time to time, upon request of Pacific, furnish to Pacific such data and information as Pacific shall require in the 
performance of its duties under the Plan. 

Pacific may designate any individual, partnership or corporation as the Administrator to carry out its duties and 

responsibilities with respect to the administration of the Plan. Such designation shall be in writing and such writing 

shall be kept with the records of the Plan. 

Pacific may adopt such rules and procedures as it deems desirable for the administration of the Plan, provided that 

any such rules and procedures shall be consistent with provisions of the Plan and ERISA. 

Pacific will discharge its duties with respect to the Plan (i) solely in the interest of persons eligible to receive benefits 

under the Plan, (ii) for the exclusive purpose of providing benefits to persons eligible to receive benefits under the 

Plan and of defraying reasonable expenses of administering the Plan, and (iii) with the care, skill, prudence and 

diligence under the circumstances then prevailing that a prudent person acting in a like capacity and familiar with 

such matters would use in the conduct of an enterprise of like character and with like aims. 

 

Allocation of Duties and Responsibilities 
Pacific may designate any individual, partnership or corporation as the Administrator to carry out its duties and 

responsibilities with respect to the administration of the Plan. Such designation shall be in writing and such writing 
shall be kept with the records of the Plan. 

 

Amendment and Termination 
Pacific intends to maintain the Plan indefinitely, but is under no obligation to continue the Plan and can amend or 

terminate the Plan by providing written notice to all Plan participants. In terminating or amending the Plan, Pacific 

cannot retroactively reduce the benefits to which you are entitled prior to the termination or amendment. 

Expenses 
Pacific shall pay all expenses authorized and incurred by the Plan Administrator in the administration of the Plan, 

unless by agreement or common practice the Plan Administrator absorbs such expenses. 
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CLAIMS AND APPEAL PROCEDURES 
 

Insofar as these procedures are consistent with the provisions of ACA, the procedures outlined below must be 

followed by Plan participants (“claimants”) to obtain payment of benefits under this Plan. 

 

Claims 
For purposes of the Health Claims and Claims Appeal Procedure contained in this Plan Document and Summary Plan 

Description, the term “Administrator” will mean either the issuer or the Plan Administrator depending upon the 

policy or plan under which the claim has been filed. 

You must follow the procedures outlined below to obtain payment of health benefits under this Plan. 
 

You should direct all claims and questions regarding health claims to the Administrator. The Administrator shall have 

final authority for adjudicating all claims and a full review of the decision on such claims in accordance with the 

following provisions and with ERISA. 

As an individual claiming benefits under the Plan, you shall be responsible for supplying, at such times and in such 

manner as the Administrator in its sole discretion may require, written proof that the expenses were incurred or 

that the benefit is covered under the Plan. If the Administrator in its sole discretion shall determine that you have 

not incurred a covered expense or that the benefit is not covered under the Plan, or if you have failed to furnish 

such proof as is requested, no benefits shall be payable to you under the Plan. 

Under the Plan, there are four types of claims: Urgent Pre-‐‐Service, Non-‐‐urgent Pre-‐‐Service, Concurrent, and Post-‐‐ 

Service. 

• Pre-Service Claims.  A "Pre-‐‐Service Claim" is a claim for a benefit under the Plan where the Plan conditions receipt 

of the benefit, in whole or in part, on approval of the benefit in advance of obtaining medical care. 

A  "Pre-‐Service  Urgent  Care  Claim"  is  any  claim  for  medical  care  or  treatment  with  respect  to  which  the 

application of the time periods for making non-‐urgent care determinations could seriously jeopardize your life 

or health or your ability to regain maximum function, or, in the opinion of a physician with knowledge of your 

medical condition, would subject you to severe pain that cannot be adequately managed without the care or 

treatment that is the subject of the claim. 

It is important to remember that, if you need medical care for a condition which could seriously jeopardize your 

life, there is no need to contact the Plan for prior approval. You should obtain such care without delay. 

Further, if the Plan does not require you to obtain approval of a medical service prior to getting treatment, then 

there is no “Pre-‐Service Claim.”  You simply follow the Plan's procedures with respect to any notice which may be 

required after receipt of treatment, and file the claim as a Post-‐Service Claim. 

• Concurrent Claims: A “Concurrent Claim” arises when the Plan has approved an ongoing course of treatment to 

be provided over a period of time or number of treatments, and either (a) the Plan determines that the course 

of treatment should be reduced or terminated, or (b) you request an extension of the course of treatment 

beyond that which the Plan has approved. 

If the Plan does not require you to obtain approval of a medical service prior to getting treatment, then there is 

no need to contact the Administrator to request an extension of a course of treatment. You simply follow the 

Plan's procedures with respect to any notice which may be required after receipt of treatment, and file the claim 

as a Post-‐Service Claim. 
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• Post-Service Claims: A “Post-‐Service Claim” is a claim for a benefit under the Plan after the services have been 

rendered. 

 

When Health Claims Must Be Filed 
Health claims must be filed with the Administrator within one year of the date charges for the services were 

incurred. Benefits are based upon the Plan's provisions at the time the charges were incurred. Charges are 

considered incurred when treatment or care is given or supplies are provided. Claims filed later than that date shall 

be denied, unless it is shown that it was not reasonably possible to file within this time frame. 

The Plan, upon receipt of a written notice of a claim, will furnish you a form for filing proof of loss. If such forms are 

not furnished within 15 days after notice is given, you will be considered to have complied with the requirement of 

the Plan with respect to proof of loss and written proof covering the occurrence, the character, and the extent of 

the loss for which the claim is made. 

A Pre-‐Service Claim (including a Concurrent Claim that also is a Pre-‐Service Claim) is considered to be filed when 

the request for approval of treatment or services is made and received by the Administrator in accordance with the 

Plan’s procedures. However, a Post-‐Service Claim is considered to be filed when the following information is 

received by the Administrator: 

• The date of service; 

• The name, address, telephone number and tax identification number of the provider of the services or 

supplies; 

• The place where the services were rendered; 

• The diagnosis and procedure codes; 

• The amount of charges; 

• The name of the Plan; 

• The name of the participant; and, 

• The name of the patient. 

Upon receipt of this information, the claim will be deemed to be filed with the Plan. The Administrator will determine 

if enough information has been submitted to adjudicate the claim. If not, the Administrator may request more 

information. The Administrator must receive the additional information within 45 days (48 hours in the case of Pre-

‐Service Urgent Care Claims) from your receipt of the request for additional information. Failure to do so may result 

in claims being declined or benefits reduced. 

 

Timing of Claim Decisions 
The Administrator shall notify you, in accordance with the provisions set forth below, of a denial (and, in the case of 

Pre-‐‐Service Claims and Concurrent Claims, of decisions that a claim is payable in full) within the following time frames: 

• Pre-Service Urgent Care Claims. If you have provided all of the necessary information, the Administrator will 

notify you of its decision as soon as possible, taking into account the medical exigencies, but not later   than 72 hours 

after receipt of the    claim. 

If you have not provided all of the information needed to process the claim, then the Administrator will notify 

you as to what specific information is needed as soon as possible, but not later than 24 hours after receipt of 

the claim. The Administrator will notify you of its determination of benefits as soon as possible, but not later 

than 48 hours, taking into account the medical exigencies, after the earlier of (i) the Plan's receipt of the specified 

information, or (ii) the end of the period afforded you to provide the information. 

• Pre-Service Non-urgent Care Claims. If you have provided all of the information needed to process the 

claim, the Administrator will notify you of its decision within a reasonable period of time appropriate to 

the medical circumstances, but not later than 15 days after receipt of the claim. If an extension has 
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been requested, the Administrator will notify you of its decision prior to the end of the 15-‐‐day 

extension period. 

If you have not provided all of the information needed to process the claim, the Administrator will notify you as 

to what specific information is needed as soon as possible, but not later than 5 days after receipt of the claim. 

You will be given at least 45 days from receipt of the notice within which to provide the specified information. 

• Concurrent Claims: 

o Plan Notice of Reduction or Termination. If the Administrator is notifying you of a reduction or 

termination of a course of treatment (other than by Plan amendment or termination), the Administrator 

will notify you of its decision sufficiently in advance of the reduction or termination to allow you to 

appeal and obtain a determination on review of that adverse benefit determination before the benefit 

is reduced or terminated. This rule does not apply if benefits are reduced or eliminated due to plan 

amendment or termination.  A similar process applies for claims based on a rescission of coverage for 

fraud or misrepresentation. 

o Request by Claimant Involving Urgent Care. If the Administrator receives a request from you to extend 

the course of treatment beyond the period of time or number of treatments that is a claim involving 

Urgent Care, the Administrator will notify you of its decision as soon as possible, taking into account the 

medical exigencies, but not later than 24 hours after receipt of the claim, as long as you make the 

request at least 24 hours prior to the expiration of the prescribed period of time or number of 

treatments. If you submit the request less than 24 hours prior to the expiration of the prescribed period 

of time or number of treatments, the request will be treated as a claim involving Urgent Care and 

decided within the Urgent Care time frame. 

o Request by Claimant Involving Non-urgent Care. If the Administrator receives a request from  you to 

extend the course of treatment beyond the period of time or number of treatments and the claim does     not 

involve Urgent Care, the request will be treated as a new benefit claim and will be decided within the  time  

frame  appropriate  to  the  type  of  claim  (either  as  a  Pre-‐Service  Non-‐urgent  Claim  or  a  Post-‐‐ Service  

Claim). 

o Request by Claimant Involving Rescission.  With respect to rescissions, the following timetable applies:  
i. Notification to Claimant      30 days 

ii. Notification of Adverse Benefit Determination on appeal  30 days 

• Post-Service Claims. If you have provided all of the information needed to process the claim, the Administrator will 

notify you of its decision within a reasonable period of time, but not later than 30 days after receipt of the claim, 

unless an extension has been requested, then prior to the end of the 15-‐‐day extension period. 

If the extension described above is necessary because you failed to submit the information necessary to decide 

the claim, the notice of extension must describe specifically the required information. You shall be afforded at 

least 45 days from the receipt of such notice within which to provide the specified information. 

• Extensions – Pre-Service Urgent Care Claims. No extensions are available in connection with Pre-‐‐Service Urgent 

Care Claims. 

• Extensions – Pre-Service Non-urgent Care Claims. This period may be extended by the Plan for up to 15 days, 

provided that the Administrator both determines that such an extension is necessary due to matters  beyond  the  

control  of  the  Plan  and  notifies  you,  prior  to  the  expiration  of  the  initial  15-‐day processing period, of the 

circumstances requiring the extension of time and the date by which the Plan expects to render a   decision. 

• Extensions – Post-Service Claims. This period may be extended by the Plan for up to 15 days, provided that the 

Administrator both determines that such an extension is necessary due to matters beyond the control of the Plan 

and notifies you, prior to the expiration of the initial 30-‐day processing period, of the circumstances requiring 

the extension of time and the date by  which  the  Plan  expects  to  render  a  decision. 

• Calculating Time Periods. The period of time within which a benefit determination is required to be made shall 
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begin at the time a claim is deemed to be filed in accordance with the procedures of the Plan. 

 

Claims Appeal Procedure 
Nature of Denial. The notice of a denial of a claim shall be written or in electronic form (in compliance with ERISA 

regulations), or oral in the case of a Pre-‐Service Urgent Care claim, as long as a written  or  electronic  notice  is furnished 

to you within 3 days of the oral notice, and shall set forth: 

• The specific reason for the denial; 

• Specific references to the pertinent Plan provisions on which the denial is based including a copy of any internal 

guideline used in the benefit determination or notice of where and how you can obtain a copy free of charge; 

• A description of any additional material or information necessary for you to perfect the claim and an explanation 

as to why such information is necessary; 

• An explanation of the Plan’s claims appeals procedures; 

• Your right to bring a civil action under ERISA Section 502(a); 

• If your claim is denied based on medical necessity, experimental treatment, or similar exclusion or limitation, an 

explanation of the scientific or clinical judgment applied in the benefit determination, or notice of where and 

how you can obtain a copy free of charge; and, 

• For purposes of Pre-‐Service Urgent Care Claims, a description of the expedited review process. 
 

Timing of an Appeal 
• Pre-Service Claims. For Pre-‐‐Service Urgent Care Claims, if you choose to appeal, please refer to Appendix A for a 

listing of names, addresses and phone numbers for each issuer. 

• All Other Claims. Within 180 days after the receipt of the above material, you shall have a reasonable 

opportunity to appeal the claim denial to the Administrator for a full and fair review. You or your duly authorized 

representative may: 

o Request a review by providing written notice to the Administrator; 

o Submit written comments, documents, records and other information relating to the claim; and, 

o Upon request, have reasonable access to and copies of all documents, records, and   other 

information relevant to the claim. 
 

Timing of Notification of Benefit Determination on Review 
The Administrator shall notify you of the Plan’s benefit determination on review within the following time frames: 

 

• Pre-Service Urgent Care Claims. As soon as possible, taking into account the medical exigencies, but not later than 

72 hours after receipt of the appeal. 

• Pre-Service Non-urgent Care Claims.  Within a reasonable period of time appropriate to the medical 

circumstances, but not later than 30 days after receipt of the appeal. 

• Concurrent Claims. The response will be made in the appropriate time period based upon the type of claim: Pre-‐‐

Service Urgent, Pre-‐‐Service Non-‐‐urgent or Post-‐‐Service. 

• Post-Service Claims.  Within a reasonable period of time, but not later than 60 days after receipt of the appeal. 

Calculating Time Periods.  The period of time within which the Plan's determination is required to be made shall begin 

at the time an appeal is filed in accordance with the procedures of this Plan, without regard to whether all information 

necessary to make the determination accompanies the filing. 
 
 

Internal Review and Decision 
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• Full and Fair Review. The Plan Administrator, as Plan Fiduciary, shall take into account all comments, 

documents, and other information submitted by you without regard to whether the information was submitted 

with the original claim and without deference to the original determination. The decision shall be based in whole 

or in part on a medical judgment, with consultation with the appropriate independent health care professionals, 

if the claim involves investigational or experimental treatment, or issues of medical necessity, and shall identify 

such professionals. 

• Decision. The decision of the Plan Administrator shall be written and shall include specific reasons for the 

decision, with specific references and copies of the pertinent Plan provisions or internal guideline on which the 

decision is based. You also have a right to bring a civil action under ERISA Section 502(a) following the denial of 

your appeal. If your appeal is denied based on medical necessity, experimental treatment, or similar exclusion 

or limitation, you will receive an explanation of the scientific or clinical judgment applied on the benefit 

determination, or notice of where and how you can obtain a copy. If the health plan is subject to California law, 

you have a right to a voluntary independent medical review of denials for medical necessity or 

experimental/investigational services through the Department of Managed Care and/or the Department of 

Insurance. Please refer to your health plan booklet or evidence of coverage for details. 
 

External Review 
Non-‐‐grandfathered group health plans subject to ACA, must also offer claimants the opportunity to pursue External 

Review following exhaustion of the Internal Appeals procedures set forth in this section. 

• Requesting an External Review. In the event that an Internal Appeal results in a denial based upon medical 

judgment or a rescission (in whole or in part), the claimant may request an External Review by giving written 

notice of the appeal to the Plan Administrator within 120 days after the claimant receives the notice of decision 

on the Internal Appeal. 

• Eligibility for External Review. Within 5 business days following the date of receipt of the External Review 

request, the Plan Administrator will complete a preliminary review of the request to determine whether the 

matter is eligible for External Review. A matter is eligible for External Review only if it meets all of the following 

requirements: 

o The claimant is or was covered under the Plan at the time the health care item or service was requested; 

o The denial does not relate to the claimant’s failure to meet the eligibility requirements under the terms 

of the Plan (in other words, the External Review process does not apply to eligibility determinations); 

o The claimant has exhausted the Plan’s Internal Appeal process; and 

o The claimant has provided all the information required to process an External Review. 

• Notice of External Review Eligibility. Within one (1) business day after completion of the preliminary review, 

the Plan will issue a notification in writing to the claimant. The notification will advise claimant that: 

o The claim is not eligible for External Review; 

o The claim is eligible and ready for External Review; or 
o It is unclear whether the claim is eligible for External Review because claimant has not provided all the 

information required. 

• External Review Process. If the claim is eligible and ready for External Review, the Plan Administrator will assign 

an Independent Review Organization (IRO) that is accredited by URAC (a nonprofit organization promoting 

healthcare quality by accrediting healthcare organizations) or by a similar nationally recognized accrediting 

organization to conduct the External Review. 

o The IRO will timely notify the claimant in writing of the request’s eligibility and acceptance for External 

Review, including a statement that the claimant may submit in writing, within 10 business days, 

additional information which the IRO must then consider when conducting the External Review; and 

o Within 5 business days after the date of assignment to the IRO, the Plan Administrator will provide the 
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IRO the documents and any information considered in deciding the Initial Claim and the Internal Appeal. 

o Within 45 days after it receives the request for External Review, the IRO will deliver a notice of decision 

to claimant. 

o The IRO’s decision shall be binding on all parties unless and until there is a judicial decision otherwise. 

• Eligibility for Expedited External Review. Claimant may request an “expedited” External Review in the following 

circumstances: 

o Claimant (a) has received a decision on an initial claim involving either urgent care or concurrent care, 

(b) has filed a request for an appeal, and (c) has a medical condition for which the timeframe for 

completion of an appeal would seriously jeopardize claimant’s life or health or would jeopardize 

claimant’s ability to regain maximum function. 

o Claimant (a) has completed an Internal Appeal, and (b) has a medical condition for which the timeframe 

a standard External Review would seriously jeopardize claimant’s life or health, would jeopardize 

claimant’s ability to regain maximum function. 

o Claimant (a) has completed an Internal Appeal, (b) the Appeal concerns an admission, availability of 

care, continued stay, or health care item or service for which claimant received emergency services, 

and (c) Claimant has not been discharged from the facility. 

• Expedited External Review Process: 

o A request for an expedited External Review must be accompanied by a written statement from 

claimant’s physician that claimant’s medical condition meets the criteria above. 

o The IRO will provide notice of its decision on an expedited External Review as expeditiously as claimant’s 

medical condition or circumstances require, but in no event more than 72 hours after the IRO’s receipt 

of claimant’s request. If the notice is not in writing, the IRO will provide written notice to claimant within 

48 hours after its decision. 

 

Appointment of Authorized Representative 
A Claimant may designate another individual to be an authorized representative and act on his or her behalf and 
communicate with the Plan with respect to a specific benefit claim or appeal of a denial.  This authorization must be in 
writing, signed and dated by the Claimant, and include all the information required in the authorized representative form. 
The appropriate form can be obtained from the Plan Administrator or the Third Party Administrator.   
 
The Plan will permit, in a medically urgent situation, such as a claim involving Urgent Care, a Claimant’s treating health care 
practitioner to act as the Claimant’s authorized representative without completion of the authorized representative form.  
 
Should a Claimant designate an authorized representative, all future communications from the Plan will be conducted with 
the authorized representative instead of the Claimant, unless the Plan Administrator is otherwise notified in writing by the 
Claimant. A Claimant can revoke the authorized representative at any time.  A Claimant may authorize only one person as an 
authorized representative at a time.  
 
Recognition as an authorized representative is completely separate from a Provider accepting an assignment of benefits, 
requiring a release of information, or requesting completion a similar form.  An assignment of benefits by a Claimant shall 
not be recognized as a designation of the Provider as an authorized representative.  Assignment and its limitations under this 
Plan are described below.  
 

Autopsy 
Upon receipt of a claim for a deceased Claimant for any condition, Sickness, or Injury is the basis of such claim, the Plan 
maintains the right to request an autopsy be performed upon said Claimant. The request for an autopsy may be exercised 
only where not prohibited by any applicable law. 
 

Payment of Benefits 
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Where benefit payments are allowable in accordance with the terms of this Plan, payment shall be made in U.S. Dollars 
(unless otherwise agreed upon by the Plan Administrator).  Payment shall be made, in the Plan Administrator’s discretion, to 
an assignee of an assignment of benefits, but in any instance may alternatively be made to the Claimant, on whose behalf 
payment is made and who is the recipient of the services for which payment is being made.  Should the Claimant be deceased, 
payment shall be made to the Claimant’s heir, assign, agent or estate (in accordance with written instructions), or, if there is 
no such arrangement and in the Plan Administrator’s discretion, the institute and/or Provider who provided the care and/or 
supplies for which payment is to be made – regardless of whether an assignment of benefits occurred. 
 

Assignments 
For this purpose, the term “Assignment of Benefits” (or “AOB”) is defined as an arrangement whereby a Participant of the 
Plan, at the discretion of the Plan Administrator, assigns its right to seek and receive payment of eligible Plan benefits, less 
Deductible, Copayments and Coinsurance amounts, to a medical Provider.  If a Provider accepts said arrangement, the 
Provider’s rights to receive Plan benefits are equal to those of the Participant, and are limited by the terms of this Plan 
Document.  A Provider that accepts this arrangement indicates acceptance of an AOB and Deductibles, Copayments, and 
Coinsurance amounts, as consideration in full for treatment rendered.   
 
The Plan Administrator may revoke an AOB at its discretion and treat the Participant of the Plan as the sole 
beneficiary.  Benefits for medical expenses covered under this Plan may be assigned by a Participant to the Provider as 
consideration in full for services rendered; however, if those benefits are paid directly to the Participant, the Plan will be 
deemed to have fulfilled its obligations with respect to such benefits.  The Plan will not be responsible for determining 
whether any such assignment is valid. Payment of benefits which have been assigned may be made directly to the assignee 
unless a written request not to honor the assignment, signed by the Participant, has been received before the proof of loss 
is submitted, or the Plan Administrator – at its discretion – revokes the assignment.   
 
No Participant shall at any time, either during the time in which he or she is a Participant in the Plan, or following his or her 
termination as a Participant, in any manner, have any right to assign his or her right to sue to recover benefits under the 
Plan, to enforce rights due under the Plan or to any other causes of action which he or she may have against the Plan or its 
fiduciaries.  A medical Provider which accepts an AOB does as consideration in full for services rendered and is bound by the 
rules and provisions set forth within the terms of this document. 
 

Non U.S. Providers 
A Provider of medical care, supplies, or services, whose primary facility, principal place of business or address for payment is 
located outside the United States shall be deemed to be a “Non U.S. Provider.”  Claims for medical care, supplies, or services 
provided by a Non U.S. Provider and/or that are rendered outside the United States of America, may be deemed to be 
payable under the Plan by the Plan Administrator, subject to all Plan Exclusions, limitations, maximums and other provisions. 
Assignment of benefits to a Non U.S. Provider is prohibited absent an explicit written waiver executed by the Plan 
Administrator.  If assignment of benefits is not authorized, the Claimant is responsible for making all payments to Non U.S. 
Providers, and is solely responsible for subsequent submission of proof of payment to the Plan.  Only upon receipt of such 
proof of payment, and any other documentation needed by the Plan Administrator to process the claims in accordance with 
the terms of the Plan, shall reimbursement by the Plan to the Claimant be made.  If payment was made by the Claimant in 
U.S. currency (American dollars), the maximum reimbursable amount by the Plan to the Claimant shall be that amount.  If 
payment was made by the Claimant using any currency other than U.S. currency (American dollars), the Plan shall utilize an 
exchange rate in effect on the Incurred date as established by a recognized and licensed entity authorized to so establish 
said exchange rates.  The Non U.S. Provider shall be subject to, and shall act in compliance with, all U.S. and other applicable 
licensing requirements; and claims for benefits must be submitted to the Plan in English. 

Recovery of Payments 
Occasionally, benefits are paid more than once, are paid based upon improper billing or a misstatement in a proof of loss or 
enrollment information, are not paid according to the Plan’s terms, conditions, limitations or Exclusions, or should otherwise 
not have been paid by the Plan. As such this Plan may pay benefits that are later found to be greater than the Maximum 
Allowable Charge. In this case, this Plan may recover the amount of the overpayment from the source to which it was paid, 
primary payers, or from the party on whose behalf the charge(s) were paid. As such, whenever the Plan pays benefits 
exceeding the amount of benefits payable under the terms of the Plan, the Plan Administrator has the right to recover any 
such erroneous payment directly from the person or entity who received such payment and/or from other payers and/or 
the Claimant or Dependent on whose behalf such payment was made.  
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A Claimant, Dependent, Provider, another benefit plan, insurer, or any other person or entity who receives a payment 
exceeding the amount of benefits payable under the terms of the Plan or on whose behalf such payment was made, shall 
return or refund the amount of such erroneous payment to the Plan within 30 days of discovery or demand. The Plan 
Administrator shall have no obligation to secure payment for the expense for which the erroneous payment was made or to 
which it was applied.  
 
The person or entity receiving an erroneous payment may not apply such payment to another expense. The Plan 
Administrator shall have the sole discretion to choose who will repay the Plan for an erroneous payment and whether such 
payment shall be reimbursed in a lump sum. When a Claimant or other entity does not comply with the provisions of this 
section, the Plan Administrator shall have the authority, in its sole discretion, to deny payment of any claims for benefits by 
the Claimant and to deny or reduce future benefits payable (including payment of future benefits for other Injuries or 
Illnesses) under the Plan by the amount due as reimbursement to the Plan. The Plan Administrator may also, in its sole 
discretion, deny or reduce future benefits (including future benefits for other Injuries or Illnesses) under any other group 
benefits plan maintained by the Plan Sponsor. The reductions will equal the amount of the required reimbursement. 
 
Providers and any other person or entity accepting payment from the Plan or to whom a right to benefits has been assigned, 
in consideration of services rendered, payments and/or rights, agrees to be bound by the terms of this Plan and agree to 
submit claims for reimbursement in strict accordance with their State’s health care practice acts, ICD or CPT standards, 
Medicare guidelines, HCPCS standards, or other standards approved by the Plan Administrator or insurer. Any payments 
made on claims for reimbursement not in accordance with the above provisions shall be repaid to the Plan within 30 days of 
discovery or demand or incur prejudgment interest of 1.5% per month. If the Plan must bring an action against a Claimant, 
Provider or other person or entity to enforce the provisions of this section, then that Claimant, Provider or other person or 
entity agrees to pay the Plan’s attorneys’ fees and costs, regardless of the action’s outcome. 
 
Further, Claimants and/or their Dependents, beneficiaries, estate, heirs, guardian, personal representative, or assigns 
(Claimants) shall assign or be deemed to have assigned to the Plan their right to recover said payments made by the Plan, 
from any other party and/or recovery for which the Claimant(s) are entitled, for or in relation to facility-acquired condition(s), 
Provider error(s), or damages arising from another party’s act or omission for which the Plan has not already been refunded.  
 
The Plan reserves the right to deduct from any benefits properly payable under this Plan the amount of any payment which 
has been made for any of the following circumstances: 

 

• In error.  

• Pursuant to a misstatement contained in a proof of loss or a fraudulent act. 

• Pursuant to a misstatement made to obtain coverage under this Plan within two years after the date such coverage 
commences.  

• With respect to an ineligible person. 

• In anticipation of obtaining a recovery if a Claimant fails to comply with the Plan’s Third Party Recovery, Subrogation and 
Reimbursement provisions. 

• Pursuant to a claim for which benefits are recoverable under any policy or act of law providing for coverage for 
occupational injury or disease to the extent that such benefits are recovered.  This provision (6) shall not be deemed to 
require the Plan to pay benefits under this Plan in any such instance. 

 
The deduction may be made against any claim for benefits under this Plan by a Claimant or by any of his covered Dependents 
if such payment is made with respect to the Claimant or any person covered or asserting coverage as a Dependent of the 
Claimant. 
 
If the Plan seeks to recoup funds from a Provider, due to a claim being made in error, a claim being fraudulent on the part of 
the Provider, and/or the claim that is the result of the Provider’s misstatement, said Provider shall, as part of its assignment 
to benefits from the Plan, abstain from billing the Claimant for any outstanding amount(s). 
 

 
Medicaid Coverage 
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A Claimant’s eligibility for any State Medicaid benefits will not be taken into account in determining or making any payments 
for benefits to or on behalf of such Claimant.  Any such benefit payments will be subject to the State’s right to reimbursement 
for benefits it has paid on behalf of the Claimant, as required by the State Medicaid program; and the Plan will honor any 
Subrogation rights the State may have with respect to benefits which are payable under the Plan. 
 

Limitation of Action 
A Claimant cannot bring any legal action against the Plan for a claim of benefits until 90 days after all appeal processes have 
been exhausted. After 90 days, if the Claimant wants to bring a legal action against the Plan, he or she must do so within 2 
years of the date he or she is notified of the final decision on the final appeal or he or she will lose any rights to bring such 
an action against the Plan. 
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STATEMENT OF ERISA RIGHTS 
 

As a participant in the Pacific Plans, you are entitled to certain rights and protections under the Employee Retirement 

Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants shall be entitled to the following. 

 

Receive Information About Your Plan and Benefits 
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as worksites and 

union halls, all documents governing the Plan, including insurance contracts and collective bargaining agreements, 

and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the US. Department of Labor and 

available at the Public Disclosure Room of the Employee Benefit Security Administration. 

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Plan, 

including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 

5500 Series) and updated Plan Document and Summary Plan Description. The administrator may make a reasonable 

charge for the copies. 

Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to furnish each 

participant with a copy of this summary annual report. 

 

Continue Group Health Plan Coverage 
Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the Plan as a 

result of a qualifying event. You or your dependents may have to pay for such coverage. Review this Plan Document 

and Summary Plan Description and the documents governing your COBRA continuation coverage rights. 

 

Prudent Actions by Plan Fiduciaries  
In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for 

the operation of the employee benefit plan. The people who operate your Plan, called “fiduciaries” of the Plan, have 

a duty to do so prudently and in the interest of you and other Plan participants and beneficiaries. No one, including 

your employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to 

prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 

 

Enforce Your Rights 
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was 

done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within 

certain time schedules. 

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan 

documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a 

federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you up 

to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the 

control of the administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may 

file suit in a state or federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the 

qualified status of a domestic relations order or a medical child support order, you may file suit in federal court. If it 

should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your 

rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. The court 

will decide who should pay court costs and legal fees. If you are successful the court may order the person you have 

sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it 

finds your claim is frivolous. 
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Assistance with Your Questions 
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions 

about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the 

Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. 

Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, 

Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, 

D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling 

the publications hotline of the Employee Benefits Security Administration. 
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OTHER IMPORTANT INFORMATION 
 

 

Special Election for Employees and Spouses/Domestic Partners Age 65 and Older 
If you remain actively employed after reaching age 65, you or your spouse/domestic partner may choose to remain 

covered under this Plan without reduction for Medicare benefits or designate Medicare as the primary payor of 

benefits. If you choose to remain covered under this Plan, this Plan will be the primary payor of benefits and 

Medicare will be secondary. If you choose Medicare as primary, coverage under this Plan will end. If you do not 

specifically choose one of the options, this Plan will continue to be primary. 

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

 
No Waiver 

The failure of the Plan Administrator to enforce strictly any term or provision of this plan will not be construed as a 

waiver of such term or provision. The Plan Administrator reserves the right to enforce strictly any term  or provision 

of this plan at any time. 

Physician/Patient Relationship 
This Plan is not intended to disturb the physician/patient relationship. Physicians and other health care providers 

are not agents or delegates of the employer, Plan Administrator or the third party contract administrator. Nothing 

contained in this plan will require you or your dependent to commence or continue medical treatment by a 

particular provider. Further, nothing in this plan will limit or otherwise restrict a physician’s judgment with respect 

to the physician’s ultimate responsibility for patient care in the provision of medical services to you or your 

Dependent. 

Plan Is Not a Contract of Employment 
Nothing contained in this plan will be construed as a contract or condition of employment between the employer 

and any employee. All employees are subject to discharge to the same extent as if this Plan had never been adopted. 

Benefits Solely from General Assets 
The benefits provided hereunder will be paid solely from the general assets of Pacific. Nothing herein will be 

construed to require Pacific or the Administrator to maintain any fund or segregate any amount for the benefit of 

any Participant, and no Participant or any other person shall have any claims against, right to, or security or other 

interest in, any fund, account or asset of Pacific from which any payment under the Plan may be made. 

Limitation of Benefits 
Notwithstanding the above, no benefits under the Plan shall be provided for any Plan Year to a Participant when 

such payment shall be related as discriminatory as defined under IRC Section 105(h). 

Governing Law 
The Plan is intended to constitute an accident and health plan with the meaning of Section 105 of the Code. To the 

extent not preempted by ERISA, this Plan shall be construed in accordance with the Code and the laws of the State of 

California. 

Gender and Number 
Whenever used in the Plan, words in the masculine gender shall include masculine or feminine gender, and unless the 

context otherwise requires, words in the singular shall include the plural, and words in the plural shall include the 

singular. 
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THIRD PARTY RECOVERY, SUBROGATION AND REIMBURSEMENT  
 

Payment Condition 
The Plan, in its sole discretion, may elect to conditionally advance payment of benefits in those situations where an Injury, 
Sickness, Disease or disability is caused in whole or in part by, or results from the acts or omissions of Participants, and/or 
their Dependents, beneficiaries, estate, heirs, guardian, personal representative, or assigns (collectively referred to 
hereinafter in this section as “Participant(s)”) or a third party, where any party besides the Plan may be responsible for 
expenses arising from an incident, and/or other funds are available, including but not limited to no-fault, uninsured motorist, 
underinsured motorist, medical payment provisions, third party assets, third party insurance, and/or guarantor(s) of a third 
party (collectively “Coverage”). 
 
Participant(s), his or her attorney, and/or legal guardian of a minor or incapacitated individual agrees that acceptance of the 
Plan’s conditional payment of medical benefits is constructive notice of these provisions in their entirety and agrees to 
maintain 100% of the Plan’s conditional payment of benefits or the full extent of payment from any one or combination of 
first and third party sources in trust, without disruption except for reimbursement to the Plan or the Plan’s assignee.  The 
Plan shall have an equitable lien on any funds received by the Participant(s) and/or their attorney from any source and said 
funds shall be held in trust until such time as the obligations under this provision are fully satisfied. The Participant(s) agrees 
to include the Plan’s name as a co-payee on any and all settlement drafts. Further, by accepting benefits the Participant(s) 
understands that any recovery obtained pursuant to this section is an asset of the Plan to the extent of the amount of benefits 
paid by the Plan and that the Participant shall be a trustee over those Plan assets. 
 
In the event a Participant(s) settles, recovers, or is reimbursed by any Coverage, the Participant(s) agrees to reimburse the 
Plan for all benefits paid or that will be paid by the Plan on behalf of the Participant(s). When such a recovery does not include 
payment for future treatment, the Plan’s right to reimbursement extends to all benefits paid or that will be paid by the Plan 
on behalf of the Participant(s) for charges Incurred up to the date such Coverage or third party is fully released from liability, 
including any such charges not yet submitted to the Plan.    If the Participant(s) fails to reimburse the Plan out of any judgment 
or settlement received, the Participant(s) will be responsible for any and all expenses (fees and costs) associated with the 
Plan’s attempt to recover such money. Nothing herein shall be construed as prohibiting the Plan from claiming 
reimbursement for charges Incurred after the date of settlement if such recovery provides for consideration of future medical 
expenses.  
 
If there is more than one party responsible for charges paid by the Plan, or may be responsible for charges paid by the Plan, 
the Plan will not be required to select a particular party from whom reimbursement is due.  Furthermore, unallocated 
settlement funds meant to compensate multiple injured parties of which the Participant(s) is/are only one or a few, that 
unallocated settlement fund is considered designated as an “identifiable” fund from which the plan may seek 
reimbursement. 
 

Subrogation 
As a condition to participating in and receiving benefits under this Plan, the Participant(s) agrees to assign to the Plan the 
right to subrogate and pursue any and all claims, causes of action or rights that may arise against any person, corporation 
and/or entity and to any Coverage to which the Participant(s) is entitled, regardless of how classified or characterized, at the 
Plan’s discretion,   if the Participant(s) fails to so pursue said rights and/or action.   
 
If a Participant(s) receives or becomes entitled to receive benefits, an automatic equitable lien attaches in favor of the Plan 
to any claim, which any Participant(s) may have against any Coverage and/or party causing the Sickness or Injury to the extent 
of such conditional payment by the Plan plus reasonable costs of collection. The Participant is obligated to notify the Plan or 
its authorized representative of any settlement prior to finalization of the settlement, execution of a release, or receipt of 
applicable funds.  The Participant is also obligated to hold any and all funds so received in trust on the Plan’s behalf and 
function as a trustee as it applies to those funds until the Plan’s rights described herein are honored and the Plan is 
reimbursed. 
 
The Plan may, at its discretion, in its own name or in the name of the Participant(s) commence a proceeding or pursue a 
claim against any party or Coverage for the recovery of all damages to the full extent of the value of any such benefits or 
conditional payments advanced by the Plan. 
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If the Participant(s) fails to file a claim or pursue damages against: 
 

• The responsible party, its insurer, or any other source on behalf of that party. 

• Any first party insurance through medical payment coverage, personal injury protection, no-fault coverage, uninsured 
or underinsured motorist coverage. 

• Any policy of insurance from any insurance company or guarantor of a third party. 

• Workers’ compensation or other liability insurance company. 

• Any other source, including but not limited to crime victim restitution funds, any medical, disability or other benefit 
payments, and school insurance coverage. 

 
the Participant(s) authorizes the Plan to pursue, sue, compromise and/or settle any such claims in the 
Participant’s/Participants’ and/or the Plan’s name and agrees to fully cooperate with the Plan in the prosecution of any such 
claims.  The Participant(s) assigns all rights to the Plan or its assignee to pursue a claim and the recovery of all expenses from 
any and all sources listed above. 
 

Right of Reimbursement 
The Plan shall be entitled to recover 100% of the benefits paid or payable benefits Incurred, that have been paid and/or will 
be paid by the Plan, or were otherwise Incurred by the Participant(s) prior to and until the release from liability  of the liable 
entity, as applicable, without deduction for attorneys’ fees and costs or application of the common fund doctrine, made 
whole doctrine, or any other similar legal or equitable theory, and without regard to whether the Participant(s) is fully 
compensated by his or her recovery from all sources. The Plan shall have an equitable lien which supersedes all common law 
or statutory rules, doctrines, and laws of any State prohibiting assignment of rights which interferes with or compromises in 
any way the Plan’s equitable lien and right to reimbursement. The obligation to reimburse the Plan in full exists regardless 
of how the judgment or settlement is classified and whether or not the judgment or settlement specifically designates the 
recovery or a portion of it as including medical, disability, or other expenses and extends until the date upon which the liable 
party is released from liability.  If the Participant’s/Participants’ recovery is less than the benefits paid, then the Plan is 
entitled to be paid all of the recovery achieved. Any funds received by the Participant are deemed held in constructive trust 
and should not be dissipated or disbursed until such time as the Participant’s obligation to reimburse the Plan has been 
satisfied in accordance with these provisions.  The Participant is also obligated to hold any and all funds so received in trust 
on the Plan’s behalf and function as a trustee as it applies to those funds until the Plan’s rights described herein are honored 
and the Plan is reimbursed. 
 
No court costs, experts’ fees, attorneys’ fees, filing fees, or other costs or expenses of litigation may be deducted from the 
Plan’s recovery without the prior, express written consent of the Plan. 
 
The Plan’s right of subrogation and reimbursement will not be reduced or affected as a result of any fault or claim on the 
part of the Participant(s), whether under the doctrines of causation, comparative fault or contributory negligence, or other 
similar doctrine in law.  Accordingly, any lien reduction statutes, which attempt to apply such laws and reduce a subrogating 
Plan’s recovery will not be applicable to the Plan and will not reduce the Plan’s reimbursement rights.  
 
These rights of subrogation and reimbursement shall apply without regard to whether any separate written acknowledgment 
of these rights is required by the Plan and signed by the Participant(s). 
 
This provision shall not limit any other remedies of the Plan provided by law.  These rights of subrogation and reimbursement 
shall apply without regard to the location of the event that led to or caused the applicable Sickness, Injury, Disease or 
disability. 
 

Participant is a Trustee Over Plan Assets 
Any Participant who receives benefits and is therefore subject to the terms of this section is hereby deemed a recipient and 
holder of Plan assets and is therefore deemed a trustee of the Plan solely as it relates to possession of any funds which may 
be owed to the Plan as a result of any settlement, judgment or recovery through any other means arising from any injury or 
accident.  By virtue of this status, the Participant understands that he or she is required to:  
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• Notify the Plan or its authorized representative of any settlement prior to finalization of the settlement, execution of a 
release, or receipt of applicable funds.  

• Instruct his or her attorney to ensure that the Plan and/or its authorized representative is included as a payee on all 
settlement drafts.  

• In circumstances where the Participant is not represented by an attorney, instruct the insurance company or any third 
party from whom the Participant obtains a settlement, judgment or other source of Coverage to include the Plan or its 
authorized representative as a payee on the settlement draft. 

• Hold any and all funds so received in trust, on the Plan’s behalf, and function as a trustee as it applies to those funds, 
until the Plan’s rights described herein are honored and the Plan is reimbursed. 

 
 To the extent the Participant disputes this obligation to the Plan under this section, the Participant or any of its agents or 

representatives is also required to hold any/all settlement funds, including the entire settlement if the settlement is less than 
the Plan’s interests, and without reduction in consideration of attorneys’ fees, for which he or she exercises control, in an 
account segregated from their general accounts or general assets until such time as the dispute is resolved. 
 
No Participant, beneficiary, or the agents or representatives thereof, exercising control over plan assets and incurring trustee 
responsibility in accordance with this section will have any authority to accept any reduction of the Plan’s interest on the 
Plan’s behalf.  
 

Release of Liability  
The Plan’s right to reimbursement extends to any incident related care that is received by the Participant(s) (“Incurred”) prior 
to the liable party being released from liability. The Participant’s/Participants’ obligation to reimburse the Plan is therefore 
tethered to the date upon which the claims were Incurred, not the date upon which the payment is made by the Plan.  In the 
case of a settlement, the Participant has an obligation to review the “lien” provided by the Plan and reflecting claims paid by 
the Plan for which it seeks reimbursement, prior to settlement and/or executing a release of any liable or potentially liable 
third party, and is also obligated to advise the Plan of any incident related care Incurred prior to the proposed date of 
settlement and/or release, which is not listed but has been or will be Incurred, and for which the Plan will be asked to pay.  
 

Excess Insurance 
If at the time of Injury, Sickness, Disease or disability there is available, or potentially available any Coverage (including but 
not limited to Coverage resulting from a judgment at law or settlements), the benefits under this Plan shall apply only as an 
excess over such other sources of Coverage, except as otherwise provided for under the Plan’s Coordination of Benefits 
section.   
 
The Plan’s benefits shall be excess to any of the following: 

 

• The responsible party, its insurer, or any other source on behalf of that party. 

• Any first party insurance through medical payment coverage, personal injury protection, no-fault coverage, uninsured 
or underinsured motorist coverage. 

• Any policy of insurance from any insurance company or guarantor of a third party. 

• Workers’ compensation or other liability insurance company. 

• Any other source, including but not limited to crime victim restitution funds, any medical, disability or other benefit 
payments, and school insurance coverage. 

 

Separation of Funds 
Benefits paid by the Plan, funds recovered by the Participant(s), and funds held in trust over which the Plan has an equitable 
lien exist separately from the property and estate of the Participant(s), such that the death of the Participant(s), or filing of 
bankruptcy by the Participant(s), will not affect the Plan’s equitable lien, the funds over which the Plan has a lien, or the 
Plan’s right to subrogation and reimbursement. 
 

Wrongful Death 
In the event that the Participant(s) dies as a result of his or her Injuries and a wrongful death or survivor claim is asserted 
against a third party or any Coverage, the Plan’s subrogation and reimbursement rights shall still apply, and the entity 
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pursuing said claim shall honor and enforce these Plan rights and terms by which benefits are paid on behalf of the 
Participant(s) and all others that benefit from such payment. 

 
Obligations 
It is the Participant’s/Participants’ obligation at all times, both prior to and after payment of medical benefits by the Plan: 

 

• To cooperate with the Plan, or any representatives of the Plan, in protecting its rights, including discovery, attending 
depositions, and/or cooperating in trial to preserve the Plan’s rights. 

• To provide the Plan with pertinent information regarding the Sickness, Disease, disability, or Injury, including accident 
reports, settlement information and any other requested additional information. 

• To take such action and execute such documents as the Plan may require to facilitate enforcement of its subrogation 
and reimbursement rights. 

• To do nothing to prejudice the Plan’s rights of subrogation and reimbursement. 

• To promptly reimburse the Plan when a recovery through settlement, judgment, award or other payment is received. 

• To notify the Plan or its authorized representative of any incident related claims or care which may be not identified 
within the lien (but has been Incurred) and/or reimbursement request submitted by or on behalf of the Plan.  

• To notify the Plan or its authorized representative of any settlement prior to finalization of the settlement. 

• To not settle or release, without the prior consent of the Plan, any claim to the extent that the Participant may have 
against any responsible party or Coverage. 

• To instruct his or her attorney to ensure that the Plan and/or its authorized representative is included as a payee on any 
settlement draft.  

• In circumstances where the Participant is not represented by an attorney, instruct the insurance company or any third 
party from whom the Participant obtains a settlement to include the Plan or its authorized representative as a payee on 
the settlement draft. 

• To make good faith efforts to prevent disbursement of settlement funds until such time as any dispute between the Plan 
and Participant over settlement funds is resolved. 

 
If the Participant(s) and/or his or her attorney fails to reimburse the Plan for all benefits paid, to be paid, Incurred, or that 
will be Incurred, prior to the date of the release of liability from the relevant entity, as a result of said Injury or condition, out 
of any proceeds, judgment or settlement received, the Participant(s) will be responsible for any and all expenses (whether 
fees or costs) associated with the Plan’s attempt to recover such money from the Participant(s).  
 
The Plan’s rights to reimbursement and/or subrogation are in no way dependent upon the Participant’s/Participants’ 
cooperation or adherence to these terms. 
 

Offset 
If timely repayment is not made, or the Participant and/or his or her attorney fails to comply with any of the requirements 
of the Plan, the Plan has the right, in addition to any other lawful means of recovery, to deduct the value of the Participant’s 
amount owed to the Plan. To do this, the Plan may refuse payment of any future medical benefits and any funds or payments 
due under this Plan on behalf of the Participant(s) in an amount equivalent to any outstanding amounts owed by the 
Participant to the Plan. This provision applies even if the Participant has disbursed settlement funds. 
 

Minor Status 
In the event the Participant(s) is a minor as that term is defined by applicable law, the minor’s parents or court-appointed 
guardian shall cooperate in any and all actions by the Plan to seek and obtain requisite court approval to bind the minor and 
his or her estate insofar as these subrogation and reimbursement provisions are concerned.   
 
If the minor’s parents or court-appointed guardian fail to take such action, the Plan shall have no obligation to advance 
payment of medical benefits on behalf of the minor.  Any court costs or legal fees associated with obtaining such approval 
shall be paid by the minor’s parents or court-appointed guardian. 
 

Language Interpretation 
The Plan Administrator retains sole, full and final discretionary authority to construe and interpret the language of this 
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provision, to determine all questions of fact and law arising under this provision, and to administer the Plan’s subrogation 
and reimbursement rights with respect to this provision. The Plan Administrator may amend the Plan at any time without 
notice. 
 

Severability 
In the event that any section of this provision is considered invalid or illegal for any reason, said invalidity or illegality shall 
not affect the remaining sections of this provision and Plan.  The section shall be fully severable. The Plan shall be construed 
and enforced as if such invalid or illegal sections had never been inserted in the Plan. 
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COORDINATION OF BENEFITS 
 

General Provision 
When you and/or your Dependents are covered under more than one group health plan, the combined benefits 

payable by this plan and all other group plans will not exceed 100% of the eligible expense incurred by the individual. 

The plan assuming primary payor status will determine benefits first without regard to benefits provided under any 

other group health plan. 

When this Plan is the secondary payor, it will reimburse, subject to all Plan provisions, the balance of remaining eligible 

expenses, not to exceed normal plan liability if this Plan had been primary. 

For purposes of coordination, eligible expense means the Maximum Allowable Charge considered in part or full by 

this plan. 

Government Programs and Other Group Health Plans 
The term group health plan, as it relates to coordination of benefits, includes the government programs Medicare, 

Medicaid and TRICARE/CHAMPUS. The regulations governing these programs take precedence over the 

determination of benefits under this Plan. For example, in determining the benefits payable under the plan, the plan 

will not take into account the fact that you or any eligible Dependent(s) are eligible for or receive benefits under a 

Medicaid plan. 

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

plans. 

Excess Insurance 
If at the time of Injury, Sickness, Disease or disability there is available, or potentially available any other source of coverage 
(including but not limited to coverage resulting from a judgment at law or settlements), the benefits under this Plan shall 
apply only as an excess over such other sources of coverage.   
 
The Plan’s benefits will be excess to, whenever possible, any of the following: 

 

• Any primary payer besides the Plan. 

• Any first party insurance through medical payment coverage, personal injury protection, no-fault coverage, uninsured 
or underinsured motorist coverage. 

• Any policy of insurance from any insurance company or guarantor of a third party. 

• Workers’ compensation or other liability insurance company. 

• Any other source, including but not limited to crime victim restitution funds, any medical, disability or other benefit 
payments, and school insurance coverage. 

 

Automobile Insurance 
This Plan provides benefits relating to medical expenses incurred as a result of an automobile accident on a secondary 

basis only. Benefits payable under this Plan will be coordinated with and secondary to benefits provided or required by 

any no-‐fault automobile insurance statute, whether or not a no-‐fault policy is in effect, and/or any other automobile 

insurance. 

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

 

Order of Payment When Coordinating with Other Group Health Plans 
Any group health plan which does not contain a coordination of benefits provision will be considered primary. 

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

• The plan covering an individual other than as a dependent (for example, as an active employee or   retiree) will 

be primary to a plan covering the same individual as a dependent. However, if the individual is covered by two 

group health plans and Medicare, and under federal law Medicare is: 

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

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

o then the order of payment is reversed so the plan covering the individual as an employee or retiree is 

secondary and the other plan is primary. 

 

Medicare as the result of End Stage Renal Disease (ESRD)  

When you are eligible for Medicare due to End Stage Renal Disease, and start to receive dialysis there is a 3 month 
waiting period for Medicare to become effective. During this time, the Plan will be the Primary Payor. After the 3 
months, there is a 30 month coordination period in which the Plan will pay first, Medicare is Secondary. After the 
30 months coordination period, Medicare becomes Primary and pays first and the Plan is Secondary.  

 

• If a dependent child is covered under more than one plan, the primary plan is the plan of the parent whose 

birthday (month and day) is earlier in the calendar year if: 

o the parents are married; or 

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

o a court decree awards joint custody without specifying that one parent has the responsibility to 

provide health care coverage. 

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

is primary. 

If the specific terms of a court decree state that one of the parents is responsible for the child’s health care 

coverage or expenses and the plan of that parent has knowledge of the decree, that plan is primary. If the parent 

designated by the decree has no coverage for the child but that parent’s spouse/domestic partner does, the 

spouse/domestic partner’s plan is primary. 

If the parents are not married, are not living together (regardless of whether they were ever married), or  are 

divorced and there is no court decree allocating responsibility for the child’s health care coverage or expenses, 

the order of benefit determination among the plans of the parents and the parents’ spouses/domestic partners 

(if any) is: 

o the plan of the custodial parent; 

o the plan of the spouse/domestic partner of the custodial   parent; 

o the plan of the noncustodial parent; then 

o the plan of the spouse/domestic partner of the noncustodial parent. 

• The plan that covers an individual as an employe who is neither laid-off nor retired (or as that employee’s 

dependent) is primary. However, the order of benefit determination for an individual covered both as a retiree and 

as a dependent of that individual’s spouse/domestic partner will be determined under section No. 1 above. 

• The plan covering the individual as an employee or retiree (or as that individual’s dependent) will be primary to 

the plan providing continuation coverage under federal (COBRA) or state law. 

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

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

 

Right to Make Payments to Other Organizations 
Whenever payments that should have been made by this Plan have been made by any other plan(s), this Plan has 

the right to pay the other plan(s) any amount necessary to satisfy the terms of this coordination of benefits provision. 

Amounts paid will be considered benefits paid under this Plan and, to the extent of such payments, the Plan will be 

fully released from any liability regarding the person for whom payment was made. 
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HIPAA PRIVACY 
 

Commitment to Protecting Health Information  
The Plan will comply with the Standards for Privacy of Individually Identifiable Health Information (i.e., the 
“Privacy Rule”) set forth by the U.S. Department of Health and Human Services (“HHS”) pursuant to the Health 
Insurance Portability and Accountability Act of 1996 (“HIPAA”). Such standards control the dissemination of 
“protected health information” (“PHI”) of Participants.  Privacy Standards will be implemented and enforced in 
the offices of the Employer and Plan Sponsor and any other entity that may assist in the operation of the Plan.   
 
The Plan is required by law to take reasonable steps to ensure the privacy of the Participant’s PHI, and inform 
him/her about: 
 

• The Plan’s disclosures and uses of PHI. 

• The Participant’s privacy rights with respect to his or her PHI. 

• The Plan’s duties with respect to his or her PHI. 

• The Participant’s right to file a complaint with the Plan and with the Secretary of HHS. 

• The person or office to contact for further information about the Plan’s privacy practices.  
 
The Plan provides each Participant with a separate Notice of Privacy Practices. This Notice describes how the 
Plan uses and discloses a Participant’s personal health information. It also describes certain rights the 
Participant has regarding this information. Additional copies of the Plan’s Notice of Privacy Practices are 
available by calling (209) 946-2124.  
 
Within this provision capitalized terms may be used, but not otherwise defined.  These terms shall have the 
same meaning as those terms set forth in 45 CFR Sections 160.103 and 164.501. Any HIPAA regulation 
modifications altering a defined HIPAA term or regulatory citation shall be deemed incorporated into this 
provision.   
 

Definitions 
 

• Breach means an unauthorized acquisition, access, use or disclosure of Protected Health Information 
(“PHI”) or Electronic Protected Health Information (“ePHI”) that violates the HIPAA Privacy Rule and that 
compromises the security or privacy of the information. 
 

• Protected Health Information (“PHI”) means individually identifiable health information, as defined by 
HIPAA, that is created or received by the Plan and that relates to the past, present, or future physical or 
mental health or condition of an individual; the provision of health care to an individual; or the past, 
present, or future payment for the provision of health care to an individual; and that identifies the individual 
or for which there is a reasonable basis to believe the information can be used to identify the individual.  
PHI includes information of persons living or deceased. 

 

How Health Information May Be Used and Disclosed 
In general, the Privacy Rules permit the Plan to use and disclose, the minimum necessary amount, an individual’s 
PHI, without obtaining authorization, only if the use or disclosure is for any of the following: 
 

• To carry out payment of benefits. 

• If the use or disclosure falls within one of the limited circumstances described in the rules (e.g., the 
disclosure is required by law or for public health activities).  

 

Primary Uses and Disclosures of PHI 
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• Treatment, Payment and Health Care Operations:  The Plan has the right to use and disclose a Participant’s 
PHI for all activities as included within the definitions of Treatment, Payment, and Health Care Operations 
and pursuant to the HIPAA Privacy Rule.  

• Business Associates: The Plan contracts with individuals and entities (Business Associates) to perform 
various functions on its behalf.  In performance of these functions or to provide services, Business 
Associates will receive, create, maintain, use, or disclose PHI, but only after the Plan and the Business 
Associate agree in writing to contract terms requiring the Business Associate to appropriately safeguard the 
Participant’s information. 

• Other Covered Entities: The Plan may also disclose or share PHI with other insurance carriers (such as 
Medicare, etc.) in order to coordinate benefits, if a Participant has coverage through another carrier. 

 

Disclosure of PHI to the Plan Sponsor for Plan Administration Purposes 
In order that the Plan Sponsor may receive and use PHI for plan administration purposes, the Plan Sponsor 
agrees to: 
 

• Not use or further disclose PHI other than as permitted or required by the Plan documents or as required 
by law (as defined in the Privacy Standards). 

• Ensure that any agents, including a subcontractor, to whom the Plan Sponsor provides PHI received from 
the Plan, agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to such 
PHI. 

• Maintain the confidentiality of all PHI, unless an individual gives specific consent or authorization to disclose 
such data or unless the data is used for health care payment or Plan operations. 

• Receive PHI, in the absence of an individual’s express authorization, only to carry out Plan administration 
functions. 

• Not use or disclose genetic information for underwriting purposes. 

• Report to the Plan any PHI use or disclosure that is inconsistent with the uses or disclosures provided for of 
which the Plan Sponsor becomes aware. 

• Make available PHI in accordance with section 164.524 of the Privacy Standards (45 CFR 164.524). 

• Make available PHI for amendment and incorporate any amendments to PHI in accordance with section 
164.526 of the Privacy Standards (45 CFR 164.526). 

• Make its internal practices, books and records relating to the use and disclosure of PHI received from the 
Plan available to the Secretary of the U.S. Department of Health and Human Services (“HHS”), or any other 
officer or Employee of HHS to whom the authority involved has been delegated, for purposes of 
determining compliance by the Plan with part 164, subpart E, of the Privacy Standards (45 CFR 164.500 et 
seq). 

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

 

Required Disclosures of PHI 
• Disclosures to Participants:  The Plan is required to disclose to a Participant most of the PHI in a Designated 

Record Set when the Participant requests access to this information.  The Plan will disclose a Participant’s 
PHI to an individual who has been assigned as his or her representative and who has qualified for such 
designation in accordance with the relevant State law.  Before disclosure to an individual qualified as a 
personal representative, the Plan must be given written supporting documentation establishing the basis 
of the personal representation. 
 
The Plan may elect not to treat the person as the Participant’s personal representative if it has a reasonable 
belief that the Participant has been, or may be, subjected to domestic violence, abuse, or neglect by such 
person, it is not in the Participant’s best interest to treat the person as his or her personal representative, 
or treating such person as his or her personal representative could endanger the Participant. 
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• Disclosures to the Secretary of the U.S. Department of Health and Human Services: The Plan is required to 
disclose the Participant’s PHI to the Secretary of the U.S. Department of Health and Human Resources when 
the Secretary is investigating or determining the Plan’s compliance with the HIPAA Privacy Rule.  

 

Participant’s Rights  
The Participant has the following rights regarding PHI about him/her: 
 

• Request Restrictions: The Participant has the right to request additional restrictions on the use or disclosure 
of PHI for treatment, payment, or health care operations.  The Participant may request that the Plan restrict 
disclosures to family members, relatives, friends or other persons identified by him/her who are involved 
in his or her care or payment for his or her care.  The Plan is not required to agree to these requested 
restrictions. 

• Right to Receive Confidential Communication: The Participant has the right to request that he or she receive 
communications regarding PHI in a certain manner or at a certain location.  The request must be made in 
writing and how the Participant would like to be contacted.  The Plan will accommodate all reasonable 
requests. 

• Right to Receive Notice of Privacy Practices: The Participant is entitled to receive a paper copy of the plan’s 
Notice of Privacy Practices at any time.  To obtain a paper copy, contact the Privacy Officer. 

• Accounting of Disclosures:  The Participant has the right to request an accounting of disclosures the Plan 
has made of his or her PHI.  The request must be made in writing and does not apply to disclosures for 
treatment, payment, health care operations, and certain other purposes.   The Participant is entitled to such 
an accounting for the six years prior to his or her request.  Except as provided below, for each disclosure, 
the accounting will include: (a) the date of the disclosure, (b) the name of the entity or person who received 
the PHI and, if known, the address of such entity or person; (c) a description of the PHI disclosed, (d) a 
statement of the purpose of the disclosure that reasonably informs the Participant of the basis of the 
disclosure, and certain other information. If the Participant wishes to make a request, please contact the 
Privacy Officer. 

• Access:  The Participant has the right to request the opportunity to look at or get copies of PHI maintained 
by the Plan about him/her in certain records maintained by the Plan.  If the Participant requests copies, he 
or she may be charged a fee to cover the costs of copying, mailing, and other supplies.  If a Participant wants 
to inspect or copy PHI, or to have a copy of his or her PHI transmitted directly to another designated person, 
he or she should contact the Privacy Officer.  A request to transmit PHI directly to another designated 
person must be in writing, signed by the Participant and the recipient must be clearly identified. The Plan 
must respond to the Participant’s request within 30 days (in some cases, the Plan can request a 30 day 
extension). In very limited circumstances, the Plan may deny the Participant’s request.  If the Plan denies 
the request, the Participant may be entitled to a review of that denial. 

• Amendment:  The Participant has the right to request that the Plan change or amend his or her PHI.  The 
Plan reserves the right to require this request be in writing. Submit the request to the Privacy Officer.  The 
Plan may deny the Participant’s request in certain cases, including if it is not in writing or if he or she does 
not provide a reason for the request. 

• Other uses and disclosures not described in this section can only be made with authorization from the 
Participant. The Participant may revoke this authorization at any time. 

 

Questions or Complaints 
If the Participant wants more information about the Plan’s privacy practices, has questions or concerns, or 
believes that the Plan may have violated his or her privacy rights, please contact the Plan using the following 
information.  The Participant may submit a written complaint to the U.S. Department of Health and Human 
Services or with the Plan.  The Plan will provide the Participant with the address to file his or her complaint with 
the U.S. Department of Health and Human Services upon request.   
 
The Plan will not retaliate against the Participant for filing a complaint with the Plan or the U.S. Department of 
Health and Human Services. 
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Contact Information 
 
Privacy Officer 
Lindsey Green 
University of the Pacific 
155 5th Street 
San Francisco, CA 94103 
PH: 415.351.7124 
FX: 415.929.6699 
lgreen@pacific.edu 
 
 
Additional Contact Information for HIPAA Questions: 
 
Associate Director of Benefits 
Stacey Lucchesi 
University of the Pacific 
3601 Pacific Avenue 
Stockton, CA 95211 
PH: 209.946.2484 
FX: 209.946.2835 
slucchesi@pacific.edu 

  

mailto:lgreen@pacific.edu
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HIPAA SECURITY 
 

Disclosure of Electronic Protected Health Information (“Electronic PHI”) to the Plan Sponsor for Plan 
Administration Functions 

 
STANDARDS FOR SECURITY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (“SECURITY 
RULE”)   
 
The Health Insurance Portability and Accountability Act (HIPAA) and other applicable law shall override the following 
wherever there is a conflict, or a term or terms is/are not hereby defined.   
 
The Security Rule imposes regulations for maintaining the integrity, confidentiality and availability of protected health 
information that it creates, receives, maintains, or maintains electronically that is kept in electronic format (ePHI) as required 
under HIPAA. 

 

Definitions 
• Electronic Protected Health Information (ePHI), as defined in Section 160.103 of the Security Standards (45 C.F.R. 

160.103), means individually identifiable health information transmitted or maintained in any electronic media. 

• Security Incidents, as defined within Section 164.304 of the Security Standards (45 C.F.R. 164.304), means the attempted 
or successful unauthorized access, use, disclosure, modification, or destruction of information or interference with 
systems operation in an information system. 

 

Plan Sponsor Obligations 
To enable the Plan Sponsor to receive and use Electronic PHI for Plan Administration Functions (as defined in 45 CFR 
§164.504(a)), the Plan Sponsor agrees to: 

 

• Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the 
confidentiality, integrity and availability of the Electronic PHI that it creates, receives, maintains, or transmits on behalf 
of the Plan. 

• Ensure that adequate separation between the Plan and the Plan Sponsor, as required in 45 CFR § 164.504(f)(2)(iii), is 
supported by reasonable and appropriate Security Measures. 

• Ensure that any agent, including a subcontractor, to whom the Plan Sponsor provides Electronic PHI created, received, 
maintained, or transmitted on behalf of the Plan, agrees to implement reasonable and appropriate administrative, 
physical, and technical safeguards to protect the confidentiality, integrity, and availability of the Electronic PHI and 
report to the Plan any security incident of which it becomes aware. 

• Report to the Plan any security incident of which it becomes aware. 

• Establish safeguards for information, including security systems for data processing and storage. 

• Not use or disclose PHI for employment-related actions and decisions or in connection with any other benefit or 
Employee benefit plan of the Plan Sponsor, except pursuant to an authorization which meets the requirements of the 
Privacy Standards. 

• Ensure that adequate separation between the Plan and the Plan Sponsor, as required in section 164.504(f)(2)(iii) of the 
Privacy Standards (45 CFR 164.504(f)(2)(iii)), is established as follows: 

o The following Employees, or classes of Employees, or other persons under control of the Plan Sponsor, shall 
be given access to the PHI to be disclosed: 

i. Privacy Officer. 
ii. Director of Employee Benefits. 

iii. Employee Benefits Department employees. 
iv. Information Technology Department. 

o The access to and use of PHI by the individuals identified above shall be restricted to the plan 
administration functions that the Plan Sponsor performs for the Plan. 
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Disclosure of Summary Health Information to the Plan Sponsor 
The Plan may disclose PHI to the Plan Sponsor of the group health plan for purposes of plan administration or pursuant to 
an authorization request signed by the Participant.  The Plan may use or disclose “summary health information” to the Plan 
Sponsor for obtaining premium bids or modifying, amending, or terminating the group health plan. “Summary health 
information” may be individually identifiable health information and it summarizes the claims history, claims expenses or the 
type of claims experienced by individuals in the plan, but it excludes all identifiers that must be removed for the information 
to be de-identified, except that it may contain geographic information to the extent that it is aggregated by five-digit zip 
code. 
 

Disclosure of Certain Enrollment Information to the Plan Sponsor 

Pursuant to section 164.504(f)(1)(iii) of the Privacy Standards (45 CFR 164.504(f)(1)(iii)), the Plan may disclose to the Plan 
Sponsor information on whether an individual is participating in the Plan or is enrolled in or has un-enrolled from a health 
insurance issuer or health maintenance organization offered by the Plan to the Plan Sponsor. 
 

Disclosure of PHI to Obtain Stop-loss or Excess Loss Coverage 
The Plan Sponsor may hereby authorize and direct the Plan, through the Plan Administrator or the Third Party Administrator, 
to disclose PHI to stop-loss carriers, excess loss carriers or managing general underwriters (“MGUs”) for underwriting and 
other purposes in order to obtain and maintain stop-loss or excess loss coverage related to benefit claims under the Plan. 
Such disclosures shall be made in accordance with the Privacy Standards. 
 

Resolution of Noncompliance 
In the event that any authorized individual of the Employer's workforce uses or discloses Protected Health Information other 
than as permitted by the Privacy Standards, the incident shall be reported to the Privacy Officer. The Privacy Officer shall 
take appropriate action, including: 

 

• Investigation of the incident to determine whether the breach occurred inadvertently, through negligence, or 
deliberately; whether there is a pattern of breaches; and the degree of harm caused by the breach. 

• Applying appropriate sanctions against the persons causing the breach, which, depending upon the nature of the breach, 
may include oral or written reprimand, additional training, or termination of employment. 

• Mitigating any harm caused by the breach, to the extent practicable. 

• Documentation of the incident and all actions taken to resolve the issue and mitigate any damages. 

• Training Employees in privacy protection requirements and appoint a Privacy Officer responsible for such protections.   

• Disclosing the Participant’s PHI to the Secretary of the U.S. Department of Health and Health and Human Resources 
when the Secretary is investigating or determining the Plan’s compliance with the HIPAA Privacy Rule.  
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APPENDIX A 
UNIVERSITY OF THE PACIFIC SELF-FUNDED MEDICAL PLAN 

PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION 
 

The following list is intended to give you a general comparison of expenses for services and supplies you will be 

responsible for under each component health plan.  The applicable deductibles and co-‐‐payments may change 

periodically. You will be notified of any changes in the cost of plan coverage before they take effect. 

 
Schedule of Benefits 

EPO PLAN (Active Employees and Eligible Retirees) 
 
Deductibles, Out-of-Pocket and Lifetime Maximums 
The chart below shows the portion of expenses for which YOU will be responsible. 
Benefits described below are effective January 1, 2020 

Plan is non-grandfathered  

Calendar Year Deductible Network Non-Network 
The deductible applies to all services unless noted              $500 – Individual  

$1,500 – Family 
Not applicable 
Not applicable 

 
The deductible applies to all services unless indicated otherwise. Family maximum is consolidated between all eligible participants 
with no more than the individual amount applied to each individual.  Network and Non-Network providers are consolidated 
together.   
 

Plan Year Out of Pocket Maximum                                   Network Non-Network 
Includes deductible above $1,500 – Individual 

$4,500 – Family 
Not applicable 
Not applicable 

  
Network and Non-Network Providers are combined together. Family maximum is consolidated between all eligible participants 
with no more than the individual per person being applied.   The Network out of pocket amount includes copays, deductible, 
coinsurance amounts and pharmacy copays/coinsurance.  The out of pocket limits do not include non-covered services or amounts 
over the UCR for Non-Preferred providers 
 

LIFETIME BENEFIT MAXIMUM Unlimited 
 

COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Professional (Physician) Benefits 
    

Physician and Specialist Office Visits  $25 Copay (deductible waived) Not Covered 

Inpatient Hospital Visits 10% Not Covered 

Allergy: Injection, Serum and Testing 10% Not Covered 

Pregnancy-Delivery Charge 10% Not Covered 
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Surgery, Injections, Supplies done in a 
Physician's Office 

10% Not Covered 

Urgent Care $25 Copay (deductible waived) Not Covered 

Counseling (Mental Health and Substance Abuse) $25 Copay (deductible waived) Not Covered 

Testing (Mental Health) $25 Copay (deductible waived) Not Covered 

Preventive Health Benefits 
   

Preventive Exam (in accordance with USPSTF 

requirements for adults and children) 
$0 (deductible waived) Not Covered 

Immunizations (in accordance with USPSTF 

requirements for adults and children) 
$0 (deductible waived) Not Covered 

Breast-Feeding equipment and Pre-Natal 
Care/women of all ages (in accordance with 

USPSTF requirements) 
$0 (deductible waived) Not Covered 

Family Planning  

Exam: $25 Copay (deductible waived) 

Vasectomy:  $50 Copay (deductible 

waived) 
Other services: $0 (deductible waived) 

Not Covered 

Mammogram (One per 1-2 Plan Years for women age 

40+) 
$0 (deductible waived) Not Covered 

Colonoscopy (Age 50+ allowed once per 5-10 years) $0 (deductible waived) Not Covered 

Outpatient Services (not done in a hospital 
setting) 

  

CT scans, MRIs, MRAs, PET scans, and Cardiac 
Diagnostic  

$100 Copay then 10% Not Covered 

Procedures Utilizing Nuclear Medicine  10% Not Covered 

Laboratory and Pathology 10% Not Covered 

X-ray, EKG, Diagnostic Medicine Services 10% Not Covered 

Outpatient services (done in a hospital 
setting)   

CT scans, MRIs, MRAs, PET scans, and Cardiac 
Diagnostic  

$100 Copay then 10% Not Covered 

Procedures Utilizing Nuclear Medicine  10% Not Covered 

Laboratory and Pathology 10% Not Covered 
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

X-ray, EKG, Diagnostic Medicine Services 10% Not Covered 

Hospital Services 
  

Outpatient Surgery 10% Not Covered 

Emergency Room/Facility Charge (copay waived 

if admitted) 
$250 Copay then 10% Covered as Preferred Provider 

Emergency Room/Physician Charge 10%   Covered as Preferred Provider 

Inpatient Room and Board (including mental 

health and substance abuse) 
$250 Copay then 10% Not Covered 

Additional Covered Services 
   

Day Treatment (mental health/substance abuse) 10% Not Covered 

Residential Treatment (mental health/substance 

abuse) 
$250 Copay then 10% (copay is per 

admission) 
Not Covered 

Ambulance Services (emergency or authorized 

transport) 
10% Covered as Preferred Provider 

Durable Medical Equipment (rental up to 

purchase price) 
20% Not Covered 

Hearing Devices 
(Cochlear Implants are not covered) 

20% Not Covered 

Orthotic Equipment and Devices (includes 

custom molded foot orthotic) 
10% Not Covered 

Oxygen and Supplies 10% Not Covered 

Prosthetic Equipment and Devices 10% Not Covered 

Transgender Services Covered as any other covered service Covered as any other covered service 

Online Telemedicine Services $0 (deductible waived) Not Covered 

Home Health Services   

Home Care Agency Services (100 visits per plan 

year) 
$10 Not Covered 

Home Infusion/Home IV Therapy 10% Not Covered 

Infusion Nursing Visits $10 Not Covered 
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Hospice (for terminal illness and includes respite, 

home and general care) 

$250 for Respite Care 
10% all other Hospice 

Not Covered 

Rehabilitation Services   

Chiropractic (30 visits per Calendar Year) $25 Copay (deductible waived) Not Covered 

Acupuncture $25 Copay (deductible waived) Not Covered 

Cardiac Rehabilitation  10% Not Covered 

Occupational Therapy (MD’s treatment plan 

required) 
$25 Copay (deductible waived) Not Covered 

Physical Therapy (MD’s treatment plan required) $25 Copay (deductible waived) Not Covered 

Pulmonary/Respiratory Therapy 10% Not Covered 

Speech Therapy  $25 Copay (deductible waived) Not Covered 

Vision Therapy Not Covered Not Covered 

 
ADDITIONAL INFORMATION 
 
Prescription Benefits are administered by: WellDyne Rx (888) 479-2000 
Retail Supply – 30 days 
Network 
o Generic: $15  o Brand Name: $25 o Non-Formulary: $45 
o Specialty: 20% coinsurance to max 

$150 
  

Non-Network 
o Generic: Copay and 50% of the full cost 

of the prescription 
o Brand Name: Copay and 50% of the 

full cost of the prescription 
o Non-Formulary: Copay and 50% of the 

full cost of the prescription 
o Specialty: 20% coinsurance to max 

$150 
  

 

Mail Order – 90 days 
Network and Non-Network 
o Generic: $15 o Brand Name: $25 o Non-Formulary: $45 

Through US Specialty Care after first retail fill.                                                                                                                              (800) 641-8475 

Employee Assistance Program: Liberty Mutual (866) 695-6327 

Telephonic Office Visits ($0 Co-pay):                                                                                                                           (888) 548-3432 or help@livehealthonline.com 

Dental Claims administered by:      Delta Dental (866) 499-3001  

Vision Claims administered by:     VSP (800) 877-6195 
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Medical: Non-Covered Services, this list is not all inclusive, please refer to the summary plan document for details on any service 
limitation before service(s) are incurred. 

Biofeedback 
Refractive Eye Procedures 
Cosmetic 
Services/procedures 

 

Custodial Care 
Routine Foot Care 
Family Counseling 

Learning Disabilities 
Sexual Dysfunction 

Impregnation 
Smoking Cessation 

 

Non-PPO providers allowance is based on the Maximum Allowable Charge. 
 
Utilization Review is required for the items listed below and is handled by Anthem Blue Cross (800) 274.7767 

▪ All inpatient facility services (acute care, surgical, mental health and substance abuse) 
▪ Skilled Nursing facility 
▪ Home health 
▪ Home infusion therapy 
▪ Transplants 
▪ Outpatient surgery (for specific procedures only, contact Anthem to confirm if proposed surgery requires pre-auth) 
▪ Case Management 
▪ Air Ambulance (non-emergency use) 
▪ Durable Medical Equipment  
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PPO-HD PLAN (HSA COMPATIBLE) (Active Employees and Eligible Retirees) 
Deductibles, Out-of-Pocket and Lifetime Maximums 
The chart below shows the portion of expenses for which YOU will be responsible. 
Benefits described below are effective January 1, 2020 

Plan is non-grandfathered  

Calendar Year Deductible Network Non-Network 
The deductible applies to all services unless noted              $2,500 – Individual  

$5,000 – Family 
$2,500 – Individual  
$5,000 – Family 

If family coverage, the entire $5000 must be met but it can be met by 1 member or a combination of the entire family unit. Network 
and Non-Network providers are consolidated together.   

 

Plan Year Out of Pocket Maximum                                   Network Non-Network 
Includes deductible above $5,000 – Individual 

$10,000 – Family 
$5,000 – Individual 
$10,000 – Family 

  
Non-Network does not combine with Network. Family maximum is consolidated between all eligible participants with no more than 
the individual maximum per person being applied.   The Network out of pocket amount includes copays, deductible, coinsurance 
amounts and pharmacy copays/coinsurance.  The Non-Network includes the 30% coinsurance.  The out of pocket limits do not include 
non-covered services or amounts over the UCR for Non-Preferred providers 
 

LIFETIME BENEFIT MAXIMUM Unlimited 

 

COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Professional (Physician) Benefits 
    

Physician and Specialist Office Visits  10% 30% 

Inpatient Hospital Visits 10% 30% 

Allergy: Injection, Serum and Testing 10% 30% 

Pregnancy-Delivery Charge 10% 30% 

Surgery, Injections, Supplies done in a 
Physician's Office 

10% 30% 

Urgent Care 10% 30% 

Counseling (Mental Health and Substance Abuse) 10% 30% 

Testing (Mental Health) 10% 30% 

Preventive Health Benefits 
   

Preventive Exam (in accordance with USPSTF 

requirements for adults and children) 
$0 (deductible waived) 30% 

Immunizations (in accordance with USPSTF 

requirements for adults and children) 
$0 (deductible waived) 30% 
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Breast-Feeding equipment and Pre-Natal 
Care/women of all ages (in accordance with 

USPSTF requirements) 
$0 (deductible waived) 30% 

Family Planning  
10% for exam and vasectomy 

$0 (deductible waived) for other services 
30% 

Mammogram (One per 1-2 Plan Years for women age 

40+) 
$0 (deductible waived) 30% 

Colonoscopy (Age 50+ allowed once per 5-10 years) $0 (deductible waived) 30% 

Outpatient Services (not done in a hospital 
setting) 

  

CT scans, MRIs, MRAs, PET scans, and Cardiac 
Diagnostic  

10% 30% 

Procedures Utilizing Nuclear Medicine  10% 30% 

Laboratory and Pathology 10% 30% 

X-ray, EKG, Diagnostic Medicine Services 10% 30% 

Outpatient services (done in a hospital 
setting)   

CT scans, MRIs, MRAs, PET scans, and Cardiac 
Diagnostic  

10% 30%  

Procedures Utilizing Nuclear Medicine  10% 30%  

Laboratory and Pathology 10% 30%  

X-ray, EKG, Diagnostic Medicine Services 10% 30% 

Hospital Services 
  

Outpatient Surgery 20% 30% (Plan maximum $350 allowed per day) 

Emergency Room/Facility Charge 10% Covered as Preferred Provider 

Emergency Room/Physician Charge 10% Covered as Preferred Provider 

Inpatient Room and Board (including mental 

health and substance abuse) 
10% 30% 



University of the Pacific Self-Funded Medical Plan 

Plan Document and Summary Plan Description 

Amended and Restated as of January 1, 2020 

58 | P a g e   

COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Additional Covered Services 
   

Day Treatment (mental health/substance abuse) 10% 30% 

Residential Treatment (mental health/substance 

abuse) 
10% 30% 

Ambulance Services (emergency or authorized 

transport) 
10% 30% 

Durable Medical Equipment (rental up to 

purchase price) 
10% 30% 

Hearing Devices 
(Cochlear Implants are not covered) 

10% 30% 

Orthotic Equipment and Devices (includes 

custom molded foot orthotic) 
10% 30% 

Oxygen and Supplies 10% 30% 

Prosthetic Equipment and Devices 10% 30% 

Transgender Services Covered as any other covered service Covered as any other covered service 

Online Telemedicine Services $59 (Cost of care) Not Covered 

Home Health Services   

Home Care Agency Services (100 visits per plan 

year) 
10% 30% 

Home Infusion/Home IV Therapy 10% 30% 

Infusion Nursing Visits 10% 30% 

Hospice (for terminal illness and includes respite, 

home and general care) 

10% for Respite Care 
10% all other Hospice 

30% 

Rehabilitation Services   

Chiropractic (30 visits per Calendar Year) 10% 30% 

Acupuncture (12 visits per plan year) 

(Only covered for an MD, DO, AC or DDS.) 
10% 30% 

Cardiac Rehabilitation  10% 30% 

Occupational Therapy (MD’s treatment plan 

required) 
(60 visits per plan year combined with physical therapy) 

10% 30% 
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

Physical Therapy (MD’s treatment plan required) 

(60 visits per plan year combined with occupational 
therapy) 

10% 30% 

Pulmonary/Respiratory Therapy 10% 30% 

Speech Therapy  10% 30% 

Vision Therapy Not Covered Not Covered 

 
ADDITIONAL INFORMATION 
 

Prescription Benefits are administered by: Welldyne Rx (888) 479-2000 
Retail Supply – 30 days 
Network 
o Generic: $10 after deductible  o Brand Name: $30 after deductible o Non-Formulary: $50 after deductible 
o Specialty: 30% coinsurance after 

deductible 
  

Non-Network 
o Generic: $10 after deductible  o Brand Name: $30 after deductible o Non-Formulary: $50 after deductible 
o Specialty: 30% coinsurance after 

deductible 
  

 

Mail Order – 90 days 
Network and Non-Network 
o Generic: $10 after deductible o Brand Name: $60 after deductible o Non-Formulary: $100 after deductible 

Through US Specialty Care after first retail fill.                                                                                                                              (800) 641-8475 

Employee Assistance Program: Liberty Mutual (866) 695-6327 

Telephonic Office Visits (cost of visit until 
deductible met and then $0):                                                                                                                           

(888) 548-3432 or help@livehealthonline.com 

Dental Claims administered by:      Delta Dental (866) 499-3001 

Vision Claims administered by:     VSP (800) 877-4195 

Medical: Non-Covered Services, this list is not all inclusive, please refer to the summary plan document for details on any service 
limitation before service(s) are incurred. 

Biofeedback 
Refractive Eye Procedures 
Cosmetic 
Services/procedures 

 

Custodial Care 
Routine Foot Care 
Family Counseling 

Learning Disabilities 
Sexual Dysfunction 

Impregnation 
Smoking Cessation 

 

Non-PPO providers allowance is based on the Maximum Allowable Charge. 
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Utilization Review is required for the items listed below and is handled by Anthem Blue Cross (800) 274.7767 

▪ All inpatient facility services (acute care, surgical, mental health and substance abuse) 
▪ Skilled Nursing facility 
▪ Home health 
▪ Home infusion therapy 
▪ Transplants 
▪ Outpatient surgery (for specific procedures only, contact Anthem to confirm if proposed surgery requires pre-auth) 
▪ Case Management 
▪ Air Ambulance (non-emergency use) 
▪ Durable Medical Equipment  
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PPO PLAN FOR ELIGIBLE RETIREES OVER 65 

 

COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

LIMITATIONS (IF ANY) 

Accident Benefit 
Payable under services 
rendered 

Payable under services 
rendered 

Covers treatment to 

repair sound natural 

teeth that were 

damaged as the result 

of an accidental injury 

(not including 

biting/chewing) 

Accidental Injury to Teeth 
Payable under services 
rendered 

Payable under services 
rendered 

Allowed 12 visits per 

calendar year; must 

be done by CA, MD, 

DO or DDS 

Acupuncture 100% 80%  

Allergy Injections 100% 80%  

Allergy Serum 100% 80%  

Allergy Testing 100% 80% 

Includes air 

ambulance; 

transport is to the 

nearest facility that 

can provide 

adequate care; 

hospital to hospital 

transport (when 

necessary) 

Ambulance 80% 80%  

Birthing Center 100% 80%  

Chemotherapy 100% 80% 

Covers treatment to 

repair sound natural 

teeth that were 

damaged as the result 

of an accidental injury 

(not including 

biting/chewing) 

Chiropractic 
$10 copay 100% 

80% 
Allowed 30 visits per 

calendar year. Chiro 

appliances have a $50 

max per calendar year.  
Clinical Trials 

Payable under services 

rendered 

Payable under services 

rendered 
Covers routine patient 

costs for those in an 

approved clinical trial. 
Consultations 100% 80%  
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

LIMITATIONS (IF ANY) 

Diabetes Services:    

 • Counseling 100% 80%  

 • Equipment (pump) 100% 80% Blood glucose monitors 
(including monitors    designed to assist the 
visually impaired), and    blood glucose testing strips, 
insulin pumps,    PEN delivery systems (non-‐‐ 
disposable), visual    aids (not eyeglasses) to 
help the visually    impaired properly dose 
insulin and podiatric    devices 

 • Supplies RX vendor RX vendor Insulin (including syringes 
and disposable pen    delivery systems, Glucogen, 
testing strips, 

 
  

lancets & alcohols swabs. 

Diagnostic Services:   

 

 • Lab 100% 80% 

 • Bone Density Study 100% 80% 

 • Medical (EEG, EKG) 100% 80% 

 • Major (MRI, CT, PET) 100% 80% 

 • X-‐‐ray 100% 80% 

Dialysis 100% 80% $3SO max. payment per 
day 

Dietitian 
See Diabetes Counseling above. Covered when 

related to the 

treatment of diabetes 

only (Physician 

Office). 

DME:   Covers rental to purchase. 

 • Misc. Supplies 100% 80%  

 • Orthotic -‐‐ Foot 100% 80% Must be custom molded. 

 • Orthotic -‐‐ Functional 100% 80%  

 • Oxygen & supplies 100% 80%  

 • Prosthetic 100% 80%  

Elective Abortion 100% 80% 
Medical plan includes 

administration of RX 

drugs. 
Emergency Room: Facility 

$100 copay 100% $100 copay 100% 
 

Emergency Room: Physician 
100% 100% 

 

Family Planning:    

 • Device 100% 80% If dispensed by the 
physician  • Exam: Female 100% 80%  

 • Exam: Male 100% 80%  

 • Injections 100% 80%  

 • Prescriptions RX vendor Rx vendor  

 • Tubal Ligation 100% 80% 
 

 • Vasectomy 100% 80% 

Genetic Testing 100% 80%  

Hearing Aid 100% 80% 
One per ear every 3 

years (cochlear implants 

are not covered) 
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

LIMITATIONS (IF ANY) 

Home Health Care:    

 Aide Services 100% 80% 100 visits/year for all Home 
Health Care    services combined. Every 4 
hours equals 1    visit. 

 • IV Therapy 100% 80% $600/day max. payment 

 • PKU Formula 100% 80% Covered under medical 
when not avail. From    RX vendor. 

Hospice 80% 80% Terminal illness; includes 
family bereavement. Hospital:    

 • Inpatient R&B 100% 80%  

 • Outpatient Surgery 100% 80% $350 max. payment per 
day. 

 
• Skilled Nursing 

Facility 

100% 80% 
100 days per calendar year 

 
• Treatment/Observat

ion 
100% 80%  

Injectible Medicine 100% 80% 
 

 IV Therapy 100% 80% 

Online Telemedicine Services 
80% 70% 

 

Learning Disabilities See Autism 

 
Massage Therapy 

Payable under services 

rendered 

Payable under services 

rendered 

When related to 

Physical Therapy, 

Occupational Therapy, 

or Chiropractic care 

(See Therapy section 

for additional details). 

Maternity: Delivery 100% 80% 
 

 Dependent daughter 100% 80% 

Medication Management 100% 80%  

Mental Health:    

 • Inpatient 100% 80%  

 • ADD or ADHD 100% 80%  

 • Autism 100% 80% Includes ABA therapy. 

 • Counseling 100% 80%  

 • Day Treatment 100% 80%  

 • Residential 
Treatment 

100% 80%  

 Testing 100% 80%  

Physician Visits:   

 

 • Office 100% 80% 

 • Home 100% 80% 

 • Inpatient 100% 80% 

Pre-Admission Test 

Payable under services 

rendered 

Payable under services 

rendered  



University of the Pacific Self-Funded Medical Plan 

Plan Document and Summary Plan Description 

Amended and Restated as of January 1, 2020 

64 | P a g e   

COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

LIMITATIONS (IF ANY) 

Preventive Care:    

• Exam 100% 80% In accordance with USPSTF 
recommendations. 

• Colonoscopy 100% 80% Allowed for participants 
age 50 or older. 

• Immunizations 100% 80% In accordance with USPSTF 
recommendations. 

• Lab 100% 80%  

• Mammogram 
100% 80% Allowed for women age 

30 and older once per 

calendar year. • Well Child 100% 80% In accordance with USPSTF 
recommendations. 

 Women’s Health Care 100% 80% In accordance with USPSTF 
recommendations. 

• X-‐‐Ray 100% 80% In accordance with USPSTF 
recommendations. Radiation Therapy 100% 80%  

Routine Foot Care 

 
100% 

 
80% 

Payable under 

service(s) rendered 

when related to 

metabolic or 

peripheral vascular 

disease. 

Second Opinion 100% 80%  

Self Inflicted 

Payable under services 

rendered 

Payable under services 

rendered 
Covered when related to 

domestic violence or 

depression. 

Sexual Dysfunction 

Payable under services 

rendered 

Payable under services 

rendered  

Sleep Disorders 100% 80%  

Specialty Drugs RX Vendor RX Vendor  

Substance Abuse:   

 

• Inpatient 100% 80% 

• Counseling 100% 80% 

• Day Treatment 100% 80% 

• Detoxification 100% 80% 

• Residential Treatment 100% 80% 

Surgeon:    

• Office 100% 80%  

• Anesthesiologist 100% 80%  

• Assistant Surgeon 100% 80%  

• Inpatient Surgeon 100% 80%  

• Outpatient Surgeon 100% 80%  

• Orthognathic 100% 80%  

• Cosmetic Payable under Payable under Covered for 
congenital/developmental  services services abnormalities or post 
mastectomy.  rendered rendered  

TMJ Disorders 100% 80%  
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COVERED SERVICES 
PREFERRED 
PROVIDERS 

NON-PREFERRED 
PROVIDERS 

LIMITATIONS (IF ANY) 

Therapy:    

• Physical 100% 80% 60 visits/year allowed, 
combined with    Occupational Therapy; 
additional therapy may    be authorized; MD 
treatment plan required. • Cardiac Rehabilitation 100% 80%  

• Occupational 100% 80% 60 visits/year allowed, 
combined with Physical    Therapy; additional therapy 
may be    authorized; MD treatment 
plan required. • Pulmonary 100% 80%  

• Respiratory 100% 80%  

• Speech 100% 80%  

Transplants:   Covered only at Center of 
Medical Excellence    (CME) 

• Inpatient 90% 90%  

• Travel 100% 100% $10,000 per transplant 
allowed for recipient    and companion; CME must 
be 75+ miles from    residence. 

• Donor 100% 100% $30,000 per transplant 
allowed. 

Urgent Care Facility 100% 80%  

Weight Management:    

• Inpatient 100% 80%  

• Outpatient 80% 80%  

• Travel 100% 80% When member’s home is 
50 miles or more    from facility, member is 
allowed $130 per trip    (3 trips max: pre-‐surgical, 
surgical, and    post0surgical); companion 
allowed $130 per    trip (2 trips max: surgical & 
post-‐‐surgical). 

• Lodging 100% 80% $100 per day for member 
and companion (2    day max: initial surgery and 
one follow up    visit); companion is allowed 
$100 per day (4    day max: during the 
member’s surgery). 

Well Baby: Nursery 100% 80%  

Well Baby: Physician 100% 80%  

Wigs 100% 100% 
Post-‐‐cancer treatment: 1 

every 36 months up to 

$500.  
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APPENDIX B 
UNIVERSITY OF THE PACIFIC SELF-FUNDED MEDICAL PLAN 

PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION 
 

Premium Assistance under Medicaid and CHIP 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state 
may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs.  If 
you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you 
may be able to buy individual insurance coverage through the Health Insurance Marketplace.  For more information, visit 
www.healthcare.gov.   
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State 
Medicaid or CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might 
be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you pay the 
premiums for an employer-sponsored plan.   
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer 
plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a “special  
enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance.  
If you have questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-
866-444-EBSA (3272). 
 
 
If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.  The 
following list of states is current as of July 31, 2018.  Contact your State for more information on eligibility – 

 

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

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

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

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

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

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

  

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
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COLORADO – Health First Colorado (Colorado’s 
Medicaid Program) &  

Child Health Plan Plus (CHP+) 

IOWA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  
1-800-221-3943/ State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 
CHP+ Customer Service: 1-800-359-1991/  
State Relay 711 

Website:  
http://dhs.iowa.gov/hawk-i 
Phone: 1-800-257-8563 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

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

Website: https://www.dhhs.nh.gov/ombp/nhhpp/ 
Phone: 603-271-5218 
Hotline:  NH Medicaid Service Center at 1-888-901-4999 

KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 
Website: https://chfs.ky.gov 
Phone: 1-800-635-2570 

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

LOUISIANA – Medicaid NEW YORK – Medicaid 

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

Website: 
https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

MAINE – Medicaid NORTH CAROLINA – Medicaid 
Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html 
Phone: 1-800-442-6003 
TTY: Maine relay 711 

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

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 
Website: 
http://www.mass.gov/eohhs/gov/departments/masshealt
h/ 
Phone: 1-800-862-4840 

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

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 
Website:  
https://mn.gov/dhs/people-we-serve/seniors/health-
care/health-care-programs/programs-and-services/other-
insurance.jsp 
Phone: 1-800-657-3739  

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

MISSOURI – Medicaid OREGON – Medicaid 
Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 
Phone: 573-751-2005 

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

  

https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/hawk-i
http://www.kdheks.gov/hcf/
https://www.dhhs.nh.gov/ombp/nhhpp/
https://chfs.ky.gov/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.state.nj.us/humanservices/%0ddmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
https://www.health.ny.gov/health_care/medicaid/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
https://dma.ncdhhs.gov/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.insureoklahoma.org/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
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MONTANA – Medicaid PENNSYLVANIA – Medicaid 
Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 

Website: 
http://www.dhs.pa.gov/provider/medicalassistance/health
insurancepremiumpaymenthippprogram/index.htm 
Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 
Website:  http://www.ACCESSNebraska.ne.gov 
Phone: (855) 632-7633 
Lincoln: (402) 473-7000 
Omaha: (402) 595-1178  

Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

Medicaid Website:  http://dhcfp.nv.gov 
Medicaid Phone:  1-800-992-0900 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

 

To see if any more states have added a premium assistance program since July 31, 2018, or for more information on 

special enrollment rights, you can contact either: 

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

Employee Benefits Security Administration Centers for Medicare & Medicaid Services 

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

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

  

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

Website: http://www.hca.wa.gov/free-or-low-cost-health-
care/program-administration/premium-payment-program 
Phone:  1-800-562-3022 ext.  15473 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 
Website: http://gethipptexas.com/ 
Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 
Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 

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

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

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

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

 

http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.accessnebraska.ne.gov/
http://www.eohhs.ri.gov/
http://dhcfp.nv.gov/
https://www.scdhhs.gov/
http://www.dol.gov/ebsa
http://www.cms.hhs.gov/
http://dss.sd.gov/
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://gethipptexas.com/
http://mywvhipp.com/
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://www.greenmountaincare.org/
https://wyequalitycare.acs-inc.com/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
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APPENDIX C 
UNIVERSITY OF THE PACIFIC SELFFUNDED MEDICAL PLAN 

PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION 

Section 1557 Notice of Nondiscrimination 

University of the Pacific (Pacific) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex.  Pacific does not exclude people or treat them differently because of race, color, 
national origin, age, disability, or sex. 
Pacific:  

▪ Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

o Teletype (TTY) 

o Written information in other formats (large print, audio) 

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

o Qualified interpreters 

o Information written in other languages 

If you need these services, contact Delta Health Systems at 1-888-212-1231 (TTY: 1-844-301-5698) 
If you believe that Pacific has failed to provide these services or discriminated in another way on the basis of race, color, national 
origin, age, disability, or sex, you can file a civil rights complaint with: 
 

University of the Pacific 
Associate Director of Human Resources 
3601 Pacific Avenue 
Stockton, CA 95211 
(209) 946-2484  
(TTY: 1-844-301-5698) 

You can file a grievance by mail, fax, or email.  If you need help filing a grievance, the Director of Human Resources is available to 
help you. 

 
You can also file a grievance with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through 
the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

 
U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C.  20201 
1-800-868-1019, 800-537-7697 (TDD) 
 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
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All other Plan provisions remain unchanged so long as they are consistent with this modification. 

Please keep this Summary of Material Modification with your other group health plan materials, EOC, or Summary Plan 
Description. 
To obtain more information contact employee_benefits@pacific.edu  at (209) 946-2124. 

 
  

mailto:employee_benefits@pacific.edu





