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Bellavance Trucking, Inc's 

Health & Welfare Benefit Plan Document 

and 

Summary Plan Description 

  

SECTION 1: INTRODUCTION 

The provisions that follow contain a summary of your rights and benefits under Bellavance 

Trucking, Inc's Employee Health & Welfare Benefit Plan (the "Plan"). The Plan and 

Summary Plan Description (SPD) summarizes important features of the Plan. Complete 

details can be found in the underlying component benefit program documents which govern 

the operation of the Plan, and are available with this document. In the event of any difference 

or ambiguity between your rights or benefits described in this Plan or SPD and the underlying 

component benefit program documents, the underlying component benefit program 

documents will control. For purposes of this document, component benefit programs are those 

benefit programs specified under Provider Companies found towards the end of this document 

and contained in the component plan documents. Component benefit program documents 

include certificates of insurance, group insurance contacts, ERISA plan documents (if self-

funded) and governing benefit plan documents for non-insurance benefit programs. 

This document and its attachments serve as both the written plan document required by 

ERISA section 402 and the SPD as required by section 102 of ERISA. If you have any 

questions about this document or its attachments contact your Plan Administrator listed 

below. 

Each benefit option is summarized in component benefit program documents issued by 

providers or third party administrator, a summary plan description or another governing 

document prepared by the Company. When the Plan refers to these documents, it also refers 

to any attachments to such contract, as well as documents incorporated by reference into such 

contract (such as the application, certificate of insurance, ERISA plan documents and any 

amendments). A copy of each certificate, summary or other governing document is included 

with this document. Information contained in the underlying component benefit program 

documents defines and govern specific benefits including your rights and obligations for each 

plan.  

SECTION 2: PLAN INFORMATION 

The following information concerns the Plan. If you need more information, contact the Plan 

Administrator.  

NAME OF PLAN 



Bellavance Trucking, Inc's Health & Welfare Benefit Plan 

EMPLOYER 

Bellavance Trucking, Inc, PO Box 398, Barre, VT 05641, (802) 479-9311  

PLAN SPONSOR 

Bellavance Trucking, Inc 

PLAN SPONSOR'S EMPLOYER IDENTIFICATION NUMBER 

45-4002868 

TYPE OF PLAN 

This Plan provides comprehensive medical, dental, vision, life/AD&D, long term disability, 

short term disability, health reimbursement, 125 POP and is considered a "health & welfare 

benefit plan" under ERISA. 

PLAN YEAR 

January 1 - December 31 

PLAN NUMBER: 501 

PLAN ADMINISTRATOR AND LEGAL PROCESS AGENT 

Bellavance Trucking, Inc, Attn: Krissy Bellavance, Insurance Administrator , PO Box 398, 

Barre, VT 05641, (802) 479-9311, krissyb@bellavancetrucking.com. 

2.1. ADMINISTRATION & FIDUCIARY 

This document and the component plan documents provide the various benefits, whether each 

benefit is insured or self-funded, and claims administration and other services under the group 

benefit contract. The Plan Administrator may elect to use a Third Party Administrator (TPA) 

to administer a plan and adjudicate claims. The Plan Administrator will remain your point of 

contact for questions regarding any such plan, not the TPA, and has fiduciary responsibility. 

For fully-insured products, the insurance company is the fiduciary. See providers, policy 

numbers and their related contact information towards the end of this document. 

Plan Administration 

The administration of the Plan is under the supervision of the Plan Administrator. The 

principal duty of the Plan Administrator is to see that the Plan is carried out, in accordance 

with its terms, for the exclusive benefit of persons entitled to participate in the Plan. The 

administrative duties of the Plan Administrator include, but are not limited to, interpreting the 

Plan, prescribing applicable procedures, determining eligibility for and the amount of 

benefits, and authorizing benefit payments and gathering information necessary for 

administering the Plan. 



The Plan Administrator may delegate any of these administrative duties among one or more 

persons or entities, provided that such delegation is in writing, expressly identifies the 

delegate(s) and expressly describes the nature and scope of the delegated responsibility. 

The Plan Administrator has the discretionary authority to interpret the Plan in order to make 

eligibility and benefit determinations as it may determine in its sole discretion. The Plan 

Administrator also has the discretionary authority to make factual determinations as to 

whether any individual is entitled to receive any benefits under the Plan. 

The Company will bear the incidental costs of administering the Plan. The Company may 

shift from time to time certain administration costs to Participants. The Company shall 

communicate to the Participants the details of any cost shifting arrangements.  

Power and Authority of Insurer or Third Party Administrator 

Certain benefits offered in the Plan are fully-insured and provided by the Insurer or third party 

administrator indicated in the Attachments. Other benefits may be setup under a self-funded 

arrangement. 

The Insurers or third party administrators are responsible for (1) determining eligibility for 

and the amount of any benefits payable under the respective component benefit program, and 

(2) prescribing claims procedures to be followed and the claims forms to be used by 

employees pursuant to their respective benefits. 

The Insurance providers, not the Company, are responsible for paying claims with respect to 

these programs. The Company shares responsibility with the Insurers or third party 

administrators for administering these program benefits. 

Insurance premiums for employees and their eligible family members are paid in part by the 

Company out of its general assets and in part by employees' pre-tax payroll deductions, where 

applicable. The Plan Administrator provides a schedule of the applicable premiums during the 

initial and subsequent open enrollment periods and on request for each of the component 

benefit programs, as applicable. Contributions for the insured component benefit programs 

are also made in part or in whole by the Company and/or in part or in whole by employees' 

pre-tax or post tax payroll deductions. 

Exclusive Benefit 

No part of the Plan or its assets shall be used for purposes other than for the exclusive benefit 

of eligible Employees, their Spouses, their other designated Dependents and their designated 

beneficiaries, in accordance with the provisions of the Plan, other than the paying of 

reasonable expenses associated with administering the Plan. 

2.2. ELIGIBILITY FOR PARTICIPATION AND BENEFITS 

Summary of Eligibility and Participation Provisions 

Full-time employees working an average of 30 hours per week are eligible to participate in 

Plan benefits on the first day of the month following 60 days of eligible service.  



Once an Employee has met the eligibility requirements and an appropriate Enrollment Form 

has been submitted to the Plan Administrator, the Employee’s coverage will commence on the 

date specified in the selected component benefits program documents found in the 

attachments. 

You may also enroll eligible family members in the Medical, Dental, Vision, Life/AD&D 

plans. Eligible family members defined in this document are generic in nature. Refer to 

supporting component benefit plan documents for eligible family members and definitions. 

Eligible family members include: 

Legal Spouse or Registered Domestic Partner ("spouse" means an individual who is legally 

married to a participant as determined under Revenue Ruling 2013-17, in accordance with 

federal and state law and as specified in each benefit plan); 

Child(ren) up to age 26 or as defined in component plan documents; and/or 

Unmarried child(ren) of any age who depend upon the employee for support because of a 

mental or physical disability (For specified benefits only as defined in component plan 

documents). 

Refer to underlying component benefit program documents for more information about 

dependent eligibility, definitions of family members and spouse, and overall coverage. Your 

benefits eligibility may be affected if your status changes to inactive due to a family, medical, 

or personal leave of absence. Contact your Plan Administrator for additional information. 

Certain benefits require that an eligible Employee make an annual election to enroll for 

coverage. Information regarding enrollment procedures, including when coverage begins and 

ends for the various benefits under the Benefit options, is set forth in the certificate of 

insurance, summary plan description or other governing documents. An eligible Employee 

may begin participating in any benefit based on his or her election to participate in accordance 

with the terms and conditions established for each benefit. 

Qualified Medical Child Support Orders 

With respect to component benefit programs that are group health plans, the Plan will also 

provide benefits as required by any qualified medical child support order (QMCSO) (defined 

in ERISA Section 609(a)). The Plan has detailed procedures for determining whether an order 

qualifies as a QMCSO. Participants and beneficiaries can obtain, without charge, a copy of 

such procedures from the Plan Administrator. 

In the event the Plan Administrator receives a qualified medical child support order, the Plan 

Administrator will notify the affected Participant and any alternate recipient identified in the 

order of the receipt of the order and the Plan's procedures for determining whether such an 

order is a QMCSO. Within a reasonable period the Plan Administrator will determine whether 

the order is a qualified medical child support order and will notify the Participant and 

alternate recipient of such determination. 

2.3. POSSIBLE LIMITS ON OR LOSS OF BENEFITS 



Summary of Benefits 

See component plan documents and Summary of Benefits and Coverage (SBC) for details 

regarding deductibles, co-pays, coverage, claims procedures, resources and provider company 

information. 

Denial or Loss of Benefits 

A Participant’s benefits under the Plan will cease when the eligible Employee’s participation 

in the Plan terminates. A Participant’s benefits will also cease on termination of the Plan. 

Other circumstances can result in termination, reduction or denial of benefits. Refer to the 

component benefit program documents for details regarding when a plan may terminate. 

Coordination of Benefits 

For Participants and Dependents who do not maintain coverage under a health and welfare 

plan sponsored by another unrelated employer's health and welfare plan, the Plan will be the 

primary payer for all eligible claims and benefits as defined in the underlying component 

benefit program documents. If participants or dependents are covered by another medical or 

insurance plan, the two plans will coordinate together eliminating duplication of payments as 

explained in the component plan documents. The insurer has primary responsibility to 

coordinate benefits for eligible expenses for other employer plans, government plans, 

Medicare or other coverage such as motor vehicle insurance.  

Subrogation of Benefits 

Refer to component benefit program documents for provisions regarding subrogation of 

benefits and the handling of situations where a Participant incurs a claim under the insurance 

benefits provided as a result of injuries caused by someone else’s negligence, wrongful act or 

omission, which may not be the Plan's responsibility to pay. If this happens, the Plan 

Administrator, Claims Administrator, if applicable, or the Insurer or third party administrator 

may contact the Participant and ask him or her to sign a subrogation agreement. This means 

that the Company, the Claims Administrator (if applicable), Insurer or third party 

administrator can take steps to recover what it paid to under the benefits in the provided 

insurance programs from the third party that caused injury or illness. If the Participant does 

not sign a subrogation agreement, his or her claims for medical, dental and/or vision expenses 

related to the injury or illness may be denied. 

The Participant will fully cooperate and do his or her part to ensure the Plan’s right of 

recovery and subrogation are secured. If the Participant fails or refuses to honor the Plan’s 

recovery and subrogation rights, the Plan may recover any costs to enforce its rights. This 

includes, but is not limited to attorney’s fees, litigation, court costs and other expenses as 

covered in the underlying component benefit program documents. 

2.4. HIPAA PRIVACY AND SECURITY PROVISIONS 

HIPAA Privacy Rules Notice of Privacy Practices 



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

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

privacy practices regarding health information about you and follow the terms of our notice 

currently in effect. The Company will provide adequate protection of Personal Health 

Information (PHI), maintaining separation between the Covered Programs, and will not use or 

further disclose PHI other than as permitted or required by the underlying component benefit 

program documents or as required by all applicable law. Upon request, the Plan Administrator 

will provide you with more information about the Plan's privacy practices. 

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

international, federal, state or local law. 

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

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

right to request restrictions, right to request confidential communications, right to a paper 

copy of this notice and the right to file a complaint if you believe your privacy rights have 

been violated. 

Permitted Disclosure of Enrollment/Disenrollment Information 

The Plan may disclose to the Employer information on whether the individual is participating 

in any medical benefits under provided insurance programs, or is enrolled in or has 

disenrolled in such benefits as required under HIPAA and HITECH. 

For purposes of this article, Protected Health Information or “PHI” shall mean information 

designated in 45 CFR Section 164.501, as amended from time to time. Generally, PHI means 

individually identifiable health information that is transmitted by, or maintained in, electronic 

media or any other form or medium. This information must relate to (a) the past, present or 

future physical or mental health, or condition of an individual; (b) a provision of health care 

to an individual; or (c) payment of the provision of health care to an individual. If the 

information identifies or provides a reasonable basis to believe it can be used to identify an 

individual, it is considered individually identifiable health information. Electronic Protected 

Health Information or Electronic PHI means PHI that is transmitted by or maintained in 

electronic media. 

Permitted Uses and Disclosure of Summary Health Information 

The Plan may disclose Summary Health Information to the Employer, provided the Employer 

requests the Summary Health Information for the purpose of (a) obtaining premium bids from 

medical plans for providing medical benefits; or (b) modifying, amending, or terminating the 

Plan or those benefits. 

“Summary Health Information” means information that (a) summarizes the claims history, 

claims expenses or type of claims experienced by individuals for whom the Employer had 

provided medical benefits under the insurance plans; and (b) from which the information 

described at 42 CFR Section 164.514(b)(2)(i) has been deleted, except that the geographic 

information described in 42 CFR Section 164.514(b)(2)(i)(B) need only be aggregated to the 

level of a five-digit zip code. 



Conditions of Disclosure for Plan Administration Purposes 

The Employer agrees that with respect to any PHI (other than Enrollment/Disenrollment 

Information and Summary Health Information and information disclosed pursuant to a signed 

authorization that complies with the requirements of 45 CFR Section 164.508, which are not 

subject to these restrictions) disclosed to it by the Plan (or an insurance company or third 

party administrator on behalf of the Plan), the Employer shall: 

1. Not use or further disclose the PHI other than as permitted or required by the Plan or as 

required by law; 

2. Ensure that any agent, including a subcontractor, to whom it provides PHI received from 

the Plan, agrees to the same restrictions and conditions that apply to the Employer with 

respect to PHI; 

3. Not use or disclose the PHI for employment-related actions and decisions or in connection 

with any other benefit or employee benefit plan of the Company; 

4. Report to the Plan any use or disclosure of PHI of which it becomes aware that is 

inconsistent with the uses or disclosures provided for; 

5. Make available PHI to comply with HIPAA’s right to access in accordance with 45 CFR 

Section 164.524; 

6. Make available PHI for amendment and incorporate any amendments to PHI in accordance 

with 45 CFR Section 164.526; 

7. Make available the information required to provide an accounting of disclosures in 

accordance with 45 CFR Section 164.528; 

8. Make its internal practices, books, and records relating to the use and disclosure of PHI 

received from the Plan available to the Secretary of Health and Human Services for purposes 

of determining compliance by the Plan with HIPAA’s privacy requirements; 

9. If feasible, return or destroy all PHI received from the Plan that the Employer still 

maintains in any form and retain no copies of such information 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 information infeasible; and 

10. Ensure that the adequate separation between the Plan and the Employer (i.e. the 

“firewall”), required in 45 CFR Section 504(f)(2)(iii), is established. 

 

The Employer further agrees that if it creates, receives, maintains or transmits any Electronic 

PHI (other than enrollment/disenrollment information and Summary Health Information and 

information disclosed pursuant to a signed authorization that complies with the requirements 

of 45 CFR Section 164.508, which are not subject to these restrictions) on behalf of the Plan, 

it will: 



1. 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; 

2. Ensure that the adequate separation between the Plan and the Employer (i.e., the 

“firewall”), required by 45CFR Section 504(f)(2)(iii) is supported by reasonable and 

appropriate security measures; 

3. Ensure that any agent, including a subcontractor, to whom it provides Electronic PHI 

agrees to implement reasonable and appropriate security measures to protect the information; 

and 

4. Report to the Plan any security incident of which it becomes aware, as follows: the 

Employer will report to the Plan, with such frequency and at such times as agreed, the 

aggregate number of unsuccessful, unauthorized attempts to access, use, disclose, modify, or 

destroy Electronic PHI or to interfere with systems operations in an information system 

containing Electronic PHI; in addition the Employer will report to the Plan as soon as feasible 

any successful unauthorized access, use disclosure, modification or destruction of Electronic 

PHI or interference with systems operations in an information system containing Electronic 

PHI. 

 

Adequate Separation between Plan and the Employer 

The Employer shall allow those classes of employees or other persons in the Employer’s 

control designated by the Employer to be given access to PHI. No other persons shall have 

access to PHI. These specified employees (or classes of employees) shall only have access to 

and use PHI to the extent necessary to perform the plan administration functions that the 

Employer performs for the Plan. In the event that any of these specified employees do not 

comply with the provisions of this Section, that employee shall be subject to disciplinary 

action by the Employer for non-compliance pursuant to the Employer’s employee discipline 

and termination procedures. 

The Employer shall ensure that the provisions of this section are supported by reasonable and 

appropriate security measures to the extent that the persons designated above create, receive, 

maintain, or transmit Electronic PHI on behalf of the Plan. 

2.5. HIPAA PRIVACY RULES 

Application 

The HIPAA Privacy Rules in this Section only apply to the extent that one or more of the 

Subsidiary Contracts constitutes a group health plan as defined in section 1171(5)(A) of the 

Social Security Act that is self-funded ("Covered Programs"). For purposes of this Section 

and the Plan, "HIPAA" will mean the Health Insurance Portability and Accountability Act of 

1996, as amended. 

Privacy Policy 



The Covered Programs will adopt a HIPAA privacy policy, the terms of which are 

incorporated herein by reference. 

Business Associate Agreement 

The Covered Programs will enter into a business associate agreement with any persons as 

may be required by applicable law as determined by the Plan Administrator. 

Notice of Privacy Practices 

The Covered Programs will provide each Participant with a notice of privacy practices to the 

extent required by applicable law. 

Disclosure to the Company 

In General 

This Subsection permits the Covered Programs to disclose PHI to the Company to the extent 

that such PHI is necessary for the Company to carry out its administrative functions related to 

the Covered Programs. 

Permitted Disclosure 

Permitted Disclosure of Enrollment/Disenrollment Information. The Covered Programs may 

disclose to the Company information on whether an individual is participating in the Covered 

Programs. 

Permitted Uses and Disclosure of Summary Health Information. The Covered Programs may 

disclose Summary Health Information, as defined in the HIPAA privacy rules, to the 

Company, provided that the Company requests the Summary Health Information for the 

purpose of (i) obtaining premium bids from health plans for providing health insurance 

coverage under the Covered Programs; or (ii) modifying, amending, or terminating the 

Covered Programs. 

Permitted and Required Uses and Disclosure of Protected Health Information for 

Administration Purposes. Unless otherwise permitted by law, and subject to the conditions of 

disclosure described in Subsection 3 and obtaining written certification pursuant to 

Subsection 4, the Covered Programs may disclose PHI and electronic PHI to the Company, 

provided that the Company uses or discloses such PHI and electronic PHI only for plan 

administration purposes. "Plan administration purposes" means administration functions 

performed by the Company on behalf of the Covered Programs, such as quality assurance, 

claims processing, auditing, and monitoring. Plan administration functions do not include 

functions performed by the Company in connection with any other benefit or benefit plan of 

the Company or any employment-related actions or decisions. 

Enrollment and disenrollment functions performed by the Company are performed on behalf 

of Participant and beneficiaries of the Covered Programs, and are not plan administration 

functions. Enrollment and disenrollment information held by the Company is held in its 

capacity as an employer and is not PHI. 



Limitations//Restrictions 

The Company agrees to the following limitations and requirements related to its use and 

disclosure of PHI received from the Covered Programs (other than enrollment/disenrollment 

information and Summary Health Information, and information disclosed pursuant to a signed 

authorization that complies with the requirements of 45 CFR 164.508, which are not subject 

to these restrictions): 

Use and Further Disclosure: The Company will not use or further disclose PHI other than as 

permitted or required by the Plan document or as required by all applicable law, including but 

not limited to the HIPAA privacy rules. When using or disclosing PHI or when requesting 

PHI from the Covered Programs, the Company will make reasonable efforts to limit the PHI 

to the minimum amount necessary to accomplish the intended purpose of the use, disclosure 

or request. 

Agents and Subcontractors: The Company will require any agents, including subcontractors, 

to whom it provides PHI received from the Covered Programs to agree to the same 

restrictions and conditions that apply to the Employer, Company or Plan Sponsor with respect 

to such information. 

Questions regarding use of PHI should be directed to the Insurer or third party administrator 

in question. The insurer or third party administrator will advise a Plan Participant who wants 

to exercise any of his/her rights concerning PHI, of the procedures to be followed. 

Employment-Related Actions: Except as permitted by the HIPAA privacy rules and other 

applicable federal and state privacy laws, the Company will not use PHI for employment-

related actions and decisions, or in connection with any other employee benefit plan of the 

Company. 

Reporting of Improper Use or Disclosure: In accordance with (16 CFR Part 18), Health 

Breach Notification Rule, where applicable, agrees to notify both the participants, the Federal 

Trade Commission and Covered Programs of an use or disclosure of any PHI or electronic 

PHI provided for Plan Administration purposes that is inconsistent with the uses or 

disclosures provided for, or that represents a PHI Security Incident, or which the Plan Sponsor 

or any Business Associate of the Plan Sponsor becomes aware. 

Adequate Protection: The Company will provide adequate protection of PHI and separation 

between the Covered Programs. 

2.6. COST SHARING PROVISIONS 

All employee contributions will be paid through a weekly pre-tax payroll deduction starting 

the first pay period following enrollment, unless they are benefits that are not eligible for pre-

tax deduction such as life or disability insurance or the employee request post-tax deductions. 

Actual Contribution Rates will be published each year during Bellavance Trucking, Inc's 

Open Enrollment Period. See included summary of coverage for additional deductible, 

coinsurance, copayments, services, and coverage, and enrollment documents for applicable 

rates and contribution levels.  



Company Contribution Levels 

Premium contributions for each of the health and welfare benefit plans provided by 

Bellavance Trucking, Inc are either attached to this document, given out separately or may be 

obtained from the Plan Administrator upon request. 

Eligibility 

Benefits begin based on the eligibility and participation provisions explained above provided 

the enrollment forms for selected benefits are completed and returned to the Human 

Resources Department or the Plan Administrator within 30 days of eligibility, or qualifying 

Life Event. 

The Company will make its contributions in an amount that (in the Company’s sole 

discretion) is at least sufficient to fund the benefits or a portion of the benefits that are not 

otherwise funded by the eligible Employee’s contributions. The Company will pay its 

contribution and the eligible Employee’s contributions to the Insurer or third party 

administrator or, with respect to benefits that are self-insured, will use these contributions to 

pay benefits directly to or on behalf of the Participants from the Company’s general assets. 

The eligible Employee’s contributions toward the cost of a particular benefit will be used in 

their entirety prior to using Employer contributions to pay for the cost of such benefit. 

With respect to offered group health plans, the Plan will provide benefits in accordance with 

the requirements of all applicable laws, such as COBRA, HIPAA, HITECH, MHPA, 

NMHPA, USERRA, GINA, MHPAEA, WHCRA, HCERA and PPACA. 

2.7. PLAN AMENDMENT AND TERMINATION 

Amendment of the Plan 

The Employer reserves the right to amend, modify, or discontinue the Plan in any respect, 

including but not limited to, implementing a change in the amount or percentage of premiums 

or cost that must be paid by the Participant. No Participant shall have any vested right to any 

benefits under the Plan, subject to any duty to bargain that may exist. The Company shall 

have the right to amend the Plan at any time and to any extent deemed necessary or advisable; 

provided, however, that no amendments shall: 

1. Have the effect of discriminatorily depriving, on a retroactive basis, any eligible Employee, 

dependent or beneficiary of any beneficial interest that has become payable prior to the date 

such amendment is effective; or 

2. Have the result of diverting the assets of the Plan to any purpose other than those set forth 

in this Plan. 

 

The Company shall promptly notify the Plan Administrator and all interested parties of any 

amendment adopted pursuant to this Section, and shall execute any instruments necessary in 

connection therewith. 



2.8. TERMINATION OF BENEFITS 

Vision benefits terminate the last day of the month in which eligibility ends. Medical, Dental, 

Long Term Disability, Life/AD&D, Short Term Disability and Health Reimbursement 

Accounts benefits terminate the last day of employment. Plans may or may not have 

conversion options (check with Plan Administrator). See continuation options available for 

such benefits as medical, dental, vision and health flexible spending accounts, if applicable, 

under COBRA (Consolidated Omnibus Budget Reconciliation Act) as explained below. 

Check with the Plan Administrator for possible conversion options or questions on possible 

continuation rights. See each component benefit program documents for termination 

provisions. 

An eligible Employee's participation and the participation of his or her eligible Dependents in 

the Plan will terminate on the date specified in the component benefit program documents. 

Other circumstances can result in the termination of benefits as described in the component 

benefit program documents. 

Termination of Participation 

Participation in the Plan may be terminated due to disqualification, ineligibility, or denial, 

loss, forfeiture, suspension, offset, reduction, etc. Refer to the corresponding component 

benefit program documents for detailed information. Bellavance Trucking, Inc reserves the 

right to change, cancel, or alter all or any portion of the Employee Welfare Benefit Plan as it 

deems necessary. 

Termination of the Plan 

The Company has the right to terminate the Plan in its entirety, or any portion thereof at any 

time. In the event that the plan is terminated, a written notice shall be given 60 days in 

advance.  

An officer, as designated by the Company, may sign insurance contracts for this Plan on 

behalf of the Company, including amendments to those contracts, and may adopt (by a written 

instrument) amendments to the Plan that he or she considers to be administrative in nature or 

advisable to comply with applicable law. 

2.9. ENROLLMENT IN THE PLAN 

Enrollment Procedures 

An Employee who is eligible to participate in this Plan shall commence participation on the 

first day after the eligibility requirements have been satisfied, provided that any enrollment 

forms are submitted to the Plan Administrator before the date that participation would 

commence. Such enrollment forms shall identify the Spouse and other Dependents who are 

eligible for benefits under the elected benefit plan.  

Legislative rules dictate the benefit choices made will remain in effect for the entire plan year, 

January 1 to December 31, unless the employee experiences a Qualified Change in Status. 

While many of the guidelines relating to eligibility and enrollment are determined by 



Bellavance Trucking, Inc and its insurance carriers or third party administrator, the ability to 

make changes to your benefit Plan is governed by the IRS and the Internal Revenue Code. 

Under the Code you must enroll within a reasonable time period from your eligibility date. 

Once you are enrolled, you may only make changes to your benefit elections during Open 

Enrollment or if you have a Qualifying Change in Status that affects the eligibility of you or 

your dependents, and the requested election change corresponds with the effective date on 

your eligibility. 

A Qualifying Life Event/Qualifying Change in Status includes: 

A change in your Legal Marital Status such as marriage, death of a spouse, divorce, legal 

separation or annulment. 

A change in your Number of Dependents such as birth, adoption, placement for adoption, 

or death of a child. 

A change in Employment Status such as commencement or termination of employment for 

you, your spouse, or your dependent. 

A change in Work Schedule such as a reduction or increase in hours, including a switch 

between part-time and full-time, a strike or lockout, or commencement or return from an 

unpaid leave of absence for you, your spouse, or your dependent. 

If Dependent Satisfies or Ceases to Satisfy the Requirements for Dependents due to factors 

such as age. 

A change in Residence or Worksite for you, your spouse, or your dependent. 

The receipt of a Qualified Medical Child Support Order. 

A change in Entitlement to Medicare or Medicaid for you, your spouse, or your dependent. 

A change in Eligibility for COBRA for you, your spouse, or your dependent while you are 

still an active employee. 

A change in a spouse's coverage such as benefit reduction, cost increase or decision not to 

join a plan during open enrollment.  

A change where an employee may qualify for exchange coverage because the employer 

coverage does not meet the affordability requirements. 

All election changes must be requested within 30 days of the event in question unless 

otherwise required by state or federal laws or healthcare mandates (e.g. loss of coverage under 

Medicaid or CHIP allows up to 60 days to obtain coverage). To make an election change, 

contact your Plan Administrator listed above. 

2.10. ANNUAL OPEN ENROLLMENT PERIOD 

Each year Bellavance Trucking, Inc has a Medical open enrollment that takes place during 

December when participants can make plan changes or new participants can enroll. 



2.11. BENEFIT PLAN PROVISIONS 

All documents relating to the Bellavance Trucking, Inc's Employee Welfare Benefits Plan, 

including the Evidence/Certificate of Coverage for each plan, Listing of Network Providers, 

Contribution Rates, General COBRA Notice, Medicare Creditable Coverage Notice, and any 

other relevant Plan Documents or Notices, are available to Bellavance Trucking, Inc 

employees and their dependents by contacting the Plan Administrator. Plan participants may 

receive a paper copy of any of the above documents free of charge by contacting the Plan 

Administrator. 

Please refer to the Certificate/Evidence of Coverage for each plan's specific details, including 

a description of benefits, cost-sharing provisions, requirements for use of network providers, 

and circumstances by which benefits may be denied. 

2.12. CLAIMS PROCEDURES 

Generally, to obtain benefits from the insurer or third party administrator of a provided 

component benefit program, you must follow the claims procedures under the applicable 

component benefit program documents, which may require you to complete, sign, and submit 

a written claim on the insurer's or third party administrator's form. In that case, the form is 

available from the Plan Administrator. 

The providers or third party administrator's component benefit program documents will 

decide your claim in accordance with its reasonable claims procedures, as required by ERISA. 

See how to file a claim by referencing applicable component benefit program documents or 

contacting the Plan Administrator. 

If you (or an eligible dependent) are covered by another employer’s plan, the two plans work 

together to avoid duplicating payments. This is called non-duplication or coordination of 

benefits. 

The Insurer or third party administrator is responsible for ensuring that eligible expenses are 

coordinated with benefits from other employers’ plans, certain government plans, and motor 

vehicle plans when required by law. 

The Insurer or third party administrator may request information about other coverage you 

may have. You are required to provide this information to ensure that claims are properly 

paid. 

If you or your dependent receives benefits in excess of the amount payable under the Plan, the 

Insurer or third party administrator has a right to subrogation and reimbursement. Subrogation 

applies when the Insurer or third party administrator has paid benefits for a sickness or injury 

for which a third party is considered responsible (e.g., an insurance carrier if you are involved 

in an auto accident). 

The Plan Administrator has delegated all subrogation rights and third party recovery rights to 

the Insurer or administrator of each fully-insured plan or third party administrator for self-

insured plans. The Insurer or third party administrator shall undertake reasonable steps to 



identify claims in which the Plan has a subrogation interest and shall manage subrogation 

cases on behalf of the Plan. You are required to cooperate with the Insurer or third party 

administrator to facilitate enforcement of its rights and interests. 

Details regarding the Plan's claim procedures are furnished automatically, without charge, as a 

separate document, copies of which are included with this document. 

Claims for Self-Funded Benefits, if applicable 

For purposes of determining the amount of, and entitlement to benefits under the provided 

benefit program provided through the Company's general assets, the Claims Administrator or 

Plan Administrator shall have the full power to make factual determinations and to interpret 

and apply the terms of the Plan as they relate to the benefits provided through a self-funded 

arrangement. Refer to underlying Component Benefit Program documents for claims detail. 

To obtain benefits from a self-funded arrangement, the Participant must complete, execute 

and submit to the Claims Administrator or Plan Administrator a written claim on the form 

available from either the Claims Administrator or Plan Administrator. The Claims 

Administrator or Plan Administrator, has the right to secure independent medical advice and 

to require such other evidence as it deems necessary to decide the claim. 

The Claims Administrator or Plan Administrator will decide the claim in accordance with 

reasonable claims procedures, as required by ERISA. The Plan Administrator or the Claims 

Administrator, has the right to secure independent medical advice and to require such other 

evidence as it deems necessary in order to decide his or her claim. If the Claims Administrator 

or Plan Administrator denies the Participant's claim, in whole or in part, he or she will receive 

a written notification setting forth the reason(s) for the denial. 

If a Participant's claim is denied, he or she may appeal to the Named Fiduciary, for a review 

of the denied claim. The Named Fiduciary will decide the appeal in accordance with 

reasonable claims procedures, as required by ERISA. If the Participant doesn't appeal on time, 

he or she will lose his or her right to file suit in a state or federal court, as he or she has not 

exhausted the internal administrative appeal rights (which is generally a prerequisite to 

bringing a suit in state or federal court). The attached insurance documents or other governing 

documents contain more information about how to file a claim and for details regarding the 

claims procedures applicable to the claim. 

After a Participant's appeal for Medical Benefits has been denied by Named Fiduciary, he or 

she shall be eligible to file a request for review under the external review procedure as 

provided under Treasury Regulations Section 54.9815-2719T(d)(1)(i); DOL Regulations 

Section 2590.715-2719(d)(1)(i) and HHS Regulations Section 147.136(d)(1)(i), if applicable. 

COBRA 

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

which is a temporary extension of coverage under the company plan. This notice explains 

COBRA continuation coverage, when it may become available to you and your family, and 

what you need to do to protect your right to get it. When you become eligible for COBRA, 



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

continuation coverage. 

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

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

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

also become available to other members of your family who are covered under the Plan when 

they would otherwise lose their group health coverage. For more information about your 

rights and obligations under the Plan and under federal law, you should review the Plan’s 

Summary Plan Description or contact the Plan Administrator.  

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

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

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

costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may 

qualify for a 30-day special enrollment period for another group health plan for which you are 

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

What is COBRA continuation Coverage? 

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

otherwise end because of a life event known as a "qualifying event." You, your spouse, and 

your dependent children could become qualified beneficiaries if coverage under the plan is 

lost because of the qualifying event. Under the plan, qualified beneficiaries who elect 

COBRA continuation coverage must pay for COBRA continuation coverage. Employees and 

their qualified dependents are responsible for notifying the Company of any change in address 

or status (e.g., divorce, insurance eligibility, child becoming ineligible due to age, etc.) within 

30 days of the event. 

If applicable, your participation in the Health Flexible Spending Account can also continue on 

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

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

occurred extends to all Qualified Beneficiaries. 

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

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

This way, you can be reimbursed for certain medical expenses you incur after your qualifying 

event, but before the end of the Plan Year. 

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

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

year is overspent or underspent as of the date of the qualifying event depends on three 

variables: (1) the elected annual limit for the Qualified Beneficiary for the Plan Year (e.g., 

$2,500 of coverage); (2) the total reimbursable claims submitted to the Cafeteria Plan for that 

plan year before the date of the qualifying event; and (3) the maximum amount that the 

Cafeteria Plan is permitted to require to be paid for COBRA coverage for the remainder of the 

plan year. The elected annual limit less the claims submitted is referred to as the “remaining 



annual limit.” If the remaining annual limit is less than the maximum COBRA premium that 

can be charged for the rest of the year, then the account is overspent. You may not re-enroll in 

the Health Flexible Spending Account during any annual enrollment for any Plan Year that 

follows your qualifying event. 

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

may be required as proof of a qualifying event. 

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

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

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

under the Plan because either one of the following qualifying events happens: 

Your hours of employment are reduced, or 

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

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

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

Your spouse dies; 

Your spouse's hours of employment are reduced; 

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

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

You become divorced or legally separated from your spouse. 

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

Plan because any of the following qualifying events happens: 

The parent-employee dies; 

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

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

misconduct; 

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

The parents become divorced or legally separated; or 

The child stops being eligible for coverage under the plan as a dependent child. 

When is COBRA Coverage Available? 

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

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

qualifying event is the end of employment or reduction of hours of employment, death of the 



employee, or the employee becoming entitled to Medicare benefits (under Part A, Part B, or 

both), the employer must notify the Plan Administrator of the qualifying event. 

How is COBRA Coverage Provided? 

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

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

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

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

may elect COBRA continuation coverage on behalf of their children. 

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

event is the death of the employee, the employee's becoming entitled to Medicare benefits 

(under Part A, Part B, or both), your divorce or legal separation, or a dependent child's losing 

eligibility as a dependent child, COBRA continuation coverage lasts for up to a total of 36 

months. When the qualifying event is the end of employment or reduction of the employee's 

hours of employment, and the employee became entitled to Medicare benefits less than 18 

months before the qualifying event, COBRA continuation coverage for qualified beneficiaries 

other than the employee lasts until 36 months after the date of Medicare entitlement. For 

example, if a covered employee becomes entitled to Medicare 8 months before the date on 

which his employment terminates, COBRA continuation coverage for his spouse and children 

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

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

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

employment, COBRA continuation coverage generally lasts for only up to a total of 18 

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

can be extended. 

Disability extension of 18-month period of continuation coverage 

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

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

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

continuation coverage, for a total maximum of 29 months. The disability would have to have 

started at some time before the 60th day of COBRA continuation coverage and must last at 

least until the end of the 18-month period of continuation coverage. Documentation from the 

Social Security administration certifying a disability will be required. 

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

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

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

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

of the second qualifying event is properly given to the Plan. This extension may be available 

to the spouse and any dependent children receiving continuation coverage if the employee or 

former employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), 

or gets divorced or legally separated, or if the dependent child stops being eligible under the 



Plan as a dependent child, but only if the event would have caused the spouse or dependent 

child to lose coverage under the Plan had the first qualifying event not occurred. 

Are there other coverage options besides COBRA Continuation Coverage? 

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

options for you and your family through the Health Insurance Marketplace, Medicaid, or 

other group health plan coverage options (such as a spouse’s plan) through what is called a 

“special enrollment period.” Some of these options may cost less than COBRA continuation 

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

If you have questions 

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

addressed to the plan administrator indicated above or in the summary plan description. For 

more information about your rights under the Employee Retirement Income Security Act 

(ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws 

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

Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or 

visit www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA 

Offices are available through EBSA’s website.) For more information about the Marketplace, 

visit www.HealthCare.gov.  

Keep your Plan informed of address changes 

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

addresses of family members. You should also keep a copy, for your records, of any notices 

you send to the Plan Administrator. 

Participation During Leaves of Absence 

Notwithstanding any other provision to the contrary in this Plan, if a Participant is eligible for 

a qualifying leave under the Family Medical Leave Act (FMLA), then to the extent required 

by FMLA, as applicable, the Company shall continue to maintain those benefits in accordance 

with Family Medical Leave Act requirements. In such instances, the Participant may continue 

coverage during unpaid leave by paying for coverage. Check with your Plan Administrator for 

details on coverage options and requirements during medical leave. 

If a Participant is eligible for a qualifying leave under USERRA (Uniformed Services 

Employment and Reemployment Rights Act), then to the extent required by USERRA, as 

applicable, the Company shall continue to maintain the required benefits on the same terms 

and conditions as under COBRA, as explained below.  

2.13. ERISA RIGHTS AND NOTICES 

Notice of Rights Under the Mothers & Newborns Health Protection Act: Group health plans 

and health insurance issuers or third party administrators generally may not, under federal 

law, restrict benefits for any hospital length of stay in connection with childbirth for the 

mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 
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hours following a cesarean section. However, federal law generally does not prohibit the 

mother's or newborn's attending provider, after consulting with the mother, from discharging 

the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans 

and issuers may not, under federal law, require that a provider obtain authorization from the 

plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 

Notice of Women's Health & Cancer Rights Act: Group health plans, insurance companies, 

and health maintenance organizations offering mastectomy coverage must also provide 

coverage for reconstructive surgery in a manner determined in consultation with the attending 

physician and the patient. Coverage includes reconstruction of the breast on which the 

mastectomy was performed, surgery and reconstruction of the other breast to produce a 

symmetrical appearance, and prostheses and treatment of physical complications at all stages 

of the mastectomy, including lymph edemas. 

HIPAA Portability Rights 

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

notify you about two very important provisions in the plan. The first is your right to enroll in 

the plan under its "special enrollment provision" if you marry, acquire a new dependent, or if 

you decline coverage under the plan for an eligible dependent while other coverage is in effect 

and later the dependent loses that other coverage for certain qualifying reasons. Special 

enrollment must take place within 30 days of the qualifying event or as required by state or 

federal law (60 days if enrollment in or eligibility for, or loss of eligibility for Medicaid or 

CHIP). 

Second, is the existence of any preexisting condition exclusion rules in the plan that may 

temporarily exclude coverage for certain preexisting conditions that you or a member of your 

family may have. These no longer apply as of the 2014 plan year, unless the medical coverage 

is provided under an insured small group policy that meets applicable federal and state 

requirements for renewal/extension as a non-PPACA compliant policy. You will receive 

notice from the insurer if this limited exception applies. If a preexisting condition exclusion 

applies, it cannot be longer than 12 months from your enrollment date (18 months for a late 

enrollee). A pre-existing condition exclusion that is applied to you must be reduced by the 

prior creditable coverage you have that was not interrupted by a significant break in coverage. 

You may show creditable coverage through a certificate of creditable coverage given to you 

by your prior plan or insurer (including an HMO) or third party administrator or by other 

proof. Refer to your plan document for additional details. A HIPAA certificate of creditable 

coverage notice is generally given by the provider when there is a loss of coverage, this notice 

should be retained for your records as proof of creditable coverage. All questions about 

preexisting condition exclusion, special enrollment rights and creditable coverage should be 

directed to your health plan provider or Plan Administrator listed above. Plans renewing or 

effective in 2014, are not subject to pre-existing conditions.  

FAMILY MEDICAL LEAVE 

To the extent the Plan is subject to the Family Medical Leave Act of 1993 (FMLA), the Plan 

Administrator will permit a Participant taking unpaid leave under the FMLA to continue 



medical benefits under such applicable law. Non-medical benefits will continue according to 

the established Company policy. Participants continuing participation pursuant to the 

foregoing will pay for such coverage (on a pre-tax or after-tax basis) under a method as 

determined by the Plan Administrator satisfying applicable regulations. Any Participant on 

FMLA leave who revoked coverage will be reinstated to the extent required by applicable 

regulations. If the Participant's coverage under the Plan terminates while the Participant is on 

FMLA leave, the Participant is not entitled to receive reimbursements for claims incurred 

during the period when the coverage is terminated. Upon reinstatement into the Plan upon 

return from FMLA leave, the Participant has the right to resume coverage at the level in effect 

before the FMLA leave and make up the unpaid premium payments, or resume coverage at a 

level that is reduced by the amount of unpaid premiums and resume premium payments at the 

level in effect before the FMLA leave. 

USERRA 

The Plan Administrator will also permit you to continue benefit elections as required under 

the Uniformed Services Employment and Reemployment Rights Act (USERRA) and will 

provide such reinstatement rights as required by such law. The Plan Administrator will also 

permit you to continue benefit elections as required under any other applicable state law to the 

extent that such law is not pre-empted by federal law. 

Genetic Information Nondiscrimination Act of 2008 (“GINA”) 

 The Genetic Information Nondiscrimination Act of 2008 (“GINA”) prohibits the Plan from 

discriminating against individuals on the basis of genetic information in providing any the 

benefits under included benefit plans.   

 GINA generally:   

Prohibits the Plan from adjusting premium or contribution amounts for a group on the basis 

of genetic information; 

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

individual undergo a genetic test, provided 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 the 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 the 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. 

Participant's Responsibilities 



Each Participant shall be responsible for providing the Plan Administrator, Claims 

Administrator, if applicable, and the Company and, if required by an insurance company or 

third party administrator, with respect to a fully-insured benefit, the insurance company with 

his or her current address. If required by the insurance company, with respect to a fully-

insured benefit, each employee who is a Participant shall be responsible for providing the 

insurance company with the address of each of his or her covered eligible dependents. Any 

notices required or permitted to be given to a Participant hereunder shall be deemed given if 

directed to the address most recently provided by the Participant and mailed by first class 

United States mail. The insurance companies, the Plan Administrator and the Company shall 

have no obligation or duty to locate a Participant. 

Right to Information and Fraudulent Claims 

Any person claiming benefits under the Plan shall furnish the Plan Administrator or, with 

respect to a fully-insured benefit, the insurance company or third party administrator with 

such information and documentation as may be necessary to verify eligibility for and/or 

entitlement to benefits under the Plan. Refer to details in the component benefit program 

documents. 

The Plan Administrator, Claims Administrator, if applicable, (and, with respect to a fully-

insured benefit, the insurance company) shall have the right and opportunity to have a 

Participant examined when benefits are claimed, and when and as often as it may be required 

during the pendency of any claim under the Plan. 

2.14. STATEMENT OF ERISA RIGHTS 

The Employee Retirement Income Security Act of 1974 (ERISA) provides that all Plan 

participants shall be entitled to: 

Receive Information about Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at other specified locations, 

all documents governing the plan, including insurance contracts and if the group has 100 or 

more participants, a copy of the latest annual report (Form 5500 Series) filed by the plan with 

the US Department of Labor. 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, if 

100 or more participants) and updated Summary Plan Description. Receive a summary of the 

Plan's annual financial report. Obtain a statement telling you whether you have a right to 

receive a pension at normal retirement age (age 65) and if so, what your benefits would be at 

normal retirement age if you stop working under the plan now. If you do not have a right to a 

pension, the statement will tell you how many more years you have to work to get a right to a 

pension. This statement must be requested in writing and is not required to be given more 

than once every 12 months. 

Foreign Language 



This document contains a summary in English of your plan rights and benefits under the 

group health plan. If you have difficulty understanding any part of this document, contact the 

Plan Administrator indicated above. 

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 interests 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 pension or welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a pension/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. 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 US 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. 

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 Benefit Security Administration (EBSA) US Department of 

Labor, listed in your telephone directory or (866) 444-3272 

https://www.dol.gov/ebsa/contactEBSA/consumerassistance.html You may also obtain certain 

publications about your rights and responsibilities under ERISA by calling the publications 

hotline of the EBSA. 

SECTION 3: GENERAL PROVISIONS 

3.1. No Right to Employment 

Nothing contained in this Plan will be construed as a contract of employment between the 

Company and you, or as a right of any employee to continue in the employment of the 
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Company, or as a limitation of the right of the Company to discharge any of its employees, 

with or without cause "at will". 

3.2. Governing Law 

The Plan will be construed in accordance with and governed by the laws of the state or 

commonwealth of organization of the Plan Sponsor to the extent not preempted by federal 

law. The Plan hereby incorporates by reference any provisions required by state law to the 

extent not preempted by Federal law. 

3.3. Tax Effect 

Where possible, the Company provides benefits under the Plan on a pre-tax basis in 

accordance with federal tax law. Some benefits may be obtained on an after tax basis. The 

Company does not represent or guarantee that any particular federal, state or local income, 

payroll, personal property or other tax consequence will result from participation in this Plan. 

You should consult with your professional tax advisor to determine the tax consequences of 

your participation in this Plan. 

3.4. Refund of Premium Contributions 

For fully-insured component benefit programs, the plan will comply with (DOL) Department 

of Labor guidance regarding refunds (e.g., dividends, demutualization, experience 

adjustments, and/or medical loss ratio rebates (MLR) of insurance premiums). To the extent 

that the Company receives rebates determined to be plan assets to the extent amounts are 

attributable to insurance premiums paid by Participants, the rebates will (a) be distributed 

within 90 days of receipt to the Participants covered by the policy to which the rebate relates 

under a reasonable, fair, and objective allocation method or (b) if distributing the rebates 

would not be cost-effective because the amounts are small or would give rise to tax 

consequences to the Participants, the rebates may be used to pay future Participant premiums 

or for benefit enhancements which benefit the Participants covered by the policy to which the 

rebate relates. Such determination will be made by the Plan Administrator, acting in its 

fiduciary capacity, after weighing the cost to the Plan and the competing interest of 

participants. Any rebates attributable to insurance premiums paid by the Company shall be 

retained by the Company.  

3.5. Facility of Payment 

When, in the Company or its designated representative's opinion, any Participant under the 

Plan is under a legal disability or is incapacitated in any way so as to be unable to manage his 

financial affairs, the Company or its representative may direct that payments be made to such 

Participant's legal representative or withhold payment pending an adjudication of the 

Participant's legal capacity and the appointment of a legal representative. The Company or its 

designated representative may also direct that payment be applied for the benefit of the 

Participant any way the Company considers advisable. Any payment made by the Plan in 

good faith pursuant to this provision shall fully discharge the Plan, the Company or the 

Employer to the extent of such payment. Any payment requirement shall include payments to 

a Participant’s beneficiary in the case of death benefits paid under the Plan. 



3.6. Data 

Participants who may receive benefits under the Plan must furnish the Company, or its 

designated representatives such documents, evidence, information, releases or authorizations, 

as it considers necessary or desirable for the purpose of administering the Plan, or to protect 

the Company. It shall be a condition of the Plan that each such person must furnish such 

information promptly and sign such documents as the Company may require before any 

benefits become payable under the Plan. 

3.7. Electronic Communications 

Whenever an Employee, Participant, Spouse, other Dependent or beneficiary is required to 

provide information or perform a written process, the Plan Administrator may, in its 

discretion, permit or require that electronic means be used. In addition, meetings of Plan 

Administrator may be held in person or through electronic or telephonic means or a 

combination thereof and written actions of the Plan Administrator may be taken using 

electronic or conventional means. In the use of electronic communication, the Plan 

Administrator shall follow all guidelines published by the Department of Labor and the 

Internal Revenue Service. 

3.8. Non-assignability and Spendthrift Clause 

To the extent permitted by law, the benefits or payments under the Plan will not be subject to 

alienation, sale, assignment, pledge, attachment, garnishment, execution, encumbrance or 

other transfer, nor will they be subject to any claim by any creditor of any Participant under 

the Plan other than a physician or treatment facility so authorized by the Participant or to legal 

process by an creditor of any Participant (except in the case of death or obligations owed to 

the Company). Any attempt to circumvent these provisions shall be considered null and void. 

3.9. Severability of Provisions 

If any provision of the Plan is held invalid or unenforceable, such invalidity or 

unenforceability will not affect any other provisions hereof, and the Plan will be construed 

and enforced as if such provisions had not been included. 

3.10. Effect of Mistake 

In the event of a mistake as to the eligibility or participation of an employee, or the allocations 

made to the account of any Participant, or the amount of distributions made or to be made to a 

Participant or other person, the Plan Administrator will, to the extent it deems possible, cause 

to be allocated or cause to be withheld or accelerated, or otherwise make adjustment of, such 

amounts as will in its judgment accord to such Participant or other person the credits to the 

account or distributions to which he is properly entitled under the Plan. Such action by the 

Administrator may include withholding of any amounts due the Plan or the Company from 

Compensation paid by the Company. 

3.11. Compliance with State and Federal Mandates 



With respect to all benefit plans, the Plan will comply, to the extent applicable, with the 

requirements of all applicable laws, such as USERRA, COBRA, FMLA, HIPAA, WHCRA, 

the Health Information Technology for Economic and Clinical Health Act, the Newborns' and 

Mothers' Health Protection Act of 1996, as amended, the Mental Health Parity Act, the 

Mental Health Parity Addiction Equity Act, and the Genetic Information Nondiscrimination 

Act of 2008 ("GINA"). In accordance with Title I of GINA, in no event will the Plan or any of 

its insurers or third party administrators discriminate against any Participant on the basis of 

genetic information with respect to eligibility, premiums, or contributions. 

3.12. COMPONENT BENEFIT PROGRAM - PROVIDER COMPANIES 

Type: Medical Insurance 

Plan Funding: Fully-Insured, Group Medical Insurance 

Policy Number: T25432 

Administration: Shared between Bellavance Trucking, Inc & BCBS of VT 

Provider Address: P.O. Box 186, Montpelier, VT 05601  

Provider Phone: (800) 247-2583 

Provider URL: www.bcbsvt.com/ 

Type: Dental Insurance 

Plan Funding: Self-Insured, Group Dental Insurance 

Policy Number: Employer Funded 

Administration: Shared between Bellavance Trucking, Inc & Bellavance Trucking, Inc. 

Provider Address: 5 South Vine Street, Barre, VT 05641  

Provider Phone: (802) 479-9311 

Provider URL: www.bellavancetrucking.com 

Type: Vision 

Plan Funding: Fully-Insured, Group Vision Insurance 

Policy Number: 30024108 

Administration: Shared between Bellavance Trucking, Inc & Vision Services Plus 

Provider Address: 3333 Quality Drive, rancho cordova, CA 95670  

Provider Phone: (800) 877-7195 

Provider URL: https://www.vsp.com 



Type: Life/AD&D 

Plan Funding: Fully-Insured, Group Life/AD&D Insurance 

Policy Number: 403656 

Administration: Shared between Bellavance Trucking, Inc & Unum 

Provider Address: 1 Monument Square, Suite 500, Portland, ME 04101  

Provider Phone: (866) 679-3054 

Provider URL: www.unum.com/ 

Type: Long-Term Disability 

Plan Funding: Fully-Insured, Group Long-Term Disability Insurance 

Policy Number: 403655  

Administration: Shared between Bellavance Trucking, Inc & Unum 

Provider Address: 1 Monument Square, Suite 500, Portland, ME 04101  

Provider Phone: (866) 679-3054 

Provider URL: www.unum.com/ 

Type: Short-Term Disability 

Plan Funding: Fully-Insured, Group Short-Term Disability Insurance 

Policy Number: 403655  

Administration: Shared between Bellavance Trucking, Inc & Unum 

Provider Address: 1 Monument Square, Suite 500, Portland, ME 04101  

Provider Phone: (866) 679-3054 

Provider URL: www.unum.com/ 

Type: Health Reimbursement Account (HRA) 

Policy Number: CHOBELLAV 

Administration: Shared between Bellavance Trucking, Inc & Choice Strategies 

Provider Address: P.O. Box 2205, South Burlington, VT 05407  

Provider Phone: (888) 278-2555 

Provider URL: www.choice-strategies.com 

Type: Health Reimbursement Account (HRA) 



Policy Number: CHOBELLAV 

Administration: Shared between Bellavance Trucking, Inc & Choice Strategies 

Provider Address: PO Box 2205, South Burlington, VT 05407  

Provider Phone: (888) 278-2555 

Type: 125 Premium Only Plan 

Administration: Shared between Bellavance Trucking, Inc & TRG  

Provider Address: PO Box 398, Barre, VT 05641  

Provider Phone: (802) 479-9311 

Provider URL: www.bellavancetrucking.com/ 

  

SECTION 4: DEFINITIONS 

The following words and phrases used herein shall have the following meanings, unless a 

different meaning is plainly required by the context. Masculine pronouns used in this Plan 

shall include masculine and feminine gender unless the context indicates otherwise, and 

words in the singular also include the plural. These are general definitions and the presence of 

any definition in this section is not, in and of itself, an indication of the existence of a benefit. 

“Cafeteria Plan” means a cafeteria plan under Code Section 125 sponsored by the Company. 

“Claims Administrator” means the entity or provider responsible for reviewing an 

approving insurance claims. 

“COBRA” means the Consolidated Omnibus Budget Reconciliation Act of 1985, as 

amended. 

“Code” means the Internal Revenue Code of 1986, as amended. 

“Company” means the entity or entities designated in the Adoption Agreement or any 

successor to it by merger, purchase or otherwise and any predecessor which has maintained 

this Plan or any corporation, sole proprietor, partnership or association that assumes the 

obligations of this Plan.  

"Component Benefit Programs" are those benefit programs specified under Provider 

Companies and contained in the attached documents. "Component benefit program or plan 

documents" include certificates of insurance, group insurance contacts, ERISA plan 

documents (if self-funded) and governing benefit plan documents for non-insurance benefit 

programs. 

“Dependent” means an Employee’s Spouse or other dependents that satisfies the dependent 

eligibility requirements of the applicable insurance plans. 



“Employee” means any current or former employee of the Employer who satisfies the 

eligibility provisions as specified in the applicable benefit plans. The determination of 

whether an individual is an Employee, an independent contractor or any other classification of 

worker or service provider and the determination of whether an individual is classified as a 

member of any particular classification of employees shall be made solely in accordance with 

the classifications used by the Company and shall not be dependent on, or change due to, the 

treatment of the individual for any purposes under the Code, common law or any other law, or 

any determination made by any court or government agency. 

“Employer” means the Company and any related employers who are participating under this 

Plan. 

“ERISA” means the Employee Retirement Income Security Act of 1974, as amended. 

“FMLA” means the Family Medical Leave Act of 1993, as amended. FMLA only applies to 

covered organizations with 50 or more employees within a 75 mile radius. 

“GINA” means the Genetic Information Nondiscrimination Act of 2008. 

“HCERA” means the Health Care and Education Reconciliation Act of 2010. 

 “HIPAA” means the Health Insurance Accountability and Portability Act of 1996, as 

amended. 

“HITECH” means the Health Information Technology for Economic and Clinical Health 

Act. 

“Insurer” means any insurance company, health maintenance organization, preferred 

provider organization or any similar organization with whom the Company has contracted for 

an insured or contractually-established benefit. 

“MHPA” means the Mental Health Parity Act of 1996. 

“MHPAEA” means the Paul Wellstone and Pete Domenici Mental Health Parity and 

Addiction Equity Act. 

“NMHPA” means the Newborns' and Mothers' Health Protection Act of 1996, as amended. 

“Named Fiduciary” means the individual(s) or entity or entities responsible for either 

administering benefit plans or the insurance company providing coverage. 

“NMHPA” means the Newborns' and Mothers' Health Protection Act of 1996, as amended. 

“Participant” means an eligible enrolled Employee and/or eligible covered Dependents. 

“Plan” means this employee benefit plan, which includes all benefits contained in this 

document.  

“Plan Administrator” means the person, the committee or the entity specified in this 

document to be the administrator, as defined in ERISA Section 3(16)(A). 



"Plan Year" means a twelve (12) month period specified in this document. The Plan Year 

also is the accounting period for the Plan. 

“Protected Health Information” (“PHI”) is individually identifiable health information that 

is maintained or transmitted by a covered entity, subject to specified exclusions as provided in 

45 CFR § 150.103. 

“PPACA” means the Patient Protection and Affordable Care Act. 

 “Spouse” means an individual who is legally married to a Participant as determined under 

Revenue Ruling 2013-17 or otherwise defined in component plan documents. 

“USERRA” means the Uniformed Services Employment and Reemployment Rights Act of 

1994, as amended. 

“WHCRA” means the Women's Health and Cancer Rights Act of 1998, as amended. 



NOTICE OF SUMMARY MATERIAL MODIFICATION 

  

Dear Participant and Beneficiaries, 

This summary of material modification ("SMM") describes changes to Bellavance Trucking 

Medical Insurance ("Plan") and supplements the Summary Plan Description ("SPD") for the 

Plan. The effective date of each of these changes is indicated below. You should read this 

SMM very carefully and retain this document with your copy of the SPD for future reference. 

If this summary has been delivered to you by electronic means, you have the right to receive a 

written summary and may request a copy of this on a written paper document at no charge by 

contacting the plan administrator. 

Benefit Plan Impacted: Medical Insurance 

Reason for SMM: 

Changes that increase premiums, deductibles, coinsurance, copayments 

Modifications that narrow or expand the circumstances under which benefits are paid 

Effective Date of Material Modification: 01/01/2015 

Summary of Changes: 

Please see the attached document for a description of changes impacting your benefits or 

participation. 

Additional Information: 

Refer to your Summary Plan Description (SPD) for details of your benefit plans. If you have 

questions regarding this modification, contact the Plan Administrator at: 

Bellavance Trucking. 

Krissy Bellavance 

PO Box 398, Barre, VT 05641 

krissyb@bellavanetrucking.com 

802-479-9311 

General Plan Information: 

Plan Name: Bellavance Trucking's Health & Welfare Benefit Plan 

Plan Number: 501 

Plan Year: January 1 - December 31 



Plan Sponsor/Plan Administrator: Bellavance Trucking 

Plan Sponsor/Plan Administrator Federal Tax EIN: 45-4002868 



NOTICE OF SUMMARY MATERIAL MODIFICATION 

  

Dear Participant and Beneficiaries, 

This summary of material modification ("SMM") describes changes to Bellavance Trucking 

Health Reimbursement Accounts ("Plan") and supplements the Summary Plan Description 

("SPD") for the Plan. The effective date of each of these changes is indicated below. You 

should read this SMM very carefully and retain this document with your copy of the SPD for 

future reference. 

If this summary has been delivered to you by electronic means, you have the right to receive a 

written summary and may request a copy of this on a written paper document at no charge by 

contacting the plan administrator. 

Benefit Plan Impacted: Health Reimbursement Accounts 

Reason for SMM: 

Provisions that establish new benefits or services 

Effective Date of Material Modification: 01/01/2015 

Summary of Changes: 

Please see the attached document for a description of changes impacting your benefits or 

participation. 

Additional Information: 

Refer to your Summary Plan Description (SPD) for details of your benefit plans. If you have 

questions regarding this modification, contact the Plan Administrator at: 

Bellavance Trucking. 

Krissy Bellavance 

PO Box 398, Barre, VT 05641 

krissyb@bellavanetrucking.com 

802-479-9311 

General Plan Information: 

Plan Name: Bellavance Trucking's Health & Welfare Benefit Plan 

Plan Number: 501 

Plan Year: January 1 - December 31 

Plan Sponsor/Plan Administrator: Bellavance Trucking 



Plan Sponsor/Plan Administrator Federal Tax EIN: 45-4002868 



NOTICE OF SUMMARY MATERIAL MODIFICATION 

  

Dear Participant and Beneficiaries, 

This summary of material modification ("SMM") describes changes to Bellavance Trucking 

Dental Insurance ("Plan") and supplements the Summary Plan Description ("SPD") for the 

Plan. The effective date of each of these changes is indicated below. You should read this 

SMM very carefully and retain this document with your copy of the SPD for future reference. 

If this summary has been delivered to you by electronic means, you have the right to receive a 

written summary and may request a copy of this on a written paper document at no charge by 

contacting the plan administrator. 

Benefit Plan Impacted: Dental Insurance 

Reason for SMM: 

Provisions that establish new benefits or services 

Changes that eliminate benefits or services 

Changes that increase premiums, deductibles, coinsurance, copayments 

Provisions that establish new conditions or requirements 

Modifications that narrow or expand the circumstances under which benefits are paid 

Changes to any of the terms of the plan, not reflected in the most recently provided 

Summary of Benefits and Coverage (SBC) 

Terminating the plan or parts of the plan 

Effective Date of Material Modification: 01/01/2015 

Summary of Changes: 

Please see the attached document for a description of changes impacting your benefits or 

participation. 

Additional Information: 

Refer to your Summary Plan Description (SPD) for details of your benefit plans. If you have 

questions regarding this modification, contact the Plan Administrator at: 

Bellavance Trucking. 

Krissy Bellavance 

PO Box 398, Barre, VT 05641 

krissyb@bellavanetrucking.com 



802-479-9311 

General Plan Information: 

Plan Name: Bellavance Trucking's Health & Welfare Benefit Plan 

Plan Number: 501 

Plan Year: January 1 - December 31 

Plan Sponsor/Plan Administrator: Bellavance Trucking 

Plan Sponsor/Plan Administrator Federal Tax EIN: 45-4002868 
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Memorandum 

To: Bellavance Employees 

From: Krissy Bellavance  

Date: 5/3/2016 

Re: 2015 Benefits 

OPEN ENROLMMENT FOR THE 2015 PLAN YEAR IS MONDAY 12/1 THRU 12/8/14 
 
To view the benefits you are currently enrolled in visit: 

o  http://www.benefitspassport.com/   
o Your Log in ID is: last name first initial…(For Example: bellavancek) 
o Your Password is: BVT and last 4 of SSN… (For Example:  BVT1234) 

 
Please continue to read this memo even if you are not enrolled in the health plan, as there is information about 
other benefits that may pertain to you. 

 
 

DENTAL & VISION 
We are pleased to announce that we will continue to offer our In-House Dental Plan and Vision plan.  
(The in-house dental plan is for employees who do not have other dental coverage)  Both will continue to be paid 
100% by us for the employee.  If you chose to add a dependent(s) to the vision plan the weekly 
deductions are as follows: 
 

               One dependent $.80 per week 

               Family $2.85 

 
 
VOLUNTARY PRODUCTS 
As a reminder, the following benefits are 100% employee-paid.  Our offerings for 2015 include: 

1. Short Term Disability – provided by UNUM. 
2. Long Term Disability – provided by UNUM. 
3. Life Insurance (for employee, spouse and children) – provided by UNUM.  
4. Voluntary Accident Insurance – provided by UNUM. 

 
 

IF YOU CURRENTLY HAVE ANY OF THESE VOLUNTARY PRODUCTS, YOU WILL BE 
AUTOMATICALLY ENROLLED IN THEM FOR 2015.  IF YOU WANT TO ADD THESE 
PRODUCTS OR MAKE CHANGES TO YOUR CURRENT PLAN, YOU MUST DO SO BEFORE 
DECEMBER 8, 2014.   
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(Due to a very low enrollment we are not renewing the voluntary ID Watchdog product and Critical 
Illness insurance…if you had one or both of these products you will see your payroll deductions 
decrease for 1/1/2015) 

 
 

MEDICAL PLAN 
Unfortunately, health insurance coverage continues to soar for everyone.  Even the State of Vermont recently 
announced that they had to pass on an 18% rate increase to its employees for 2015.  In order to keep your 
increase slightly below this, Bellavance has decided to absorb the majority of the rate increase.   

 
Of course we’re not thrilled with this hike either; however, the health plan Bellavance has to offer is 
comparable to the Platinum Plan (the very top tier) that VT Health Connect offers.   This means that over 90% 
of your out-of-pocket expenses are paid for.  We also want to note the incredible savings in the amount you 
pay versus how much you would be paying VT Health Connect if Bellavance did not offer coverage and you 
were forced to go onto the exchange:  (these rates assume no subsidy from the State of VT) 
 

VT Health Connect Monthly Rates Amount you pay per month on the 
Bellavance Health Plan 

Difference in Mo. Premium 

Single           $624.18 Single           $214.20 $409.98 

Two Person  $1248.36 Two Person  $357.02 $891.34 

Family          $1753.95 Family          $438.62 $1315.33 

 
     The rate increase will result in the following weekly payroll deductions beginning in 2015: 

 

                                     Single                                      $49.43 

                                   2-Person                                      $82.39 

                                    Family                                     $101.22 

 
The largest increase is for family coverage, which increased $794 annually from 2014.  However, because we 
can allow your contributions to be pre-taxed the net cost to you is estimated to be $550 more per year.  A 
similar percentage savings is received for employees with any type of coverage. 
 
The plan itself remains the same with the exception of an increase to the deductible, which is now 
$6450/12900.  As we have done in previous years, Bellavance will make up the increase in deductible by 
funding more on the back end of the choice strategies card; this means your maximum out-of-pocket towards 
your deductible has not increased.   
 
To summarize this coverage: 

 
Single Plan: 

o First $1,500 in medical bills/Rx – Bellavance pays 
o Second $1,500 in medical bills/Rx – Employee pays (aka the Employee Bridge) 
o Last $3,450 in medical bills/Rx – Bellavance pays 
o Maximum out-of-pocket towards deductible per year for single plan: $1,500 
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2-Person and Family Plans 
o First $3,000 in medical bills/Rx – Bellavance pays 
o Second $3,000 in medical bills/Rx – Employee pays (aka the Employee Bridge) 
o Last $6,900 in medical bills/Rx – Bellavance pays 
o Maximum out-of-pocket towards deductible per year for plan 2 person and Family plan: 

$3,000 
 

WRAP-UP 
In an effort to make everything as clear as possible so that your benefits are tailored to your 
individual standard, I have assembled the following information, notes and reminders: 
 
o If you are not making any changes to your health, vision or voluntary products, you do not need 

to do anything. 
o The company will continue to pay your vision premium.  If you need to add/remove any 

dependents you must notify me by 12/8/2014. 
o Any 2014 medical bills must be paid prior to 12/31/2014 if you want to use the Choice 

Strategies Card.  If you need to pay a 2014 medical bill after 12/31/2014, then you need to 
process a manual claim.   

o If you need to pay a 2014 medical bill manually, you need to do so before 3/31/2015. 
o If you have paid your “employee bridge” in full for 2014 and need to apply for the catastrophic 

funds, you must contact me immediately.  You only have until the beginning of March to apply 
for these funds. 

o If you need to make any changes to you BC/BS plan, you need to notify me and complete 
paperwork before 12/8/2014. 

o There is always a period of time after the New Year where filling a prescription can by 
problematic.  If you can’t go without a Rx for January you may want to fill it the last week in 
December to avoid having to pay the Rx out-of-pocket and then having to apply for a refund. 

o You will receive a call from either The Richards Group or myself verifying what you currently 
have for benefits and to ensure you don’t need to make changes for 2015 

o If you want to review your benefits or make open enrollment changes on your own, you can go 
to the following webpage: 
o http://www.benefitspassport.com/ 
o My Log in ID is: last name first initial…(bellavancek) 
o My Password is: BVT and last 4 of SSN… (BVT1234) 

 
I welcome your questions and the opportunity to explain any of this renewal information further.  You can 
contact me at the contact points below.    
 
Sincerely, 
 
 
Krissy Bellavance 

krissyb@bellavancetrucking.com,  

(w) 802/661-5535, (c) 802/249-8784 
 

 



EE WEEKLY DEDUCTION EE MONTHLY CONTRIBUTION MONTHLY PREMIUM EMPLOYER MONTHLY COST

SINGLE 49.43$                                                 214.20$                                          511.43$                        297.23$                                      

2 PER 82.39$                                                 357.02$                                          744.84$                        387.82$                                      

FAMILY 101.22$                                              438.62$                                          1,087.11$                     648.49$                                      

DEDUCTIBLE CHOICE CARD EMPLOYEE OOP CHOICE CARD

SINGLE 6,450.00$                                           1,500.00$                                      1,500.00$                     3,450.00$                                  

2 PER 12,900.00$                                         3,000.00$                                      3,000.00$                     6,900.00$                                  

FAMILY 12,900.00$                                         3,000.00$                                      3,000.00$                     6,900.00$                                  

EE WEEKLY DEDUCTION EE MONTHLY CONTRIBUTION MONTHLY PREMIUM EMPLOYER MONTHLY COST

SINGLE -$                                                     -$                                                7.70$                             7.70$                                          

2 PER 0.80$                                                   3.47$                                              11.16$                           7.69$                                          

FAMILY 2.85$                                                   12.35$                                            20.02$                           7.67$                                          

BLUE CROSS BLUE SHIELD

VISION

ALL VOLUNTARY PRODUCTS ARE EMPLOYEE PAID…STD, LTD, LIFE, DELTA, ACCIDENT, ID WATCHDOG, CRITICAL ILLNESS

CHOICE CARD

BELLAVANCE TRUCKING 2015



Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015
$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Bellavance Trucking    Plan Type: CDHP

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document 
at www.bcbsvt.com/bluecare_cert  or by calling (800) 255-4550.

Important Questions Answers Why this matters:

$6,450 individual / $12,900 family.  
 
 Co-insurance and co-payments do not apply to the 
deductible. Does not apply to preventive services. 
 
*Deductible applies to these services. This benefit 
combines your prescription drug and medical 
deductibles.

What is the overall 
deductible?

You must pay all the costs up to the deductible amount before this plan begins to 
pay for covered services you use. See the chart starting on page 2 for how much 
you pay for covered services after you meet the deductible. For a family 
contract, the family deductible must be met before the plan pays benefits. Your 
accumulators, such as deductibles and out-of-pocket limits and benefit limits 
apply to your plan year for all medical and prescription drug benefits. Your plan 
year: 01/01/2015 through 12/31/2015.

No.Are there other 
deductibles for specific 
services?

You don't have to meet deductibles for specific services, but see the chart, 
starting on page 2, for other costs for services this plan covers.

Yes. $6,450 individual / $12,900 family. 
 Prescription drugs are limited to $1,300 individual / 
$2,600 family.

Is there an out-of-pocket 
limit on my expenses?

The out-of-pocket limit is the most you could pay during a coverage period 
(usually one year) for your share of the cost of covered services. This limit helps 
you plan for health care expenses.

Premiums, balance-billed charges and health care this 
plan doesn't cover.

What is not included in 
the out-of-pocket limit?

Even though you pay these expenses, they don't count toward the out-of-pocket 
limit.

No.Is there an overall annual 
limit on what the plan 
pays?

The chart starting on page 2 describes any limits on what the plan will pay for 
specific covered services, such as office visits.

Yes. For a list of network providers see 
www.bcbsvt.com/findadoctor then select BlueCare 
Access or call (800) 255-4550. Members who reside in 
the BlueCare Service Area (i.e. Vermont and the 
following New Hampshire bordering counties: Coos, 
Grafton, Cheshire and Sullivan) must use TVHP 
providers. Members who reside outside of the 
BlueCare Service Area must use any BlueCard 
Preferred Provider.

Does this plan use a 
network of providers?

If you use an in-network doctor or other health care provider this plan will pay 
some or all of the costs of covered services. Be aware, your in-network doctor or 
hospital may use an out-of-network provider for some services. Plans use the 
term in-network, preferred, or participating for providers in their network. See 
the chart starting on page 2 for how this plan pays different kinds of providers.

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 

SNO/BPN: 1018287 / Page 1 of 8



Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015
$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Bellavance Trucking    Plan Type: CDHP

Important Questions Answers Why this matters:

No.Do I need a referral to see 
a specialist?

You can see the specialist you choose without permission from this plan.

Yes.Are there services this 
plan doesn't cover?

See your policy or plan document for additional information about excluded 
services.

Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Co-insurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan's 
allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200. This may change if you haven't met 
your deductible.
The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed 
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed 
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)
This plan may encourage you to use network providers by charging you lower deductibles, co-payments and co-insurance amounts.

Network
Provider

Out-of-Network
Provider

Common Medical Event Services You May Need

Your cost if you use a

Limitations & Exceptions

Primary care visit to treat 
an injury or illness

No charge* for primary 
care physician and mental 
health / substance abuse

Not coveredIf you visit a health care 
provider's office or clinic

Some services require prior approval. For 
clarification on mental health services visit 
www.bcbsvt.com/mental-health-primary care.

Specialist visit No charge* Not covered Some services require prior approval.

Other practitioner office 
visit

No charge* for 
chiropractic care, 
nutritional counseling, 
outpatient physical, 
speech, and occupational 
therapy

Not covered Some services require prior approval. Frequency 
limits apply.

Preventive care / Screening 
/ Immunization

No charge Not covered For clarification on preventive services visit 
www.bcbsvt.com/preventive.

If you have a test Diagnostic test (x-ray, 
blood work)

No charge* for 
office-based and outpatient 
hospital

Not covered Some services require prior approval.

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 
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Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015
$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Bellavance Trucking    Plan Type: CDHP

Network
Provider

Out-of-Network
Provider

Common Medical Event Services You May Need

Your cost if you use a

Limitations & Exceptions

If you have a test Imaging (CT/PET scans, 
MRIs)

No charge* Not covered Most services require prior approval.

If you need drugs to treat 
your illness or condition. 
More information about 
prescription drug 
coverage is at 
www.bcbsvt.com/rxcenter.

Generic drugs No charge* Not covered Up to a 30-day supply retail / 90-day supply 
home delivery for most prescription drugs. 
Some prescriptions require prior approval.

Preferred brand drugs No charge* Not covered Up to a 30-day supply retail / 90-day supply 
home delivery for most prescription drugs. 
Some prescriptions require prior approval.

Non-preferred brand drugs No charge* Not covered Up to a 30-day supply retail / 90-day supply 
home delivery for most prescription drugs. 
Some prescriptions require prior approval.

Wellness drugs No charge Not covered Up to a 30-day supply retail / 90-day supply 
home delivery for most prescription drugs. 
Some prescriptions require prior approval.

If you have outpatient 
surgery

Facility fee (e.g., 
ambulatory surgery center)

No charge* Not covered Some services require prior approval.

Physician/surgeon fees No charge* Not covered Some services require prior approval.

If you need immediate 
medical attention

Emergency room services No charge* for facility and 
physician services

No charge* for facility 
and physician services

Must meet emergency criteria.

Emergency medical 
transportation

No charge* No charge* Must meet emergency criteria.

Urgent care No charge* No charge* Applies to urgent care facilities.

If you have a hospital stay Facility fee (e.g., hospital 
room)

No charge* Not covered Out-of-state inpatient care requires prior 
approval.

Physician/surgeon fee No charge* Not covered Some services require prior approval.

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 
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Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015
$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Bellavance Trucking    Plan Type: CDHP

Network
Provider

Out-of-Network
Provider

Common Medical Event Services You May Need

Your cost if you use a

Limitations & Exceptions

If you have mental health, 
behavioral health, or 
substance abuse needs

Mental/Behavioral health 
outpatient services

No charge* Not covered Some services require prior approval.

Mental/Behavioral health 
inpatient services

No charge* Not covered Includes facility and physician fees. Requires 
prior approval.

Substance use disorder 
outpatient services

No charge* Not covered Some services require prior approval.

Substance use disorder 
inpatient services

No charge* Not covered Includes facility and physician fees. Requires 
prior approval.

If you are pregnant Prenatal and postnatal care No charge Not covered None

Delivery and all inpatient 
services

No charge* Not covered Out-of-state inpatient care requires prior 
approval.

If you need help recovering 
or have other special health 
needs

Home health care No charge* Not covered Home infusion therapy requires prior approval.

Rehabilitation services No charge* inpatient and 
cardiac / pulmonary 
services

Not covered Inpatient rehabilitation services require prior 
approval. Frequency limits apply.

Habilitation services No charge* for inpatient 
services

Not covered Inpatient rehabilitation services require prior 
approval. Frequency limits apply.

Skilled nursing care 
(facility)

No charge* Not covered Requires prior approval.

Durable medical 
equipment (including 
supplies)

No charge* Not covered May require prior approval.

Hospice No charge* Not covered None

If your child needs dental or 
eye care

Eye exam $20 co-payment per child 
exam; $20 co-payment per 
adult exam

We pay up to our allowed 
price less your $20 
co-payment

One routine exam per calendar year.

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 
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Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015
$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Bellavance Trucking    Plan Type: CDHP

Network
Provider

Out-of-Network
Provider

Common Medical Event Services You May Need

Your cost if you use a

Limitations & Exceptions

If your child needs dental or 
eye care

Glasses Not covered Not covered None

Dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check the policy or plan document for other excluded services.)

• Acupuncture • Cosmetic Surgery (except with prior approval for 
reconstruction)

• Dental care (child and adult)

• Hearing aids • Infertility Medications • Long-term care

• Routine foot care (except for treatment of diabetes) • Weight loss programs

Other Covered Services (This isn’t a complete list. Check the policy or plan document for other covered services and your costs for these services.)

• Bariatric Surgery • Chiropractic Care (requires prior approval after 12 
visits)

• Non-emergency care when traveling outside the 
U.S. (www.bcbsvt.com/coveragewhiletraveling)

• Private-duty nursing (covered up to 14 hours per 
plan year)

• Routine eye care (one routine eye exam per child 
and adult member per calendar year)

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 
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Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015
$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage For: Bellavance Trucking    Plan Type: CDHP

Your Rights to Continue Coverage:
If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health 
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while 
covered under the plan.  Other limitations on your rights to continue coverage may also apply.  For more information on your rights to continue coverage, contact 
the plan at (800) 247-2583.  You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 
(866) 444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at (877) 267-2323 x61565 or www.cciio.cms.gov. 
 

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance.  For questions about 
your rights, this notice, or assistance, you can contact:  (800) 255-4550.
 

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does provide 
minimum essential coverage. 
 

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).  This health 
coverage does meet the minimum value standard for the benefits it provides.
 
 

TAGALOG (Tagalog):  Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 255-4550. 

NAVAJO (Dine): Dinek'ehgo  shika  at'ohwol  ninisingo, kwiijigo  holne' (800) 255-4550.•

CHINESE (中文):  如果需要中文的帮助，请拨打这个号码 (800) 255-4550.•

•
SPANISH (Español):  Para obtener asistencia en Español, llame al (800) 255-4550.•

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 
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Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015

Coverage Examples

$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge

Coverage For: Bellavance Trucking    Plan Type: CDHP

About these
Coverage
Examples:
These examples show how this plan 
might cover medical care in given 
situations. Use these examples to see, 
in general, how much financial 
protection a sample patient might get 
if they are covered under different 

plans.

■ Amount owed to providers: $7,540

$2,190■ Plan Pays:

$5,350■ Patient pays : 

Sample care costs:

Hospital charges (mother) $2,700

Routine Obstetric Care $2,100

Hospital Charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology $200

Vaccines, other preventive $40

Total $7,540

Patient pays:

Deductibles $5,200

Co-pays $0

Coinsurance $0

Limits or exclusions $150

Total $5,350

■ Amount owed to providers:

■ Plan Pays:

■ Patient pays : 

$5,400

$5,350

$50

Sample care costs:

Prescriptions $2,900

Medical Equipment and Supplies $1,300

Office Visits and Procedures $700

Education $300

Laboratory tests $100

Vaccines, other preventive $100

 Total $5,400

Patient pays:

Deductibles $5,270

Co-pays $0

Coinsurance $0

Limits or exclusions $80

 Total $5,350

                                                

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services. 
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Consumer Directed Health Plan (CDHP) - Health Maintenance Organization (HMO) Access

Coverage Period Begins: 01/01/2015

Coverage Examples

$6,450/$12,900 deductible, 0% co-insurance
Wellness Drugs: No charge

Coverage For: Bellavance Trucking    Plan Type: CDHP

Are there other costs I should consider 
when comparing plans? 

   Yes. An important cost is the premium you pay.  
Generally, the lower your premium, the more you’
ll pay in out-of-pocket costs, such as co-payments, 
deductibles, and co-insurance. You should also 
consider contributions to accounts such as health 
savings accounts (HSAs), flexible spending 
arrangements (FSAs) or health reimbursement 
accounts (HRAs) that help you pay out-of-pocket 
expenses. 

Can I use Coverage Examples 
to compare plans? 

   Yes. When you look at the Summary of Benefits 
and Coverage for other plans, you’ll find the same 
Coverage Examples. When you compare plans, 
check the “Patient Pays” box in each example. The 
smaller that number, the more coverage the plan 
provides. 

Does the Coverage Example
predict my own care needs? 

      No. Treatments shown are just examples. The care you 
would receive for this condition could be different based on 
your doctor’s advice, your age, how serious your condition 
is, and many other factors. 

What does a Coverage Example
show? 
For each treatment situation, the Coverage Example helps 
you see how deductibles, co-payments, and co-insurance 
can add up. It also helps you see what expenses might be 
left up to you to pay because the service or treatment isn’t 
covered or payment is limited. 

What are some of the
assumptions behind the 
Coverage Examples? 

Questions and answers about the Coverage Examples:

• Costs don’t include premiums.

• Sample care costs are based on national 
averages supplied by the U.S. Department of 
Health and Human Services, and aren’t 
specific to a particular geographic area or 
health plan.

• The patient’s condition was not an excluded 
or preexisting condition.

All services and treatments started and ended 
in the same coverage period.

There are no other medical expenses for any 
member covered under this plan.

•

•

•

Does the Coverage Example
predict my future expenses? 

      No. Coverage Examples are not cost estimators. You 
can’t use the examples to estimate costs for an actual 
condition. They are for comparative purposes only. Your 
own costs will be different depending on the care you 
receive, the prices your providers charge, and the 
reimbursement your health plan allows.

Out-of-pocket expenses are based only on 
treating the condition in the example.

The patient received all care from in-network 
providers.  If the patient had received care 
from out-of-network providers, costs would 
have been higher.

•

Questions: Call (800) 255-4550 or visit us at www.bcbsvt.com/bluecare_cert. If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary at 
www.bcbsvt.com/glossary or call (800) 255-4550 to request a copy.  *Deductible applies to these services.  
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This is your Certificate of Coverage, a part of your Contract.
Your Contract governs your benefits.  These are the documents in your Contract:

 � The Certificate of Coverage in this booklet describes your Benefits in detail. It 
explains requirements, limitations and exclusions for coverage.

 � The Outline of Coverage, which is mailed to you, unless you select electronic 

 � Any Riders or Endorsements that follow your Certificate describe additional coverage or changes to your Contract.

 � Your ID card, which you should take with you when you need care.

 � Your Group Enrollment Form (your application) and any supplemental 
applications that you submitted and we approved.

This Certificate is current until we update it. We sometimes replace just one part of your Contract. 
If you are missing part of your Contract, please call customer service to request another copy.

If the Benefits described in your Contract differ from descriptions in our other materials, your Contract language prevails.

How to Use This Document
 � Read Chapter One, “How We Determine Your Benefits.”  Information there applies to 
all services. Pay special attention to the “Prior Approval Program” section.

 � Find the service you need in Chapter Two, “Covered Services.” You may use the 
Index or Table of Contents to find it. Read the section thoroughly.

 � Check “General Exclusions” to see if the service you need is on this list.

 � Please remember that to know the full terms of your coverage, you should read your entire Contract. 

 � To find out what you must pay for care, check your Outline of Coverage.

 � Some terms in your Certificate have special meanings. We capitalize these terms in the text. We define them in the last 
chapter of this booklet.  We define the terms “We,” “Us,” “You” and “Your,” but we do not capitalize them in the text.

 � If you need materials translated into a different language or if you need translation Services to work 
with our customer service team, call the customer service number on the back of your ID card.

Get It All Online
You can find a lot of information about your coverage on our website at www.bcbsvt.com.  For instance:

 � You can find this certificate and your other Contract documents, along with 
claims and Benefit information on our member resource center.

 � You can find doctors and Other Providers in our Networks on our Find-a-Doctor site.

 � You can order ID cards, change your address and more--visit our site and see for yourself.
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After we accept your application, we Cover the health care Services in your Contract, 
subject to all Contract conditions. Coverage continues from month to month until your 
Contract ends as allowed by its provisions. (See Chapters Six and Seven.)

The service area for your health plan is the state of Vermont. We sell health plans to people who live in Vermont. We sell 
plans to employer Groups located in the state of Vermont. You may receive care both inside and outside of the service 
area. Please read the Guidelines for Coverage chapter carefully to find out when you may receive care outside the area.

Karen Nystrom Meyer

Chair of the Board

Don C. George

President & CEO

Christopher Gannon

General Counsel & Secretary
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CHAPTER ONE

Guidelines for Coverage
This Certificate describes benefits for the BlueCare 
health plan. It is a health maintenance organization 
(HMO) plan issued by The Vermont Health Plan 
(TVHP), LLC. An HMO plan provides benefits only 
when you follow managed care guidelines. If you 
do not follow these guidelines, you may not receive 
benefits, except as otherwise provided by law.

Chapter One explains what you must do to get benefits 
through your health plan. Your Outline of Coverage shows 
what you must pay. Read this entire chapter carefully, 
as it is your responsibility to follow its guidelines.

General Guidelines
As you read your contract, please keep these facts in mind:

 � Capitalized words have special meanings. 
We define them in Chapter Nine. Read 
“Definitions” to understand your coverage.

 � We only pay benefits for services we define as 
Covered by this contract. You must also use Providers 
(see our definition). For some services, you must 
use Providers who are Network Providers.

 � The provisions of this contract only 
apply as provided by law.

 � We exclude certain services from coverage 
under this contract. You’ll find general exclusions 
in Chapter Three. They apply to all services. 
Exclusions that apply to specific services 
appear in other sections of your contract.

 � We do not Cover services we do not consider 
Medically Necessary. You may appeal our decisions.

 � This is not a long-term care policy as defined 
by Vermont State law at 8 V.S.A. §8082 (5).

 � You must follow the guidelines in this Certificate 
even if this coverage is secondary to other health 
care coverage for you or one of your Dependents.

Prior Approval Program
We require Prior Approval for certain services and drugs. 
They appear on the list later in this section. We do not 
require Prior Approval for Emergency Medical services.

Network Providers get Prior Approval for you. If you 
use a Non-Network Provider, it is your responsibility to 
get Prior Approval.  Failure to get Prior Approval could 
lead to a denial of benefits. If you can show that the 
services you received were Medically Necessary, we 
will provide benefits. If you use a Vermont Network 
Provider  and the Provider fails to get Prior Approval for 
services that require it, the Provider may not bill you.

Our Prior Approval list can change. We inform you 
of changes using newsletters and other mailings. 
To get the most up-to-date list, visit our website 
at www.bcbsvt.com or call customer service 
at the number on the back of your ID card.

How to Request Prior Approval
To get Prior Approval, your Network Provider must 
send a letter with supporting clinical documentation 
to BCBSVT. When receiving care from a Non-Network 
Provider or an out-of-state Provider, it is your 
responsibility to get Prior Approval. Forms are available 
on our website at www.bcbsvt.com. You may also 
get them by calling our customer service team. The 
phone number is located on the back of your ID card.

Any Provider may help you fill out the form and give 
you other information you need to submit your request. 
The medical staff at BCBSVT will review the form 
and respond in writing to you and your provider.

Prior Approval for Mental Health Services 
and Substance Abuse Treatment Services
You must get Prior Approval for all non-Emergency:

 � psychological testing;

 � electro-shock therapy; and

 � Inpatient, partial-Inpatient or Intensive Outpatient 
mental health or substance abuse services. 

This applies whether you use a Network or Non-
Network substance abuse or mental health Provider. 

For all other Outpatient services, we Cover 10 
Outpatient mental health or substance abuse visits 
each Plan Year without Prior Approval. If you require 
more than 10 sessions of these services, you must get 
Prior Approval beginning with the 11th session. 

Prior Approval List
You need Prior Approval to use out-of-Network 
providers and for services printed on our 
Prior Approval list. This list includes: 

 � non-emergency ambulance transport 
including air or water transport;

 � anesthesia for colonoscopy or endoscopy;

 � treatment of Autism Spectrum Disorder;

 � bilevel positive airway pressure (BPAP) equipment;

 � hospital-grade electric breast pump;

 � capsule endoscopy;

 � chemodenervation;

 � chiropractic care after 12 visits in a Plan Year;

 � chondrocyte transplants;

 � continuous passive motion (CPM) equipment;

 � continuous positive airway pressure (CPAP) equipment;
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 � oral Surgery, dental trauma, orthognathic Surgery, 
except oral lesion excision and biopsy (your Plan 
does not cover wisdom teeth extraction);

 � Durable Medical Equipment (DME) and 
orthotics with a purchase price over $500;

 � electro-shock therapy;

 � gender reassignment services for gender dysphoria;

 � genetic testing;

 � hyperbaric oxygen therapy;

 � Inpatient, partial-Inpatient mental health 
or substance abuse services;

 � medical nutrition for inherited metabolic 
disease (medical supplies, pumps, enteral 
formulae and parenteral nutrition);

 � mental health services (see page 12);

 � new procedures still considered 
Investigational or experimental;

 � nutritional counseling after three visits for members 
diagnosed with a metabolic disease or eating disorder;

 � osteochondral Autograft Transfer 
System (OATS)/mosaicplasty;

 � out-of-state Inpatient care;

 � percutaneous radiofrequency ablation of liver;

 � plastic and Cosmetic procedures except 
breast reconstruction for patients with 
a diagnosis of breast cancer;

 � polysomnography (sleep studies) and 
multiple sleep lateral testing (MSLT);

 � Prescription Drugs (separate lists apply, please 
see Rx Center at www.bcbsvt.com);

 � prosthetics;

 � radiology services (examples include CT, MRI, MRA, 
MRS, PET, echocardiogram and nuclear cardiology);

 � Inpatient rehabilitation (Skilled Nursing 
Facility, Inpatient rehabilitation facility);

 � substance abuse treatment (see page 14);

 � certain surgical procedures including bariatric 
(obesity) Surgery, gastric electrical stimulation, 
percutaneous vertebroplasty, vertebral augmentation, 
temporomandibular joint manipulation/Surgery 
and anesthesia and tumor embolization;

 � transcutaneous electrical nerve stimulation 
(TENS) units/neuromuscular stimulators;

 � transplants (except kidney);

 � uvulopalatopharyngoplasty (UPPP)/somnoplasty.

Case Management Program
Our case management program is a voluntary 
program. It is available in certain circumstances. Your 
case manager will work with you, your family and 
your Provider to coordinate Medical Care for you. 

Your case manager will help you manage your benefits. 
He or she may also find programs, services and support 
systems that can help. To find out if you are eligible for 
the program, call (800) 922-8778 and choose option 1. 

Choosing a Network Provider
For some types of services, you must use a Network 
Provider. We choose Network Providers who we feel 
can provide the best care for our members. We do 
not reward Providers or staff for denying services. 
We do not encourage Providers to withhold care. 

Network Providers
The Vermont Health Plan has a network of Primary 
Care Physicians and specialists. Most, though not all, 
Network Providers are also Participating Providers.

You must use Network Providers unless you have Prior 
Approval from us. Also, Network Providers will:

 � secure Prior Approval for you;

 � bill us directly for your services, so you 
don’t have to submit a claim;

 � not ask for payment at the time of service 
(except for Deductible, Co-insurance 
or Co-payments you owe); and

 � accept our Allowed Amount as full payment 
(you do not have to pay the difference between 
their total charges and our Allowed Amount).

We have special Networks for some types of Providers. 
We do not Cover your care if you use one of the 
following Providers that is not a Network Provider:

 � certified nurse midwives or professional midwives;

 � Chiropractors;

 � medical equipment and supplies Providers;

 � nutritional counseling Providers (including 
registered dietitians, licensed nutritionists, 
certified diabetic educators, medical doctors 
(MDs), doctors of osteopathy (DOs), naturopathic 
physicians (ND’s) and nurse practitioners);

 � oral surgeons;

 � Pharmacies (if you have Prescription Drug Coverage);

 � Primary Care Physicians; 

 � routine vision care Providers (if your coverage 
includes routine vision Benefits); and 

 � Substance Abuse treatment Providers.

Although you receive services at a Network Facility, 
the individual Providers there may not be Network 
Providers. Please make every effort to check the 
status of all Providers prior to treatment. 
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If you are a new member and are seeing a Non-Network 
Provider, we may allow you to keep going to that 
Provider for up to 60 days after you join or until we 
find you a Network Provider. This can happen if:

 � you have a life-threatening illness;

 � you have an illness that is disabling or degenerative;

Women in their second or third trimester of pregnancy 
may continue to obtain care from their previous 
provider until the completion of postpartum care. 

We only allow this if your Non-Network Provider will 
take the Plan’s rates and follow the Plan’s standards. 
The Plan’s medical staff must decide that you qualify 
for the service. To find out, call customer service 
at the number on the back of your ID card.

If you want a list of our Network Providers or want 
information about one, please visit our website at 
www.bcbsvt.com and use the Find-a-Doctor tool. Use 
the Network drop-down menu and select The Vermont 
Health Plan (TVHP) to access a list of Participating 
Providers or call customer service at the number on 
the back of your ID card. We will send you a paper 
Provider directory if you wish. Both electronic and 
paper directories give you information on Provider 
qualifications, such as training and board certification.

You may change Providers whenever you wish. Follow 
the guidelines in this section when changing Providers.

How We Choose Providers
When we choose Network Providers, we check their 
backgrounds. We use standards of the National Committee 
on Quality Assurance (NCQA).  We choose Network 
Providers who can provide the best care for our members. 
We do not reward Providers or staff for denying services. 
We do not encourage Providers to withhold care. 

Please understand that our Network Providers are 
not employees of TVHP. They just contract with us. 

Primary Care Physicians
When you join this Plan, you must select a Primary 
Care Physician (PCP) from our Network of Primary Care 
Physicians (each family member may select a different 
PCP). You must receive services from your Primary Care 
Physician or another Network Provider to receive benefits. 
You have the right to designate any Primary Care Physician 
who is available to accept you or your family members. 
You may select a pediatrician for your child as well. 

Your coverage does not require you to get referrals 
from your Primary Care Physician, this includes when 
you use other providers. However, you must get Prior 

Approval for certain services. (See page 1) For 
instance, you must get Prior Approval for any services 
you receive from Providers outside our Network.

Access to Care
We require our Network Providers in the state 
of Vermont to provide care for you:

 � immediately when you have an 
Emergency Medical Condition;

 � within 24 hours when you need Urgent Services;

 � within two weeks when you need 
non-Emergency, non-Urgent Services;

 � within 90 days when you need Preventive care 
(including routine physical examinations);

 � within 30 days when you need routine 
laboratory, imaging, general optometry, 
and all other routine services.

If you live in the state of Vermont, you should find:

 � a Network Primary Care Physician (like a family 
practitioner, pediatrician or internist) within 
a 30-minute drive from your home;

 � routine, office-based mental health and/
or substance abuse care from a Network 
Provider within a 30-minute drive; and

 � a Network  pharmacy within a 60-minute drive.

You’ll find specialists for most common types of 
care within a 60-minute drive from your home. They 
include optometry, laboratory, imaging and Inpatient 
medical rehabilitation Providers, as well as intensive 
Outpatient, partial hospital, residential or Inpatient 
mental health and substance abuse services. 

You can find Network Providers for less common 
specialty care within a 90-minute drive. This includes 
kidney transplantation, major trauma treatment, 
neonatal intensive care and tertiary-level cardiac care.

Our Vermont Network Providers offer reasonable access 
for other complex specialty services including major burn 
care, organ transplants and specialty pediatric care. We 
may direct you to a “center of excellence” to ensure you 
get quality care for less common medical procedures.

Out-of-State Providers
If you need care out of state, you may save 
money by using Providers that are considered 
Participating Providers with their local Blue Plan.  
See the BlueCard section on page 6.1

1 Independent clinical laboratories, Durable Medical Equipment Suppliers 
and specialty pharmacies must contract directly with the Blue Plan in the 
state where the services were ordered, performed or delivered in order for 
you to receive Network Provider benefits.  To verify the participation status 
of a laboratory, durable medical equipment supplier or specialty pharmacy, 
please call customer service at the number on the back of your ID card.
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Out-of-Area Coverage for 
Students
This section describes benefits for students getting 
medical services outside the state of Vermont.

It does not apply to out-of-area benefits for Emergency 
Medical Services, mental health and substance abuse 
treatment or Prescription Drugs. We explain those 
out-of-area benefits in other parts of your contract. 
This section also does not apply to services rendered 
by Providers in The Vermont Health Plan’s Network, 
even if they are out of state. (We may contract directly 
with Providers in neighboring states, for example.)

You must get Prior Approval from us for the Covered 
services below (except emergency services). Please 
make every effort to ensure the Provider you 
use is a participating Provider with the local Blue 
Cross and Blue Shield Plan (See page 5.) 

Covered Services:
 � Urgent Services, including Urgent 
Services for Acute, minor illnesses;

 � ongoing care for which it is Medically Necessary for 
a local specialist to be familiar with the individual 
member’s condition (these conditions require visits 
and medication adjustments during the academic 
year and services cannot safely and effectively 
be provided during defined school breaks);2

 � Physical Therapy, Occupational Therapy and Speech 
Therapy services for injuries sustained at school or 
which must extend beyond school breaks; and

 � allergy injections.

Non-Covered Services:
 � elective procedures and surgeries that 
can safely, effectively and reasonably be 
performed by returning to Vermont;

 � preventive services, routine office visits 
and associated Diagnostic services;

 � routine immunizations; and

 � chiropractic care that can safely, effectively and 
reasonably be performed by returning to Vermont.

After-hours and Emergency Care
Emergency Medical Services
In an emergency, you need care right away. 
Please read our definition of an Emergency 
Medical Condition in Chapter Nine.

Emergencies might include:

 � broken bones;
2 These are conditions that are potentially life threatening or pose a 

threat to long-term health if not evaluated and treated on a regular 
basis throughout the year.  Examples include but are not limited to 
unstable asthma, diabetes and juvenile rheumatoid arthritis.

 � heart attack; or

 � choking.

You will receive care right away in an emergency.

If you have an emergency at home or away, call 9-1-1 or 
go to the nearest doctor or emergency room. You do 
not need approval for Emergency Care. If an out-of-area 
hospital admits you, call us as soon as reasonably possible.

If you receive Medically Necessary, Covered Emergency 
Medical Services from a Non-Network Provider, we will 
Cover your Emergency Care as if you had been treated 
by a Network Provider.  You must pay any cost sharing 
amounts required under your contract as if you received 
those services from a Network Provider.  These may 
include Deductibles, Co-insurance or Co-payments. If a 
Non-Network Provider requests any payment from you 
other than your cost sharing amounts, please contact us 
at the number on the back of your ID card, so that we can 
work directly with the Provider to resolve the request.

Care After Office Hours
In most non-emergency cases, call your doctor’s office 
when you need care—even after office hours. He or 
she (or a covering doctor) can help you 24 hours a 
day, seven days a week. Do you have questions about 
care after hours? Ask now before you have an urgent 
problem. Then keep your doctor’s phone number 
handy in case of late-night illnesses or injuries.

How We Determine Your Benefits
When we receive your claim, we determine:

 � If this contract Covers the medical 
services you received; and

 � your benefit amount.

In general, we pay our Allowed Amount (explained 
later in this section). We may subtract any:

 � benefits paid by Medicare;

 � Deductibles (explained below);

 � Co-payments (explained below);

 � Co-insurance (explained below);

 � amounts paid or due from other insurance carriers 
through coordination of benefits (see Chapter Five).

Your Deductible, Co-insurance and Co-payment 
amounts appear on your Outline of Coverage. We 
may limit benefits to the Plan Year maximums 
shown on your Outline of Coverage.

Payment Terms
Allowed Amount
The Allowed Amount is the amount we consider 
reasonable for a Covered service or supply.
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Note: 
 � Network Providers accept our Allowed Amount as 
full payment. You do not have to pay the difference 
between their total charges and our Allowed Amount.

 � If you use a Non-Network Provider, we pay our 
Allowed Amount and you must pay any balance 
between the Provider’s charge and what we pay.

Deductible
Your Deductible amounts are listed on your Outline of 
Coverage. You must meet your Deductibles each Plan Year 
before we make payment on certain services. We apply 
your Deductible to your Out-of-Pocket Limit for each Plan 
Year. You may have more than one Deductible. Deductibles 
can apply to certain services or certain Provider types. 
Please see your Outline of Coverage for details. 

When your family meets the family 
Deductible, no one in the family needs to pay 
Deductibles for the rest of the Plan Year. 

Co-payment
You must pay Co-payments to Providers for specific 
services shown on your Outline of Coverage. Your Provider 
may require payment at the time of the service. We may 
apply Co-payments toward your Out-of-Pocket-Limit. 
Check your Outline of Coverage for details on your plan.

You may have different Co-payments depending on the 
Provider you see. Check your Outline of Coverage for details.

Co-insurance
You must pay Co-insurance to Providers for specific 
services shown on your Outline of Coverage. We 
calculate the Co-insurance amount by multiplying 
the Co-insurance percentage by the Allowed Amount 
after you meet your Deductible (for services subject 
to a Deductible). We apply your Co-insurance toward 
your Out-of-Pocket Limit for each Plan Year.

Out-of-Pocket Limit
Your Outline of Coverage lists your Out-of-Pocket Limit 
if applicable. We apply your Deductible and your 
Co-insurance toward this limit. We may apply Co-
payments toward your Out-of-Pocket-Limit. Check 
your Outline of Coverage for details on your plan. After 
you meet your Out-of-Pocket Limit, you pay no Co-
insurance for the rest of that Plan Year.  You may still 
be responsible for any Co-payments when they apply.  
Please check your Outline of Coverage for details. 

When your family meets the family Out-of-Pocket 
Limit, all family members are considered to have met 
their individual Out-of-Pocket Limits. You may have 
separate Out-of-Pocket Limits for certain services.

Plan Year Benefit Maximums
Your Plan Year benefit maximums are listed on your 
Outline of Coverage or in this Certificate. After we 
have provided maximum benefits, you must pay 
all charges. Please contact your employer if you 
have questions about the content of the summary 
plan description associated with this Certificate.

Self-Pay Allowed by HIPAA
Federal law gives you the right to keep your Provider 
from telling us that you received a particular health 
care item or service. You must pay the Provider our 
Allowed Amount. The amount you pay your Provider 
will not count toward your Deductible, other cost 
sharing obligations or your Out-of-Pocket Limits.

Preventive Care
You do not pay Deductible, Co-payment or Co-
insurance for Preventive Care as defined in Chapter 
Nine. Such care is Covered at 100 percent of our Allowed 
Amount, with no Co-payment or Deductible. 

Out-of-Area Services 
We have a variety of relationships with other Blue Cross 
and/or Blue Shield Licensees referred to generally as 
“Inter-Plan Programs.”  Whenever you obtain health 
care services outside of the Vermont service area, the 
claims for these services may be processed through 
one of these Inter-Plan Programs, which include 
the BlueCard Program and may include negotiated 
National Account arrangements available between 
us and other Blue Cross and Blue Shield Licensees. 3 

Typically, when accessing care outside of the service 
area, you will obtain care from health care Providers that 
have a contractual agreement (i.e., are “participating 
Providers”) with the local Blue Cross and/or Blue 
Shield Licensee in that other geographic area (“Host 
Blue”). In some instances, you may obtain care from 
non-participating health care Providers. Our payment 
practices in both instances are described  below.

We cover only limited health care services received outside 
of The Vermont Health Plan’s (TVHP) participating Provider 
service area.  As used in this Certificate of Coverage 
Out-of-Area Covered health care services include: 

 � Urgent Services, including services 
for Acute, minor illnesses;

3 Independent clinical laboratories, Durable Medical Equipment Suppliers 
and specialty pharmacies must contract directly with the Blue Plan in the 
state where the services were ordered, performed or delivered in order for 
you to receive Network Provider benefits.  To verify the participation status 
of a laboratory, durable medical equipment supplier or specialty pharmacy, 
please call customer service at the number on the back of your ID card.
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 � ongoing care for which it is medically necessary for 
a local specialist to be familiar with the individual 
Participant’s condition (these conditions require visits 
and medication adjustments during the academic 
year and Services cannot safely and effectively 
be provided during defined school breaks);4

 � Physical Therapy, Occupational Therapy and Speech 
Therapy Services for injuries sustained at school or 
which must extend beyond school breaks; and

 � allergy injections obtained outside the geographic 
area The Vermont Health Plan serves.

Any other services will not be covered when processed 
through any Inter-Plan Program arrangements. 
These “other services” must be provided or 
authorized by your primary care physician (“PCP). 

BlueCard® Program
Under the BlueCard® Program, when you obtain 
Out-of-Area Covered health care services within 
the geographic area served by a Host Blue, we will 
remain responsible for fulfilling our contractual 
obligations.  However, the Host Blue is responsible for 
contracting with and generally handling all interactions 
with its participating health care Providers.

The BlueCard Program enables you to obtain Out-of-
Area Covered health care services from a health care 
provider participating with a Host Blue, where available. 
The participating health care Provider will automatically 
file a claim for the Out-of-Area Covered health care 
services provided to you, so there are no claim forms for 
you to fill out. You will be responsible for the member 
Co-payments amount as stated in your Plan Summary. 

Emergency Care Services:  If you experience a Medical 
Emergency while traveling outside of The Vermont Health 
Plan’s service area, go to the nearest Emergency Facility. 

Whenever you access Covered health care services outside 
our service area and the claim is processed through the 
BlueCard Program, the amount you pay for Covered 
health care services is calculated based on the lower of: 

 � The billed Covered charges for your Covered services; or

 � The negotiated price that the Host 
Blue makes available to us.

Often, this “negotiated price” will be a simple discount 
that reflects an actual price that the Host Blue pays to 
your health care Provider. Sometimes, it is an estimated 
price that takes into account special arrangements 
with your health care Provider or Provider group that 
may include types of settlements, incentive payments 
and/or other credits or charges. Occasionally, it may 
be an average price, based on a discount that results 
4 These are conditions that are potentially life threatening or pose a 

threat to long-term health if not evaluated and treated on a regular 
basis throughout the year.  Examples include but are not limited to 
unstable asthma, diabetes and juvenile rheumatoid arthritis.

in expected average savings for similar types of health 
care Providers after taking into account the same 
types of transactions as with an estimated price.   

Estimated pricing and average pricing, going forward, 
also take into account adjustments to correct for over- 
or underestimation of modifications of past pricing 
for the types of transaction modifications noted 
above.  However, such adjustments will not affect 
the price we use for your claim because they will not 
be applied retroactively to claims already paid.   

Laws in a small number of states may require the Host Blue 
to add a surcharge to your calculation. If any state laws 
mandate other liability calculation methods, including a 
surcharge, we would then calculate your liability for any 
Covered health care services according to applicable law.  

When Covered health care services are provided 
outside of our service area by non-participating health 
care Providers, the amount you pay for such services 
will generally be based on either the Host Blue’s non-
participating health care Provider local payment or the 
pricing arrangements required by applicable state law. 
In these situations, you may be liable for the difference 
between the amount that the non-participating health 
care Provider bills and the payment we will make for 
the Covered services as set forth in this paragraph.

In certain situations, we may use other payment bases, 
such as billed Covered charges, the payment we would 
make if the health care services had been obtained 
within our service area, or a special negotiated payment, 
as permitted under Inter-Plan Programs Policies, 
to determine the amount we will pay for services 
rendered by non-participating health care Providers. 
In these situations, you may be liable for the difference 
between the amount that the non-participating 
Provider bills and the payment we will make for the 
Covered services as set forth in this paragraph. 
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CHAPTER TWO

Covered Services
This chapter describes Covered services, guidelines 
and policy rules for obtaining benefits. Please see 
your Outline of Coverage for benefit maximums and 
payment terms such as Co-insurance and Deductibles.

Office Visits
When you receive care in an office setting, you must 
pay the amount listed on your Outline of Coverage. 
Please read this entire section carefully.  Some office 
visit benefits have special requirements or limits. We 
Cover Professional services in an office setting for:

 � examination, diagnosis and treatment 
of an injury or illness;

 � Preventive care including routine physical 
examinations, immunizations and Well-child Care;

 � injections;

 � diagnostic services, such as X-rays; 

 � Emergency Medical Services (See page 9);

 � nutritional counseling (See page 13); 

 � Surgery; and

 � therapy services (See page 15).

Exclusions
We do not Cover:

 � bulk immunizations (those provided to a group 
of people, such as employees in an office setting) 
or fluoride treatments performed in school;

 � hearing aids; and

 � immunizations that the law mandates 
an employer to provide.

General exclusions in Chapter Three also apply. 

Notes: 
 � We describe office visit benefits for mental health 
services, substance abuse treatment services, 
and chiropractic services elsewhere in this 
Chapter. Please see those sections for benefits. 

 � You must get Prior Approval for certain services 
in order to receive benefits. See page 1 for a 
description of the Prior Approval program. Visit 
our website or call customer service for the newest 
list of services that require Prior Approval.

Ambulance
We Cover Ambulance services as long as your condition 
meets our definition of an Emergency Medical Condition. 
Coverage for Emergency Medical services outside of 
the service area is the same as coverage within the 

service area.  If a Non-Network Provider bills you for the 
balance between the charges and what we pay, please 
notify us by calling our customer service team at the 
number on the back of your ID card. We will defend 
against and resolve any request or claim by a Non-
Network Provider of Emergency Medical Services.

We Cover transportation of the sick and injured:

 � to the nearest Facility from the scene of an 
accident or medical emergency; or

 � between Facilities or between a Facility 
and home (but not solely according to the 
patient’s or the Provider’s preference).

Limitations
 � You must get Prior Approval for non-
emergency (air or water) transport.

 � We Cover transportation only to the closest 
Facility that can provide services appropriate 
for the treatment of your condition.

 � We do not Cover Ambulance services 
when the patient can travel by private car, 
whether or not a car is available.

Autism Spectrum Disorder 
We Cover Medically Necessary services related to 
Autism Spectrum Disorder (ASD), which includes 
Asperger’s Syndrome, Rett Syndrome, Childhood 
Disintegrative Disorder (CDD) and Pervasive 
Developmental Disorder—Not Otherwise Specified 
(PDD-NOS) for members up to age 21.

You must get Prior Approval for services or 
your benefits will not be Covered. 

Please remember General Exclusions 
in Chapter Three also apply. 

Chiropractic Services
We Cover services by Network Chiropractors who are:

 � working within the scope of their licenses; and

 � treating you for a neuromusculoskeletal condition 
(that is, a condition of the bones, joints or muscles).

We Cover Acute and Supportive 
chiropractic care, including:

 � office visits, spinal and extraspinal 
manipulations and associated modalities;

 � home, hospital or nursing home visits; or 

 � Diagnostic services (e.g., labs and X-rays).

Requirements and conditions that apply to 
coverage for services by Providers other than 
Chiropractors also apply to this coverage.
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If you use more than 12 chiropractic visits in one 
Plan Year, you must get Prior Approval from us for 
any visits after the 12th. See page 1 for more 
information about the Prior Approval program.

Exclusions
We provide no chiropractic benefits for:

 � treatment after the 12th visit if you 
don’t get Prior Approval;

 � services by a Provider who is not in our Network;

 � services, including modalities, that do not require 
the constant attendance of a Chiropractor;

 � treatment of any “visceral condition,” 
that is a dysfunction of the abdominal or 
thoracic organs, or other condition that is 
not neuromusculoskeletal in nature;

 � acupuncture;

 � massage therapy;

 � care provided but not documented with clear, 
legible notes indicating the patient’s symptoms, 
physical findings, the chiropractor’s assessment, 
and treatment modalities used (billed);

 � low-level laser therapy, which is 
considered Investigational;

 � vertebral axial decompression 
(i.e. DRS System, DRX 9000, VAX-D Table, 
alpha spina system, lordex lumbar spine 
system, internal disc decompression (IDD)), 
which is considered Investigational;

 � supplies or Durable Medical Equipment;

 � treatment of a mental health condition;

 � prescription or administration of drugs;

 � obstetrical procedures including pre-
natal and post-natal care;

 � Custodial Care (see Definitions), as 
noted in General Exclusions;

 � Surgery; or 

 � any other procedure not listed as a 
Covered chiropractic service.

Please remember General Exclusions 
in Chapter Three also apply.

Cosmetic and Reconstructive 
Procedures
We exclude many types of Cosmetic procedures 
(see exclusions in Chapter Three). You must get 
Prior Approval for all of these services. Your benefits 
include Reconstructive procedures that are not 
plastic/Cosmetic. (Please see the definitions of 
Reconstructive and Cosmetic.) For example, we Cover:

 � Reconstruction of a breast after breast 
cancer Surgery and Reconstruction of the other 
breast to produce a symmetrical appearance; 

 � prostheses (which we Cover under Medical 
Equipment and Supplies on page 11); and 

 � treatment of physical complications 
resulting from breast Surgery.

Dental Services
In the event of an emergency, you must contact us as 
soon as possible afterward for approval of continued 
treatment. We Cover only the following dental services:

 � treatment for, or in connection with, an accidental 
injury to jaws, sound natural teeth, mouth or face, 
provided a continuous course of dental treatment 
begins within six months of the accident.5

 � Surgery to correct gross deformity resulting from major 
disease or Surgery (surgery must take place within six 
months of the onset of disease or within six months 
after Surgery, except as otherwise required by law).

You must get Prior Approval from us for the 
services listed on page 1, including dental 
services, or your care will not be Covered.

Exclusions
Unless expressly Covered in other parts of this 
contract or required by law, we do not Cover:

 � Surgical removal of teeth, including 
removal of wisdom teeth;

 � gingivectomy;

 � tooth implants;

 � care for periodontitis;

 � injury to teeth or gums as a result of chewing or biting;

 � pre- and post-operative dental care;

 � orthodontics (including orthodontics performed 
as an adjunct to orthognathic Surgery or in 
connection with an accidental injury); 

 � procedures designed primarily to prepare 
the mouth for dentures (including alveolar 
augmentation, bone grafting, frame implants 
and ramus mandibular stapling); or 

5 A sound, natural tooth is a tooth that is whole or 
properly restored (restoration with amalgams only); is without 
impairment, periodontal conditions, or other conditions; and is 
not in need of treatment provided for any reason other than ac-
cidental injury. A tooth previously restored with a crown, inlay, 
onlay or porcelain restoration, or treated by endodontics, is not 
a sound natural tooth.
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 � charges related to non-Covered dental procedures 
or anesthesia (for example, facility charges, except 
when Medically Necessary for children under age 7 
or members with disabilities or medical conditions 
that cannot receive care in an office setting).

General Exclusions in Chapter Three also apply.

Diabetes Services
We Cover treatment of diabetes. For example, we Cover 
syringes, insulin, nutritional counseling, Outpatient self-
management training and education for people with 
diabetes. We pay benefits subject to the same terms and 
conditions we use for other medical treatments. You 
must get nutritional counseling from one of the following 
Network Providers or we will not Cover your care:

 � medical doctor (M.D.);

 � doctor of osteopathy (D.O.);

 � registered dietitian (R.D.);

 � certified dietician (C.D.);

 � naturopathic doctor (N.D.);

 � advanced practice registered nurse (A.P.R.N.); or

 � certified diabetic educator (C.D.E.).

Diagnostic Tests
We Cover the following Diagnostic Tests to 
help find or treat a condition, including:

 � imaging (radiology, X-rays, ultrasound 
and nuclear imaging);

 � studies of the nature and cause of disease 
(laboratory and pathology tests);

 � medical procedures (ECG and EEG);

 � allergy testing (percutaneous, intracutaneous, 
patch and RAST testing); 

 � mammography; and

 � hearing tests by an audiologist only if 
your doctor suspects you have a disease 
condition (read General Exclusions).

You must get Prior Approval for special radiology 
procedures (including CT, MRI, MRA, MRS and PET 
scans) and polysomnography (sleep studies). See page 
1 for more information regarding Prior Approval.

Emergency Room Care
We Cover services you receive in the emergency room 
of a General Hospital. Coverage for Emergency Medical 
Services outside of the service area will be the same 
as for those within the service area.  If a Non-Network 
Provider bills you for a balance between the charges and 
what we pay, please notify us. Call our customer service 

team at the number on the back of your ID card. We will 
defend against and resolve any request or claim by a 
Non-Network Provider of Emergency Medical services.

Requirements
We provide benefits only if you require Emergency 
Medical services as defined in this Certificate.

Home Care
We Cover the Acute services of a Home Health 
Agency or Visiting Nurse Association that:

 � performs Medically Necessary skilled 
nursing procedures in the home;

 � trains your family or other caregivers to perform 
necessary procedures in the home; or

 � performs Physical, Occupational or Speech Therapy.

We also Cover:

 � services of a home health aide (for personal 
care only) when you are receiving skilled 
nursing or therapy services; 

 � other necessary services (except drugs and 
medications) furnished and billed by a Home 
Health Agency or Visiting Nurse Association; and

 � home infusion therapy.

For more information about therapy 
services, see page 15.

Private Duty Nursing
We Cover skilled nursing services by a private-duty nurse 
outside of a hospital, subject to these limitations:

 � We may limit benefits for private duty 
nursing. Check your Outline of Coverage.

 � We provide benefits only if you receive services 
from a registered or licensed practical nurse.

We do not Cover private duty nursing services provided 
at the same time as home health care nursing services.

Requirements
We Cover home care services only when your Physician:

 � approves a plan of treatment for a 
reasonable period of time;

 � includes the treatment plan in your medical record;

 � certifies that the services are not for Custodial Care; and

 � re-certifies the treatment plan every 60 days.

We do not Cover home care services if a member or 
a lay care-giver with the appropriate training can 
perform them. Also, we provide benefits only if the 
patient or a legally responsible individual consents 
in writing to the home care treatment plan.
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Limitations
We Cover home infusion therapy only if:

 � your Physician prescribes a home 
infusion therapy regimen;

 � you use services from a Network home 
infusion therapy Provider.

We provide no benefits for a Provider to 
administer therapy when the patient or an 
alternate caregiver can be trained to do so.

Exclusions
We provide no home care benefits for:

 � homemaker services;

 � drugs or medications except as noted above 
(while drugs and medications are not Covered 
under your home care benefits, we may Cover 
them under your Prescription Drug benefits 
if you have Prescription Drug coverage);

 � Custodial Care (see Definitions), as 
noted in General Exclusions;

 � food or home-delivered meals; and

 � private-duty nursing services provided at the 
same time as home health care nursing services.

General Exclusions in Chapter Three also apply.

Hospice Care
We Cover the following services provided by a 
Hospice Provider and included in its bill:

 � up to two skilled nursing visits per day;

 � up to 100 hours per month of home health aide 
services for personal care services only;

 � up to 100 hours per month of homemaker 
services for house cleaning, cooking, etc;

 � up to five days or 120 hours of continuous 
care services in your home;

 � up to 72 hours per month of Respite Care services;

 � up to six social service visits before the patient’s 
death and up to two bereavement visits following 
the patient’s death (for counseling and emotional 
support, assessment of social and emotional factors 
related to the patient’s condition, assistance in 
resolving problems, assessment of financial resources, 
and use of available community resources); and

 � other Medically Necessary services.

Requirements
We only provide benefits if:

 � a Physician certifies that the illness has a prognosis 
of six-months life expectancy or less;

 � the patient and the Physician consent 
to the Hospice care plan; and

 � a primary caregiver (family member 
or friend) will be in the home.

Hospital Care
The description of services below does not apply to 
Inpatient or Outpatient mental health and substance 
abuse treatment. The requirements for mental health 
benefits appear on page 12. Requirements for 
substance abuse treatment benefits appear on page 14.

Inpatient Hospital Services
We Cover Acute Care during an Inpatient 
stay in a General Hospital including:

 � room and board;

 � covered “ancillary” services, such as 
tests done in the hospital; and

 � supplies, including drugs given to you by the 
hospital or a Network Skilled Nursing Facility.

 � We Cover either the day of admission or the day 
of discharge, but not both. Certain Inpatient 
services require Prior Approval. Please see 
page 1 for a list of these services.

Inpatient Medical Services
We Cover services by a Physician or Professional 
Provider who sees you when you are an Inpatient 
in a hospital or Network Skilled Nursing Facility. In 
a General Hospital, these services may include:

 � Surgery (see below);

 � services of an assistant surgeon when necessary;

 � anesthesia services for Covered procedures;

 � intensive care; or

 � other specialty care when you need it.

Notes:
You must get Prior Approval for plastic/Cosmetic and 
Reconstructive procedures. We Cover sterilization 
procedures (vasectomy or tubal ligation) even 
though they are not Medically Necessary. 

We limit Surgery benefits as follows:

 � We make global payments for some Surgeries and 
other procedures. This means that our Allowed 
Amount for the Surgery includes payment for all office 
visits and other care that is related to the Surgery. 

 � Subject to Medical Necessity, we may limit the number 
of visits we Cover for one Provider in a given day.

 � If you have several Surgeries at the same time, we 
may not pay a full allowance for each one. If you 
have questions about the way we determine our 
Allowed Amount for Surgery, please call customer 
service at the number on the back of your ID card.
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 � We Cover services of a Network certified 
nurse midwife, a licensed midwife or a 
Physician for home delivery of a baby. 

 � We exclude many Cosmetic procedures (see 
General Exclusions in Chapter Three).

Maternity
Your hospital benefits Cover your Inpatient maternity 
stay. (See “Inpatient Hospital services” above for 
a description of your hospital benefits.) We also 
Cover the following care by a Physician or other 
Professional during a woman’s pregnancy:

 � pre-natal visits and other care;

 � delivery of a baby;

 � post-natal visits; and

 � well-baby care and an initial hospital visit 
for the baby while you are an Inpatient.

We Cover home delivery or delivery in a Facility 
when you use a Covered Provider. We Cover 
services by certified nurse midwives and licensed 
midwives only if they are Network Providers.

Our Allowed Amount for delivery of a baby includes 
all of the services listed above. This allowance 
is called a “global fee.” If you change Providers 
during your pregnancy, we will divide this fee. In 
addition to the services included in the global fee, 
we Cover care for complications of pregnancy.

We Cover newborns under this contract for up to 60 days 
after birth. (See Chapter Six for information on how to 
continue coverage for your newborn past this period.)

Better Beginnings® Maternity Wellness 
Program
The Better Beginnings program helps expectant 
mothers and their babies get the best care before 
and after the babies are born. If you join this program, 
we provide a selection of benefit options designed 
for your circumstances. Benefit options include: 

 � books and other educational tools;

 � reimbursement for classes; and 

 � vouchers for carseats.

Additional options are available. Call customer service 
at the number on the back of your ID card or visit 
www.bcbsvt.com for the available options. To join 
the program, please send in appropriate paperwork 
from the website. To get any benefits from Better 
Beginnings, you must actively participate. You get the 
most out of the Better Beginnings program when you 
contact us in the first three months of your pregnancy.

Note:
We may provide benefits through the Better 
Beginnings program for services that we do not 
generally cover. (These services are described in the 
packet you receive when you join Better Beginnings.) 
The fact that we provide special benefits in one 
instance does not obligate us to do so again.

Medical Equipment and Supplies
You must get Prior Approval for continuous passive 
motion (CPM) equipment, TENS units or Durable 
Medical Equipment including orthotics with a 
purchase price of $500 or more. We Cover Durable 
Medical Equipment you purchase from a Network 

 � medical doctor (M.D.); 

 � doctor of osteopathy (D.O.); 

 � therapist (physical or occupational); 

 � podiatrist (D.P.M); 

 � naturopathic Physician (N.D.); or 

 � Durable Medical Equipment supplier. 

We Cover the rental or purchase of Durable 
Medical Equipment (DME). We reserve the 
right to determine whether rental or purchase 
of the equipment is more appropriate. 

Supplies
We Cover medical supplies such as needles and 
syringes and other supplies for treatment of diabetes, 
dressings for cancer or burns, catheters, colostomy 
bags and related supplies and oxygen, including 
equipment Medically Necessary for its use.

Orthotics
You must get Prior Approval for orthotics with a 
purchase price of $500 or more. We Cover molded, 
rigid or semi-rigid support devices that restrict or 
eliminate motion of a weak or diseased body part.

Prosthetics
You must get Prior Approval for Prosthetics. We Cover 
the purchase, fitting, necessary adjustments, repairs 
and replacements of prosthetics. We Cover a device 
(and related supplies) only when the device is surgically 
implanted or worn as an anatomic supplement to replace:

 � all or part of an absent body organ 
(including contiguous tissue and hair);

 � hair loss due to chemotherapy or disease 
(excluding male pattern baldness);

 � the lens of an eye; or

 � all or part of the function of a permanently 
inoperative, absent or malfunctioning body part.
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The benefit Covers prosthetic devices that are 
attached to (or inserted into) prosthetic shoes, 
and which replace a missing body part.

We only Cover eyeglasses or contact lenses that 
replace the lens of an eye when the lens was not 
replaced at the time of Surgery. We Cover only:

 � one set of accompanying eyeglasses or contact 
lenses for the original prescription; and

 � one set for each new prescription.

Also, we Cover dental prostheses only if required:

 � to treat an accidental injury (except injury 
as a result of chewing or biting);

 � to correct gross deformity resulting 
from major disease or Surgery; 

 � to treat obstructive sleep apnea; or

 � to treat craniofacial disorders, including 
temporomandibular joint syndrome.

Exclusions
We provide no benefits for:

 � prosthetics or orthotics for which you have 
not received Prior Approval from us;

 � dental appliances or dental prosthetics, 
except as listed above; 

 � shoe insert orthotics, lifts, arch supports or 
special shoes not attached to a brace;

 � custom-fabricated or custom-molded knee braces 
(pre-fabricated, “off-the-shelf” braces are Covered);

 � duplicate medical equipment and 
supplies, orthotics and prosthetics; 

 � dynamic splinting, continuous passive motion 
equipment (unless you get Prior Approval) and 
programmable or variable motion or resistance devices;

 � replacement of medical equipment and supplies, 
orthotics and prosthetics that are lost or stolen;

 � any treatment, Durable Medical Equipment, 
supplies or accessories intended principally for 
participation in sports or recreational activities 
or for personal comfort or convenience; and

 � repair or replacement of dental appliances or 
dental prosthetics except as listed above.

General Exclusions in Chapter Three also apply.

Note:
To be sure your item meets our definition of Durable 
Medical Equipment, you may call customer service before 
purchasing or renting a Durable Medical Equipment item.

Mental Health Care
You must get Prior Approval for all non-Emergency:

 � psychological testing;

 � electroshock therapy; and

 � Inpatient, partial-Inpatient or Intensive 
Outpatient mental health services. 

This applies whether you use a Network or 
Non-Network mental health Provider. 

For all other Outpatient services, we Cover 10 Outpatient 
mental health visits each Plan Year without Prior Approval. 
If you require more than 10 sessions of these services, you 
must get Prior Approval beginning with the 11th session. 

You do not need Prior Approval for Emergency Medical 
Services. Coverage for Emergency Medical Services 
outside of the service area is the same as for those within 
the service area. Please contact Blue Cross and Blue Shield 
of Vermont at (800) 922-8778 if you have questions. 

If a Non-Network Provider bills you for a balance 
between the charges and what we pay, please notify 
us. Call our customer service team at the number 
on the back of your ID card. We will defend against 
and resolve any request or claim by a Non-Network 
Provider of Emergency Medical Services.

Call as soon as possible after the emergency 
to arrange follow-up care. 

Outpatient
We Cover Outpatient mental health services including: 

 � individual and Group Outpatient psychotherapy;

 � family and couples therapy;

 � Intensive Outpatient Programs;

 � partial hospital day treatment;

 � psychological testing when integral to treatment; and

 � psychotherapeutic programs directed toward 
improving compliance with prescribed 
medical treatment regimens for such chronic 
conditions as diabetes, hypertension, 
ischemic heart disease and emphysema.

Inpatient
We Cover Inpatient mental health services including:

 � hospitalization; and

 � short-term Residential Treatment Programs.

We Cover mental health services only if care is provided 
in the least restrictive setting Medically Necessary.

Exclusions
We provide no mental health benefits for:

 � services ordered by a court of law (unless 
we deem them Medically Necessary);

 � treatment without ongoing concurrent review 
to ensure that treatment is being provided 
in the least restrictive setting required;
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 � non-traditional, alternative therapies such as eye 
movement desensitization, Rubenfeld Synergy, 
energy polarity therapy and somatization therapy, 
that are not based on American Psychiatric 
and American Psychological Association 
acceptable techniques and theories;

 � services, including long-term residential 
programs, adventure-based activities, 
wilderness programs and residential programs, 
that focus on education, socialization or 
delinquency, as noted in General Exclusions;  

 � Custodial Care, including housing that is not 
integral to a Medically Necessary level of care or 
care solely to comply with a court order, to obtain 
shelter, to deter antisocial behavior, to deter 
runaway or truant behavior or to achieve family 
respite unless such care is Medically Necessary (see 
Definitions), as noted in General Exclusions; and

 � biofeedback, pain management, stress 
reduction classes and pastoral counseling.

Remember that the General Exclusions 
in Chapter Three also apply. 

Nutritional Counseling
There is no limit on the number of visits for nutritional 
counseling for treatment of diabetes. For all other 
nutritional counseling, we Cover up to three Outpatient 
nutritional counseling visits each Plan Year.

You must receive nutritional counseling 
from one of the following Network Providers 
or we will not provide benefits:

 � medical doctor (M.D.);

 � doctor of osteopathy (D.O.);

 � registered dietitian (R.D.);

 � certified dietician (C.D.);

 � naturopathic doctor (N.D.);

 � advanced practice registered nurse (A.P.R.N.); or

 � certified diabetic educator (C.D.E.).

You must get Prior Approval for certain services 
in order to receive benefits. Please see page 
1 for our Prior Approval program. 

Outpatient Hospital Care
We Cover services such as chemotherapy, 
Outpatient Surgery, diagnostic testing (like X-rays), 
or other Outpatient care in a General Hospital or 
ambulatory surgical center. Care may include:

 � facility services; 

 � professional services; and 

 � related supplies.

You must get Prior Approval for certain radiology 
procedures (including CT, MRI, MRA, MRS and PET 
scans) and polysomnography (sleep studies). For 
our Prior Approval list see page 1. For more 
information about therapy services, see page 15.

Outpatient Medical Services
We Cover care you receive from a Physician or Professional 
when you are not an Inpatient. These visits include:

 � surgery;

 � abortion services;

 � services of an assistant surgeon when necessary; and

 � anesthesia services for Covered procedures.

Limitations
We Cover only up to eight hours of neuropsychological 
testing per Plan Year. You can, however, request extended 
testing through our case management program.

We Cover an audiologist’s laboratory hearing test 
only if your Physician refers you to an audiologist 
when he or she finds or reasonably suspects 
a disease condition or injury of the ear.

Optometry Services
We Cover services by an optometrist only when 
he or she finds or reasonably suspects a disease 
condition of the eye and refers you to a Physician 
for treatment of that condition. We Cover your visit 
to an optometrist in the same way we Cover visits 
to Physicians performing Covered eye care.

We don’t Cover eyeglasses, contact lenses or 
any examination for the prescription, fitting or 
determination of need for eyeglasses or lenses for 
refractive purposes unless you need them to replace 
the lens of the eye and the lens was not replaced at 
the time of Surgery (see Prosthetics page 11).

If you need lenses to replace the lens of the eye, we 
will Cover only one pair of lenses per  prescription.

Rehabilitation/Habilitation
Rehabilitation or Habilitation services may require 
Prior Approval. Please check our list on page 18.

We Cover:

 � Inpatient treatment in a Network Physical 
Rehabilitation Facility for a medical 
condition requiring Acute Care;  

 � Outpatient cardiac or pulmonary rehabilitation 
for a condition requiring Acute Care; 
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 � Rehabilitative or Habilitative services 
Covered elsewhere in your Contract 
(e.g.; under Therapy Services). 

Limitations
We Cover up to three supervised exercise sessions 
per week, up to a total of 36 sessions for cardiac 
or pulmonary rehabilitation programs. 

For cardiac rehabilitation, we Cover an additional 36 
sessions for each new Acute Cardiac Event. You must 
use a Network cardiac rehabilitation Provider.

Requirements
The attending Physician must:

 � certify that services of a Physical Rehabilitation 
Facility are required and are the most appropriate 
level of care for the condition being treated; and

 � re-certify on a schedule based upon your clinical 
condition, but no less frequently than every 30 
days, that the services are Medically Necessary, 
and that you are making significant progress.

Exclusions
We do not Cover:

 � Custodial Care (see Definitions), as 
noted in General Exclusions; or

 � cognitive re-training or educational programs.

General Exclusions in Chapter Three also apply.

Skilled Nursing Facility
We Cover Inpatient services including:

 � room, board (including special diets) 
and general nursing care;

 � medication and drugs given to you by the Skilled 
Nursing Facility during a Covered stay; and

 � medical services included in the rates 
of a Skilled Nursing Facility.

Requirements
We provide benefits only if you:

 � request Prior Approval for Inpatient services;

 � receive Acute Care in the Skilled Nursing Facility; and

 � receive services from a Network Skilled Nursing Facility.

Exclusions
We do not Cover Skilled Nursing Facility care for:

 � Cognitive re-training

 � Custodial Care

Substance Abuse Services
You must get Prior Approval for all non-Emergency 
Inpatient, partial-Inpatient and Intensive Outpatient 
substance abuse services. This applies whether you use a 
Network or Out-of-Network substance abuse Provider. 

For all other Outpatient services, we Cover 10 
Outpatient substance abuse services visits each Plan 
Year without Prior Approval. If you require more 
than 10 sessions of these services, you must get 
Prior Approval beginning with the 11th session. 

We Cover the following Acute substance 
abuse treatment services:

 � detoxification;

 � intensive outpatient programs (IOP);

 � short term residential programs;

 � Outpatient rehabilitation (including services for 
the patient’s family when necessary); and

 � Inpatient rehabilitation.

Coverage for Emergency Medical Services outside 
the service area will be the same as for those within 
the service area.  If a Non-Network Provider bills you 
for a balance between the charges and what we pay, 
please notify us. Call our customer service team at the 
number on the back of your ID card. We will defend 
against and resolve any request or claim by a Non-
Network Provider of Emergency Medical Services.

Requirements
We Cover substance abuse treatment services only if you 
get Medically Necessary care in the least restrictive setting.

Please contact Blue Cross and Blue Shield of 
Vermont at (800) 922-8778 if you have questions.

Exclusions
We provide no substance abuse treatment benefits for:

 � services ordered by a court of law (unless 
we deem them Medically Necessary); 

 � non-traditional, alternative therapies such as eye 
movement desensitization, Rubenfeld Synergy, 
energy polarity therapy and somatization therapy, 
that are not based on American Psychiatric 
and American Psychological Association 
acceptable techniques and theories;

 � treatment without ongoing concurrent review 
to ensure that treatment is being provided 
in the least restrictive setting required;

 � services, including long-term residential programs, 
adventure-based activities, wilderness programs 
and residential programs, that focus on education, 
socialization, delinquency or Custodial Care (see 
Definitions), as noted in General Exclusions; and 
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 � Custodial Care, including housing that is not integral 
to a Medically Necessary level of care or care solely 
to comply with a court order, to obtain shelter, to 
deter runaway or truant behavior or to achieve family 
respite, unless such care is Medically Necessary (see 
Definitions), as noted in General Exclusions; and

 � biofeedback, pain management, stress 
reduction classes and pastoral counseling.

General Exclusions in Chapter Three also apply.

Therapy Services
We Cover physical therapy/medicine services provided by:

 � an eligible Network hospital, Skilled Nursing Facility 
or Home Health Agency/Visiting Nurse Association;

 � a licensed physical therapist (P.T.);

 � a medical doctor (M.D.), doctor of osteopathy 
(D.O.) or Network Chiropractor (D.C.) 
in an office or home setting; or

 � a Network athletic trainer (A.T.) in a clinical setting (an 
Outpatient orthopedic or sports medicine clinic that 
employs an M.D., D.O. or licensed physical therapist).

Therapy services could include the following:

 � radiation therapy;

 � chemotherapy;

 � dialysis treatment;

 � Physical Therapy/physical medicine;

 � Occupational Therapy; 

 � Speech Therapy; and

 � infusion therapy.

We Cover Occupational, Speech and 
Physical Therapy/medicine only:

 � for Physical Therapy/physical medicine services 
that require constant attendance of a licensed:
•	 physical therapist; 
•	 medical doctor (M.D.); 
•	 Network chiropractor (D.C.); 
•	 Network athletic trainer (A.T.); 
•	 podiatrist (D.P.M.); 
•	 nurse practitioner (N.P.);
•	 advanced practice registered nurse (A.P.R.N.); 
•	 doctor of naturopathy (D.N.); or 
•	 doctor of osteopathy (D.O.).

 � for up to 30 Outpatient sessions combined per 
Plan Year. (This limitation does not apply to 
mandated treatment for Autism Spectrum Disorder 
up to age 21 as defined by Vermont law)

Note:

We do not Cover group therapy, group exercise or Physical 
Therapy/medicine performed in a group setting.

Transplant Services
You must get Prior Approval for transplant services.

We reserve the right to review all requests 
for Prior Approval based on:

 � the patient’s medical condition;

 � the qualifications of the Physicians performing 
the transplant procedure; and

 � the qualifications of the Facility hosting 
the transplant procedure.

We pay benefits for the following 
services  related to transplants:

 � search for a donor;

 � surgical removal of an organ;

 � storage and transportation costs for the 
organ, partial organ or bone marrow; and

 � costs directly related to the solid organ or bone 
marrow donation, including costs resulting 
from complications of the donor’s Surgery.

We pay benefits for transplants as follows:

 � If we Cover both the recipient and the donor, each 
receives benefits under his or her own contract;

 � If we Cover the recipient, but not the donor, both 
receive benefits under the recipient’s contract (benefits 
available to the recipient will be paid first). The donor 
will only receive benefits for services that occur within 
120 days from the date of the donor’s Surgery;

 � No benefits are available if we Cover 
the donor, but not the recipient.

Time Period for Living Donor Benefits
If the Covered organ transplant procedure is not 
completed, we provide benefits only if the Covered 
organ transplant procedure was scheduled to 
occur within 24 hours of the donor’s Surgery.

Exclusions
We do not Cover the purchase price of any organ or bone 
marrow that is sold rather than donated. Please remember 
that General Exclusions in Chapter Three also apply.
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CHAPTER THREE

General Exclusions
We pay benefits only for Covered services described 
in your contract. This Certificate and any of your riders 
or endorsements may contain specific exclusions.

In addition to the specific exclusions listed elsewhere 
in this contract, the following general exclusions 
apply.  We do not Cover services and supplies that 
are not Medically Necessary.  Also, we do not Cover 
the following even if they are Medically Necessary:

1.  Services that a prior health plan must 
Cover as extended benefits.

2.  Services you would not legally have to pay if you 
did not have your contract or similar coverage.

3.  Services for which there is no charge.
4. Services paid directly or indirectly by a 

local, state or federal government agency, 
except as otherwise provided by law.

5.  Services you require because you committed 
or attempted to commit a felony or 
engaged in an illegal occupation.

6.  Services over the limitations or maximums 
set forth in your contract.

7.  Services or drugs that we determine are 
Investigational, mainly for research purposes or 
Experimental in nature.  To the extent required by 
law, however, we Cover routine costs for patients 
who participate in approved clinical trials.

8.  Services not provided in accordance with accepted 
Professional medical standards in the United States.

9.  Services beyond those needed to restore your ability 
to perform Activities of Daily Living (see Definitions) or 
to establish or re-establish the capability to perform 
occupational, hobby, sport or leisure activities.

10.  Acupuncture, acupressure or massage therapy; 
hypnotherapy, rolfing, homeopathic or naturopathic 
remedies. We Cover Medically Necessary 
Covered services when performed within the 
scope of a naturopathic Physician’s license.

11.  Electrical stimulation devices used externally. (This 
exclusion does not apply to bone growth stimulators, 
transcutaneous electrical nerve stimulation 
(TENS) devices or neuromuscular stimulators 
for which you have received Prior Approval.)

12.  Automatic ambulatory home blood 
pressure monitoring or equipment.

13.  Biofeedback or other forms of self-
care or self-help training.

14.  Bulk immunizations (those provided to a group 
of people, such as employees in an office setting) 
or fluoride treatments performed in school.

15.  Whole blood, blood components, costs associated 
with the storage of blood, testing of blood the 
patient donates for his or her own use (even if the 
blood is used), transfusion services for blood and 
blood components the patient donates for his or 
her own use in the absence of a Covered surgical 
procedure. (This exclusion does not apply to blood 
derivatives and transfusion services for whole 
blood, blood components and blood derivatives.)

16.  Care for which there is no therapeutic benefit or 
likelihood of improvement; Maintenance Care.

17.  Care, the duration of which is based upon a 
predetermined length of time rather than the 
condition of the patient, the results of treatment 
or the individual’s medical progress.

18.  (Routine) Circumcision.
19.  Clinical ecology, environmental medicine, 

Inpatient confinement for environmental 
change or similar treatment.

20.  Cognitive training or retraining and 
educational programs, including any program 
designed principally to improve academic 
performance, reading or writing skills.

21.  Communication devices and communication 
augmentation devices.  Computer technology 
or accessories and other equipment, supplies 
or treatment intended primarily to enhance 
occupational, recreational or vocational 
activities, hobbies or academic performance.

22.  Consultations, including telephone 
consultations, except when they occur between 
Providers and the Providers attach a written 
report to the patient’s medical record.

23.  Correction of near- or far-sighted conditions or 
aphakia (where the lens of the eye is missing 
either congenitally or accidentally or has been 
surgically removed, as with cataracts) by means 
of “laser Surgery,” or refractive keratoplasty 
procedures such as keratomileusis, keratophakia 
and radial keratotomy and all related services. 

24.  Cosmetic procedures and supplies that are not 
Reconstructive. Unless expressly Covered in other parts 
of this contract or required by law, we do not Cover:
•	  excision of excessive skin and subcutaneous tissue, 

and tightening (plication) of underlying structures 
(includes abdominoplasty, panniculectomy, 
correction of diastasis rectus, lipectomy and 
umbilical transposition) of the chest, abdomen, 
thigh, leg, hip, buttocks, arm, forearm, hand, neck 
(submental fatpad) and all other areas not specified;

•	 suction-assisted removal of fatty tissue 
(lipectomy) in the head, neck, trunk, 
upper extremity or lower extremity;

•	 breast lift (mastopexy) except when a 
necessary component of reconstruction of 
breasts following breast cancer surgery;
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•	 Surgery to improve the appearance 
of the ear (otoplasty);

•	 mastectomy for gynecomastia;
•	 blepharoplasty repair of brow ptosis,  repair 

of blepharoptosis, correction of lid retraction, 
reduction of overcorrection of lid ptosis; and

•	 Surgery to improve the appearance 
of the nose (rhinoplasty).
Note: This exclusion does not apply to (1) 
Surgery when such service is incidental to or 
follows Surgery resulting from trauma, infection 
or other diseases of the involved part; or (2) 
medically diagnosed congenital disease or birth 
abnormality of a Covered Dependent Child.

25.  Custodial Care, Rest Cures.
26.  Dental services and dental related oral Surgery, unless 

specifically provided by your contract; procedures 
designed primarily to prepare the mouth for dentures 
(including alveolar augmentation, bone grafting, 
frame implants and ramus mandibular stapling).

27. Treatment of developmental delays. (This 
exclusion does not apply to mandated 
treatment of Autism Spectrum Disorder up 
to age 21 as defined by Vermont law.)

28. Drugs and pharmaceuticals, except as required 
by law (unless you have a drug rider).

29. Eyeglasses or contact lenses for refractive purposes 
unless you need them to replace the lens of an eye 
(and the lens was not replaced at the time of Surgery). 

30. Education, educational evaluation or therapy, 
therapeutic boarding schools, services that should be 
Covered as part of an evaluation for, or inclusion in, 
a Child’s individualized education plan (IEP) or other 
educational program. (This exclusion does not apply 
to treatment of diabetes, such as medical nutrition 
therapy by approved participating Providers.)

31.  Foot care or supplies that are Palliative or Cosmetic 
in nature, including supportive devices and 
treatment for bunions (except capsular or bone 
Surgery), flat-foot conditions, subluxations of 
the foot, corns, callouses, toenails, fallen arches, 
weak feet, chronic foot strain and symptomatic 
complaints of the feet.  This exclusion does not apply 
to necessary foot care for treatment of diabetes.

32.  Hearing aids or examinations for the 
prescription or fitting of hearing aids.

33.  Home or automobile modifications or equipment like 
air conditioners, HEPA filters, humidifiers, stair glides, 
elevators, lifts, motorized scooters, furniture or “barrier-
free” construction, even if prescribed by a Provider.

34. Illnesses or injuries that are:
•	 a result of an act of war (declared or undeclared); or
•	 sustained in active military service

35. Infertility services, including:

•	 all medications for treatment of infertility, 
including but not limited to Clomid, Clomiphene, 
Serophene, Bravelle, Gonal-F, Follistim AQ, 
Novarel, Ovidrel, Pregnyl, Profasi and Repronex 
when used for treatment of infertility; and

•	 surgical, radiological, pathological or laboratory 
procedures leading to or in connection with 
artificial insemination (intravaginal, intracervical, 
and intrauterine insemination), in vitro fertilization, 
embryo transplantation and gamete intrafallopian 
transfer (GIFT), zygote intrafallopian transfer 
(ZIFT) and any variations of these procedures, 
including costs associated with collection, 
washing, preparation or storage of sperm for 
artificial insemination including donor fees, 
cryopreservation of donor sperm and eggs.
Note: This exclusion does not apply to the evaluation 
to determine if and why a couple is infertile.

36.  An Inpatient stay determined not Medically 
Necessary while you are waiting for a different 
level of care, such as Skilled Nursing Facility or 
home care, whether or not it is available to you.

37.  Treatment for willfully uncooperative 
or intractable patients.

38.  Institutional or Custodial Care for the 
physically or mentally handicapped.

39.  Mandated treatment, including court-
ordered treatment, unless such treatment is 
Medically Necessary, ordered by a Physician 
and Covered under your contract.

40.  Non-medical charges, such as:
•	 taxes;
•	 postage, shipping and handling charges;
•	 a penalty for failure to keep a scheduled visit; or
•	 fees for completion of a claim form.

41.  Nutritional counseling beyond three visits per Plan Year. 
This limit does not apply to the treatment of diabetes. 

42.  Nutritional formulae or supplements, except 
for “medical foods” prescribed for the Medically 
Necessary treatment of an inherited metabolic 
disease or prescription formulae and supplements 
administered through a feeding tube. 

43. Orthodontics, including orthodontics 
performed as adjunct to orthognathic Surgery 
or in connection with accidental injury. 

44.  Pain management programs. 
45.  Personal hygiene items.
46.  Personal service, comfort or convenience items.
47.  Photography services, photographic supplies 

or film development supplies or services (for 
example, external ocular photography or 
photography of moles to monitor changes).
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48.  Physical fitness equipment, braces and devices 
intended primarily for use with sports or 
physical activities other than Activities of Daily 
Living (e.g., knee braces for skiing, running 
or hiking); weight loss or exercise programs;  
health club or fitness center memberships.

49.  Pneumatic cervical traction devices.
50.  Specialized examinations, services or supplies required 

by your employer or for sports/recreational activities 
(e.g. driver certifications, pilot flight physicals, etc.).

51.  Support therapies, including pastoral counseling, 
assertiveness training, dream therapy, equine 
therapy, music or art therapy, recreational 
therapy, tobacco cessation therapy, stress 
management, wilderness programs, therapy camps, 
adventure therapy and bright light therapy. 

52.  Sterilization reversal (vasectomy reversal, 
vasovasostomy, vasovasorrhaphy, tubal 
ligation reversal, tubotubal anastomosis).

53.  “Store and forward telemedicine” or telemedicine 
not conducted at a Network facility.

54.  Travel (other than Ambulance transport), 
lodging and housing (when it is not integral 
to a Medically Necessary level of care, 
even if prescribed by a Provider).

55.  Treatment solely to establish or re-establish 
the capability to perform occupational, 
hobby, sport or leisure activities.

56.  Treatment of obesity, except surgical 
treatment when determined Medically 
Necessary through Prior Approval.

57.  Work-hardening programs and work-related 
illnesses or injuries (or those which you claim 
to be work-related, until otherwise finally 
adjudicated), provided such illnesses or injuries 
are Covered by workers’ compensation or should 
be so Covered. (This provision does not require an 
individual, such as a sole proprietor or an owner/
partner to maintain worker’s compensation if he 
or she does not legally need to be Covered.)

58. Services and supplies not specifically 
described as Covered.

Provider Exclusions
Also, your contract does not Cover services 
prescribed or provided by a:

•	  Provider that we do not approve for the 
given service or that is not defined in our 
“Definitions” section as a Provider.

•	  Professional who provides services as part of 
his or her education or training program.

•	  Member of your immediate family or yourself.
•	  Veterans Administration Facility treating 

a service-connected disability.
•	 Non-Network Provider if we require use 

of a Network Provider as a condition 
for coverage under your contract.
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CHAPTER FOUR

Claims
Remember, when you contact a Provider, you must:

 � tell your Provider that you have coverage with us; and

 � give information about all other 
health coverage you have.

Claim Submission
We must receive your claim within 12 months after you 
receive a service, or as soon thereafter as is reasonably 
possible. If you file a claim more than 12 months after 
you receive a service, we may not provide benefits.  
Your claim must include all information necessary 
for us to administer your benefits. This includes 
information relating to other coverage you have.

Network Providers will usually submit claims 
on your behalf if this is your primary coverage 
(see Chapter 5). When you use Out-of-Network 
Providers, you must file your own claims.

Release of Information
We may need records, verbal statements or other 
information to administer your benefits. By accepting 
your contract, you give us the right to obtain, 
from any source, any information we need. 

Our approval of your benefits depends on your 
giving us information, even if we provide benefits 
before you do. To avoid duplicate payments, we 
may inform other entities that provide benefits.

To discuss claims for a family member over 12 years of 
age with you, we may require a signed “Authorization 
to Release Information” from the Dependent.

Cooperation
You must fully cooperate with us to obtain benefits.  
We may require you to provide signed or recorded 
statements. You must answer all reasonable questions 
we ask. Otherwise, we may deny benefits.

Payment of Benefits
We pay Vermont Network Providers directly. We may 
pay out-of-state Network Providers directly. We usually 
pay you when you use Out-of-Network Providers. 
We may pay Out-of-Network Providers directly.

You may not assign your benefit rights to any other party, 
including Out-of-Network Providers. We may refuse 
to honor any benefit assignment presented to us.

For information on how we determine your 
benefit amount, see Chapter One. The fact 
that we provide benefits in one instance 
does not obligate us to do so again.

Payment in Error/Overpayments
If we provide more benefits than we should, we 
have the right to recover the overpayment. If we pay 
benefits to you incorrectly, we may require you to 
repay us. If so, we will notify you. You must cooperate 
with us during recovery.  We may reduce or withhold 
future benefits to recover incorrect payments.

Regardless of whether we seek recovery, a wrong 
payment on one occasion will not obligate us 
to provide benefits on another occasion.

How We Evaluate Technology  
Our Medical Policy committee (consisting of doctors 
and nurses and other health care Professionals) meets 
monthly to establish, review, update and revise medical 
policies.  Medical policies document whether a new or 
existing health care technology has been scientifically 
validated to improve health outcomes for specific  
illnesses, injuries or conditions. Outcomes could 
include length or quality of life or functional ability.  
We set medical policies solely on a scientific basis.

We do not Cover technology that is Investigational  or 
Experimental. To be Covered, a technology must:  

 � have final approval from the appropriate 
governmental regulatory bodies;

 � permit conclusions concerning its 
effect on health outcomes;

 � improve net health outcomes;

 � be as beneficial as any established alternatives; and

 � be attainable outside the Investigational settings.

We may seek additional sources of information 
and expertise about a new technology or 
application. We might use peer review or review 
by a medical advisory panel of local experts.

When You Have a Complaint
Customer Service Help with Complaints
Contact us at the number on the back of your ID card if 
you have a complaint. Please have your ID card handy 
when you call. Also, call if you need help understanding 
our decision to deny a service or coverage.  You can 
make a medical complaint if you have problems with 
the medical care or advice that you got from your 
doctor.  You may also make a non-medical complaint.  
Non-medical complaints might be about:
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 � BCBSVT services;

 � BCBSVT rules;

 � Waiting times for visits;

 � After-hours access to your doctor; or

 � The service at the doctor’s office.

If You Don’t Agree with Our Decision
For most types of claims, you are entitled to 
several levels of review of our decisions:

 � You may make an inquiry to customer service. 
This is usually the best first course of action.  Our 
customer service team can solve most problems.

 � Upon receiving our review of your inquiry, if you 
disagree with our judgment, you may file a first-level 
appeal. By accepting this contract, you agree to follow 
our appeals process before taking judicial action.

 � If you don’t agree with our decision after your 
first-level appeal, you may file a second-level 
appeal with us. This appeal is voluntary.

 � In some circumstances, you may request that 
the State of Vermont do an independent review 
of our decision. You do this by calling the 
State at (800) 964-1784 or (802) 828-2900.

 � Your plan may be subject to ERISA.  If so, you may 
have the right to bring legal action under ERISA. Ask 
your Group Benefits Manager if this applies to you.

Reviewers
A separate reviewer conducts each level of appeal 
above.  Our behavioral health manager handles 
first-level appeals for mental health and substance 
abuse claims.  BCBSVT handles second-level appeals 
for mental health and substance abuse claims.  

Timing of Reviews
If your review involves Emergency Medical Services 
or Urgent Services, we will conduct a review of your 
claim within 72 hours. If your situation is urgent, you 
may request an expedited review by phone. (All other 
requests should be in writing. Please include your 
phone number.)  When your file a request to extend 
care you are currently receiving that involves Urgent 
Concurrent services, we will conduct a review within 
24 hours if your request for an extension is received at 
least 24 hours prior to the expiration of the period of 
time or number of treatments we have approved. If we 
do not receive your request at least 24 hours prior to 
expiration of the services we have approved, it will be 
treated as a pre-service review and handled according 
to the timeframes that apply to pre-service review. 

For other appeals related to services not yet provided, we 
will notify you of our decision within 30 days of receiving 
your request.  For all other appeals, we will notify you of 
our decision within 60 days of receiving your request. 

When you file an appeal about a denial of benefits, 
you must do so within 180 calendar days of when 
you receive our denial. When you file a second-level 
appeal, you must do so within 90 calendar days of our 
decision. When requesting an independent review, 
you must do so within 120 days of our decision.

How to Request a Review
You or someone you name to act for you (your authorized 
representative) may request a review.  Your doctor may 
serve as your representative.  At any time, you can get help 
with filing your review from our customer service team.  
You can also get help from the Vermont Department of 
Financial Regulation at (800) 964-1784 or (802) 828-2900.

If your review is not for Emergency Medical Services or 
Urgent Services, you must request it in writing. Mail it to:

Blue Cross and Blue Shield of Vermont 
PO Box 186 
Montpelier, VT 05601-1086

If you are asking our customer service team to review, 
send your information to the attention of “Customer 
Service.”  If you are filing an appeal,  send it to the 
attention of “First Level Appeals” or “Voluntary 
Second Level of Appeals” as appropriate. 

If your review is an appeal about a mental health or 
substance abuse claim, please send a first-level appeal 
to the Blue Cross and Blue Shield of Vermont address 
listed above.  If you are filing an appeal,  send it to the 
attention of “Mental Health and Substance Abuse,  First 
Level Appeals” or “Mental Health and Substance Abuse 
Voluntary Second Level of Appeals” as appropriate. 

Information About Your Claim
If you ask for a review, you will receive instructions on 
how to supply relevant information. You may request 
copies of information about your claim (free of charge) by 
contacting us at the number on the back of your ID card.

After Our Decision
At any point during the review process, we may decide 
to overturn our decision. If so, we will provide coverage 
or payment for your health care item or service. If we 
deny your appeal and our decision is not overturned, 
you must pay for services we didn’t Cover.  You should 
discuss your payment arrangements with your provider.
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Other Resources to Help You
For questions about your rights, this notice, 
or for assistance, you can contact:

 � Employee Benefits Security Administration 
(866) 444-EBSA (3272)

 � State of Vermont’s Health Care Ombudsman 
(800) 917-7787 or (802) 863-2316

 � Vermont Department of Financial Regulation 
(800) 964-1784 or (802) 828-2900.

The Department of Financial Regulation’s Health 
Insurance Consumer Services unit can provide free help 
to you if you need general information about health 
insurance, have concerns about our activities, or are 
not satisfied with how we resolved your complaint. 

Health Care Ombudsman
The Vermont Office of Health Care Ombudsman’s 
telephone hotline service can provide you with 
free help if you have problems or questions 
about health care or health insurance.

BCBSVT has an Ombudsman to whom we refer 
members with complex issues regarding care or service.  
Our Ombudsman works as a liaison between the 
member and the plan reviewing and solving issues. 

In most cases, the professionals in our customer 
service call center can answer member questions 
and resolve most issues. It is the role of the member 
ombudsman to get involved in the process when 
unforeseen complications arise in the regular course 
of problem resolution and information gathering.

Call us at the number listed on the back of your ID card. 
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CHAPTER FIVE

Other Party Liability
This chapter gives us the right to prevent duplicate 
payments for a service that would exceed our Allowed 
Amount for the service. It applies, for instance, 
when a person Covered under your contract has 
other coverage. Remember, you must disclose 
information about all other coverage to us.

Coordination of Benefits
This chapter applies when another health plan or insurance 
policy provides benefits for some or all of the same 
expenses as we do through this contract. (For the purposes 
of this chapter, we’ll call the other party a “payer.”)

We may reduce your benefits so that the sum of 
the reduced benefits and all benefits payable for 
Covered services by the other payer does not exceed 
our Allowed Amount for Covered services.

We coordinate benefits based on coverage, not 
actual payment. Therefore, we treat the following 
benefits as “payment” from another payer:

 � any benefits that would be payable if you 
made a claim (even if you don’t); and/or

 � benefits in the form of services.

When two payers coordinate benefits, one becomes 
“primary” and one becomes “secondary.” The primary 
payer considers the claim first and makes its benefit 
determination. The secondary payer then makes payment 
based on any amount the primary payer did not Cover. 

We determine whether we are the “primary” or 
“secondary” payer according to guidelines of the 
National Association of Insurance Commissioners 
(NAIC). The guidelines say that, in general, if the 
other payer has no coordination of benefits provision 
or has a different provision than ours, that payer is 
primary. If the other payer uses the NAIC provisions, 
we determine who is primary as follows:

 � the payer covering a patient as an employee 
(subscriber) is primary to a payer who 
Covers him or her as a Dependent;

 � if a Child or Incapacitated Dependent is the 
patient, we use the NAIC “Birthday Rule,” which 
makes the coverage of the parent whose birthday 
is earlier in the calendar year (without regard 
to year of birth) the primary payer; and

 � when the above two rules don’t apply, the 
coverage with the earliest effective date is 
primary and the other is secondary.

Coordination of Benefits for Children of 
Divorced Parents
If two or more plans Cover a Dependent Child of 
divorced or separated parents, a court often decrees 
that one parent should be responsible for the health 
coverage of the Child. In that case, the Plan of the 
parent with that responsibility is primary. If no such 
decree exists, benefits are determined in this order:

 � the Plan of the parent with custody of the Child; then

 � the Plan of the Spouse/Party to a civil union or 
domestic partner of the parent with custody 
(if he or she Covers the Child); then

 � the Plan of the parent who does not have 
custody of the Child; and finally

 � the Plan of the Spouse/Party to a civil 
union or Domestic Partner of the parent 
who does not have custody.

If a court decrees that parents will share custody 
of the Child, without stating that one parent is 
responsible for health care expenses for the Child, 
we use the “Birthday Rule” described above.

In an Accident
If you have an accident and you are Covered for accident-
related expenses under any of the following types of 
coverage, the other payer is primary and we are secondary:

 � any kind of auto insurance;

 � homeowners insurance;

 � personal injury protection insurance;

 � financial responsibility insurance;

 � medical reimbursement insurance coverage 
that you did not purchase; or

 � any other property and liability insurance 
providing medical payment benefits.

Reimbursement
If another health plan provides benefits that we 
should have paid, we have the right to reimburse 
the other health plan directly. That payment 
satisfies our obligation under your contract.

Medicaid and Tricare
We will always be “primary” payer to Medicaid 
or Tricare (for military personnel, military 
retirees, and their Dependents). Tricare and 
Medicaid are always secondary payers.

Subrogation
If another person or organization caused or contributed 
to your illness or injuries, or is supposed to pay for 
your treatment (such as another carrier), then we have 
a right to collect back for benefits provided by this 
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contract. This is called our “right of subrogation.” In 
this section we will call the person or organization a 
“third party.” The third party might or might not be 
an insurer. Our right of subrogation means that:

 � If we pay benefits for your health care services and then 
you recover expenses for those services from a third 
party through a suit, settlement or other means, you 
must reimburse us. We will have a lien on your recovery 
from a third party up to the amount of benefits we paid.

 � You must reimburse us whether or not you have 
been “made whole” by the third party. We might 
reduce what you owe us to Cover a share of attorneys’ 
fees and other costs you incur in the process.

 � We reserve the right to bring a lawsuit in your 
name or in our name against a third party or 
parties to recover benefits we have advanced.  We 
may also settle our claim with a third party. 

 � This right of subrogation extends to any kind 
of auto, workers’ compensation, property or 
liability insurance providing medical benefits.

 � You must cooperate with us and furnish information 
and assistance that we require to enforce our rights.

 � You must take no action interfering with our 
rights and interests under your contract.

 � If you refuse to pay us or to cooperate with us, we 
may take legal action against you.  We may seek 
reimbursement from the funds you recovered from 
a third party, up to the amount of benefits we paid. 
If we do, you must also pay our attorney’s fees and 
collection expenses. We may reduce or withhold 
future benefits to recover what you owe us.

 � You agree that you will not settle your claim against 
a third party without first notifying us. In some cases, 
we will compromise the amount of our claim. 

Cooperation
You must fully cooperate with us to protect 
our rights to coordination, reimbursement 
or subrogation.  Cooperation Includes: 

 � providing us all information relevant to your claim 
or eligibility for benefits under this Certificate; 

 � providing any actions needed to assure 
we are able to obtain a full recovery of the 
costs of benefits we have provided;

 � obtaining our consent before providing any 
release from liability for medical expenses; and

 � not taking any action that would prejudice our rights 
to coordination, reimbursement or subrogation.

If you or any person Covered under this Certificate fails 
to cooperate, you will be responsible for all benefits we 
provide and any costs we incur in obtaining repayment.
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CHAPTER SIX

Membership
Remember, when you add or remove Dependents, 
your type of membership (individual, two-
person, or family) may change.

You may add or remove Dependents from your 
membership under the conditions noted in this chapter. 
To do this, contact your Group Benefits Manager. If 
you do not have coverage through your employer, 
please call customer service at the number on the 
back of your ID card. You can also visit our secure Web 
portal, the BCBSVT Member Resource Center, for 
information about your Plan and enrollment. 

You must Cover either all or none of your 
Dependents who are eligible under your contract, 
unless otherwise ordered by a court of law.

Adding Dependents
You may add a Dependent when any 
of the following events occurs.

Marriage/Civil Union
If we receive your request within 31 days after the date 
of marriage/civil union, your new type of membership 
begins the first day of the month following the date 
of marriage/civil union. If we receive your request 
more than 32 days after the date of your marriage/
civil union, your new membership begins the first 
day of the month after we receive your request.

If you fail to add your new Dependents within 
60 days, you must wait until an open enrollment 
date to do so. If you belong to a small Group (a 
Group of 50 or fewer employees), check with your 
Group Benefits Manager to see if your Group or 
association imposes an open enrollment period. 

Birth or Adoption
We Cover your Child for 60 days after:

 � birth;

 � legal placement for adoption (if it occurs 
prior to adoption finalization); or 

 � legal adoption (when placement occurs 
when the adoption finalizes).

We must receive your request for a membership 
change to continue benefits for the Child past 61 
days.  If we receive your request within the 60 days:

 � the Child’s effective date is retroactive to the date 
of birth, placement for adoption or adoption; and

 � the new type of membership begins the 
first day of the month following birth, 
placement for adoption or adoption.

If we receive your request within 60 days, the Child’s 
membership and the new type of membership begins 
the first day of the month after we receive your request.

If you fail to add your new Dependents within 
60 days, you must wait until an open enrollment 
date to do so. If you belong to a small Group (a 
Group of 50 or fewer employees), check with your 
Group Benefits Manager to see if your Group or 
association imposes an open enrollment period. 

Dependent’s Loss of Coverage
Any Dependents Covered under health coverage with 
another health plan are eligible for membership under 
your contract if the Dependent loses his or her Group 
health coverage or ends employment.  Within 31 days 
after loss of coverage, your Dependent may enroll on 
your current Plan, or you and your Dependents may 
change to any other Plan your employer offers. If you 
fail to add your Dependent within 31 days after loss of 
coverage, you must wait until an open enrollment date 
to do so if your employer has an open enrollment.

If you work for a Group of 50 employees of fewer, check 
with your Group Benefits Manager to see if your Group 
or association imposes an open enrollment period. 

Court-ordered Dependents
In the case of an order issued in compliance with Vermont’s 
Child medical support order law, the effective date will 
be three days after you mail the court order to us or when 
we receive the court order, whichever is sooner. If the 
court order specifies a different effective date, we will use 
that date.  We will calculate any additional subscription 
costs from the effective date of enrollment. Please 
remember your request for Dependent coverage under 
any court order must include proof of the court order.

Incapacitated Dependents
To continue coverage for an Incapacitated Dependent 
over age 26, we must receive the following:

 � an application form for Incapacitated Dependents 
(which you may get from our customer 
service team or on our website); and

 � Physician certification of the extent 
and nature of the handicap.

Our medical director must review this information 
and deem the Dependent Incapacitated as defined 
by law before we will provide coverage.
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We must receive the information within 31 days of the date 
the individual would lose coverage to avoid interrupting 
coverage.  If we receive the above information more than 
31 days after the date the individual would no longer 
be an eligible Dependent. Coverage will begin the first 
day of the month after we receive the information.

Removing Dependents
You must remove Dependents from your 
membership if any of the following events occurs:

 � a Dependent dies;

 � the subscriber and Spouse/Party to a civil 
union or Domestic Partner divorce;

 � a couples legal separation;

 � a Child turns 26; or

 � the Dependent is no longer Incapacitated. 

Dependents become ineligible for coverage at 
the end of the month after the event occurs.

Cancellation of Coverage
Cancellation of Coverage by You, by the 
Group or by Us
You or your Group may cancel this contract without 
cause at the end of any calendar month by giving 15 
days prior written notice.  BCBSVT may cancel this 
contract in accordance with state and federal law.

Upon contract cancellation, we refund your Group the 
amount of any unearned prepaid subscription rates we 
hold. Such payment constitutes a full and final discharge 
of all our obligations under this contract, unless otherwise 
required by law. We will continue to provide benefits for all 
Covered services received before the date of cancellation.

Default in Subscription Payment
We allow no more than a 10-day grace period for payment.

If we do not receive your payment on or 
before the end of the grace period.

 � We will mail you a cancellation notice.

 � This contract ends  after midnight on the 14th 
day after we send you a cancellation notice. 

We consider non-payment of your Plan a stop to service, 
and therefore, a cancellation of your Plan by you.

Benefits after Cancellation of 
Group Coverage
If you are entitled to benefits for a continuous total 
disability existing on the cancellation date, we provide 
Benefits for Covered services received in connection 
with your total disability until the earliest of:

 � the date your total disability ends;

 � 12 months from the date of cancellation; 

 � the date you become Covered for medical 
benefits under another health plan or policy 
without a Pre-existing Condition exclusion 
applicable to your total disability; or

 � the date you exhaust your benefit maximums. 

We will consider You to have a total disability if, because 
of an illness or injury, You are unable to engage in 
any employment or occupation for which You are 
or have become qualified by reason of education, 
training, or experience and You are not engaged in 
any employment or occupation for wage or profit.

A minor Dependent is considered to have a total 
disability only if, because of an illness or injury, he or 
she is unable to engage in activities that are normal 
for a person of the same age, gender and ability.

If your group coverage at termination covers your 
Dependents, any extension under this section 
applies only to the individual who has a continuous 
total disability at the time of termination.

We provide no benefits if your coverage was cancelled 
for non-payment of subscriber fees, fraud or material 
misrepresentation by you or your Dependent.

Note: Upon receipt of written request BCBSVT will suspend 
coverage in active service military members. We will 
repay any subscription rates paid by someone actively 
serving in the military according to the proportion owed. 

Fraud, Misrepresentation or 
Concealment of a Material Fact
If you obtain or attempt to obtain coverage or benefits 
through fraud, this contract is void. You will be 
permanently disenrolled and all of your family members 
Covered under this contract will be disenrolled for 
18 months.  If a family member committed the fraud, 
that person will be permanently disenrolled. If you 
are disenrolled due to fraud, we will not provide any 
extension of benefits after this contract is canceled.

Any falsehood on your application for coverage voids this 
contract if discovered within three years of the effective 
date.  After three years of enrollment, only fraudulent 
misstatements made on your application can be used 
to void this contract or as a basis to deny a claim.

If you or any family member commits fraud, we 
may use all remedies provided by law and in equity, 
including recovering from you any benefits provided, 
attorneys’ fees, costs of suits and interest. 
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Warning:  It is a crime punishable by fines and 
imprisonment under Vermont law to make 
a claim under this contract that contains 
lies or hides material information.

Contract Reinstatement
By law, we may reinstate a cancelled contract 
solely at our discretion and only on such 
terms and conditions as we decide.

Voidance and Modification
Unless your application or an exact copy of it is included 
or attached to your contract, no representation you 
make on your application for a contract will:

 � make this contract void; or

 � be used in any legal proceeding under your contract.

Only a Blue Cross and Blue Shield of Vermont 
officer can bind us legally by changing or 
waiving any provisions of your contract.

Medicare
Please note that this is not a Medicare supplement 
contract. We will not provide benefits under this 
contract if you are Medicare-eligible unless otherwise 
required or permitted by federal law. Contact your 
Group Benefits Manager to determine whether 
you can join a Medicare supplemental plan offered 
through your Group.  If you are eligible for Medicare, 
please review the Medicare Supplement Buyer’s Guide 
available from Blue Cross and Blue Shield of Vermont.

Our Pledge to You
Here at Blue Cross and Blue Shield of Vermont, we’re 
committed to creating superior member experiences 
and we’ll provide highly personalized service for 
each and every one of our interactions. We value and 
welcome your opinion about how we execute this 
pledge. We’ll learn from your feedback and use it to 
make meaningful progress and innovative changes.

Member Rights and 
Responsibilities
As a member, you have the right to:

 � Respect and Privacy. We take measures to keep 
your health information private and protect 
your healthcare records (privacy policy). 

 � Receive Information from us. We’ll supply you with 
information to help you understand our organization, 
your rights and responsibilities, as a member, your 
network of providers, the benefits available to you 
and how to use your benefits and services. You 
also have the right to access records we’ve used 
to make decisions about your healthcare benefits, 
its services, our practitioners and our providers. 

 � Receive Information from Your Providers. 
Your providers will supply you with 
information so that you can better understand 
your condition and plans for care.

 � Participate in Your Healthcare. You have 
the right to engage in a candid discussion of 
appropriate or medically necessary treatment 
options, regardless of the cost or your benefits.

 � Disagree. We welcome your complaints or appeals 
about our organization and the care we provide.

 � Recommend Changes. You have the right to 
suggest changes regarding our member rights 
and responsibilities policy. You can also provide 
feedback on our programs, including our quality 
improvement and care management programs.

As a member, you have the responsibility to:

 � Present your ID card each time you receive services 
and protect your ID card from improper use;

 � Keep your providers informed and understand that 
your doctors need your up-to-date health information 
to treat you effectively. Talk to your providers about 
your medical history and current health, and participate 
in developing treatment goals as much as possible;

 � Follow plan rules and instructions for care;

 � Treat your Providers and us with respect;

 � Pay all applicable Deductibles, Co-insurance 
amounts and Co-payments to your healthcare 
providers as outlined on your Outline of Coverage;

 � Notify us right away if there’s a change in 
your family size, address or phone number or 
any other change in your membership; and

 � If you have your healthcare benefits through an 
employer group, please report your membership 
changes directly to your benefits administrator.

Rules About Coverage for 
Domestic Partners
If your Group allows domestic partners to be Covered 
under your Plan, the following provisions apply.

Enrollment Eligibility
Domestic Partners (and their Dependents) 
are eligible to enroll during:

 � the subscriber or Group’s initial enrollment period;

 � the Group’s open enrollment; or
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 � within 31 days after a domestic partner loses 
coverage with his or her employer.

To enroll an eligible Domestic Partner, both the subscriber 
(employee) and the Domestic Partner must complete and 
sign a Statement of Domestic Partnership. You may obtain 
these forms from your Group Benefits Manager. A notary 
public must witness the  signature of this document. 
You need to provide the following documentation in 
support of the Statement of Domestic Partnership:

 � proof of common residence; and

 � proof of financial interdependence, e.g., joint 
bank accounts or credit cards, executed powers 
of attorney, listing of your Domestic Partner as 
a beneficiary on your insurance policy and/or 
designated signatures on safety deposit boxes.

Effective Date of Coverage
The effective date of coverage of an eligible Domestic 
Partner and any initially eligible Dependents 
of the Domestic Partner will be as follows:

When we replace your Group’s prior carrier, if the 
Group already had Domestic Partnership coverage 
and a partner qualified for coverage under the Group’s 
previous Domestic Partnership policy, coverage may 
begin on the Group’s effective date. If your Group is 
adding Domestic Partnership coverage for the first 
time, and a partner qualifies for coverage under the new 
Domestic Partnership policy, coverage may begin on 
the Group’s effective date if we receive a Statement of 
Domestic Partnership with the subscriber’s application.

When an existing Group obtains Domestic Partnership 
coverage for the first time, an eligible Domestic Partner’s 
coverage may begin the first of the month after we receive 
a Statement of Domestic Partnership and an application. 
We must receive this request within 30 days of when 
your Group obtains coverage for Domestic Partners.

When an employee is first hired, an eligible  Domestic 
Partner’s coverage may begin on the  subscriber’s 
effective date if we receive a Statement of Domestic 
Partnership with the subscriber’s  application.

In all other cases, an eligible Domestic 
Partner’s coverage may begin:

 � on an open enrollment date if we receive a Statement 
of Domestic Partnership and an application 
form before the open enrollment date; or

 � the first of the month following the open enroll-
ment date, if the Plan receives the Statement of 
Domestic Partnership and application during the 
month in which the open enrollment date occurs.

Other effective date provisions in your Certificate apply.

Continuation of Group Coverage
Domestic Partners and their Dependents do not meet 
the definition of qualified beneficiaries  under the 
Consolidated Omnibus Budget Reconciliation Act 
(COBRA). Check with your Group Benefits Manager to see 
if you are eligible for state continuation  coverage.
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Termination of Domestic Partnership
When two parties no longer meet requirements for 
Domestic Partnership status, the subscriber must 
complete and file a Termination of Domestic Partnership 
form within 30 days of the change in status. Forms 
are available from your Group Benefits Manager.

The subscriber must mail a copy of the termination notice 
to the Domestic Partner within 14 days of completing 
the notice. Termination will be effective on the first 
day of the month following our  receipt of the notice.

If a subscriber cancels coverage for a Domestic 
Partner, he or she may not include another 
Domestic Partner on the membership until 
nine months from the date of cancellation. 

Conversion Rights
If the subscriber becomes employed by another Group 
that does not have Domestic Partnership coverage 
or files a Termination, the Domestic Partner may 
convert to available direct-pay coverage in accordance 
with the Certificate in effect at the time. If both the 
subscriber and the Partner convert to direct-pay 
coverage, they must obtain  separate contracts.
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CHAPTER SEVEN

General Contract 
Provisions
Applicable Law
This contract is intended for sale and delivery 
in, and is subject to the laws of, the State of 
Vermont and the United States. We uphold its 
provision only to the extent allowable by law.

Entire Agreement
Your Contract is the entire agreement between you and 
us.  Your Contract governs your benefits. The following 
documents are included as part of your Contract: 

 � This Certificate of Coverage, which describes your 
benefits in detail and explains requirements, 
limitations and exclusions for Coverage. 

 � Your Outline of Coverage, which shows 
what you must pay Providers and which 
services require Prior Approval. 

 � Any riders or endorsements, which 
enhance or amend your Coverage. 

 � Your ID card. 

 � Your Group Enrollment Form (your application) 
and any supplemental applications that 
you submitted and we approved. 

We may only change this Contract in writing 
and with the approval of the Vermont 
Department of Financial Regulations (DFR).

Severability Clause
If any provisions of your contract are declared invalid 
or illegal for any reason, the remaining terms and 
provisions will remain in full force and effect.

Non-waiver of Our Rights
Occasionally, we may choose not to enforce certain 
terms or conditions of your contract. This does not 
mean we give up the right to enforce them later. 

Term of Contract
Coverage continues monthly until this contract 
is discontinued, canceled or voided.

Subscription Rate
We have different rates for single and multi-
person memberships. Your rate or rating formula 
is on file with and approved by DFR.

Subscription Rate Payments
The subscription rate must be paid in advance 
directly to us. We allow no more than a 10-
day grace period for payment.

Changes in the Subscription Rate
We may change rates only if we receive approval 
from DFR. We will notify your Group of any 
rate change in accordance with state law.

Subscriber Address
You must notify us of any change of address. Call 
customer service at the number listed on the back 
of your ID card, or mail your change of address to:

Blue Cross and Blue Shield of Vermont 
PO Box 186 
Montpelier, VT 05601-0186

You may also change your address by visiting our Member 
Resource Center on our website at www.bcbsvt.com.

We send all notices to the subscriber’s address on file. This 
represents our full responsibility to notify the subscriber, 
regardless of whether the subscriber receives the notice.

Third Party Beneficiaries
All members Covered under this contract (except the 
subscriber) are Third Party Beneficiaries to the contract.
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CHAPTER EIGHT

More Information About 
Your Contract
Your Contract is solely between you and us. We are an 
independent corporation operating under a controlled 
affiliate license with the Blue Cross and Blue Shield 
Association (BCBSA), an association of independent 
Blue Cross and Blue Shield Plans. BCBSA permits us to 
use the Blue Cross and Blue Shield Service Marks in 
the state of Vermont. We do not contract as the agent 
of BCBSA. You have not entered into your Contract 
based upon representations by any person other than 
us. No person, entity or organization other than us 
shall be held accountable or liable to you for any of our 
obligations to you created under your Contract. This 
paragraph will not create any additional obligations 
whatsoever on our part, other than those obligations 
created under other provisions of your Contract.”

Notice of Privacy Practices for 
Protected Health Information
This notice describes how medical information about 
you may be used and disclosed and how you can get 
access to this information. Please review it carefully.

Organizations Covered by this Notice
This notice applies to the privacy practices 
of the following organizations:

 � Blue Cross and Blue Shield of Vermont

 � The Vermont Health Plan

These organizations may share your protected 
health information as needed for treatment, 
payment and health care operations.

Our Commitment to Protecting Your Privacy
We take your right to privacy very seriously.  We have 
invested significant resources to protect your privacy and 
comply with federal and state laws.  We safeguard your 
information physically, electronically and procedurally. We 
require all of our employees, business associates, Providers 
and vendors to adhere to privacy policies and procedures.

Federal and state laws require us to maintain the privacy 
of your protected health information (PHI) and to provide 
this notice to you of our legal duties and privacy practices.  
PHI is information about you, including demographic 
data, that can reasonably be used to identify you and 
that relates to your past, present or future physical or 
mental health, the provision of health care to you or the 

payment for that care.  We may use PHI we receive or 
maintain, including PHI that you may have entered on our 
website’s Member Resource Center at www.bcbsvt.com.

This chapter describes our privacy practices, which 
include how we may use, disclose, collect, handle and 
protect your PHI.  The federal Health Insurance Portability 
and Accountability Act (HIPAA) Privacy Rule requires 
us to give you this notice of our privacy practices, 
our legal duties and your rights concerning PHI.

In some situations, Vermont law may provide you with 
greater privacy protections. In that situation, we will 
use or disclose your PHI according to Vermont law.

If you have any questions or want additional information 
about this notice or the policies and procedures 
described in this Notice, please contact us at the address, 
email or phone number provided in the Questions 
and Complaints section at the end of this chapter.

This notice of privacy practices became effective 
on September 1, 2013 and replaces the previous 
Notice of Privacy Practices, which became effective 
on September 1, 2012.   We are required to abide 
by the terms of the notice currently in effect.

We reserve the right to change the provisions of the 
notice and make the new provisions effective for all PHI 
that we maintain.  If we make a material change to this 
notice, we will mail a revised notice to the address that 
we have on record for the subscriber of your contract.

Our Uses and Disclosures of Your Protected 
Health Information
Without your written authorization, we will not use 
or disclose your PHI for any purpose other than those 
described in this notice.  We do not sell your PHI or disclose 
your PHI to anyone who may want to sell their products 
to you.  We will not use or disclose your PHI for marketing 
communications without your authorization, except 
where permitted by law.  We will not sell your PHI without 
your authorization, except where permitted by law.  We 
must have your written authorization to use and disclose 
your PHI, except for the following uses and disclosures:

Disclosures to You or Your 
Authorized Representative
We may disclose PHI to you.  See the section on Right 
to Access (Inspect and Copy) for more details.  We may 
also disclose your PHI to your authorized personal 
representative.  How much PHI we can share with a 
personal representative will depend on his or her legal 
authority.  If you would like to authorize someone to 
have access to some or all of your PHI, call customer 
service at the number listed on the back of your ID card.   
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Treatment
We may disclose your PHI without your permission, to 
a physician or other health care Provider to treat you.

Payment
We may use or disclose your PHI to obtain subscription 
fees or make payments. We may also disclose your PHI 
to fulfill our responsibilities for coverage and providing 
benefits under your subscriber contract. For example, we 
may use your PHI to pay claims from Physicians, hospitals 
and other health care providers for services delivered 
to you that are covered by your subscriber contract, to 
determine your eligibility for benefits, to determine the 
medical necessity of care delivered to you, to obtain 
premiums for your health coverage, to issue Explanations 
of Benefits to the subscriber of the contract under 
which you are enrolled, and for similar payment related 
purposes.  We may disclose or share your PHI with other 
health care programs or insurance carriers to coordinate 
benefits if you or your Dependents have Medicare, 
Medicaid or any other form of health care coverage.

Health Care Operations
We may use or disclose your PHI for our health care 
operations.  Health care operations include: 

 � quality assessment, wellness and 
improvement activities; 

 � reviewing Provider performance; 

 � reviewing and evaluating health plan performance;

 � preventing, detecting and investigating 
fraud, waste and abuse; 

 � coordinating case and disease management activities; 

 � certification, licensing or credentialing; and 

 � performing business management and other general 
administrative activities related to our business 
management, planning and development, including 
de-identifying PHI, and creating limited data sets for 
health care operations and public health activities. 

We may disclose your PHI to another health plan or 
Provider, consistent with applicable law, as long as the 
health plan or Provider has or had a relationship with 
you and the PHI is for that plan’s or Provider’s health 
care quality assessment and improvement activities, 
competence and qualification evaluation and review 
activities, or fraud and abuse detection and prevention.

Appointment/Service Reminders
We may contact you to remind you to obtain 
preventive health services or to inform you of 
treatment alternatives and/or health-related benefits 
and services that may be of interest to you.

Business Associates and other Covered Entities
We contract with individuals, other covered entities and 
business associates to perform various functions on 
our behalf or to provide certain types of services for us. 
To perform these functions or to provide the services, 
business associates may receive, create, maintain, use 
or disclose your PHI. We require business associates and 
others to agree in writing to contract terms designed 
to safeguard your information. For example, we may 
disclose your PHI to business associates to conduct 
utilization review activities, to provide member 
service support or to administer pharmacy claims.

Required by Law
We must disclose your PHI when we are required 
to do so by law. For example, we may disclose your 
PHI to comply with court or administrative orders, 
subpoenas, national security laws or workers’ 
compensation laws.  We may disclose limited information 
to law enforcement officials with regard to:

 � crime victims; 

 � crimes on our premises; 

 � crime reporting in emergencies; and 

 � identifying or locating suspects or other persons.

We will disclose your PHI to the Secretary of the 
U.S. Department of Health and Human services 
and state regulatory authorities when required 
to do so by law.  When we are mandated by law 
to disclose your PHI, additional legal protections 
may exist and we abide by those protections.

Victims of Abuse, Neglect or Domestic Violence
We may disclose your PHI to a government authority 
authorized by law to receive such information if we 
reasonably believe you to be a victim of abuse, neglect 
or domestic violence.  In the event of such disclosure, 
you would be notified, unless such notification is 
reasonably believed to put you at risk of serious harm.

Public Health or Safety
We may use or disclose your PHI to a public health 
authority that is authorized by law to collect or receive 
such information. For example, we may use or disclose 
information for the purpose of preventing or controlling 
disease, injury or disability. In addition, we may disclose 
such information to a public health authority authorized to 
receive reports of child abuse or neglect. We may disclose 
your PHI to the extent necessary to avert a serious and 
imminent threat to your health or safety or to that of the 
public.  If directed by a public health authority to do so, 
we also may disclose PHI to a foreign government agency 
that is collaborating with that public health authority. 
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Health Oversight Activities
We may disclose your PHI to a health oversight 
agency for activities authorized by law, such as: 

 � audits; 

 � investigations; 

 � inspections; 

 � licensure or disciplinary actions; 

 � civil, administrative or criminal 
investigations, proceedings or actions; 

 � Oversight agencies seeking this information 
include government agencies that oversee: 
•	 the health care system; 
•	 government benefit programs; 
•	 other government regulatory programs; 
•	 health insurance carriers; and
•	 compliance with civil rights laws.

Research, Death or Organ Donation
We may disclose your PHI for research when an 
institutional review board or privacy board has:

 � reviewed the research proposal and established 
protocols to ensure the privacy of the information; and 

 � approved the research. 

We may disclose the PHI of a deceased person to 
the medical examiner if authorized by law.  We may 
disclose the PHI of a deceased person to an organ 
procurement organization for certain purposes.

Your Group Health Plan or Plan 
Sponsor (If Applicable)
Plan sponsors are employers or other organizations 
that sponsor group health plans.  We may disclose PHI 
to the plan sponsor of your group health plan.  We may 
disclose your PHI to your group’s plan sponsor to allow the 
performance of plan administration functions.  We may 
disclose summary health information to your employer 
to use to obtain premium bids for health insurance 
coverage or to modify, amend or cancel its group health 
plan.  Summary health information is information that 
summarizes claims history, claims expenses or types of 
claims experience for individuals that participate in the 
health plan.  In order to receive PHI, your employer must 
comply with the HIPAA Privacy Rule.  Your employer is 
not permitted to use your PHI for any purpose other than 
administration of your health benefit plan, including 
employment decisions.  See your employer’s health 
benefit plan documents for more information.

Others Involved in Your Health Care
Using our best judgment, we may make your PHI known 
to a family member, other relative, close personal friend 
or any other person identified by you if such PHI is directly 
relevant to that person’s involvement with your care or 

payment for your care.  We may also disclose your PHI to 
notify or assist in the notification of your location, general 
condition or death.  If we disclose for these purposes, we 
will give you the opportunity to object to the disclosure, 
unless we determine, in the exercise of our professional 
judgment, you do not object or cannot object to the 
disclosure due to an emergency or incapacity. We also 
may disclose your information to an entity assisting 
in a disaster relief effort so that your family can be 
notified about your condition, status and location.

Your Rights
Right to Access (Inspect or Copy)
Upon your request, in accordance with the HIPAA Privacy 
Regulations, you have the right to examine and to receive 
a copy of your PHI in our possession.  If requested, this may 
include an electronic copy in certain circumstances.  Your 
request must be in writing, on our designated form.  We 
will provide the information no later than 30 days after 
receiving your request, unless we maintain the information 
off site, in which case it may take up to 60 days for us to 
comply with your request.  If necessary, we may request 
an extension to provide you with your information.  If we 
deny your request, you may request that the denial be 
reviewed.  Under certain limited conditions, our denial 
may not be reviewable.  In the event you are entitled to a 
review, a licensed health care professional not involved 
in the original denial decision will review our denial.  If 
you request a copy of the information, we reserve the 
right to charge a fee for the costs of copying, mailing or 
other supplies associated with your request. We will notify 
you of the cost involved before you incur any costs. 

We will disclose your PHI to an individual who has been 
designated as your personal representative and who 
has qualified for such designation in accordance with 
relevant state law and the HIPAA Privacy Regulations. 
Before we will disclose PHI to such a person, you should 
sign and submit our Authorization to Release Information 
form.  We may be able to honor a power of attorney 
or other legally enforceable document granting your 
personal representative access to your PHI.  We may 
not be able to honor such a document, however, if it is 
not compliant with the HIPAA Privacy Regulations or 
is otherwise legally unenforceable.  If you grant such 
authorization, you may revoke it in writing at any time. 
Your revocation will not affect any use or disclosure 
permitted by your authorization while it was in effect.  
For more information about how best to ensure access to 
your PHI consistent with your wishes, please call customer 
service at the number listed on the back of your ID card.
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Right to Amend
You have the right to request that we amend your PHI 
in our possession.  If you believe that your PHI created 
by us is incorrect or incomplete, you may request 
that we amend your information. Your must submit 
your request in writing at the address provided in the 
Questions and Complaints section. Your request should 
include the reason(s) the amendment is necessary and 
what specifically you want amended. Requests sent to 
persons, offices or addresses other than the one indicated 
in this section could delay processing your request. 

It is important to note that we cannot usually amend 
PHI created by another entity, such as your Physician.  
If we deny your request for amendment, you have 
the right to file a statement of disagreement with us. 
We will link your statement of disagreement with the 
disputed information and all future disclosures of the 
disputed information will include your statement. If we 
approve your request for amendment, we will make 
reasonable efforts to inform others, including people 
you have authorized, of the amendment and to include 
the changes in future disclosures of that information.

Right to a Disclosure Accounting
You have the right to a list of instances in which we 
disclose your PHI in the last six years for purposes other 
than treatment, payment or health care operations, as 
authorized by you or for certain other activities.  Most 
disclosures of your PHI will be for purposes of payment or 
health care operations or made with your authorization.  

You must submit to us in writing your request for an 
accounting at the address listed in the in the “Questions 
and Complaints” section.  You have the right to receive 
one accounting every 12 months. For additional 
requests, we reserve the right to charge you a fee to 
cover the costs of providing the list. We will notify you 
of the cost involved before any costs are incurred. We 
will provide your accounting within 60 days, unless we 
notify you in writing that we need a 30-day extension.

Right to Request Confidential 
Communications
We communicate decisions related to payment and 
benefits, which may include PHI, to the subscriber’s 
address.  Individual members who believe that this 
practice might endanger them may request that we 
communicate with them using a reasonable alternative 
means or location. All requests must be in writing 
using our designated form.  All requests must clearly 
state that failure to honor the request could endanger 
your physical safety.  Your request must provide the 
alternative means of communication and/or location 
for communicating your PHI.  To receive additional 

information about this right and to get the appropriate 
request form, please call customer service at the 
phone number listed on the back of your ID card.  

Right to Request a Restriction
You have the right to request that we restrict our use 
or disclosure of your PHI.  We are not required to agree 
to a restriction you request. If we do agree to the 
restriction, we will comply with our agreement, except 
in a medical emergency or as required or authorized 
by law. You must submit a request for a restriction to us 
in writing to the Privacy Officer at the address listed in 
the Questions and Complaints section of this chapter.

Breach Notification
In the event of a breach of your unsecured PHI, we will 
provide you notification of such breach as required 
by law or where we otherwise deem appropriate.

Non-public Personal Financial 
Information
We closely guard all of the personal information we collect 
about our members. State and federal laws require that we 
tell you how we protect private information. This particular 
section deals with how we treat “financial information.” 
We do not maintain a lot of financial information about our 
members, but the fact that you are a member of one of our 
health plans, is, in itself, considered “financial information.”

Information we collect and maintain: We collect 
non-public personal financial information about your 
from applications or other forms and transactions 
with us, our affiliates or other organizations.

How we protect information: Except as explained 
below, the only people who see your non-public 
personal financial information are our employees 
who need to use the information to provide you 
with coverage. We maintain physical, electronic and 
procedural safeguards that meet the applicable legal 
requirements to make sure no one else has access to your 
non-public personal financial information. We keep this 
information private even after your coverage ends.

Information we disclose: We may disclose non-
public personal financial information about you to 
our “affiliates.” Our affiliates include financial service 
providers, such as other carriers, and non-financial 
companies, such as third party administrators. The law 
also allows us to disclose your non-public personal 
financial information in certain circumstances without 
providing notice to you and without your authorization. 
We reserve the right to make those legally permitted 
disclosures including, but not limited to, the disclosure 
of your non-public personal financial information 
to our affiliates and other parties in order to:
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 � process claims; 

 � coordinate benefits; and 

 � accomplish other tasks related to 
providing you with our services.

No other disclosures to non-affiliated third 
parties: We otherwise will not disclose non-public 
personal financial information about our customers 
or former customers to non-affiliated third parties 
except as permitted or required by law.

Please share this important information 
with other members of your household who 
have coverage under your contract.

Questions and Complaints
If you have questions about this chapter or protecting 
your privacy, please call customer service at the 
phone number listed on the back of your ID card.

If you are concerned that we may have violated your 
privacy rights or otherwise not complied with this notice 
and the HIPAA Privacy Regulations, please contact us at: 

Mail: Privacy Officer
Blue Cross and Blue Shield of Vermont
PO Box 186
Montpelier, VT 05601 

Telephone: (802) 371-3394 
Fax: (802) 229-0511 
Email: privacyofficer@bcbsvt.com

You may also file a complaint with the Office for Civil 
Rights at the U. S. Department of Health and Human 
Services.  You may submit a written complaint to:  

Office for Civil Rights of the United States 
Department of Health and Human services
Government Center
J.F. Kennedy Federal Building, Room 1875
Boston, MA 02203.  

We support your right to the privacy of your PHI. 
We will not retaliate in any way if you choose 
to file a complaint with us or with the U.S. 
Department of Health and Human services.

Newborns’ and Mothers’ Health 
Protection Act
Health Plans generally may not restrict benefits for any 
hospital length of stay in connection with childbirth 
for the mother or newborn Child to less than 48 hours 
following a vaginal delivery, or less than 96 hours 
following a delivery by cesarean section. However, the 
Plan or issuer may pay for a shorter stay if the attending 
Provider 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, you may be 
required to obtain Prior Approval or pre-certification. 
For information on such requirements of your contract, 
please read your contract documents (Certificate, 
Outline of Coverage, endorsements or riders).

If you have any questions regarding your rights under 
this Act, please contact our customer service team 
at the phone number on the back of your ID card.

Women’s Health and Cancer 
Rights Act of 1998
Federal law requires us to notify you of our  benefits 
for Reconstructive Surgery following  mastectomy.

The Women’s Health and Cancer Rights Act of 1998 
requires that we Cover reconstruction of the breast 
on which a mastectomy has been performed and/
or the other breast (to produce a symmetrical 
appearance). We also Cover prostheses and treatment 
of physical complications at all stages of mastectomy, 
including lymphedemas, as required by the Act.

Benefits for the above services are subject to all 
terms and conditions of your contract. For example, 
they require the same Coinsurance, Co-payments 
and Deductibles as the rest of your coverage.

If you have any questions about your rights under 
this Act, please contact our customer service team 
at the number on the back of your ID card.

Our Quality 
Improvement Program
Our quality improvement (QI) program seeks 
to improve our service to you. It can also 
improve the care you get. Through QI, we:

 � make sure you can get the care you need;

 � look at the quality of care you get from Providers; and

 � work with BCBSVT staff and Providers 
to fix any problems we find.

QI studies and projects focus on:

 � promoting well-care and early treatment;

 � making sure all of our Providers 
give the same good care;
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 � finding and keeping the best Providers in our Networks;

 � helping members live with chronic 
diseases like asthma or diabetes;

 � protecting members; and

 � telling them about the Plan.

Many of our QI projects involve member input. From 
time to time we will ask you to complete surveys to help 
us serve you better. We use your answers to surveys to 
improve our policies. We also use the complaints you 
make. We listen to you so we can make the Plan better.

We also have quality committees with member 
representatives. If you would like to be on our member 
quality committee or participate in one of our QI projects, 
please call our customer service team at the number on the 
back of your ID card. Also call if you would like to suggest 
a change in one of our policies. We keep track of these 
suggestions. We look at them when writing new policies.

Information About Your 
Health Plan
We will provide you with any information about your 
health Plan, except if we can’t by law. Call customer 
service at the number on the back of your ID card.

Here are examples of information you may want:

 � a copy of BCBSVT’s quality improvement program;

 � facts about how we choose Providers;

 � our Health Plan Employer Data and 
Information Set (HEDIS);

 � results (showing how we did in providing a list 
of Preventive services like pap smears);

 � standards we use to choose Providers in 
our Network and medical review staff;

 � standards we use to review the quality of care;

 � a summary of the guidelines we use 
to make medical decisions;

 � listings of our Providers (Specialists, 
primary care and others);

 � a list of mental health and substance 
abuse Providers; and

 � advice on how to get a copy of your medical records.

Participating in Our Policy Making
If you would like to participate in the development 
of our organizational policies, please call our 
customer service department and a representative 
will help you initiate the process. You can find 
the number on the back of your ID card.
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CHAPTER NINE

Definitions
Activities of Daily Living:  includes eating, toileting, 
transferring, bathing, dressing and mobility.

Acute (Care):  (treatment of) an illness, injury or condition, 
marked by a sudden onset or abrupt change of your 
health status that requires prompt medical attention. 
Acute Care may range from Outpatient evaluation and 
treatment to intensive Inpatient care. Acute Care is 
intended to produce measurable improvement, to arrest, 
if possible, natural deterioration from illness or injury or 
to obtain Rehabilitative potential within a reasonable 
and medically predictable period of time. Acute Care 
should be provided in the least restrictive setting. Acute 
services means services which, according to generally 
accepted Professional standards, are expected to provide 
or sustain significant, measurable clinical effect within a 
reasonable and medically predictable period of time.

Allowed Amount:  the amount we consider 
reasonable for a Covered service or supply.

Ambulance:  a specially designed and equipped 
vehicle for transportation of the sick and injured.

Annual Maximum:  The limit on benefits we will provide for 
a particular kind of service  in one Plan Year. Your Outline of 
Coverage lists your annual limits. We only impose annual 
limits on “non-essential health benefits” as defined by law. 

Autism Spectrum Disorder (ASD):   is characterized by 
levels of persistent deficits in social communication and 
social interaction—including deficits in social-emotional 
reciprocity; nonverbal communication behaviors; 
and developing, maintaining and understanding 
relationships. It is also characterized by; restrictive, 
repetitive patters of behavior, interests or activities. 
Autism Spectrum Disorder encompasses disorders 
previously referred to as early infantile autism, childhood 
autism, Kanner’s autism, high-functioning autism, 
atypical autism, pervasive developmental disorder- 
not otherwise specified, childhood disintegrative 
disorder, Rett’s disorder and Asperger’s disorder.

Cardiac Event:  acute myocardial infarction, coronary 
artery bypass graft, coronary angioplasty, heart 
valve Surgery, heart transplantation, stable angina 
pectoris used once or compensated heart failure.

Certificate/Certificate of Coverage:  this document.

Child:  see Dependent. 

Chiropractor:  a duly licensed doctor of chiropractic, 
acting within the scope of his or her license to treat 
and prevent neuromusculoskeletal disorders. 

Chronic Care:   health services provided by a health 
care Professional for an established clinical condition 
that is expected to last a year or more and that requires 
ongoing clinical management attempting to restore the 
individual to highest function, minimize the negative 
effects of the condition and prevent complications related 
to chronic conditions. Examples of chronic conditions 
include anxiety disorder, asthma, bipolar disorder, COPD, 
diabetes, heart disease, major depression, post-traumatic 
stress disorder, schizophrenia or substance abuse. 

Co-insurance:  a percentage of our Allowed Amount you 
must pay, as shown on your Outline of Coverage, after 
you meet your Deductible. (Refer also to Chapter One.)

Contract:  your Outline of Coverage, this Certificate 
and the documents listed on your Outline of Coverage;  
your Identification Card; and your application and any 
supplemental applications that you submitted and we 
approved. Your Contract is subject to all of our agreements 
with Participating Providers and other Blue Cross or 
Blue Shield Plans, as amended from time to time.

Co-payment (Visit Fee):  a fixed dollar amount you 
must pay for specific services, if any, as shown on your 
Outline of Coverage. (Refer also to Chapter One.)

Cosmetic:  primarily intended to improve appearance.

Cover(ed):  describes a service or supply for which 
you are eligible for benefits under your contract.

Custodial Care:  services primarily designed 
to help in your daily living activities. Custodial 
Care includes, but is not limited to:

•	 help in walking, bathing and other personal 
hygiene, toileting, getting in and out of bed;

•	 dressing;
•	 feeding;
•	 preparation of special diets;
•	 administration of oral medications; 
•	 care not requiring skilled Professionals;
•	 child care;
•	 adult day care;
•	 Domiciliary Care (as further defined in this chapter);
•	 care solely to comply with a court order, to obtain 

shelter, to deter antisocial behavior, to deter 
runaway or truant behavior or to achieve family 
respite, unless such care is Medically Necessary;

•	 housing that is not integral to a 
Medically Necessary level of care.

Deductible:  the amount you must pay toward the 
cost of specific services each Plan Year before we 
pay any benefits. Your Outline of Coverage shows 
your Deductible, benefit, Co-insurance and Co-
payment amounts. (Refer also to Chapter One.)
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Dependent:  a subscriber’s Spouse, the other Party to a 
subscriber’s civil union, Domestic Partner (if your employer 
allows Domestic Partner coverage) or the subscriber’s 
Child or Incapacitated Dependent Covered under this Plan. 
(See Child, Spouse and Party to a civil union definitions.)

Child:  a subscriber’s son, daughter or stepchild 
(through marriage or civil union), whether 
biological or legally adopted (including a Child 
living with the adoptive parents during a period of 
probation); or a Child for whom the subscriber is 
legal guardian. A Child must be under age 26 unless 
he or she is an Incapacitated Dependent.

Domestic Partners (Partnership):  a Domestic 
Partnership exists between two persons 
of the same or opposite sex when:

•	 each party is the sole Domestic Partner of the other;
•	 each party is at least 18 years of age and 

competent to enter into a contract in the 
state in which he or she resides;

•	 the parties currently share a common legal residence 
and have shared the residence for at least six months 
prior to applying for Domestic Partnership coverage;

•	 neither party is married;
•	 the partners are not related by adoption or 

blood to a degree of closeness that would bar 
marriage in the state in which they legally reside;

•	 the parties are in a relationship of mutual support, 
caring, and commitment and intend to remain 
in such a relationship in the indefinite future;

•	 the parties are jointly responsible for basic living 
expenses such as the cost of basic food, shelter, 
and any other expenses of the common household 
(the partners need not contribute equally or jointly 
to the payment of these expenses as long as they 
agree that both are responsible for them); and

•	 neither party filed a Termination of Domestic 
Partnership within the preceding nine months.

Spouse:  the Member’s Spouse under 
a legally valid marriage. 

Party to a Civil Union:  a partner with whom the 
Member has entered into a legally valid civil union.

Diagnostic Services:   services ordered by a 
Provider to determine a definite condition 
or disease. Diagnostic services include:

 � imaging (radiology, X-rays, ultrasound and nuclear);

 � studies of the nature and cause of disease 
(laboratory and pathology tests);

 � medical procedures (ECG and EEG);

 � allergy testing (percutaneous, intracutaneous, 
patch and RAST testing); 

 � mammography; and

 � hearing tests by an audiologist if your doctor 
suspects you have a disease condition of the 
ear (see also exclusion #32 on page 41).

Domiciliary Care:  services in your home or in a 
home-like environment if you are unable to live 
alone because of demonstrated difficulties:  

 � in accomplishing Activities of Daily Living; 

 � in social or personal adjustment; or 

 � resulting from disabilities that are personal care or are 
designed to help you in walking, bathing and other 
personal hygiene, toileting, getting in and out of bed, 
dressing, feeding or with normal household activities 
such as laundry, shopping and housekeeping.

Durable Medical Equipment (DME):  equipment 
that requires a prescription from your Physician;

 � is primarily and customarily used 
only for a medical purpose;

 � is appropriate for use in the home;

 � is designed for prolonged and repeated use; and

 � is not generally useful to a person 
who is not ill or injured.

DME includes wheelchairs (manual and electric), 
hospital-type beds, walkers, canes, crutches, 
kidney machines, ventilators, oxygen, monitors, 
pressure mattresses, nebulizers, traction equipment, 
bili blankets, bili lights and respirators.

DME does not include items such as air conditioners, chair 
lifts, bathroom equipment, dehumidifiers, whirlpool 
baths, exercise equipment, motorized scooters and other 
equipment that has both non-medical and medical uses.

Emergency Medical Condition:  a medical condition 
manifesting itself by acute symptoms of sufficient 
severity (including severe pain) that a prudent 
layperson, who possesses an average knowledge of 
health and medicine, could reasonably expect the 
absence of immediate medical attention to result in:

 � a condition that places the health of the individual (or, 
with respect to a pregnant woman, the health of the 
woman and/or her unborn Child) in serious jeopardy; or

 � serious impairment to bodily functions; or

 � serious dysfunction of any bodily organ or part.

Emergency Medical Services:  Medical screening 
examinations that are within the capability of the 
emergency department of a hospital, including ancillary 
services routinely available to the emergency department, 
to evaluate an Emergency Medical Condition, and 
further medical examination and treatment necessary 
to assure, within reasonable medical probability, that 
no material deterioration of the condition is likely to 
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result from or occur during the transfer of the individual 
from the Facility, or, with respect to childbirth, that the 
woman has delivered her baby and the placenta.

Episode:  the Acute onset of a new illness or injury or 
the Acute exacerbation of an old illness or injury.

Experimental or Investigational Services:  health care 
items or services that are either not generally accepted 
by informed health care Providers in the United States as 
effective in treating the condition, illness or diagnosis for 
which their use is proposed or are not proven by Medical or 
Scientific Evidence to be effective in treating the condition, 
illness or diagnosis for which their use is proposed.

Facility (Facilities):  the following institutions or entities:

 � Ambulatory surgical centers

 � Birthing centers

 � Community mental health centers

 � General Hospitals 

 �  Home Health Agencies/Visiting Nurse Associations 

 � Physical Rehabilitation Facilities 

 � Psychiatric Hospitals

 � Residential Treatment Center

 � Skilled Nursing Facilities

 �  Substance abuse Rehabilitation Facilities 

 � Facilities further defined in this chapter. The 
patient’s home is not considered a Facility.

General Hospital:  a short-term, Acute Care hospital that:

 � is a duly licensed institution;

 � primarily provides diagnostic and therapeutic services 
for the diagnosis, treatment and care of injured and 
sick people by or under the supervision of Physicians;

 � has organized departments of medicine 
and major Surgery; and

 � provides 24 hour nursing services by or under 
the supervision of registered nurses.

Group:  the organization that has agreed to forward 
subscription rates due under your Contract.

Group Benefits Manager:  the individual (or organization) 
who has agreed to forward all subscription rates due 
under your Plan. The Group Benefits Manager is the agent 
of the subscriber and your Group. Your Group Benefits 
Manager has no authority to act on our behalf and is not 
our employee or agent. We disclaim all liability for any 
act or failure to act by your Group Benefits Manager.

Health Care Ombudsman:  The Vermont Office of 
Health Care Ombudsman’s telephone hotline service 
can provide you with free help if you have problems 
or questions about health care or health insurance.  

 BCBSVT has an Ombudsman to whom we refer 
members with complex issues regarding care or service.  
Our Ombudsman works as a liaison between the 
member and the plan reviewing and solving issues. 

In most cases, the professionals in our customer 
service call center can answer member questions 
and resolve most issues. It is the role of the member 
ombudsman to get involved in the process when 
unforeseen complications arise in the regular course 
of problem resolution and information gathering.

Home Health Agency/Visiting Nurse Association:  an 
organization that provides skilled nursing and other 
services in your home. It must be certified under Title 18 of 
the Social Security Act, as amended (Medicare-certified).

Hospice:  an organization engaged in providing care to 
the terminally ill. It must be federally certified to provide 
Hospice services or accredited as a Hospice by the Joint 
Committee of Accreditation of Healthcare Organizations.

Incapacitated Dependent:  a Dependent 
who meets our definition of Child (except he 
or she is over the age of 26) and who:

 � is incapable of self-support by reason of mental 
or physical disability that has been found to be 
a disability that qualifies or would qualify for 
benefits using the definitions, standards and 
methodology in 20 C.F.R. Part 404, Subpart P;

 � became incapable of self-support 
when he or she was a Child; and

 � is chiefly dependent on the subscriber or the 
subscriber’s estate for support and maintenance.

Inpatient:  a patient at a Facility who is admitted and 
incurs a room and board charge. We compute the 
length of an Inpatient stay by counting either the day 
of admission or the day of discharge, but not both.

Intensive Outpatient Programs:  programs that have 
the capacity for planned, structured service provision 
of at least two hours per day and three days per week. 
The services offered address mental health or substance 
abuse-related disorders and could include group, 
individual, family or multi-family group psychotherapy, 
psychoeducational services and adjunctive services 
such as medical monitoring. These services would 
include multiple or extended treatment, rehabilitation or 
counseling visits or Professional supervision and support. 

Investigative/Investigational:   
(see Experimental)

Lifetime Maximum:  the limit on benefits we will pay 
for a particular service while you are enrolled with 
this health plan. Your Outline of Coverage lists your 
lifetime limits. We only impose lifetime limits on 
“non-essential health benefits” as defined by law.
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Maintenance Care:  treatment that is provided 
when there are minimal or no current symptoms 
and is provided regularly on a schedule unmodified 
by the member’s current symptoms.

Medical Care:  non-surgical treatment of an 
illness or injury by a Professional Provider.

Medical or Scientific Evidence:   evidence supported 
by clinically controlled studies and/or other indicators 
of scientific reliability from the following sources:

 � peer-reviewed scientific studies published in 
or accepted for publication by medical journals 
that meet nationally recognized requirements 
for scientific manuscripts and that submit most 
of their published articles for review by experts 
who are not part of the editorial staff;

 � peer-reviewed literature, biomedical compendia 
and other medical literature that meet the 
criteria of the National Institutes of Health’s 
National Library of Medicine for indexing in 
Index Medicus, Excerpta Medicus (EMBASE), 
Medline and MEDLARS database Health services 
Technology Assessment Research (HSTAR);

 � medical journals recognized by the federal Secretary 
of Health and Human services, under Section 
1861 (t)(2) of the federal Social Security Act;

 � the following standard reference compendia: 
the American Hospital Formulary service-Drug 
Information, the American Medical Association 
Drug Evaluation, the American Dental Association 
Accepted Dental Therapeutics and the United 
States Pharmacopoeia-Drug Information;

 � findings, studies or research conducted by or under the 
auspices of federal government agencies and nationally 
recognized federal research institutes, including 
the Agency for Health Care Policy and Research, 
National Institutes of Health, National Cancer Institute, 
National Academy of Sciences, Health Care Financing 
Administration, and any national board recognized 
by the National Institutes of Health for the purpose of 
evaluating the medical value of health services; and

 � peer-reviewed abstracts accepted for presentation 
at major medical association meetings.

Medically Necessary Care:  health care services 
including diagnostic testing, Preventive services and 
after-care appropriate, in terms of type, amount, 
frequency, level, setting and duration to the member’s 
diagnosis or condition. Medically Necessary Care 
must be consistent with generally accepted practice 
parameters as recognized by health care Providers 
in the same or similar general specialty as typically 
treat or manage the diagnosis or condition, and:

 � help restore or maintain the member’s health; or

 � prevent deterioration of or palliate 
the member’s condition; or

 � prevent the reasonably likely onset of a health 
problem or detect a developing problem.

Even if a Provider prescribes, performs, orders, 
recommends or approves a service or supply, 
we may not consider it Medically Necessary.

Member:  an individual who enrolls in the Plan.

Network Provider/non-Network Provider:  see “Provider.”

Network Pharmacy:  any Pharmacy that has 
been entered into an agreement with us. 

Occupational Therapy:  therapy that promotes the 
restoration of a physically disabled person’s ability 
to accomplish the ordinary tasks of daily living or the 
requirements of the person’s particular occupation. 
Occupational Therapy must include constructive 
activities designed and adapted for a specific condition.

Other Provider:  one of the following entities: 

 � Ambulance

 � independent clinical laboratories

 � Network home infusion therapy Provider

 � medical equipment/supply Provider (DME)

 � Pharmacy

 � podiatrist (D.P.M.)

Out-of-Pocket Limit:  the Out-of-Pocket Limit is 
made up of the Deductibles and Co-insurance you 
pay.  Co-payments may also apply to your Out-of-
Pocket Limit. Check your Outline of Coverage. After 
you meet your Out-of-Pocket Limit, you pay no Co-
insurance for the rest of that Plan Year. You will still 
be responsible for Co-payments, when they apply.

Your family Out-of-Pocket Limit is listed on your Outline 
of Coverage. When your family meets the family Out-
of-Pocket Limit, all family members are considered 
to have met their individual Out-of-Pocket Limits.

Outpatient:  a patient who receives services from 
a Professional or Facility while not an Inpatient.

Palliative:  intended to relieve symptoms (such as pain) 
without altering the underlying disease process.

Partnership:  see Domestic Partnership under Dependent. 

Physical Rehabilitation Facility:  a Facility that primarily 
provides rehabilitation services on an Inpatient basis. 
Care consists of the combined use of medical, pharmacy, 
social, educational and vocational services.  These 
services enable patients disabled by disease or injury to 
achieve continued improvement of functional ability.  
services must be provided by or under the supervision 
of Physicians. Nursing services must be provided 
under the supervision of registered nurses (RNs).
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Physical Therapy:  therapy that relieves pain of an Acute 
condition, restores function and prevents disability 
following disease, injury or loss of body part.

Physician:  a doctor of medicine (includes 
psychiatrists), dental surgery, medical 
dentistry, naturopathy or osteopathy.

Consulting:  describes a Professional Provider 
whom your attending Physician asks for 
Professional advice about your condition.

Plan:  Blue Cross and Blue Shield of Vermont

Plan Year:  The date your Deductibles, Out-of-
Pocket Limits and other totals begin to accumulate. 
Limits on visits and other limits also begin to 
accumulate on the first day of your Plan Year. This 
year may or may not begin on January 1.

Policy:  is a word that insurance companies may 
use for the document that governs Coverage.

Prescription Drugs:  insulin and drugs that are:

 � prescribed by a Physician for a medical condition;

 � FDA-approved; and

 � approved by us for reimbursement for the 
specific medical condition being treated or 
diagnosed, or as otherwise required by law.

Preventive Services:  Services used to find or reduce 
your risks when you do not have symptoms, signs, 
or specific increased risk for the condition being 
targeted. They may include immunizations, screening, 
counseling or medications that can prevent or find a 
condition. Please note that if you receive a Preventive 
Service and during its delivery, the Provider suspects, 
finds or treats a disease condition, the Provider and/
or BCBSVT may not consider the service preventive.

Prior Approval:  the required approval that you must 
get from us before you receive specific services noted 
in your Certificate of Coverage. In most cases, we 
require that you get our Prior Approval in writing. We 
may request a treatment plan or a letter of medical 
need from your Physician.  If you do not get approval 
from us before you receive certain services as noted in 
your Contract, benefits may be reduced or denied.

Professional:  one of the following practitioners:

 � athletic trainers

 � audiologists

 � chiropractors (as further defined in this chapter)

 � mental health Professionals:
•	 clinical mental health counselors
•	 clinical psychologists
•	 clinical social workers
•	 marriage and family therapists

•	 psychiatric nurse practitioners
 � nurses:
•	 certified nurse midwives or licensed 

Professional midwives
•	 certified registered nurse anesthetists
•	 licensed practical nurses (LPNs)
•	 nurse practitioners
•	 registered nurses (RNs)

 � nutritional counselors

 � optometrists

 � Physicians (as further defined in this chapter)

 � podiatrists

 � substance abuse counselors

 � therapists (Occupational, Physical and Speech

Some Providers must be in Network in order for 
their services to be Covered. See Chapter One, 
Guidelines of Coverage for more details. 

Provider:  a Facility, Professional or Other Provider that is:

 � approved by us;

 � licensed and/or certified where required; and

 � acting within the scope of that 
license and/or certification.

Network Provider:   For most Provider 
types in Vermont this includes: 

 � Pharmacies who make an agreement with 
our Pharmacy Benefit Manager; 

 � Vision Providers who make an agreement with our 
vision service partner if you have a vision care rider;  

 � (for pediatric dental care) Providers in 
our pediatric dental Network if you have 
a pediatric dental care rider; or

 � any Provider that has a Network 
Provider agreement with us. 

Providers located outside of Vermont are not generally 
Network Providers. We consider the following 
Providers to be Network Providers if they participate 
with their local Blue Cross and/or Blue Shield Plan: 

 � Skilled Nursing Facilities. 

You may find a Network Provider by using our Find-
a-Doctor tool on our website at www.bcbsvt.com.  
Select The Vermont Health Plan (TVHP) Network from 
the drop-down menu. You may also get a directory of 
Network Providers from your Group Benefits Manager or 
from our customer service team. Some Providers must 
be Network in order for their services to be Covered. 
For some types of service, we do not provide benefits 
if you do not use a Network Provider. See Choosing a 
Provider in Chapter One, Guidelines of Coverage.
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Non-Network Provider:  a Provider that does not meet 
the definition of a Network Provider. For some types of 
service, we do not provide benefits if you use a Non-
Network Provider. They are listed in Chapter One.

Psychiatric Hospital:  a Facility that provides 
diagnostic and therapeutic Facilities for the 
diagnosis, treatment and Acute Care of mental and 
personality disorders.  Care must be directed by a 
staff of Physicians.  A Psychiatric Hospital must:

 � provide 24 hour nursing service by or under 
the supervision of registered nurses (RNs);

 � keep permanent medical history records; and

 � be a private psychiatric or public mental hospital, 
licensed in the state where it is located.

Reconstructive:  Medically Necessary procedures 
to correct gross deformities with physiological and 
functional impairments attributable to congenital 
defects, injury (including birth) or disease.

Rehabilitative/Habilitative:  Habilitation and 
Rehabilitation services may include respiratory therapy, 
Speech Therapy, Occupational Therapy and physical 
medicine treatments. Habilitation and Rehabilitation 
services may be performed by those who are qualified 
to perform such services and do so within the scope 
of their license. Such services are evaluated based on 
objective documentation of measurable progress toward 
functional improvement goals. Measurement methods 
must be valid, reliable, repeatable, and evidence-based. 

Residential Treatment Center:  a Facility that is 
 licensed at the residential intermediate level or 
as an intermediate care Facility (ICF) and provides 
Residential Treatment Program services.

Residential Treatment Program:  a 24-hour level of care 
that provides patients with long-term or severe mental 
disorders or substance abuse-related disorders with 
residential care. Care is medically monitored, with 24 hour 
medical availability and 24 hour onsite nursing services. 
Care includes treatment with a range of diagnostic 
and therapeutic behavioral health services that cannot 
be provided through existing community programs. 
Residential care also includes training in the basic skills 
of living as determined necessary for each patient.

Respite Care:  care that relieves family members or 
caregivers by providing temporary relief from the 
duties of caring for Covered terminally ill patients. 
Respite Care is provided in a General Hospital or 
in your home, whichever is most appropriate.

Rest Cure:  treatment by rest and isolation such 
as, but not limited to, hot springs or spas.

Skilled Nursing Facility:  a Facility that primarily provides 
24 hour Inpatient skilled nursing care and related services. 
Physicians provide or direct services. Facilities must 
keep permanent medical history records. The Facility 
is not, other than incidentally, a place that provides:

 � minimal care, Custodial Care, ambulatory 
care or part-time care services;

 � care or treatment of mental health Conditions, 
substance abuse or pulmonary tuberculosis; or

 � rehabilitation.

Specialty Medications:  injectable and non-injectable 
drugs with key characteristics, including:  frequent 
dosing adjustments and intensive clinical monitoring; 
intensive patient training and compliance assistance; 
limited product availability, specialized product 
handling and administration requirements.

Speech Therapy:  speech therapy is the treatment of 
communication impairment and swallowing disorders. 
Speech therapy services facilitate the development and 
maintenance of human communication and swallowing 
through assessment, diagnosis and rehabilitation. 

Outline of Coverage:  Standard format used to describe 
your benefits and coverage under your Plan. 

Supportive Care:  services provided for a known relapsing 
or recurring condition to prevent an exacerbation 
of symptoms that would require additional services 
to restore an individual to his or her usual state of 
health or to prevent progressive deterioration.

Surgery:  generally accepted invasive, operative 
and cutting procedures. Surgery includes:

 � specialized instrumentations;

 � shots, allergy and other;

 � endoscopic examinations;

 � treatment of burns;

 � correction of fractures and dislocations; and

 � anesthesia and the administration of anesthetics 
to get general or regional (but not local) muscular 
relaxation, loss of sensation or loss of consciousness.

Urgent Services:  those health care services that are 
necessary to treat a condition or illness of an individual 
that if not treated within 24 hours presents a serious 
risk of harm, or, applying the judgment of a prudent 
layperson who possesses an average knowledge of 
health and medicine, could seriously jeopardize the 
ability of the individual to regain maximum function, 
or, in the opinion of a Physician with knowledge of 
the individual’s medical condition, would subject the 
individual to severe pain that cannot be adequately 
managed without care within 24 hours.
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Urgent Concurrent Services:  Urgent Services that you 
are currently receiving with our Prior Approval and that 
you (or your provider) wish to extend for a longer period 
of time or number of treatments than we have approved. 

Utilization Review:   Review to determine the 
medical necessity of a service or supply.  Utilization 
Review includes pre-certification, Prior Approval 
or other cost management programs.

We, Us, Our:  Blue Cross and Blue Shield of Vermont, or 
any designated agent or reinsurers (where applicable) 
of Blue Cross and Blue Shield of Vermont.

You, Your:  the subscriber and any Dependents 
Covered under the subscriber’s Contract.
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BlueCare Expanded Provider Network Rider

Summary
This rider amends your subscriber Contract as follows:

1. The definition of “BlueCare Service Area” is added to delineate 
which members are in the service area and which are not.

2. The definition of Provider is amended for members who live 
outside of the BlueCare Service Area.

3. “Choosing a Provider” language in the Guide lines for Coverage 
chapter is amended to discuss policies and procedures for mem-
bers who live outside of the BlueCare Service Area.

4. The Mental Health and Substance Abuse section of the Covered 
Services chapter is amended to allow members who live out-
side of the BlueCare Service Area to receive Mental Health and 
Substance Abuse Services outside of Vermont.

Your Certificate of Coverage is amended as described in this docu-
ment. This Rider becomes a part of your Contract and is subject to all 
its provisions.

Definitions
The following definitions are added or replace the corresponding 

definitions in your Certificate of Coverage:

BlueCare Service Area:  the state of Vermont and the follow-
ing bordering counties of New Hampshire—Coos,  Grafton, Sullivan 
and Cheshire.

Provider:  a Facility, Professional or Other Provider that is:
 ■ approved by us;
 ■ licensed and/or certified where required; and
 ■ acting within the scope of that license 
 and/or certification.

Network Provider:  for members who legally reside in 
the BlueCare Service Area, any Provider identified as be-
ing a member of The Vermont Health Plan’s Network, 
our pharmacy Network or our vision Network. You may 
find a Network Provider on the web. You may also get 
a directory of Network Providers from your Group Ben-
efits Manager or from our customer service department.  
See Choosing a Provider on page 1.  For members who reside 
outside of the BlueCare Service Area or students who attend school 
outside of the BlueCare service area, any BlueCard Preferred Pro-
vider or member of our pharmacy or vision Network.

Preferred Provider:  any Provider that has a Preferred 
Provider agreement with us or another Blue Cross and/or Blue 
Shield Plan. In the state of Vermont, all Participating Providers 
are Preferred.  In other states, a Provider might have a Participat-
ing agreement with the local Blue Cross and/or Blue Shield Plan, 
but not be a member of the more exclusive Preferred Network. 
For some types of Services, we do not provide Benefits if you 
do not use a Preferred Provider. (They are listed under “Choos-
ing a Provider” below.)

Non-preferred Provider:  a Provider that does not meet 
the definition of a Preferred Provider. For some types of service, 
we do not provide benefits if you use a Non-preferred Provider. 

(See “Choosing a Provider” below.)

Guidelines for Coverage
The following sections replace the corresponding sections in 

Chapter One of your Certificate of Coverage:

Primary Care Physician Services
When you join this plan, you must select a Primary Care Physician 

from our Network.  If you live inside the BlueCare Service Area, you 
should select from the list of BlueCare Primary Care Physicians, 
which you may find on our website at www.bcbsvt.com or in hard 
copy from your Group Benefits Manager or our customer service 
department.  If you live outside of the BlueCare Service Area, you 
must select from the BlueCard Network of Preferred Providers, which 
you may find online at www.bluecares.com or on paper through our 
customer service department.  You must pick a BlueCard Preferred 
provider who is a family practitioner, a general practitioner, an in-
ternal medicine practitioner; a naturopath or a pediatrician. To get 
benefits for most services, you must receive care from your Primary 
Care Physician or another Network provider.

Your coverage does not require you to get referrals from your 
Primary Care Physician when you use other Providers. However, you 
must get Prior Approval for certain Services, listed on your Outline of 
Coverage. For instance, you must get Prior Approval for any Services 
you receive from providers who are not Network Providers. If you 
live inside of the BlueCare Service Area, Network Providers will take 
care of prior approvals for you.  If you live outside of the BlueCare 
Service Area, it is your responsibility to know when you need to 
request Prior Approval and to make sure your Primary Care Physician 
or another Provider submits a Prior Approval request.

Changes in Out-of-Area Coverage 
for Students

The section of Chapter One of your Certificate of Coverage entitled 
“Out-of-Area Coverage for Students” is hereby stricken.

Choosing a Provider
When we determine your benefits, we take into account whether 

your provider is a Network or Preferred Provider (see below).  You 
will maximize your benefits under this contract if you use Network 
providers.

Network Providers

In the BlueCare Service Area, we maintain a Network of Primary 
Care Physicians and specialists that is separate from our Preferred 
Provider network. There are Network and/or Preferred Providers for 
most, but not all, Covered Services. See “Non Preferred Providers” 
below. Most, though not all, Network providers are also Preferred 
Providers. 

We choose Preferred and Network providers who we feel can 
provide the best care for our members. We do not reward provid-
ers or staff for denying services. We do not encourage providers to 
withhold care. 



BlueCare Expanded Provider Network Rider2

If you want a list of our Network Providers or want information 
about one, please visit our website at www.bcbsvt.com and use the 
Find a Doctor application or call customer service at the number on 
the back of your ID card. We will send you a paper provider direc-
tory if you wish.

We require our Network providers in the state of Vermont to 
provide care for you:

 ■ Immediately when you have an Emergency Medical 
Condition;

 ■ Within 24 hours when you need urgent care
 ■ Within two weeks when you  need non-Emergency, non-
urgent care;

 ■ Within 90 days when you need preventive care (including 
routine physical examinations);

 ■ Within 30 days when you need routine laboratory, imaging, 
general optometry, and all other routine services.

If you live in the State of Vermont, you should find a Primary Care 
Physician within a 30-minute drive from your home. You should be 
able to find routine, office-based mental health and/or substance 
abuse care from a Network provider within a 30-minute drive as 
well.  You’ll find a Network specialist for most types of care within a 
60-minute drive from your home. They include optometry, labora-
tory, imaging and inpatient medical rehabilitation providers, as 
well as intensive outpatient, partial hospital, residential or inpatient 
mental health and substance abuse services. You can find Network 
Providers for less common specialty care within a 90-minute drive. 
This includes kidney transplantation, major trauma treatment, 
neontal intensive care and tertiary-level cardiac services, including 
cardiac catheterization and cardiac surgery.

Our Network Providers offer reasonable access for other complex 
specialty services including major burn care, organ transplants and 
specialty pediatric  care.  We may direct you to a “center of excellence” 
to ensure you get quality care for less common medical procedures.

Non-Preferred Providers
We reserve the right to direct you to a Network or Preferred 

Provider if the Services you need are available in our Networks. Not 
all Services that are Covered under your contract, however, are avail-
able from Network or Preferred Providers.

If no Network or Preferred Provider is available and you receive 
Prior Approval to see a Non-Preferred Provider, we pay our Allowed 
Price and you must pay any balance between the Provider’s charge 
and what we pay. You must also pay any applicable Deductibles, 
Coinsurance, Co-payments, etc. (see your Outline of Coverage). 
Certain types of Providers must be Preferred Providers with us in 
order for their Services to be Covered. Those Providers are:

■■ rehabilitation Providers;
■■ home infusion therapy providers;
■■ Physical Rehabilitation Facilities; and
■■ Skilled Nursing Facilities.

If you use one of these Providers that is not Preferred, we will not 
grant Prior Approval for you to use their services and you will be 
responsible for all charges for that care.

If you live outside of the BlueCare Service Area, you use 
Preferred Providers as your Network Providers.  These are doctors and 
other health care Providers who have Preferred Provider Agreements 
with us or with another Blue Cross and/or Blue Shield Plan.
For all members, we have special Networks for some types of 
Providers.  If you use a non-Network provider, you must get Prior 
Approval from us before you receive care.  Call the customer service 

number on the back of your ID card to begin the process.
If you use one of the following Providers that is not a Network 

Provider, we will not grant Prior Approval and your care will not be 
covered:

■■ certified nurse mid wives (not lay or professional 
mid wives, whose Services are not covered);

■■ Chiropractors;
■■ medical equipment and supplies Providers;
■■ Mental Health Services Providers;
■■ nutritional counselors;
■■ oral surgeons;
■■ Pharmacies (if your coverage includes a Prescription Drug 

Rider);
■■ Primary Care Physicians;
■■ routine vision care providers (if your coverage includes routine 

vision benefits); and 
■■ Substance Abuse treatment Providers.

When you receive Services at a Network Facility, the individual 
Providers at the Facility (for instance, a surgeon or an anesthesiologist) 
may not be Network Providers. Please make every effort to verify the 
status of all providers prior to treatment.

Preferred Providers
You will be able to get most of your health care from within your 

network. In rare instances, however, you may be referred to an out-of-
network Provider because Services aren’t available in our networks.  
First, be certain that your physician requests Prior Approval from us 
before you see out-of-network Providers.

If Prior Approval is granted, you may pay less if you use a Provider 
that has a Preferred Provider agreement with Blue Cross and Blue 
Shield of Vermont or another Blue Cross and/or Blue Shield Plan.  You 
may incur additional out-of-pocket expenses if your Provider is Non-
preferred (see below). Preferred Providers contract with us and agree 
to accept Blue Cross and Blue Shield’s Allowed Price as payment in 
full.  If a Preferred Provider’s charge for a Covered service or supply 
exceeds our Allowed Price, you are not responsible for paying the 
difference. You must pay any Co-Payments, Deductibles, Coinsurance, 
etc. (see your Outline of Coverage).
Note: Providers located out of state that have Preferred Provider 
agreements with other Blue Cross and/or Blue Shield Plans are also 
Preferred with us. We cover Services by these Providers as if they were 
located within Vermont, if you are granted Prior Approval. 

Remember that:
■■ These classifications are not intended to express any 

opinion about a Provider’s abilities or qualifications.
■■ We are not liable for any act, omission or refusal to act by 

any Provider.
■■ We do not guarantee the availability of any Provider.
■■ We do not furnish Services, but only provide benefits for 

Services Covered under this Contract.
■■ Preferred and Network Providers are independent 

contractors and are not our employees.

Covered Services
The following sections replace the corresponding sections in 

Chapter One of your Certificate of Coverage:

Mental Health Exclusions
The Plan provides no Mental Health benefits for:

■■ non-emergency Services outside of the BlueCare Service 
Area if you live inside of BlueCare Service Area;
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■■ services from Mental Health Providers that are not members 
of our mental health Network;

■■ treatment we do not approve in advance;
■■ treatment without ongoing concurrent review to ensure 

that treatment is being provided in the least restrictive 
setting required;

■■ nontraditional, alternative therapies such as eye movement 
desensitization, Rubenfeld Synergy, energy polarity therapy 
and somatization therapy, that are not based on American 
Psychiatric and American Psychological Association 
acceptable techniques and theories;

■■ Services, including residential programs, adventure-based 
activities and wilderness programs, that focus on education, 
socialization or delinquency;

■■ Custodial Care, including housing that is not integral to a 
Medically Necessary level of care or care solely to comply 
with a court order, to obtain shelter, to deter anti-social 
behavior, to deter runaway or truant behavior or to achieve 
family respite, unless such care is Medically Necessary (see 
Definitions), as noted in General Exclusions; and 

■■ biofeedback, pain management, stress reduction classes 
and pastoral counseling.

Remember that the general exclusions in Chapter Three also apply.

Substance Abuse Exclusions
We provide no Substance Abuse treatment Benefits for:

■■ non-emergency Services outside of the BlueCare Service 
Area if you live inside of BlueCare Service Area;

■■ Services from Substance Abuse treatment Providers that are 
not members of our Substance Abuse treatment Network, 
except as otherwise provided by law; 

■■ treatment we do not approve in advance;
■■ nontraditional, alternative therapies such as eye movement 

desensitization, Rubenfeld Synergy, energy polarity therapy 
and somatization therapy, that are not based on American 
Psychiatric and American Psychological Association 
acceptable techniques and theories;

■■ treatment without ongoing concurrent review to ensure 
that treatment is being provided in the least restrictive 
setting required;

■■ Services, including residential programs, adventure-
based activities and wilderness programs, that focus on 
education, socialization, delinquency or Custodial Care (see 
Definitions), as noted in General Exclusions; and 

■■ biofeedback, pain management, stress reduction classes 
and pastoral counseling.

■■ General Exclusions in Chapter Three also apply.

Don C. George
President
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Prescription Drug Benefit Rider V
Your Certificate of Coverage is amended as 
described in this document. This Rider becomes 
a part of your Certificate of Coverage and is 
subject to all provisions of your Contract.

1. Covered Services
The Chapter in your Certificate entitled Covered 
Services is hereby amended by adding the 
following Covered Service if it is not in your 
Certificate, or replacing the following Covered 
Service if it is already included in your Certificate.

Prescription Drugs
We provide Benefits for Outpatient use of:

�� Prescription Drugs (including contraceptive 
drugs and devices that require a prescription) 
if the Food and Drug Administration approves 
them for the treatment of your condition and 
you purchase them from a licensed Pharmacy;

�� insulin and other supplies for people with 
diabetes (blood sugar testing materials including 
home glucose testing machines); and

�� needles and syringes.

Benefits are subject to the exclusions 
listed in this Rider and General Exclusions 
in your Certificate of Coverage.

Payment Terms

Please refer to your Outline of Coverage to 
determine the specific payment requirements 
of your Prescription Drug Benefit. 

Home Delivery Service

The home delivery pharmacy can provide you 
with drugs you take on an ongoing basis. This 
service offers convenience without extra cost. 

To obtain prescriptions through the home delivery 
service, you must complete and send a home delivery 
form and submit it with your prescription. Drugs 
arrive at your home address, and you can order 
refills by phone, fax or on the Internet. For more 
information about our home delivery service, call the 
pharmacy phone number on the back of your ID Card.

Limitations

We cover up to a 90-day supply for each refill. 
Narcotics, antibiotics, Specialty Medications, 
Covered over-the-counter products and compound 
drugs (see below) are limited to a 30-day supply.

We limit Benefits for:

�� prescribed tobacco cessation drugs to a 
three-month supply per Plan Year; and

�� Tamiflu to 10 capsules per six months.

Exclusions

We provide no Prescription Drug Benefits for:

�� refills beyond one year from the 
original prescription date;

�� replacement of Prescription Drugs 
that are lost, destroyed or stolen;

�� devices of any type other than prescription 
contraceptives, even though such devices 
may require a prescription including, but 
not limited to: Durable Medical Equipment, 
prosthetic devices, appliances and supports 
(although Benefits may be provided 
under other sections of your Contract);

�� any drug considered to be Experimental 
or Investigational (see Definitions);

�� vitamins, except those which, by 
law, require a prescription;

�� Viagra, Cialis, Levitra and other drugs 
to treat sexual dysfunction;

�� drugs that do not require a prescription, 
except insulin and Covered over-the-
counter products, even if your doctor 
prescribes or recommends them; and

�� nutritional formulae, except for up to $2,500 
per year for “Covered medical foods” prescribed 
for the Medically Necessary treatment of 
an inherited metabolic disease or those 
administered through a feeding tube.

Our Preferred Brand-name Drug List can change and 
will be updated from time to time. We will inform you 
of changes using newsletters and other mailings. To 
get the most up-to-date listing, you may visit our 
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website at www.bcbsvt.com or call the pharmacy 
phone number on the back of your ID Card.

Prior Approval Program
Our Prior Approval drug list changes from time 
to time. Visit our website at www.bcbsvt.com 
for the most current list. We will inform you of 
changes using newsletters and other mailings. We 
require Prior Approval for the following drugs:

�� Accretropin

�� Actiq

�� Amevive

�� Antagon

�� Apokyn

�� Aranesp

�� Arixtra

�� Avastin

�� Avonex

�� Baraclude

�� Benlysta

�� Betaseron

�� Botox/Myobloc

�� Boniva IV

�� Byetta

�� Bystolic

�� Cetrotide

�� Cimzia

�� Copaxone

�� Copegus

�� Emend

�� Enbrel

�� Epogen

�� Erbitux

�� Extavia

�� Fertinex

�� Flolan

�� Fragmin

�� Genotropin

�� Gleevec

�� Gnrha

�� Gonal-Frfp

�� Hepsera

�� Humatrope

�� Humira

�� Immune Globulin (Carimune Nf, Flebogamma 5%, 
Gamimune N 10%, Gammagard S/D, Gammagard 
Liquid, Gammar-P Iv, Gamunex, Gammaplex, 
Octagam 5%, Panglobulin Nf, Polygam S/D, 
Privigen, Hizentra (Sq), Viaglobin (Sq))

�� Innohep

�� Iressa

�� Jevtana

�� Kineret

�� Letairis

�� Lidoderm

�� Lovenox

�� Lumigan

�� Luveris

�� Meridia

�� Neulasta

�� Neupogen

�� Nexavar

�� Norditropin

�� Novarel

�� Nutropin

�� Nutropin Aq

�� Nuvigil

�� Omnitrope

�� Orencia

�� Pegasys

�� Peg-Intron

�� Pergonal

�� Procrit

�� Pregnyl

�� Profasi

�� Prolia

�� Protropin

�� Provenge

�� Rebetol
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�� Rebif

�� Reclast

�� Remicade 

�� Retin-A For Members Over Age 41

�� Revatio

�� Revlimid

�� Rituxan

�� Saizen

�� Seroquel-Less Than 100 Mg

�� Serostim

�� Soliris

�� Somatrem

�� Somatropin

�� Sporanox/Itraconazole

�� Sprycel

�� Sutent

�� Synagis

�� Synarel

�� Tarceva

�� Tekturna

�� Temodar

�� Tevtropin

�� Tracleer

�� Transmucosal Fentanyl (Actiq And Fentora)

�� Travatan

�� Tykerb

�� Tysabri

�� Valtropin

�� Vectibix

�� Ventavis

�� Vidaza

�� Vpriv

�� Vyvanse

�� Xolair

�� Xenical

�� Zolinza

�� Zorbtive

�� Zyvox

��“Dispense as written” prescriptions

�� Compounded Medications

�� Medications without a National 
Drug Code (NDC) number

�� Drugs that have been on the 
market less than 12 months

How to Get Prior Approval for Your Drugs

To get Prior Approval for your Prescription Drugs, 
your Provider must call, fax or use our website 
to provide us with the following information:

�� your name;

�� your diagnosis;

�� your ID number;

�� clinical information explaining the medical 
necessity for the medication; and

�� the expected frequency and 
duration of the medication.

If you have an emergency or an urgent need for a 
drug on our Prior Approval list, call the pharmacy 
phone number on the back of your ID Card. You 
may request a 14-day supply of a drug while we 
conduct our review. If we deny your request for Prior 
Approval, you must pay for your drugs. See page 3 
for instructions on how to appeal our decision. 

Our quantity limits, step therapy and Prior Approval 
drug lists change from time to time. We will inform 
you of changes using newsletters and other mailings. 
You may get copies of the most up-to-date list  at our 
website at www.bcbsvt.com or from our customer 
service team. Check with your doctor or visit our 
website to see if a specific drug needs Prior Approval 
or other review. You may also call the Pharmacy 
phone number on the back of your ID Card.

Step Therapy
We review certain Prescription Drugs if you do not 
first try a generic drug or Covered over-the-counter 
drug. Sign on to our member website at www.bcbsvt.
com or call the Pharmacy phone number on the 
back of your ID Card to learn the guidelines for each 
drug. Our step therapy drug list changes from time 
to time. Visit our website at www.bcbsvt.com for 
the most current list. We will inform you of changes 
using newsletters and other mailings. We require 
Prior Approval for the following Prescription Drugs 
if we have no information indicating you first tried 
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a generic drug or Covered over-the-counter drug. 
If you do not get Prior Approval as required by our 
step therapy program, you must pay for your drugs.

Currently, we require step therapy for 
drugs in the following categories:

�� Anti-migraine Agents (like Zomig®)

�� Anti-Parkinson’s Agents (like Requip XL®)

�� Asthma-COPD combination inhalers (like Advair®)

�� Attention deficit disorder drugs (like Intuniv®)

�� Beta-blockers

�� Benign prostatic hypertrophy medications

�� Certain medications for depression 
(like Prozac Weekly®)

�� Diabetic glucose monitoring strips

�� Hyperglycmic agents

�� Non-sedating antihistamines (like Allegra®)

�� COX-2 inhibitors (like Celebrex®)

�� Leukotriene antagonists (like Zyflo®)

�� Medications for stomach acid (like Nexium®)

�� Medications for hypertension (like Cozaar®)

�� Neuropathic pain medications (like Lyrica®)

�� Nasal steroids (like Nasacort®AQ)

�� Osteoporosis agents (like Boniva®)

�� Overactive bladder medications

�� Anti-viral medications

�� Sleeping agents (like Lunesta®)

�� Statins (cholesterol-lowering drugs)

�� Triglyceride lowering agents
Quantity Limits

We will review certain Prescription Drugs for 
Medical Necessity if the amount of a drug your 
doctor has prescribed exceeds BCBSVT quantity 
limits. Quantity limits affect your Benefit levels; 
if your doctor determines that you need more 
than our limit, you may choose to purchase the 
remainder yourself. Sign on to our member website 
at www.bcbsvt.com or call the Pharmacy phone 
number on the back of your ID Card to learn the 
quantity limit for each drug. If the amount you are 
prescribed exceeds our limits, follow the steps for 
Prior Approval to have your prescription reviewed. 
Our quantity limits drug list changes from time to 

time. Visit our website at www.bcbsvt.com for the 
most current list. We will inform you of changes 
using newsletters and other mailings. As of the 
printing of this Certificate, we limit the quantity 
of drugs in categories such as the folllowing:

�� antibiotics

�� antidepressants

�� anti-emetics

�� anti-fungals

�� anti-hypertensive agents

�� antihistimines

�� anti-inflammatory agents

�� anti-virals

�� atypical antipsychotics

�� biologics

�� diabetes agents

�� estrogen

�� fertility agents

�� Hepatitis B agents

�� inhalers

�� injections

�� low molecular weight heparin

�� oncology agents

�� osteoporosis agents

�� overactive bladder

�� pain medications

�� proton pump inhibitors

�� sleeping agents

�� statins

�� test strips

�� triptans

�� weight loss agents

Claim Filing
A Network Pharmacy will collect the amount you owe 
(Deductible and Co-payment) and submit claims on 
your behalf. We will reimburse Network Pharmacies 
directly. If you need to be reimbursed, attach itemized 
bills for the dispensed drugs to a Prescription 
Reimbursement Form. Contact the Pharmacy 
number on the back of your ID Card for assistance.
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President and CEO  
Don C. George 
President 
Blue Cross and Blue Shield of Vermont



1 The Vermont Health Plan280.279 (11/2010)

Wellness Drug Rider
Your Certificate of Coverage is amended as described 
in this document. This Rider becomes a part of your 
Certificate of Coverage and is subject to all provisions 
of your Contract. This Rider adds an additional benefit 
to the Prescription Drug benefits  described in your 
Contract or in any other riders that are part of it.

1. Covered Services

The Chapter in your Certificate entitled 
Covered Services is hereby amended 
by adding the following language.

Wellness Drugs

We provide special benefits for use of medications 
purchased at a Network pharmacy and prescribed 
to prevent the occurrence of a disease or 
condition if you have risk factors for that disease 
or condition, or to prevent the recurrence of a 
disease or condition if you have recovered.

Preventive medications may 
prevent conditions such as:

 high blood pressure;

 high cholesterol;

 diabetes;

 asthma;

 osteoporosis;

 blood clotting; and

 prenatal nutrient deficiency.

We include a list of the drugs that we  currently cover 
under your benefit at our Rx Center on www.bcbsvt.
com. Our list of Wellness Drugs can change and will 
be updated from time to time. We will inform you 
of changes using newsletters and other mailings. To 
get the most up-to-date listing, you may visit our 
website at www.bcbsvt.com or call the pharmacy 
phone number on the back of your ID Card.

Limitations

You must use a Network Pharmacy or our Network 
mail order pharmacy to receive benefits. To locate 
a Network Pharmacy, visit our website at www.
bcbsvt.com and click on the “Find A Doctor” link.

Exclusions

Drugs excluded by your Certificate of 
Coverage or by any other riders that are part 
of it are also excluded from this benefit.

Payment Terms

Please refer to your Outline of Coverage to 
determine the specific payment requirements 
of your wellness drugs benefit and your 
other prescription drug benefits.

.

Don C. George
President
The Vermont Health Plan



Bellavance Trucking’s/TERRY HILL 2015 

Dental Reimbursement benefits 

You will be covered the first of the month, following 60 days of employment.  (This is 
when your waiting period has been met).   
 
 
Our dental benefit is an “In-House Reimbursement Benefit” and is for employees 
and their dependents who have no dental coverage.   
 
 

DO NOT submit dental claims to the insurance company! 
This is not dental insurance…it is only an “in-house” dental reimbursement benefit.  You 
are responsible for paying your own bill.  To receive a dental reimbursement from 
Bellavance, bring in the original bill or statement, with all services itemized and you will 
be reimbursed accordingly. 
 

You will be reimbursed per calendar year, as follows: 
 
Preventive Care – Pays $100.00 maximum per visit.  (You are allowed two preventive 
care visits per year, six months apart.)  Coverage Includes: Exams, emergency office 
visits, cleanings, x-rays, sealants and fluoride. 
 
Basic Care – Pays 80% on fillings, general anesthetics, extractions, oral surgery, root 
canals and periodontics. 
 
Major Care – Pays 50% on crowns, bridges, and dentures. 
 
 
Deductible – $50.00 per person, per calendar year combined deductible for Basic and 
Major Care.  (No deductible on Preventive Care) 
 
 
Maximum Yearly Benefit – $1,000.00 per person, $3,000.00 per family of three or 
more. 
 
*There is no orthodontic coverage. 
 
I will return your original dental paperwork back to you with an explanation of what you 
were reimbursed for each service.  Should you have any questions, don’t hesitate to give 
me a call.  
 

Krissy Bellavance 
Insurance Administrator 

 
*Effective January 1, 2008 
Once a dependent child of an employee reaches their 20th birthday, they are no longer 
eligible to receive dental benefits. 
 



Enroll in VSP today.  
You'll be glad you did. 
 
Contact us. 
vsp.com 
800.877.7195 

Keep your eyes healthy with 
AIME BELLAVANCE & SONS INC and 
VSP® Vision Care. 
Why enroll in VSP? Your eyes deserve the best care to 
keep them healthy year after year. Plus with VSP, you’ll 
get a great value on your eyecare and eyewear. 

• Value and Savings. You'll get great benefits on your exam and 
eyewear at an affordable price. 

• Personalized Care. You’ll get quality care that focuses on your eyes 
and overall wellness through a WellVision Exam® from a VSP doctor. 
When you see a VSP doctor, you’ll get the most out of your benefit 
and have lower out-of-pocket costs. Plus, with a VSP doctor your 
satisfaction is guaranteed—if you’re not 100% happy, we’ll make it right. 

• Great Eyewear. Choose the eyewear that’s right for you and 
your budget. 

• Choice of Providers. With open access to see any eyecare provider, 
you can see the one who’s right for you. Choose a VSP doctor or any 
other provider. 

You’ll like what you see with VSP.

Using your VSP benefit is easy. 
• Find an eyecare provider who’s right for you. 

To find a VSP doctor, visit vsp.com or call 800.877.7195. 

• Review your benefit information. 
Visit vsp.com to review your plan coverage before your appointment. 

• At your appointment, tell them you have VSP. 
There’s no ID card necessary. 

That’s it! We’ll handle the rest—there are no claim forms to complete 
when you see a VSP doctor. 

 

Choice in Eyewear 
From classic styles to the latest designer frames, you'll find hundreds of 
options. Choose from featured frame brands like bebe®, ck Calvin Klein, 
Flexon®, Lacoste, Michael Kors, Nike, Nine West, and more. Visit vsp.com 
to find a doctor who carries these brands. 



Save with VSP coverage:

©2010 Vision Service Plan. All rights reserved.
VSP and WellVision Exam are registered trademarks of Vision 

Service Plan. All other company names and brands are 
trademarks or registered trademarks of their respective owners.

Enroll in VSP today. 
You'll be glad you did. 
Contact us. vsp.com 
800.877.7195 

Your VSP Vision Benefits Summary 
Automatically get an extra $20 to spend when you choose a featured frame brand like bebe®, ck Calvin Klein, Flexon®, Lacoste, 
Michael Kors, Nike, Nine West, and more. Visit vsp.com to find a doctor who carries these brands. 

VSP Doctor Network: VSP Signature Visit vsp.com for more details on your 
vision benefit and for exclusive savings 

and promotions for VSP members. 

CopayDescriptionBenefit Frequency
Your Coverage with a VSP Doctor  

WellVision Exam  • Focuses on your eyes and overall wellness  $10 Every calendar year 

Prescription Glasses $25 See frame and lenses 

Frame  
• $130 allowance for a wide selection of frames  
• $150 allowance for featured frame brands  
• 20% savings on the amount over your allowance  

Included in 
Prescription 

Glasses 
Every other calendar year 

Lenses  
• Single vision, lined bifocal, and lined trifocal lenses  
• Polycarbonate lenses for dependent children  

Included in 
Prescription 

Glasses 
Every calendar year 

Lens Enhancements  

• Standard progressive lenses  
• Premium progressive lenses  
• Custom progressive lenses  
• Average savings of 35-40% on other lens enhancements  

$50 
$80 - $90 

$120 - $160 Every calendar year 

Contacts 
(instead of glasses)  

• $130 allowance for contacts; copay does not apply  
• Contact lens exam (fitting and evaluation)  Up to $60 Every calendar year 

Extra Savings 

Glasses and Sunglasses 
• 30% savings on additional glasses and sunglasses, including lens enhancements, from the same VSP doctor on 

the same day as your WellVision Exam. Or get 20% from any VSP doctor within 12 months of your last WellVision 
Exam. 

Retinal Screening 
• No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam 

Laser Vision Correction 
• Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted facilities 
• After surgery, use your frame allowance (if eligible) for sunglasses from any VSP doctor 

Visit vsp.com for details, if you plan to see a provider other than a VSP doctor. 

Exam ............................................up to $50 
Frame ..........................................up to $70 

Single Vision Lenses ............up to $50 
Lined Bifocal Lenses ...........up to $75 

Lined Trifocal Lenses ..........up to $100 
Progressive Lenses ..............up to $75 

Contacts ....................................up to $105 

Your Coverage with Other Providers 

  
VSP guarantees coverage from VSP doctors only. Coverage information is subject to change. In the event of a conflict between this information and your organization’s contract with VSP, the 
terms of the contract will prevail. Based on applicable laws, benefits may vary by location. 



Group Vision Care Policy 
 
 
 
 
 

 
 
 
 
 
 

 Vision Care for Life 

 
 

 
 
 
 
 

Group Name: AIME BELLAVANCE & SONS INC 
Group Number: 30024108 
Effective Date: JANUARY 1, 2013 

 
 
 

Evidence of Coverage 
 
 
 
 

Provided by: 
 

VISION SERVICE PLAN INSURANCE COMPANY 
3333 Quality Drive, Rancho Cordova, CA  95670 

(916) 851-5000   (800) 877-7195 
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To be filled in by employer in the event this document is used to develop a Summary Plan Description: 
 
NAME OF EMPLOYER: 
NAME OF PLAN: 
PRINCIPAL ADDRESS: 
 
EMPLOYER I.D.#: 
 
POLICY #: 
 
PLAN ADMINISTRATOR: 
ADDRESS: 
 
PHONE NUMBER: 
 
REGISTERED AGENT FOR SERVICE OF LEGAL PROCESS, IF DIFFERENT FROM PLAN ADMINISTRATOR: 
 
ADDRESS: 
 
This form is a summary of the Policy provisions and is presented as a matter of general information only. It is not a substitute for the provisions of the 
Policy itself. A copy of the Policy will be furnished on request. 
 
DEFINITIONS:  

  
ADDITIONAL BENEFIT 
RIDER 

The document attached to this Evidence of Coverage, when purchased by Group, which lists 
selected vision care services and vision care materials that a Covered Person is entitled to receive 
by virtue of the Policy. 

  
ANISOMETROPIA A condition of unequal refractive state for the two eyes, one eye requiring a different lens correction 

than the other. 
  
BENEFIT AUTHORIZATION Authorization issued by the Company identifying the individual named as an Insured of the 

Company, and identifying those Plan Benefits to which an Insured is entitled. 
  
COPAYMENTS Any amounts required to be paid by or on behalf of an Insured for Plan Benefits that are not fully 

covered. 
  
ELIGIBLE DEPENDENT Any legal dependent of an Enrollee of Group who meets the criteria for eligibility established by 

Group and approved by the Company under section VI. ELIGIBILITY FOR COVERAGE of the 
Group Policy document maintained by your Group Administrator under which such Enrollee is 
covered. 

  
EMERGENCY CONDITION A condition, with sudden onset and acute symptoms, that requires the Insured to obtain immediate 

medical care, or an unforeseen occurrence requiring immediate, non-medical action. 
  
ENROLLEE An employee or member of Group who meets the criteria for eligibility specified under section VI. 

ELIGIBILITY FOR COVERAGE of the Group Policy document maintained by your Group 
Administrator. 

  
EXPERIMENTAL NATURE Procedure or lens that is not used universally or accepted by the vision care profession. 
  
GROUP An employer or other entity which contracts with the Company for coverage under this Policy in 

order to provide vision care coverage to its Enrollees and their Eligible Dependents. 
  
INSURED An Enrollee or Eligible Dependent who meets the Company's eligibility coverage under this Policy in 

order to provide vision care coverage to its Enrollees and their Eligible Dependents. 
  
MEMBER DOCTOR An optometrist or ophthalmologist licensed and otherwise qualified to practice vision care and/or 

provide vision care materials who has contracted with the Company to provide vision care services 
and/or vision care materials on behalf of Insureds of the Company. 
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NON-MEMBER PROVIDER Any optometrist, optician, ophthalmologist, or other licensed and qualified vision care provider who 
has not contracted with the Company to provide vision care services and/or vision care materials to 
Insureds of the Company. 

  
PLAN BENEFITS The vision care services and vision care materials which an Insured is entitled to receive by virtue of 

coverage under this Policy, as defined on the enclosed insert or in the Schedule of Benefits 
attached as Exhibit A to the Group Policy document maintained by your Group Administrator. 

  
PREMIUMS The payments made to the Company by or on behalf of an Insured to entitle him/her to Plan 

Benefits, as stated in the Schedule of Premiums attached as Exhibit B to the Group Policy 
document maintained by your Group Administrator. 

  
RENEWAL DATE The date on which this Policy shall renew or terminate if proper notice is given. 
  
SCHEDULE OF BENEFITS The document, attached as Exhibit A to the Group Policy document maintained by your Group 

Administrator, which lists the vision care services and vision care materials which an Insured is 
entitled to receive by virtue of this Policy. 

  
SCHEDULE OF PREMIUMS The document, attached as Exhibit B to the Group Policy document maintained by your Group 

Administrator, which states the payments to be made to the Company by or on behalf of an Insured 
to entitle him/her to Plan Benefits. 

 
BENEFITS AND COVERAGES 
 
IMPORTANT:  The benefits described below are typical services and materials available under most VSP plans.  However, the actual Plan 
Benefits provided to you by your Group may be different. Refer to the attached Schedule of Benefits and/or Disclosure to determine your 
specific Plan Benefits. 
 
1. Eye Examination:  A complete initial vision analysis which includes an appropriate examination of visual functions, including the prescription of 

corrective eyewear where indicated. 
 
2. Lenses:  The Member Doctor will order the proper lenses necessary for your visual welfare. The doctor shall verify the accuracy of the finished 

lenses. 
 
3. Frames:  The Member Doctor will assist in the selection of frames, properly fit and adjust the frames, and provide subsequent adjustments to 

frames to maintain comfort and efficiency. 
 
4. Contact lenses:  Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered 

Person's Member Doctor or Non-Member Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for 
Necessary Contact Lenses.. 

 
Elective or Necessary contact lenses are available in lieu of spectacle lenses and frames for the current eligibility as indicated on the enclosed 
insert. 
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EXCLUSIONS AND LIMITATIONS OF BENEFITS 
 
Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be subject to additional limitations.  Covered Persons 
may obtain details regarding frame brand availability from their VSP Member Doctor or by calling VSP’s Customer Care Division at (800) 877-7195. 
 
This vision service plan is designed to cover visual needs rather than cosmetic materials.  If you select any of the following extras, the Plan will pay 
the basic cost of the allowed lenses or frames, and you will be responsible for the additional cost for the options, unless the extra is defined in the 
Schedule of Benefits attached as Exhibit A to the Group Policy document maintained by your Group Administrator. 
 

• Optional cosmetic processes. 
• Anti-reflective coating. 
• Color coating. 
• Mirror coating. 
• Scratch coating. 
• Blended lenses. 
• Cosmetic lenses. 
• Laminated lenses. 
• Oversize lenses. 
• Polycarbonate lenses. 
• Photochromic lenses, tinted lenses except Pink #1 and Pink #2. 
• Progressive multifocal lenses. 
• UV (ultraviolet) protected lenses. 
• Certain limitations on low vision care. 

 
Although a low vision benefit is available to Insureds diagnosed as having severe visual problems (i.e., partial sight), it is subject to limitations. 
Consult your Member Doctor or Benefits Representative for details.  There is no benefit for professional services or materials connected with: 
 
1. Orthoptics or vision training and any associated supplemental testing; plano lenses (less than ±.50 diopter power); or two pair of glasses in lieu 

of bifocals. 
 
2. Replacement of lenses and frames furnished under this Plan which are lost or broken except at the normal intervals when services are 

otherwise available. 
 
3. Medical or surgical treatment of the eyes. 
 
4. Any eye examination, or any corrective eye wear, required by an employer as a condition of employment. 
 
5. Corrective vision treatment of an experimental nature such as, but not limited to, RK and PRK Surgery. 
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ELIGIBILITY FOR COVERAGE 
Enrollees:  To be eligible for coverage, a person must currently be an employee or member of the Group, and meet the criteria established in the 
coverage criteria mutually agreed upon by Group and the Company. 
 
Eligible Dependents:  If dependent coverage is provided, the persons eligible for coverage as dependents shall include the legal spouse of any 
Enrollee, and any child of an Enrollee, including any natural child from the moment of birth, legally adopted child from the moment of placement in 
the residence of the Enrollee, or other child for whom a court or administrative agency holds the Enrollee responsible from the moment of birth who 
has not obtained the limiting age as shown on the enclosed insert page. 
 
A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if the child is incapable of self-sustaining employment 
because of mental or physical disability, and chiefly dependent upon the enrollee for support and maintenance. 
 
PREMIUMS 
The Group is responsible for payments to the Company of the periodic charges for your coverage. You will be notified of your share of the charges, if 
any, by your Group. The entire cost of the program is paid to the Company by the Group. 
 
COPAYMENT 
The benefits described herein are available to you from any participating Member Doctor, provided you follow the proper procedures by obtaining 
Benefit Authorization. THERE MAY BE A COPAYMENT AMOUNT PAYABLE BY YOU TO THE MEMBER DOCTOR AT THE TIME OF THE 
EXAMINATION.  ANY ADDITIONAL CARE, SERVICE AND/OR MATERIALS NOT COVERED BY THIS PLAN MAY BE ARRANGED BETWEEN 
YOU AND THE DOCTOR. 
 
CHOICE OF PROVIDERS 
Vision care services and vision care materials may be received from any licensed optometrist, ophthalmologist, or dispensing optician, whether 
Member Doctors or Non-Member Providers. If you elect to receive vision care services from one of the Member Doctors, covered services are 
provided at no out-of-pocket cost (unless the plan contains a Copayment). 
 
When vision care services are received from a Non-Member Provider, you will be reimbursed for such benefits according to the schedule shown on 
the enclosed insert, less any applicable Copayment. 
 
BENEFIT AUTHORIZATION PROCESS 
The Company authorizes Plan Benefits according to the latest eligibility information furnished to the Company by Insured's Group and the level of 
coverage (i.e. service frequencies, covered materials, reimbursement amounts, limitations, and exclusions) purchased for Insured by Group under 
this Plan. When Insured requests services under this Plan, Insured's prior utilization of Plan Benefits will be reviewed by the Company to determine if 
Insured is eligible for new services based upon Insured's Plan’s level of coverage. Please refer to the attached Schedule of Benefits for a summary 
of the level of coverage provided to Insured by Group. 
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PROCEDURE FOR USING THE PLAN 
1. When you desire to receive Plan Benefits from a Member Doctor, contact the Company or the Member Doctor. If you are eligible, the Company 

will provide Benefit Authorization to you or the Member Doctor. 
 
2. When such authorization is received and services are performed prior to the expiration date of the authorization, this will constitute a claim 

against the Plan in spite of your termination of coverage or the termination of the Plan. Should you receive services from a Member Doctor 
without such authorization or obtain services from a provider who is not a Member Doctor, you are responsible for payment in full to the 
provider.  

 
3. A list of Member Doctors in your geographic location can be obtained from your Group or Plan Administrator. This list contains the names, 

addresses, and telephone numbers of the Member Doctors. If this list does not cover the geographic area in which you desire to seek services, 
you may call or write the Company office nearest you to obtain one that does. 

 
4. You pay only the Copayment (if any) to the doctor for the services covered by the Plan. The Company will pay the Member Doctor directly 

according to its agreement with the doctor. 
 
5. In emergency conditions, when immediate vision care of a medical nature, such as for bodily trauma or disease is necessary, Insured can 

obtain covered services by contacting a Member Doctor (or Out-of-Network Provider - if the attached Schedule of Benefits indicates that 
Insured's Plan includes such coverage).  No prior approval from the Company is required for Insured to obtain vision care for Emergency 
Conditions of a medical nature. However, services for medical conditions, including emergencies, are covered by the Company only under the 
Acute EyeCare and Primary EyeCare Plans.  If coverage for one of these plans is not indicated on the attached Schedule of Benefits or 
Addendum, Insured is not covered by the Company for medical services and should contact a physician under Insured’s medical insurance plan 
for care.  For emergency conditions of a non-medical nature, such as lost, broken or stolen glasses, the Insured should contact the Company's 
Customer Service Department for assistance.  Emergency vision care is subject to the same benefit frequencies, plan allowances, Copayments 
and exclusions stated herein.  Reimbursement to Member Doctors will be made in accordance with their agreement with the Company. 

 
LIABILITY IN EVENT OF NON-PAYMENT 
IN THE EVENT COMPANY FAILS TO PAY THE PROVIDER, YOU SHALL NOT BE LIABLE TO THE PROVIDER FOR ANY SUMS OWED BY THE 
VISION POLICY OTHER THAN THOSE NOT COVERED BY THE POLICY. 
 
INDIVIDUAL CONTINUATION OF BENEFITS 
This program is available to groups of a minimum of ten (10) employees and is, therefore, not available on an individual basis. When a Group 
terminates its coverage, individual coverage is not available for Enrollees who may desire to retain same. 
 
TERMINATION OF BENEFITS 
Terms and cancellation conditions of your vision care plan are shown on the enclosed insert.  If service is being rendered to you as of the termination 
date of the Policy, such service shall be continued to completion, but in no event beyond six (6) months after the termination date of the Policy. 
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COMPLAINTS AND GRIEVANCES 
If Insured ever has a question or problem, Insured’s first step is to call the Company's Customer Service Department. The Customer Service 
Department will make every effort to answer Insured’s question and/or resolve the matter informally. If a matter is not initially resolved to the 
satisfaction of Insured, the Insured may communicate a complaint or grievance to the Company, orally or in writing, by using the complaint form that 
may be obtained upon request from the Customer Service Department. Complaints and grievances include disagreements regarding access to care, 
or the quality of care, treatment or service. Insureds also have the right to submit written comments or supporting documentation concerning a 
complaint or grievance to assist in the Company’s review. The Company will resolve the complaint or grievance within thirty (30) days after receipt, 
unless special circumstances require an extension of time. In that case, resolution shall be achieved as soon as possible, but no later than one 
hundred twenty (120) days after the Company’s receipt of the complaint or grievance. If the Company determines that resolution cannot be achieved 
within thirty (30) days, a letter will be sent to the Insured to indicate the Company’s expected resolution date. Upon final resolution, the Insured will 
be notified of the outcome in writing. 
 
Claim Payments and Denials 
A. Initial Determination: The Company will pay or deny claims within thirty (30) calendar days of the receipt of the claim from the Insured or 
Insured’s authorized representative. In the event that a claim cannot be resolved within the time indicated, the Company may, if necessary, extend 
the time for decision by no more than fifteen (15) calendar days. 
 
B. Request for Appeals:  If the Insured’s claim for benefits is denied by the Company in whole or in part, the Company will notify the Insured 
in writing of the reason or reasons for the denial. Within one hundred eighty (180) days after receipt of such notice of denial of a claim, Insured may 
make a verbal or written request to the Company for a full review of such denial. The request should contain sufficient information to identify the 
Insured for whom a claim for benefits was denied, including the name of the Enrollee, Member Identification Number of the Enrollee, the Insured’s 
name and date of birth, the name of the provider of services and the claim number. The Insured may state the reasons the Insured believes that the 
claim denial was in error. The Insured may also provide any pertinent documents to be reviewed. The Company will review the claim and give 
Insured the opportunity to review pertinent documents, submit any statements, documents, or written arguments in support of the claim, and appear 
personally to present materials or arguments. Insured or Insured’s authorized representative should submit all requests for appeals to: 
 

VSP 
Member Appeals 

3333 Quality Drive 
Rancho Cordova, CA 95670 

(800) 877-7195 
 
The Company’s determination, including specific reasons for the decision, shall be provided and communicated to the Insured within thirty (30) 
calendar days after receipt of a request for appeal from the Insured or Insured’s authorized representative.  
 
If Insured disagrees with the Company’s determination, he/she may request a second level appeal within sixty (60) calendar days from the date of 
the determination.The Company  shall resolve any second level appeal within thirty (30) calendar days. 
 
When Insured has completed all appeals mandated by the Employee Retirement Income Security Act of 1974 (“ERISA”), additional voluntary 
alternative dispute resolution options may be available, including mediation and arbitration. Insured should contact the U. S. Department of Labor or 
the State insurance regulatory agency for details. Additionally, under ERISA (Section 502(a)(1)(B)) [29 U.S.C. 1132(a)(1)(B)], Insured has the right to 
bring a civil (court) action when all available levels of reviews of denied claims, including the appeal process, have been completed, the claims were 
not approved in whole or in part, and Insured disagrees with the outcome. 
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OTHER FACTS YOU SHOULD KNOW ABOUT THE PLAN 
As a participant in the Plan, 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: 
 
• Examine, without charge, at the Plan Administrator’s office, all Plan documents such as detailed annual reports and Plan descriptions, including 

insurance contracts, and copies of all documents filed by the Plan with the U.S. Department of Labor or the Internal Revenue Service. 
• Obtain copies of all Plan documents and other Plan information upon written request to the Plan Administrator.  The Plan 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. 
 
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, or any other person, may fire you or otherwise discriminate against you in any 
way to prevent you from obtaining a benefit or exercising your rights under ERISA.  If your claim for a benefit is denied in whole or in part, you must 
receive a written explanation of the reason for the denial.  You have the right to have the Plan reviewed and your claim reconsidered.  Under ERISA, 
there are steps you can take to enforce the above rights.  For instance, if you request materials 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 to you because of reasons beyond the control of the Plan 
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.  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 fees.  If you lose, the court 
may order you to pay these costs and fees if, for example, it finds your claim frivolous.  If you have any questions about your Plan, you should 
contact the Plan Administrator.  If you have any questions about this statement or your rights under ERISA, you should contact the nearest office of 
the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance 
and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue NW, Washington, DC  20210. 
  
The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires that, under certain circumstances, health plan benefits available to 
an eligible Enrollee and his or her Eligible Dependents be made available for purchase by said persons upon the occurrence of a COBRA-qualifying 
event.  If, and only to the extent COBRA applies, VSP shall make the statutorily-required continuation coverage available for purchase in accordance 
with COBRA. 
 
The Plan Administrator and the employer are subject to numerous obligations in connection with continuation coverage, including an obligation to 
notify eligible participants and their dependents of the existence of said continuation coverage.  In this regard, the U.S. Department of Labor has 
issued ERISA Technical Release No. 86-2 dated June 26, 1986, setting forth a Model Statement of the required notice.  Providing said notice by first 
class mail to each covered employee and his or her spouse, if any, at their last known address will constitute a good faith effort at compliance of the 
notice requirement in the absence of promulgated COBRA regulations. 
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VISION SERVICE PLAN INSURANCE COMPANY 
3333 Quality Drive 

Rancho Cordova, CA  95670 
Group Name: AIME BELLAVANCE & SONS INC 

   

Plan Number: 30024108 

   

Effective Date: JANUARY 1, 2013 

   

Plan Term: TWENTY-FOUR (24) MONTHS 

 
VISION CARE PLAN 

DISCLOSURE FORM AND EVIDENCE OF COVERAGE 
PLAN ADMINISTRATOR: Krissy Bellavance 

 (Name) 

 5 S Vine St  

 (Address) 

 Barre,  VT 05641-4033 

 (City, State, Zip) 

 

MONTHLY PREMIUM: YOUR GROUP IS RESPONSIBLE FOR PAYMENT TO VISION SERVICE 
PLAN OF THE PERIODIC CHARGES FOR YOUR COVERAGE.  YOU WILL 
BE NOTIFIED OF YOUR SHARE OF THE CHARGES, IF ANY, BY YOUR 
GROUP. 

 
 

ELIGIBILITY: ENROLLEES & ELIGIBLE DEPENDENTS:  DEPENDENT CHILDREN ARE 
COVERED TO THE END OF THE MONTH IN WHICH THEY TURN AGE 26. 
THE WAITING PERIOD IS THE SAME AS YOUR OTHER HEALTH BENEFITS. 

PLAN AND SCHEDULE: SIGNATURE PLAN 

 EXAMINATION: ONCE EVERY PLAN YEAR* 

 LENSES: ONCE EVERY PLAN YEAR* 

 FRAMES: ONCE EVERY TWO PLAN YEARS* 

 *PLAN YEAR BEGINS   JANUARY 1ST. 

TERM, TERMINATION AND RENEWAL: AFTER THE POLICY TERM, THIS POLICY WILL CONTINUE ON A MONTH 
TO MONTH BASIS OR UNTIL TERMINATED BY EITHER PARTY GIVING THE 
OTHER SIXTY (60) DAYS PRIOR WRITTEN NOTICE. 

TYPE OF ADMINISTRATION: BENEFITS ARE FURNISHED UNDER A VISION CARE PLAN PURCHASED 
BY THE GROUP AND PROVIDED BY VISION SERVICE PLAN (VSP) 
UNDER WHICH VSP IS FINANCIALLY RESPONSIBLE FOR THE PAYMENT 
OF CLAIMS. 

VSP'S ADDRESS IS: VISION SERVICE PLAN 
3333 QUALITY DRIVE 
RANCHO CORDOVA, CA  95670 
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SCHEDULE OF BENEFITS 
GENERAL 
This Schedule and any Additional Benefit Rider(s), when purchased by Group, attached hereto list the vision care services and vision care materials 
to which Insureds of the Company are entitled, subject to any Copayments and other conditions, limitations and/or exclusions stated herein.  Vision 
care services and vision care materials may be received from any licensed optometrist, ophthalmologist, or dispensing optician, whether Member 
Doctors or Non-Member Providers. 
 
When Plan Benefits are received from Member Doctors, benefits appearing in the first column below are applicable subject to any Copayment(s) as 
stated below.  When Plan Benefits are received from Non-Member Providers, you are reimbursed for such benefits according to the schedule in the 
second column below less any applicable Copayment. 
 
 
PLAN BENEFITS MEMBER DOCTOR BENEFIT NON-MEMBER PROVIDER BENEFIT 
    
VISION CARE SERVICES    
    
Vision Examination Covered in Full*  Up to $       50.00* 

 
 
VISION CARE MATERIALS    

    

Lenses    

 Single Vision Covered in Full* Up to $       50.00* 
 Bifocal Covered in Full* Up to $       75.00* 
 Trifocal Covered in Full* Up to $      100.00* 
 Lenticular Covered in Full* Up to $     125.00* 
    

Frames Covered up to Plan Allowance* Up to $      70.00* 

 

Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Custom LASIK patients. 
 
CONTACT LENSES   
    
Necessary    
  Professional Fees and Materials Covered in Full* Up to $    210.00*    
    

Elective   Materials Professional Fees 
and Materials 

 Up to $ 130.00 Up to $    105.00 

 Elective Contact Lens fitting and evaluation** 
services are covered in full once every plan 
year, after a maximum $60.00 Copayment. 

  

 

Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's Member Doctor 
or Non-Member Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for Necessary Contact Lenses. 
 
When contact lenses are obtained, the Insured shall not be eligible for lenses and frames again for one plan year. 
 
 
 *Subject to Copayment, if any. 
 
**15% discount applies to Member Doctor's usual and customary professional fees for contact lens evaluation and fitting. 
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COPAYMENT 
There shall be a Copayment of $10.00 for the examination payable by the Insured to the Member Doctor at the time services are rendered.  If 
materials (lenses and frames) are provided, there shall be an additional $25.00 Copayment payable at the time the materials are ordered.  However, 
the Copayment for materials shall not apply to Elective Contact Lenses. 
 
LOW VISION 
Professional services for severe visual problems not corrected with regular lenses, including: 
 
Supplemental Testing Covered in Full Up to $125.00 
(includes evaluation, diagnosis and prescription of vision aids where indicated) 
 
Supplemental Aids 75% of cost 75% of cost  
 
Maximum allowable for all Low Vision benefits of $1000.00 every two (2) years. 

 
THIS EVIDENCE OF COVERAGE CONSTITUTES ONLY A SUMMARY OF THE VISION PLAN.  THE VISION PLAN DOCUMENT MUST BE 
CONSULTED TO DETERMINE THE EXACT TERMS AND CONDITIONS OF COVERAGE. 
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Exhibit C 
 

ADDITIONAL BENEFIT RIDER 
PRIMARY EYECARE PLAN 

 

 
 
GENERAL 

This Rider lists additional vision care benefits to which Covered Persons of VISION SERVICE PLAN INSURANCE COMPANY (“VSP”) are entitled, 
subject to any applicable Copayments and other conditions, limitations and/or exclusions stated herein. This Rider forms a part of the Policy and 
Evidence of coverage to which it is attached. 
 
The Primary EyeCare Plan is designed for the detection, treatment and management of ocular conditions and/or systemic conditions that produce 
ocular or visual symptoms. Under the Plan, Member Doctors provide treatment and management of urgent and follow-up services. Primary EyeCare 
also involves management of conditions that require monitoring to prevent future vision loss. 

 
The Member Doctor is responsible for advising and educating patients on matters of general health and prevention of ocular disease. If consultation, 
treatment, and/or referral are necessary, it is the responsibility of the Member Doctor as a Primary EyeCare professional, to manage and coordinate 
on behalf of the patient to assure appropriateness of follow-up services. 
 
Covered Persons with the following symptoms and/or conditions (see DEFINITIONS, below) will be covered for certain Primary EyeCare services in 
accordance with the optometric scope of licensure in the Member Doctor’s state. This Rider forms a part of the Policy and Evidence of Coverage to 
which it is attached. 
 

SYMPTOMS 

Examples of symptoms which may result in a patient seeking services on an urgent basis under the Primary EyeCare Plan include, but are not 
limited to: 
 
 

• ocular discomfort or pain • recent onset of eye muscle dysfunction 
• transient loss of vision • ocular foreign body sensation 
• flashes or floaters • pain in or around the eyes 
• ocular trauma • swollen lids 
• diplopia • red eyes 

 
 
CONDITIONS 

Examples of conditions which may require management under the Primary EyeCare Plan include, but are not limited to: 
 

• ocular hypertension • macular degeneration 
• retinal nevus • corneal dystrophy 
• glaucoma • corneal abrasion 

• cataract • blepharitis 
• pink-eye • sty 

 
 
See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated. 
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PROCEDURES FOR OBTAINING PRIMARY EYECARE SERVICES 

To obtain Primary EyeCare Services, the Covered Person contacts a Member Doctor’s office and makes an appointment.  If necessary, the Covered 
Person may first call VSP’s Customer Service Department to determine the location of the nearest Member Doctor’s office. 
 
If urgent care is necessary, the Covered Person may be seen by a Member Doctor immediately. 
 
The Covered Person pays the applicable Copayment to the Member Doctor at the time of each Primary EyeCare office visit, and for any additional 
services not covered by the Plan. 
 
Upon completion of the services, the Member Doctor will submit the required claim information to VSP.  VSP will pay the Member Doctor directly in 
accordance with VSP’s agreement with the doctor. 
 

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated. 
 
 
COPAYMENT 

A Copayment amount of $20.00 shall be payable by the Covered Person at the time of each Primary EyeCare office visit. 
 
 
REFERRALS BY THE MEMBER DOCTOR 

The Member Doctor will refer the Covered Person to another doctor under the following circumstances: 
 
If the Covered Person requires additional services which are covered by the Primary EyeCare Plan but can not be provided in the Member Doctor’s 
office, the doctor will refer the Covered Person to another Member Doctor or to the Group’s major medical physician whose offices provide the 
necessary services. 
 
If the Covered Person requires services beyond the scope of the Primary EyeCare Plan, the Member Doctor will refer the Covered Person to the 
Group’s major medical physician. 
 
If the Covered Person requires emergency services beyond the scope of the Primary EyeCare Plan, the Member Doctor will make an urgent referral 
by calling either another Member Doctor or the Group’s major medical physician. 
 
 
EXCLUSIONS AND LIMITATIONS OF BENEFITS 

The Primary EyeCare Plan is designed to cover Primary EyeCare services only. There is no coverage provided under the Policy for the following: 
 
• Costs associated with securing materials such as lenses and frames. 
• Orthoptics or vision training and any associated supplemental testing. 
• Surgical or pathological treatment. 
• Any eye examination, or any corrective eyewear required by an employer as a condition of employment. 
• Medication. 
• Pre- and post-operative services. 
• Services and/or materials not indicated on this Rider as covered Plan Benefits. 
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DEFINITIONS  
  
Blepharitis Inflammation of the eyelids. 

 
Cataract A cloudiness of the lens of the eye obstructing vision. 

 
Conjunctiva The mucous membrane that lines the inner surface of the eyelids and is continued 

over the forepart of the eye. 

 
Corneal Abrasion Irritation of the transparent, outermost layer of the eye. 

 
Corneal Dystrophy A disorder involving nervous and muscular tissue of the transparent, outermost layer 

of the eye. 

 
Diplopia The observance by a person of seeing double images of an object 

 
Eye Muscle Dysfunction A disorder or weakness of the muscles that control the eye movement. 

 
Flashes or Floaters The observance by a person of seeing flashing lights and/or spots. 

 
Glaucoma A disease of the eye marked by increased pressure within the eye which causes 

damage to the optic disc and gradual loss of vision. 

 
Macula The small, sensitive area of the central retina, which provides vision for fine work and 

reading. 

 
Macular Degeneration An acquired degenerative disease which affects the central retina. 

 
Ocular Of or pertaining to the eye or the eyesight. 

 
Ocular Conditions Any condition, problem, or complaint relating to the eyes or eyesight. 

 
Ocular Hypertension Unusually high blood pressure within the eye. 

 
Ocular Trauma A forceful injury to the eye due to a foreign object. 

 
Pink eye 

 
An acute, highly contagious inflammation of the conjunctiva. 

Retinal Nevus A pigmented birthmark on the sensory membrane lining the eye that receives the 
image formed by the lens. 

 
Systemic Condition Any condition or problem relating to a person’s general health. 

 
Sty An inflamed swelling of the fatty material at the margin of the eyelid. 

 
Transient Loss of Vision Temporary loss of vision. 
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Funding Sheet for:  
Bellavance and Sons Trucking Co. 

Employer ID: CHOBELLAV 
Plan Year 01/01– 12/31 

 
Employer Provided Accounts 

Health Reimbursement Account – HRA Bellavance/Terry Hill 
Single- $1,500 
Family- $3,000 
 
 

 
Catastrophic Clause: 
Single- An additional $3,450 will be available after $1,500 of the shared responsibility has 
been satisfied 
Family - An additional $6,900 will be available after $3,000 of the shared responsibility has 
been satisfied 
 
After your responsibility has been met, submit all of the following:  
a. A Shared Responsibility Form, available on our website, www.choice-strategies.com. 
b. An Explanation of Benefits (EOB) demonstrating that your share of the responsibility has been met. 
c. Proof of payment. 
 

 

Eligible Expenses 
Health Reimbursement Account (HRA) Bellavance/Terry Hill 

• Medical Deductible 
• Prescriptions 

 
 
 
 

Useful Information:  
• The eligible expenses listed on this funding sheet are the ONLY eligible expenses.  
• If pharmacy expenses are eligible on your plan, please check our website www.choice-

strategies.com for a list of participating pharmacies.  
• The dates of service must have occurred during the plan year.  
• You have a 3-month run-out period to file claims manually for dates of service incurred during the 

previous plan year. 
• Receipt notifications will be mailed to you monthly. Your response to receipt notifications is necessary 

under the provisions of the plan.  No response may result in the ineligibility of the purchase and as a 
result your card may be temporarily deactivated.  
 

PLEASE KEEP ALL RECEIPTS AS THEY MAY BE REQUIRED TO SUBSTANTIATE 
PURCHASES MADE WITH THE CHOICE STRATEGIES CARD.TM   THIS REQUIREMENT IS 
MANDATED BY FEDERAL REGULATIONS 
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INTRODUCTION 
 
 Aime Bellavance & Sons Inc (the "Company") established the Aime Bellavance & Sons 
Inc Health Reimbursement Arrangement (the "Plan") effective 1/1/03.  This Summary Plan 
Description describes the Plan as amended and restated effective 1/1/2010. 
 
 This revised Summary Plan Description supersedes all previous Summary Plan 
Descriptions.  Although the purpose of this document is to summarize the more significant 
provisions of the Plan, the Plan document will prevail in the event of any inconsistency. 
 
ELIGIBILITY FOR PARTICIPATION 
 
 Eligible Employee 
 
 You are an "Eligible Employee" if you are employed by Aime Bellavance & Sons Inc or 
any affiliate who has adopted the Plan. However, you are not an "Eligible Employee" if you are 
any of the following: 
 

A self-employed individual (including a partner), or a person who owns (or is deemed to 
own) more than 2 percent of the outstanding stock of an S corporation. 
 
Covered by a collective bargaining agreement. 
 
A leased employee. 
 
A non-resident alien who received no U.S. earned income. 
 
A part-time employee who is expected to work less than 30 hours per week. 

 
 Date of Participation 
 
 You will become a Participant eligible to receive benefits from the Plan on the first day 
of the calendar month coincident with or next following the date you attain age 18 and you 
complete 3 months of service as an Eligible Employee. 
 
 You will stop being a participant eligible to receive benefits from the Plan on the date 
you are no longer an Eligible Employee or the date you terminate employment with the 
Company. 
 
HEALTH REIMBURSEMENT BENEFITS 
 
 Health Reimbursement Arrangement 
 
 When you become eligible to participate in the Plan, the Plan will establish a health 
Reimbursement Arrangement in your name. You will be entitled to receive reimbursement from 
this account for Eligible Expenses incurred by you, your spouse and dependents - but only if 
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such persons are covered under the MVP Healthcare Inc. (Covered Persons). You may receive 
reimbursement for Eligible Expenses incurred at a time when you are actively participating in the 
Plan. The amount of reimbursement for Eligible Expenses is limited to the remaining balance in 
your account. 
 
 Limits on Reimbursement 
 
 The annual limits on reimbursement are as follows: 
 
 One Covered Person (Participant only): $1000 
 Two Covered Persons (Participant plus one other Covered Person): $2000 
 More than two Covered Persons (Family coverage): $2000 
 
 The entire amount of the limit specified above will be credited to your account at the 
beginning of the Plan Year. If you enter the Plan at a time other than the beginning of the Plan 
Year, the amount credited to your account will be reduced to reflect the time of actual 
participation. 
 
 In addition, if the number of Covered Persons entitled to reimbursement under your 
health Reimbursement Arrangement changes before the next time your account is credited, 
contributions will be prorated to accommodate the change (if the number of Covered Persons 
decreases, amounts may be forfeited from your account or future contributions my be 
discontinued). 
 
 Any amounts remaining in your account at the end of the Plan Year that do not exceed 
$50% of unused HRA funds will roll over into the next plan year with a maximum of $2000 for 
single and $4000 for family. will be carried over to the immediately-following Plan Year. Any 
amounts remaining in your account at the end of the Plan Year that exceed such amount shall be 
forfeited. In addition, any balance remaining in your account on the date you terminate 
employment with the Company will be forfeited after all claims are paid. 
 
 Deductible 
 
 The annual Plan deductible is $0. 
 
 You must meet the annual deductible above before your Plan will reimburse for Eligible 
Expenses. Please note that the deductible above is for this plan (the Health Reimbursement 
Arrangement) and NOT the deductible(s) for Company-sponsored health plan(s). 
 
 Eligible Expenses 
 
 During the time you are eligible to participate in the Plan, the Plan will reimburse your 
deductible amounts attributable to Covered Persons that you must pay under a 
Company-sponsored medical plan. However, the Plan imposes the following conditions and or 
limitations on expenses it will reimburse: Co-pays. You will not be reimbursed for any expenses 
that are (i) not incurred in the Plan Year, (ii) incurred before or after you are eligible to 
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participate in the Plan, (iii) attributable to a tax deduction you take in a prior taxable year, or (iv) 
covered, paid or reimbursed from any other source. 
 
 Coordination with Other Plans 
 
 All claims for benefits that are covered by an insurance policy must be made to the 
insurance company issuing such insurance policy. 
 
 Limits on Certain Employees 
 
 If you are a highly paid employee or an owner of the Company, federal law may impose 
limits on your eligibility to participate in the Plan and/or the benefits you may receive from the 
Plan. 
 
CLAIMS 
 
 Deadlines 
 
 You must submit claims for reimbursement by the last day of the third month following 
the plan year end.. However, if you terminate employment you must submit claims for 
reimbursement within 90 days after your date of termination. 
 
 Debit/Credit Cards 
 
 The Company will provide you with a debit, credit or other stored-value card for 
purposes of making purchases that may be reimbursed from your health Reimbursement 
Arrangement. The Plan Administrator will provide you with more information about stored value 
cards at the time you enroll in the Plan. 
 
 Documentation of Claims 
 
 Any claim for benefits must include all information and evidence that the Plan 
Administrator deems necessary to properly evaluate the merits of the claim. The Plan 
Administrator may request any additional information necessary to evaluate the claim. 
 
 Method and Timing of Payment 
 
 To the extent that the Plan Administrator approves a claim, the Company may either (i) 
reimburse you, or (ii) pay the service provider directly. The Plan Administrator will pay claims 
at least once per year. The Plan Administrator may provide that payments/reimbursements of less 
than a certain amount will be carried forward and aggregated with future claims until the 
reimbursable amount is greater than a minimum amount. In any event, the entire amount of 
payments/reimbursements outstanding at the end of the Plan Year will be reimbursed without 
regard to the minimum payment amount. 
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 Where to Submit Claims 
 
 All claims must be submitted to The Choice Care Card at 76 McNeil Rd, 2nd Floor, 
Waterbury Center, VT 05677. The telephone number is 888-278-2555. 
 
 Refunds/Indemnification 
 
 You must immediately repay any excess payments/reimbursements or any 
payments/reimbursements that are taxable to you. You must reimburse the Company for any 
liability the Company may incur for making such payments, including but not limited to, failure 
to withhold or pay payroll or withholding taxes from such payments or reimbursements. If you 
fail to timely repay an excess amount and/or make adequate indemnification, the Plan 
Administrator may: (i) to the extent permitted by applicable law, offset your salary or wages, 
and/or (ii) offset other benefits payable under this Plan. 
 
 Beneficiary 
 
 If you die, your beneficiaries may submit claims for Eligible Expenses for the portion of 
the Plan Year preceding the date of your death.  You may designate a specific beneficiary for 
this purpose provided that such beneficiary is your spouse or one or more of your dependents. If 
no beneficiary is specified, the Plan Administrator may pay any amount due to your spouse or, if 
there is no spouse, to your dependents in equal shares. 
 
 Claim Procedures for Health Benefits 
 
 Application for Benefits. You or any other person entitled to benefits from the Plan (a 
"Claimant") may apply for such benefits by completing and filing a claim with the Plan 
Administrator.  Any such claim must be in writing and must include all information and 
evidence that the Plan Administrator deems necessary to properly evaluate the merit of and to 
make any necessary determinations on a claim for benefits.  The Plan Administrator may 
request any additional information necessary to evaluate the claim. 
 
 Timing of Notice of Denied Claim. The Plan Administrator shall notify the Claimant of 
any adverse benefit determination within a reasonable period of time, but not later than 30 days 
after receipt of the claim. This period may be extended one time by the Plan for up to 15 days, 
provided that the Plan Administrator both determines that such an extension is necessary due to 
matters beyond the control of the Plan and notifies the Claimant, prior to the expiration of the 
initial 30-day period, of the circumstances requiring the extension of time and the date by which 
the Plan expects to render a decision. If such an extension is necessary due to a failure of the 
Claimant to submit the information necessary to decide the claim, the notice of extension shall 
specifically describe the required information, and the Claimant shall be afforded at least 45 days 
from receipt of the notice within which to provide the specified information.  
 
 Content of Notice of Denied Claim.  If a claim is wholly or partially denied, the Plan 
Administrator shall provide the Claimant with a notice identifying (1) the reason or reasons for 
such denial, (2) the pertinent Plan provisions on which the denial is based, (3) any material or 
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information needed to grant the claim and an explanation of why the additional information is 
necessary, (4) an explanation of the steps that the Claimant must take if he wishes to appeal the 
denial including a statement that the Claimant may bring a civil action under ERISA, and (5): 
(A) If an internal rule, guideline, protocol, or other similar criterion was relied upon in making 
the adverse determination, either the specific rule, guideline, protocol, or other similar criterion; 
or a statement that such a rule, guideline, protocol, or other similar criterion was relied upon in 
making the adverse determination and that a copy of such rule, guideline, protocol, or other 
criterion will be provided free of charge to the Claimant upon request; or (B) if the adverse 
benefit determination is based on a medical necessity or experimental treatment or similar 
exclusion or limit, either an explanation of the scientific or clinical judgment for the 
determination, applying the terms of the Plan to the Claimant's medical circumstances, or a 
statement that such explanation will be provided free of charge upon request. 
 
 Appeal of Denied Claim.  If a Claimant wishes to appeal the denial of a claim, he shall 
file an appeal with the Plan Administrator on or before the 180th day after he receives the Plan 
Administrator's notice that the claim has been wholly or partially denied.  The appeal shall 
identify both the grounds and specific Plan provisions upon which the appeal is based.  The 
Claimant shall be provided, upon request and free of charge, documents and other information 
relevant to his claim.  An appeal may also include any comments, statements or documents that 
the Claimant may desire to provide.  The Plan Administrator shall consider the merits of the 
Claimant's presentations, the merits of any facts or evidence in support of the denial of benefits, 
and such other facts and circumstances as the Plan Administrator may deem relevant.  In 
considering the appeal, the Plan Administrator shall: 
 
  (1) Provide for a review that does not afford deference to the initial adverse 
benefit determination and that is conducted by an appropriate named fiduciary of the Plan who is 
neither the individual who made the adverse benefit determination that is the subject of the 
appeal, nor the subordinate of such individual;  
 
  (2) Provide that, in deciding an appeal of any adverse benefit determination 
that is based in whole or in part on a medical judgment, including determinations with regard to 
whether a particular treatment, drug, or other item is experimental, investigational, or not 
medically necessary or appropriate, the appropriate named fiduciary shall consult with a health 
care professional who has appropriate training and experience in the field of medicine involved 
in the medical judgment;  
 
  (3) Provide for the identification of medical or vocational experts whose 
advice was obtained on behalf of the Plan in connection with a Claimant's adverse benefit 
determination, without regard to whether the advice was relied upon in making the benefit 
determination; and 
 
  (4) Provide that the health care professional engaged for purposes of a 
consultation under Subsection (2) shall be an individual who is neither an individual who was 
consulted in connection with the adverse benefit determination that is the subject of the appeal, 
nor the subordinate of any such individual. 
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The Plan Administrator shall notify the Claimant of the Plan's benefit determination on review 
within 60 days after receipt by the Plan of the Claimant's request for review of an adverse benefit 
determination. The Claimant shall lose the right to appeal if the appeal is not timely made.  
 
 Denial of Appeal.  If an appeal is wholly or partially denied, the Plan Administrator shall 
provide the Claimant with a notice identifying (1) the reason or reasons for such denial, (2) the 
pertinent Plan provisions on which the denial is based, (3) a statement that the Claimant is 
entitled to receive, upon request and free of charge, reasonable access to, and copies of, all 
documents, records, and other information relevant to the Claimant's claim for benefits, and (4) a 
statement describing the Claimant's right to bring an action under section 502(a) of ERISA. The 
determination rendered by the Plan Administrator shall be binding upon all parties. 
 
CONTINUATION RIGHTS 
 
 Military Service 
 
 If you serve in the United States armed forces and must miss work as a result of such 
service, you may be eligible to continue to receive benefits with respect to any qualified military 
service. 
 
 COBRA 
 
 Under Federal law, you, your spouse, and your dependents may be entitled COBRA 
continuation coverage in certain circumstances. Please see the "COBRA NOTICE" that is 
attached to the end of this Summary Plan Description for important information about your right 
to COBRA continuation coverage, which is a temporary extension of coverage under the Plan.  
The COBRA NOTICE generally explains COBRA continuation coverage and when it may 
become available to you. The Plan Administrator will inform you of these rights, if any, when 
you terminate employment. 
 
 FMLA 
 
 If you go on unpaid leave that qualifies as family leave under the Family and Medical 
Leave Act you may be able to continue receiving benefits. 
 
YOUR RIGHTS UNDER ERISA 
 
 As a participant, you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 1974 (ERISA).  This federal law provides that you have the 
right to: 
 

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 U.S. Department of Labor and 
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available at the Public Disclosure Room of the Employee Benefits 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 
summary plan description.  The Plan 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 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 Summary Plan Description and the 
documents governing the plan on the rules governing your COBRA continuation 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions 
under your group health plan, if you have creditable coverage from another plan. You 
should be provided a certificate of creditable coverage, free of charge, from your group 
health plan or health insurance issuer when you lose coverage under the plan, when you 
become entitled to elect COBRA continuation coverage, when your COBRA 
continuation coverage ceases, if you request it before losing coverage, or if you request it 
up to 24 months after losing coverage. Without evidence of creditable coverage, you may 
be subject to a preexisting condition exclusion for 12 months (18 months for late 
enrollees) after your enrollment date in your coverage. 
 
Group health plans and health insurance issuers generally may not, under federal law, 
restrict benefits for any hospital length of stay in connection with childbirth for the 
mother or newborn child to less than 48 hours following a vaginal delivery, or less than 
96 hours following a cesarean section.  However, federal law generally does not prohibit 
the mother's or newborn's attending provider, after consulting with the mother, from 
discharging the mother or her newborn earlier than 48 hours (or 96 hours as 
applicable).  In any case, plans and issuers may not, under federal law, require that a 
provider obtain authorization from the plan or the issuer for prescribing a length of stay 
not in excess of 48 hours (or 96 hours). 
 
In addition, ERISA imposes duties upon the people who are responsible for the operation 
of the Plan.  The people who operate the 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 
your benefits or exercising your rights under ERISA. 
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If your claim for a 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 Plan 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 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. 
 
If you have any questions about the Plan, you should contact the Plan Administrator.  If 
you have any questions about this statement or about your rights under ERISA, or if you 
need assistance 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. 

 
MISCELLANEOUS 
 
 Qualified Medical Child Support Orders 
 
 In certain circumstances you may be able to enroll a child in the Plan if the Plan receives 
a Qualified Medical Child Support Order (QMCSO). You may obtain a copy of the QMCSO 
procedures from the Plan Administrator, free of charge. 
 
 Special Enrollment Rights 
 
 If you are declining enrollment for yourself or your dependents (including your spouse) 
because of other health insurance coverage, you may in the future be able to enroll yourself or 
your dependents in this plan, provided that you request enrollment within 30 days after your 
other coverage ends. If you or your dependents become ineligible for Medicaid or become 
eligible for premium assistance under Medicaid you must request enrollment within 60 days. In 
addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for 
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adoption, you may be able to enroll yourself and your dependents, provided that you request 
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption. 
 
 Loss of Benefit 
 
 You may lose all or part of your account if the unused balance is forfeited at the end of a 
Plan Year and if we cannot locate you when your benefit becomes payable to you. 
 
 You may not alienate, anticipate, commute, pledge, encumber or assign any of the 
benefits or payments which you may expect to receive, contingently or otherwise, under the 
Plan, except that you may designate a Beneficiary. 
 
 Amendment and Termination 
 
 The Company may amend, terminate or merge the Plan at any time. 
 
 Administrator Discretion 
 
 The Plan Administrator has the authority to make factual determinations, to construe and 
interpret the provisions of the Plan, to correct defects and resolve ambiguities in the Plan and to 
supply omissions to the Plan. Any construction, interpretation or application of the Plan by the 
Plan Administrator is final, conclusive and binding. 
 
 Taxation 
 
 The Company intends that all benefits provided under the Plan will not be taxable to you 
under federal tax law. However, the Company does not represent or guarantee that any particular 
federal, state or local income, payroll, personal property or other tax consequence will result 
from participation in this Plan. You should consult with your professional tax advisor to 
determine the tax consequences of your participation in this Plan. 
 
 Privacy 
 
 The Plan is required under federal law to take sufficient steps to protect any individually 
identifiable health information to the extent that such information must be kept confidential. The 
Plan Administrator will provide you with more information about the Plan's privacy practices. 
 
 Creditable Coverage 
 
 The Plan Administrator may provide you with a certificate of creditable coverage. To the 
extent required by federal law, this certificate may help you establish coverage under another 
group health plan. 
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ADMINISTRATIVE INFORMATION 
 

1. The Plan Sponsor and Plan Administrator is Aime Bellavance & Sons Inc. 
 

 Its address is South Vine Street, Barre, VT  05641. 
 
 Its telephone number is 802-479-9311. 
 
 Its Employer Identification Number is 03-0195125. 
 
2. The Plan is a welfare benefit plan which has been designated by the sponsor as its 

plan number 501. 
 
3. The Plan's designated agent for service of legal process is the chief officer of the 

entity named in paragraph 1.  Any legal papers should be delivered to him or her 
at the address listed in paragraph 1.  However, service may also be made upon 
the Plan Administrator. 

 
4. The Company's fiscal year and the plan year ends on 12/31. 
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Custom Language: 
 
Catastrophic Clause:  
In the event that a participant reaches their deductible, an additional $3,000 will be made 
available. 
 
Incentive Program: 
50% of unused 2009 employer funds will rollover at teh beginning of the 2010 plan year.  These 
funds may be used for 2009 and 2010 claims until 3/31/2010.  After 3/31/2010, funds may only 
be used for 2010 claims.  The account will not be funded in excess of $2,000 for single 
participants and $4,000 for family participants in any given plan year. 
 
Catastrophic Clause: In the event that a participant reaches their deductible, an additional $3,000 
will be made available.Incentive Program:50% of unused 2009 employer funds will rollover at 
teh beginning of the 2010 plan year.  These funds may be used for 2009 and 2010 claims until 
3/31/2010.  After 3/31/2010, funds may only be used for 2010 claims.  The account will not be 
funded in excess of $2,000 for single participants and $4,000 for family participants in any given 
plan year. 
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COBRA NOTICE 
 
In General. 
 
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.  The right to 
COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act 
of 1985 (COBRA).  COBRA continuation coverage can become available to you when you would otherwise lose 
your group health coverage.  It can also become available to other members of your family who are covered under 
the Plan when they would otherwise lose their group health coverage. 
 
What is COBRA Continuation Coverage? 
 
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a 
life event known as a "qualifying event."  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: 
 

The parent-employee dies; 
 
The parent-employee's hours of employment are reduced; 
 
The parent-employee's employment ends for any reason other than his or her gross misconduct; 
 
The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both); 
 
The parents become divorced or legally separated; or 
 
The child stops being eligible for coverage under the plan as a "dependent child." 
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When is COBRA Coverage Available? 
 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has 
been notified that a qualifying event has occurred.  When the qualifying event is the end of employment or 
reduction of hours of employment, death of the employee, or the employee's becoming entitled to Medicare benefits 
(under Part A, 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.  You must provide this notice to Ceridian Benefits Services at 3201 34th St. South, St. 
Petersburg, FL 33711. The telephone number is 800-488-8757. 
 
How is COBRA Coverage Provided? 
 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage 
will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will have an independent right to 
elect COBRA continuation coverage.  Covered employees may elect COBRA continuation coverage on behalf of 
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.   
 
COBRA continuation coverage is a temporary continuation of coverage.  When the qualifying event is the death of 
the employee, the employee's becoming entitled to Medicare benefits (under Part A, Part B, or both), your divorce or 
legal separation, or a dependent child's losing eligibility as a dependent child, COBRA continuation coverage lasts 
for up to a total of 36 months.  When the qualifying event is the end of employment or reduction of the employee's 
hours of employment, and the employee became entitled to Medicare benefits less than 18 months before the 
qualifying event, COBRA continuation coverage for qualified beneficiaries other than the employee lasts until 36 
months after the date of Medicare entitlement.  For example, if a covered employee becomes entitled to Medicare 8 
months before the date on which his employment terminates, COBRA continuation coverage for his spouse and 
children can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date 
of the qualifying event (36 months minus 8 months).  Otherwise, when the qualifying event is the end of 
employment or reduction of the employee's hours of employment, COBRA continuation coverage generally lasts for 
only up to a total of 18 months.  There are two ways in which this 18-month period of COBRA continuation 
coverage can be extended.   
 
Disability extension of 18-month period of continuation coverage 
 
If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be 
disabled and you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to 
receive up to an additional 11 months of COBRA continuation coverage, for a total maximum of 29 months.  The 
disability would have to have started at some time before the 60th day of COBRA continuation coverage and must 
last at least until the end of the 18-month period of continuation coverage. 
 
Second qualifying event extension of 18-month period of continuation coverage 
 
If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, 
the spouse and dependent children in your family can get up to 18 additional months of COBRA continuation 
coverage, for a maximum of 36 months, if notice of the second qualifying event is properly given to the Plan.  This 
extension may be available to the spouse and any dependent children receiving continuation coverage if the 
employee or former employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or gets 
divorced or legally separated, or if the dependent child stops being eligible under the Plan as a dependent child, but 
only if the event would have caused the spouse or dependent child to lose coverage under the Plan had the first 
qualifying event not occurred. 
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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, the Health 
Insurance Portability and Accountability Act (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.)  
 
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 
 
 Ceridian Benefits Services 
 3201 34th St. South, St. Petersburg, FL 33711 
 800-488-8757 
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Aime Bellavance & Sons Inc. Health Reimbursement Arrangement 
Notice of Privacy Practices 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 
This Notice describes the legal obligations of Aime Bellavance & Sons Inc. Health 
Reimbursement Arrangement (the “Plan”) and your legal rights regarding your protected health 
information held by the Plan under the Health Insurance Portability and Accountability Act of 
1996 (HIPAA).  Among other things, this Notice describes how your protected health 
information may be used or disclosed to carry out treatment, payment, or health care operations, 
or for any other purposes that are permitted or required by law. 
 
We are required to provide this Notice of Privacy Practices (the “Notice”) to you pursuant to 
HIPAA. 
 
The HIPAA Privacy Rule protects only certain medical information known as “protected health 
information.”  Generally, protected health information is individually identifiable health 
information, including demographic information, collected from you or created or received by a 
health care provider, a health care clearinghouse, a health plan, or your employer on behalf of a 
group health plan that relates to: 
 

(1) your past, present or future physical or mental health or condition; 
(2) the provision of health care to you; or 
(3) the past, present or future payment for the provision of health care to you. 

 
if you have any questions about this Notice or about our privacy practices, please contact: 
 

• Aime Bellavance & Sons Inc. 802-479-9311 
• Benefit Group of New England 802-223-6446 

 
Effective Date 

 
This Notice is effective July 23, 2009 
 

Our Responsibilities 
 
We are required by law to: 
 

• maintain the privacy of your protected health information; 
• provide you with certain rights with respect to your protected health information; 
• provide you with a copy of this Notice of our legal duties and privacy practices 

with respect to your protected health information; and 
• follow the terms of the Notice that is currently in effect. 



 
We reserve the right to change the terms of this Notice and to make new provisions regarding 
your protected health information that we maintain, as allowed or required by law.  If we make 
any material change to this Notice, we will provide you with a copy of our revised Notice of 
Privacy Practices by mail or email to last known address.  
 

How We May Use and Disclose Medical Your Protected Health Information 
 
Under the law, we may use or disclose your protected health information under certain 
circumstances without your permission.  The following categories describe the different ways 
that we may use and disclose your protected health information.  For each category of uses or 
disclosures we will explain what we mean and present some examples.  Not every use or 
disclosure in a category will be listed.  However, all of the ways we are permitted to use and 
disclose information will fall within one of the categories. 
 
For Treatment.  We may use or disclose your protected health information to facilitate medical 
treatment or services by providers.  We may disclose medical information about you to 
providers, including doctors, nurses, technicians, medical students, or other hospital personnel 
who are involved in taking care of you.  For example, we might disclose information about your 
prior prescriptions to a pharmacist to determine if prior prescriptions contraindicate a pending 
prescription.   
 
For Payment.  We may use or disclose your protected health information to determine your 
eligibility for Plan benefits, to facilitate payment for the treatment and services you receive from 
health care providers, to determine benefit responsibility under the Plan, or to coordinate Plan 
coverage.  For example, we may tell your health care provider about your medical history to 
determine whether a particular treatment is experimental, investigational, or medically necessary, 
or to determine whether the Plan will cover the treatment.  We may also share your protected 
health information with a utilization review or pre-certification service provider.  Likewise, we 
may share your protected health information with another entity to assist with the adjudication or 
subrogation of health claims or to another health plan to coordinate benefit payments. 
 
For Health Care Operations.  We may use and disclose your protected health information for 
other Plan operations.  These uses and disclosures are necessary to run the Plan.  For example, 
we may use medical information in connection with conducting quality assessment and 
improvement activities; underwriting, premium rating and other activities relating to Plan 
coverage; submitting claims for stop-loss (or excess-loss) coverage; conducting or arranging for 
medical review, legal services, audit services, and fraud & abuse detection programs; business 
planning and development such as cost management; and business management and general Plan 
administrative activities. 
 
To Business Associates.  We may contract with individuals or entities known as Business 
Associates to perform various functions on our behalf or to provide certain types of services.  In 
order to perform these functions or to provide these services, Business Associates will receive, 
create, maintain, use and/or disclose your protected health information, but only after they agree 
in writing with us to implement appropriate safeguards regarding your protected health 



information.  For example, we may disclose your protected health information to a Business 
Associate to administer claims or to provide support services, such as utilization management, 
pharmacy benefit management or subrogation, but only after the Business Associate enters into a 
Business Associate Agreement with us. 
 
As Required by Law.  We will disclose your protected health information when required to do 
so by federal, state or local law.  For example, we may disclose your protected health 
information when required by national security laws or public health disclosure laws. 
 
To Avert a Serious Threat to Health or Safety.  We may use and disclose your protected 
health information when necessary to prevent a serious threat to your health and safety, or the 
health and safety of the public or another person.  Any disclosure, however, would only be to 
someone able to help prevent the threat.  For example, we may disclose your protected health 
information in a proceeding regarding the licensure of a physician. 
 
To Plan Sponsors.  For the purpose of administering the plan, we may disclose to certain 
employees of the Employer protected health information.  However, those employees will only 
use or disclose that information as necessary to perform plan administration functions or as 
otherwise required by HIPAA, unless you have authorized further disclosures.  Your protected 
health information cannot be used for employment purposes without your specific authorization. 
 

Special Situations 
 

In addition to the above, the following categories describe other possible ways that we may use 
and disclose your protected health information.  For each category of uses or disclosures, we will 
explain what we mean and present some examples.  Not every use or disclosure in a category 
will be listed.  However, all of the ways we are permitted to use and disclose information will 
fall within one of the categories. 
 
Organ and Tissue Donation.  If you are an organ donor, we may release your protected health 
information to organizations that handle organ procurement or organ, eye, or tissue 
transplantation or to an organ donation bank, as necessary to facilitate organ or tissue donation 
and transplantation.   
 
Military and Veterans.  If you are a member of the armed forces, we may release your 
protected health information as required by military command authorities.  We may also release 
protected health information about foreign military personnel to the appropriate foreign military 
authority. 
 
Workers’ Compensation.  We may release your protected health information for workers’ 
compensation or similar programs.  These programs provide benefits for work-related injuries or 
illness. 
 
Public Health Risks.  We may disclose your protected health information for public health 
actions.  These actions generally include the following: 
 



• to prevent or control disease, injury, or disability; 
• to report births and deaths; 
• to report child abuse or neglect; 
• to report reactions to medications or problems with products; 
• to notify people of recalls of products they may be using; 
• to notify a person who may have been exposed to a disease or may be at risk for 

contracting or spreading a disease or condition; 
• to notify the appropriate government authority if we believe that a patient has 

been the victim of abuse, neglect, or domestic violence.  We will only make this 
disclosure if you agree, or when required or authorized by law. 

 
Health Oversight Activities.  We may disclose your protected health information to a health 
oversight agency for activities authorized by law.  These oversight activities include, for 
example, audits, investigations, inspections, and licensure.  These activities are necessary for the 
government to monitor the health care system, government programs, and compliance with civil 
rights laws. 
 
Lawsuits and Disputes.  If you are involved in a lawsuit or a dispute, we may disclose your 
protected health information in response to a court or administrative order.  We may also 
disclose your protected health information in response to a subpoena, discovery request, or other 
lawful process by someone else involved in the dispute, but only if efforts have been made to tell 
you about the request or to obtain an order protecting the information requested. 
 
Law Enforcement.  We may disclose your protected health information if asked to do so by a 
law enforcement official –  
 

• in response to a court order, subpoena, warrant, summons or similar process; 
• to identify or locate a suspect, fugitive, material witness or missing person; 
• about the victim of a crime if, under certain limited circumstances, we are unable 

to obtain the victim’s agreement; 
• about a death that we believe may have been the result of criminal conduct; 
• about criminal conduct; and 
• in emergency circumstances to report a crime; the location of the crime or 

victims; or the identity, description or location of the person who committed the 
crime. 

 
Coroners, Medical Examiners and Funeral Directors.  We may release protected health 
information to a coroner or medical examiner.  This may be necessary, for example, to identify a 
deceased person or determine the cause of death.  We may also release medical information 
about patients to funeral directors as necessary to carry out their duties. 
 
National Security and Intelligence Activities.  We may release your protected health 
information as required by federal officials for intelligence, counterintelligence, and other 
national security activities authorized by law. 
 



Inmates.  If you are an inmate of a correctional institution or are in the custody of a law 
enforcement official, we may disclose your protected health information to the correctional 
institution or law enforcement official if necessary (1) for the institution to provide you with 
health care; (2) to protect your health and safety or the health and safety of others; or (3) for the 
safety and security of the correctional institution. 
 
Research.  We may disclose your protected health information to researches when: 
 

(1) the individual identifiers have been removed; or 
(2) when an institutional review board or privacy board has (a) reviewed the research 

proposal; and (b) established protocols to ensure the privacy of the requested 
information, and approves the research. 

 
Required Disclosures 

 
The following is a description of disclosures of your protected health information we are 
required to make. 
 
Government Audits.  We are required to disclose your protected health information to the 
Secretary of the United States Department of Health and Human Services when the Secretary is 
investigating or determining our compliance with the HIPAA privacy rule. 
 
Disclosures to You.  When you request, we are required to disclose to you the portion of your 
protected health information that contains medical records, billing records, and any other records 
used to make decisions regarding your health care benefits.  We are also required, when 
requested, to provide you with an accounting of most disclosures of your protected health 
information if the disclosure was for reasons other than for payment, treatment, or health care 
operations, and if the protected health information not disclosed pursuant to your individual 
authorization. 
 

Other Disclosures 
 
Personal Representatives.  We will disclose your protected health information to individuals 
authorized by you, or to an individual designated as your personal representative, attorney-in-
fact, etc., so long as you provide us with a written notice/authorization and any supporting 
documents (i.e., power of attorney).  Note: Under the HIPAA privacy rule, we do not have to 
disclose information to a personal representative if we have a reasonable belief that: 
 

(1) you have been, or may be, subjected to domestic violence, abuse or neglect by such 
person; 

(2) treating such person as your personal representative could endanger you; or 
(3) in the exercise or professional judgment, it is not in your best interest to treat the 

person as your personal representative. 
 
Spouses and Other Family Members.  With only limited exceptions, we will send all mail to 
the employee.  This includes mail relating to the employee’s spouse and other family members 



who are covered under the Plan, and includes mail with information on the use of Plan benefits 
by the employee’s spouse and other family members and information on the denial of any Plan 
benefits to the employee’s spouse and other family members.  If a person covered under the Plan 
has requested Restrictions or Confidential Communications (see below under “Your Rights”), 
and if we have agreed to the request, we will send mail as provided by the request for 
Restrictions or Confidential Communications. 
 
Authorizations.  Other uses or disclosures of your protected health information not described 
above will only be made with your written authorization.  You may revoke written authorization 
at any time, so long as the revocation is in writing.  Once we receive your written revocation, it 
will only be effective for future uses and disclosures.  It will not be effective for any information 
that may have been used or disclosed in reliance upon the written authorization and prior to 
receiving your written revocation. 
 

Your Rights 
 
You have the following rights with respect to your protected health information: 
 
Right to Inspect and Copy.  You have the right to inspect and copy certain protected health 
information that may be used to make decisions about your health care benefits.  To inspect and 
copy your protected health information, you must submit your request in writing to Choice Care 
Card, Member Service Manager, 888-278-2555, 76 McNeil Rd, 2nd Floor, Waterbury Center, VT 
05677.  If you request a copy of the information, we may charge a reasonable fee for the costs of 
copying, mailing, or other supplies associated with your request. 
 
We may deny your request to inspect and copy in certain very limited circumstances.  If you are 
denied access to your medical information, you may request that the denial be reviewed by 
submitting a written request to:  
 

• Aime Bellavance & Sons Inc. 802-479-9311 
• Benefit Group of New England 802-223-6446 
 

Right to Amend.  If you feel that the protected health information we have about you is 
incorrect or incomplete, you may ask us to amend the information.  You have the right to request 
an amendment for as long as the information is kept by or for the Plan. 
 
To request an amendment, your request must be made in writing and submitted to Choice Care 
Card, Member Service Manager, 888-278-2555, 76 McNeil Rd, 2nd Floor, Waterbury Center, VT 
05677.  In addition, you must provide a reason that supports your request. 
 
We may deny your request for an amendment if it is not in writing or does not include a reason 
to support the request.  In addition, we may deny your request if you ask us to amend 
information that: 
 

• is not part of the medical information kept by or for the Plan; 



• was not created by us, unless the person or entity that created the information is 
no longer available to make the amendment; 

• is not part of the information that you would be permitted to inspect and copy; or 
• is already accurate and complete. 

 
If we deny your request, you have the right to file a statement of disagreement with us and any 
future disclosures of the disputed information will include your statement. 
 
Right to an Accounting of Disclosures.  You have the right to request an “accounting” of 
certain disclosures of your protected health information.  The accounting will not include (1) 
disclosures for purposes of treatment, payment, or health care operations; (2) disclosures made to 
you; (3) disclosures made pursuant to your authorizations; (4) disclosures made to friends or 
family in your presence or because of an emergency; (5) disclosures for national security 
purposes; and (6) disclosures incidental to otherwise permissible disclosures. 
 
To request this list or accounting of disclosures, you must submit your request in writing to 
Choice Care Card, Member Service Manager, 888-278-2555, 76 McNeil Rd, 2nd Floor, 
Waterbury Center, VT 05677.  Your request must state a time period of not longer than six years 
and may not include dates before April 14, 2003.  Your request should indicate in what form you 
want the list (for example, paper or electronic).  The first list you request within a 12-month 
period will be provided free of charge.  For additional lists, we may charge you for the costs of 
providing the list.  We will notify you of the cost involved and you may choose to withdraw or 
modify your request at that time before any costs are incurred. 
 
Right to Request Restrictions.  You have the right to request a restriction or limitation on your 
protected health information that we use or disclose for treatment, payment, or health care 
operations.  You also have the right to request a limit on your protected health information that 
we disclose to someone who is involved in your care or the payment for your care, such as a 
family member or friend.  For example, you could ask that we not use or disclose information 
about a surgery that you had. 
 
We are not required to agree to your request.  However, if we do agree to the request, we will 
honor the restriction until you revoke it or we notify you. 
 
To request restrictions, you must make your request in writing to Choice Care Card, Member 
Service Manager, 888-278-2555, 76 McNeil Rd, 2nd Floor, Waterbury Center, VT 05677.  In 
your request, you must tell us (1) what information you want to limit; (2) whether you want to 
limit our use, disclosure, or both; and (3) to whom you want the limits to apply – for example, 
disclosure to your spouse. 
 
Right to Request Confidential Communications.  You have the right to request that we 
communicate with you about medical matters in a certain way or at a certain location.  For 
example, you can ask that we only contact you at work or by mail. 
 
To request confidential communications, you must make your request in writing to Choice Care 
Card, Member Service Manager, 888-278-2555, 76 McNeil Rd, 2nd Floor, Waterbury Center, VT 



05677.  We will not ask you the reason for your request.  Your request must specify how or 
where you wish to be contacted.  We will accommodate all reasonable requests if you clearly 
provide information that the disclosure of all or part of your protected information could 
endanger you. 
 
Right to a Paper Copy of this Notice.  You have the right to a paper copy of this notice.  You 
may ask us to give you a copy of this notice at any time.  Even if you have agreed to receive this 
notice electronically, you are still entitled to a paper copy of this notice. 
 
You may obtain a copy of this notice at our website, www.choicecarecard.com. 
 
To obtain a paper copy of this notice, please contact Choice Care Card, Member Service 
Manager, 888-278-2555. 
 

Complaints 
 

If you believe that your privacy rights have been violated, you may file a complaint with the Plan 
or with the Office for Civil Rights of the United States Department of Health and Human 
Services.  To file a complaint with the Plan, contact  
 

• Aime Bellavance & Sons Inc. 802-479-9311 
• Benefit Group of New England 802-223-6446 

 
All complaints must be submitted in writing. 
 
You will not be penalized, or in any other way retaliated against, for filing a complaint with the 
Office of Civil Rights or with us. 
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BENEFITS AT A GLANCE 
 

LIFE INSURANCE PLAN  
This life insurance plan provides financial protection for your beneficiary(ies) by paying a benefit in the 
event of your death.  The amount your beneficiary(ies) receive(s) is based on the amount of coverage in 
effect just prior to the date of your death according to the terms and provisions of the plan.  You also have 
the opportunity to have coverage for your dependents.  
EMPLOYER'S ORIGINAL PLAN 
EFFECTIVE DATE:  January 1, 2014   
PLAN YEAR:  
 

January 1, 2014 to January 1, 2015 and each following January 1 to January 1  
POLICY NUMBER: 403656  001  
ELIGIBLE GROUP(S):    

All Employees in active employment in the United States with the Employer  
MINIMUM HOURS REQUIREMENT:  
 

Employees must be working at least 30 hours per week. 
 

WAITING PERIOD: 
 

For employees in an eligible group on or before January 1, 2014:  First of the month following 60 
days of continuous active employment 
 
For employees entering an eligible group after January 1, 2014:  First of the month following 60 
days of continuous active employment 
 

REHIRE:  
If your employment ends and you are rehired within 1 year, your previous work while in an eligible 
group will apply toward the waiting period.  All other policy provisions apply. 

 
WHO PAYS FOR THE COVERAGE:  

For You:  
You pay the cost of your coverage.  

For Your Dependents:  
You pay the cost of your dependent coverage.  

ELIMINATION PERIOD:   
Premium Waiver: 9 months 
 
Disability-based benefits begin the day after Unum approves your claim and the elimination 
period is completed.  
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LIFE INSURANCE BENEFIT:  
AMOUNT OF LIFE INSURANCE FOR YOU  

Amounts in $10,000 benefit units as applied for by you and approved by Unum.  
All amounts are rounded to the next higher multiple of $10,000, if not already an exact multiple 
thereof.  

AMOUNT OF LIFE INSURANCE AVAILABLE IF YOU BECOME INSURED AT CERTAIN AGES OR 
HAVE REACHED CERTAIN AGES WHILE INSURED  

If you have reached age 70, but not age 75, your amount of life insurance will be: 
-  65% of the amount of life insurance you had prior to age 70; or 
-  65% of the amount of life insurance shown above if you become insured on or after age 70 but 

before age 75. 
 

There will be no further increases in your amount of life insurance.     
 
If you have reached age 75 or more, your amount of life insurance will be: 
-  50% of the amount of life insurance you had prior to your first reduction; or 
-  50% of the amount of life insurance shown above if you become insured on or after age 75. 

 
There will be no further increases in your amount of life insurance. 

 
EVIDENCE OF INSURABILITY IS REQUIRED FOR THE AMOUNT OF YOUR INSURANCE OVER:   
 

$200,000 
 

OVERALL MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOU:  
The lesser of:   
- 5 x annual earnings; or 
- $500,000. 

 
AMOUNT OF LIFE INSURANCE FOR YOUR DEPENDENTS 
 

Spouse: 
 
Amounts in $5,000 benefit units as applied for by you and approved by Unum. 
 

All amounts are rounded to the next higher multiple of $5,000, if not already an exact multiple thereof. 
 
THE AMOUNT OF YOUR SPOUSE'S LIFE INSURANCE WILL REDUCE BY THE SAME 
PERCENTAGE AND AT THE SAME TIME YOUR LIFE INSURANCE REDUCES. 
 
EVIDENCE OF INSURABILITY IS REQUIRED FOR THE AMOUNT OF YOUR SPOUSE'S 
INSURANCE OVER:  

$25,000 
 

MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOUR SPOUSE:  
The lesser of: 
- 100% of your amount of insurance; or 
- $500,000.  
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Children: 
 

Amounts in $2,000 benefit units as applied for by you and approved by Unum. 
 
All amounts are rounded to the next higher multiple of $2,000, if not already a multiple thereof. 
 
MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOUR CHILDREN: 
 

Attained age at death: 
 
Live birth to 14 days: $1,000 
14 days to 6 months: $1,000  
6 months to age 26: 
 
The lesser of: 
- 100% of your amount of insurance; or 
- $10,000. 
  

SOME LOSSES MAY NOT BE COVERED UNDER THIS PLAN. 
 

OTHER FEATURES:  
 

Accelerated Benefit 
 
Conversion  
Continuity of Coverage  
Portability 
 

NOTE: Portability under this plan is available to an insured spouse in the event of divorce from an insured 
employee, subject to all terms and conditions otherwise applicable to ported spouse coverage.  
The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.  



 

 B@G-AD&D-1   (1/1/2014) REV  

BENEFITS AT A GLANCE 
 

ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE PLAN 
 
This accidental death and dismemberment insurance plan provides financial protection for your 
beneficiary(ies) by paying a benefit in the event of your death or for you in the event of any other covered 
loss.  The amount you or your beneficiary(ies) receive(s) is based on the amount of coverage in effect just 
prior to the date of your death or any other covered loss according to the terms and provisions of the plan.  
You also have the opportunity to have coverage for your dependents.  
EMPLOYER'S ORIGINAL PLAN 
EFFECTIVE DATE:  January 1, 2014   
PLAN YEAR:  
 

January 1, 2014 to January 1, 2015 and each following January 1 to January 1  
POLICY NUMBER: 403656  001  
ELIGIBLE GROUP(S):    

All Employees in active employment in the United States with the Employer  
MINIMUM HOURS REQUIREMENT:  
 

Employees must be working at least 30 hours per week. 
 

WAITING PERIOD: 
 

For employees in an eligible group on or before January 1, 2014:  First of the month following 60 
days of continuous active employment 
 
For employees entering an eligible group after January 1, 2014:  First of the month following 60 
days of continuous active employment 
 

REHIRE:  
If your employment ends and you are rehired within 1 year, your previous work while in an eligible 
group will apply toward the waiting period.  All other policy provisions apply. 

 
WHO PAYS FOR THE COVERAGE:  

For You:  
You pay the cost of your coverage.  

For Your Dependents:  
You pay the cost of your dependent coverage.  



 

 B@G-AD&D-2   (1/1/2014) REV  

ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT: 
 
AMOUNT OF ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) INSURANCE FOR YOU   
(FULL AMOUNT) 

 
Amounts in $10,000 benefit units as applied for by you and approved by Unum.  

All amounts are rounded to the next higher multiple of $10,000, if not already an exact multiple 
thereof.  

AMOUNT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE AVAILABLE IF YOU 
BECOME INSURED AT CERTAIN AGES OR HAVE REACHED CERTAIN AGES WHILE INSURED 
 

If you have reached age 70, but not age 75, your amount of AD&D insurance will be: 
-  65% of the amount of AD&D insurance you had prior to age 70; or 
-  65% of the amount of AD&D insurance shown above if you become insured on or after age 70 but 

before age 75. 
 

There will be no further increases in your amount of AD&D insurance.     
 
If you have reached age 75 or more, your amount of AD&D insurance will be: 
-  50% of the amount of AD&D insurance you had prior to your first reduction; or 
-  50% of the amount of AD&D insurance shown above if you become insured on or after age 75. 

 
There will be no further increases in your amount of AD&D insurance. 

 
MAXIMUM BENEFIT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOU:  

The lesser of:   
- 5 x annual earnings; or 
- $500,000. 

 
AMOUNT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOUR 
DEPENDENTS (FULL AMOUNT)  

Spouse: 
 
Amounts in $5,000 benefit units as applied for by you and approved by Unum. 
 

All amounts are rounded to the next higher multiple of $5,000, if not already an exact multiple thereof. 
 
THE AMOUNT OF YOUR SPOUSE'S AD&D INSURANCE WILL REDUCE BY THE SAME 
PERCENTAGE AND AT THE SAME TIME YOUR AD&D INSURANCE REDUCES. 
 
MAXIMUM BENEFIT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOUR 
SPOUSE: 
 

The lesser of: 
- 100% of your amount of insurance; or 
- $500,000.  
Children: 

 
Amounts in $2,000 benefit units as applied for by you and approved by Unum. 

 
All amounts are rounded to the next higher multiple of $2,000, if not already a multiple thereof. 
 
MAXIMUM BENEFIT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOUR 
CHILDREN: 
 

Attained age at death: 
 
Live birth to 14 days: $1,000 
14 days to 6 months: $1,000  
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6 months to age 26: 
 
The lesser of: 
- 100% of your amount of insurance; or 
- $10,000. 
  

REPATRIATION BENEFIT FOR YOU 
 

Maximum Benefit Amount: 
 
Up to $5,000 
 
The Repatriation Benefit is separate from any accidental death and dismemberment benefit which 
may be payable.  To receive the Repatriation Benefit, your accidental death benefit must be paid first. 
 
SEATBELT(S) AND AIR BAG BENEFIT FOR YOU 
 
Benefit Amount: 
 
Seatbelt(s):  10% of the Full Amount of your accidental death and 
                    dismemberment insurance benefit. 
 
Air Bag:       5% of the Full Amount of your accidental death and 
                   dismemberment insurance benefit.  
Maximum Benefit Payment: 
 
Seatbelt(s):  $25,000 
 
Air bag:        $5,000 
 
The Seatbelt(s) and Air Bag Benefit is separate from any accidental death and dismemberment 
benefit which may be payable.  To receive the Seatbelt(s) and Air Bag Benefit, your accidental death 
benefit must be paid first. 
 
EDUCATION BENEFIT 
 
Each Qualified Child 
 
Benefit Amount per Academic Year for which a Qualified Child is enrolled: 
 
6% of the Full Amount of the employee's accidental death and dismemberment insurance to a 
maximum of $6,000. 
 
Maximum Benefit Payments: 
 
4 per lifetime 
 
Maximum Benefit Amount: 
 
$24,000 
 
Maximum Benefit Period: 
 
6 years from the date the first benefit payment has been made.  
The Education Benefit is separate from any accidental death and dismemberment benefit which may 
be payable.  In order for your Qualified Child to receive the Education Benefit, your accidental death 
benefit must be paid first. 
 
EXPOSURE AND DISAPPEARANCE BENEFIT FOR YOU AND YOUR DEPENDENTS 
 

Maximum Benefit Amount:  The Full Amount 



 

 B@G-AD&D-4   (1/1/2014) REV  

 
SOME LOSSES MAY NOT BE COVERED UNDER THIS PLAN. 

 
OTHER FEATURES:  
 

Portability 
 

NOTE: Portability under this plan is available to an insured spouse in the event of divorce from an insured 
employee, subject to all terms and conditions otherwise applicable to ported spouse coverage.  
Continuity of Coverage is available under this plan - refer to the ACCIDENTAL DEATH AND 
DISMEMBERMENT OTHER BENEFIT FEATURES for further details.  
The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.  
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CERTIFICATE OF COVERAGE
Unum Life Insurance Company of America (referred to as Unum) welcomes you as a client.

This is your certificate of coverage as long as you are eligible for coverage and you become insured.  You 
will want to read it carefully and keep it in a safe place.

Unum has written your certificate of coverage in plain English.  However, a few terms and provisions are 
written as required by insurance law.  If you have any questions about any of the terms and provisions, 
please consult Unum's claims paying office.  Unum will assist you in any way to help you understand your 
benefits.

If the terms and provisions of the certificate of coverage (issued to you) are different from the policy 
(issued to the Policyholder), the policy will govern.  The policy may be changed in whole or in part.  Only 
an officer or registrar of Unum can approve a change.  The approval must be in writing and endorsed on 
or attached to the policy.  Any other person, including an agent, may not change the policy or waive any 
part of it.  

The policy is delivered in and is governed by the laws of the governing jurisdiction and to the extent 
applicable by the Employee Retirement Income Security Act of 1974 (ERISA) and any amendments.

For purposes of effective dates and ending dates under the group policy, all days begin at 12:01 a.m. and 
end at 12:00 midnight at the Policyholder's address. 

Unum Life Insurance Company of America
2211 Congress Street
Portland, Maine 04122
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BENEFITS AT A GLANCE
LIFE INSURANCE PLAN

This life insurance plan provides financial protection for your beneficiary(ies) by paying a benefit in the 
event of your death.  The amount your beneficiary(ies) receive(s) is based on the amount of coverage in 
effect just prior to the date of your death according to the terms and provisions of the plan.  You also have 
the opportunity to have coverage for your dependents.

EMPLOYER'S ORIGINAL PLAN
EFFECTIVE DATE: January 1, 2014 

PLAN YEAR: 

January 1, 2014 to January 1, 2015 and each following January 1 to January 1

POLICY NUMBER: 403656  011

ELIGIBLE GROUP(S):  

All Employees in active employment in the United States with the Employer

MINIMUM HOURS REQUIREMENT:

Employees must be working at least 30 hours per week.

WAITING PERIOD:

For employees in an eligible group on or before January 1, 2014:  First of the month following 60 
days of continuous active employment

For employees entering an eligible group after January 1, 2014:  First of the month following 60 
days of continuous active employment

REHIRE:

If your employment ends and you are rehired within 30 days, your previous work while in an 
eligible group will apply toward the waiting period.  All other policy provisions apply.

WHO PAYS FOR THE COVERAGE:

For You:

You pay the cost of your coverage.

For Your Dependents:

You pay the cost of your dependent coverage.

ELIMINATION PERIOD: 

Premium Waiver: 9 months

Disability-based benefits begin the day after Unum approves your claim and the elimination 
period is completed.
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LIFE INSURANCE BENEFIT:

AMOUNT OF LIFE INSURANCE FOR YOU

Amounts in $10,000 benefit units as applied for by you and approved by Unum.

All amounts are rounded to the next higher multiple of $10,000, if not already an exact multiple 
thereof.

AMOUNT OF LIFE INSURANCE AVAILABLE IF YOU BECOME INSURED AT CERTAIN AGES OR 
HAVE REACHED CERTAIN AGES WHILE INSURED

If you have reached age 70, but not age 75, your amount of life insurance will be:
-  65% of the amount of life insurance you had prior to age 70; or
-  65% of the amount of life insurance shown above if you become insured on or after age 70 but 

before age 75.

There will be no further increases in your amount of life insurance.    

If you have reached age 75 or more, your amount of life insurance will be:
-  50% of the amount of life insurance you had prior to your first reduction; or
-  50% of the amount of life insurance shown above if you become insured on or after age 75.

There will be no further increases in your amount of life insurance.

EVIDENCE OF INSURABILITY IS REQUIRED FOR THE AMOUNT OF YOUR INSURANCE OVER:  

$200,000

OVERALL MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOU:

The lesser of:  
- 5 x annual earnings; or
- $500,000.

AMOUNT OF LIFE INSURANCE FOR YOUR DEPENDENTS

Spouse:

Amounts in $5,000 benefit units as applied for by you and approved by Unum.

All amounts are rounded to the next higher multiple of $5,000, if not already an exact multiple thereof.

THE AMOUNT OF YOUR SPOUSE'S LIFE INSURANCE WILL REDUCE BY THE SAME 
PERCENTAGE AND AT THE SAME TIME YOUR LIFE INSURANCE REDUCES.

EVIDENCE OF INSURABILITY IS REQUIRED FOR THE AMOUNT OF YOUR SPOUSE'S 
INSURANCE OVER:

$25,000

MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOUR SPOUSE:

The lesser of:
- 100% of your amount of insurance; or
- $500,000.
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Children:

Amounts in $2,000 benefit units as applied for by you and approved by Unum.

All amounts are rounded to the next higher multiple of $2,000, if not already a multiple thereof.

MAXIMUM BENEFIT OF LIFE INSURANCE FOR YOUR CHILDREN:

Attained age at death:

Live birth to 14 days: $1,000
14 days to 6 months: $1,000 
6 months to age 26:

The lesser of:
- 100% of your amount of insurance; or
- $10,000.

SOME LOSSES MAY NOT BE COVERED UNDER THIS PLAN.

OTHER FEATURES: 

Accelerated Benefit

Conversion

Continuity of Coverage

Portability

NOTE: Portability under this plan is available to an insured spouse in the event of divorce from an insured 
employee, subject to all terms and conditions otherwise applicable to ported spouse coverage.

The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.
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BENEFITS AT A GLANCE
ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE PLAN

This accidental death and dismemberment insurance plan provides financial protection for your 
beneficiary(ies) by paying a benefit in the event of your death or for you in the event of any other covered 
loss.  The amount you or your beneficiary(ies) receive(s) is based on the amount of coverage in effect just 
prior to the date of your death or any other covered loss according to the terms and provisions of the plan.  
You also have the opportunity to have coverage for your dependents.

EMPLOYER'S ORIGINAL PLAN
EFFECTIVE DATE: January 1, 2014 

PLAN YEAR: 

January 1, 2014 to January 1, 2015 and each following January 1 to January 1

POLICY NUMBER: 403656  011

ELIGIBLE GROUP(S):  

All Employees in active employment in the United States with the Employer

MINIMUM HOURS REQUIREMENT:

Employees must be working at least 30 hours per week.

WAITING PERIOD:

For employees in an eligible group on or before January 1, 2014:  First of the month following 60 
days of continuous active employment

For employees entering an eligible group after January 1, 2014:  First of the month following 60 
days of continuous active employment

REHIRE:

If your employment ends and you are rehired within 30 days, your previous work while in an 
eligible group will apply toward the waiting period.  All other policy provisions apply.

WHO PAYS FOR THE COVERAGE:

For You:

You pay the cost of your coverage.

For Your Dependents:

You pay the cost of your dependent coverage.

ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT:

AMOUNT OF ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) INSURANCE FOR YOU   
(FULL AMOUNT)

Amounts in $10,000 benefit units as applied for by you and approved by Unum.

All amounts are rounded to the next higher multiple of $10,000, if not already an exact multiple 
thereof.

AMOUNT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE AVAILABLE IF YOU 
BECOME INSURED AT CERTAIN AGES OR HAVE REACHED CERTAIN AGES WHILE INSURED
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If you have reached age 70, but not age 75, your amount of AD&D insurance will be:
-  65% of the amount of AD&D insurance you had prior to age 70; or
-  65% of the amount of AD&D insurance shown above if you become insured on or after age 70 but 

before age 75.

There will be no further increases in your amount of AD&D insurance.    

If you have reached age 75 or more, your amount of AD&D insurance will be:
-  50% of the amount of AD&D insurance you had prior to your first reduction; or
-  50% of the amount of AD&D insurance shown above if you become insured on or after age 75.

There will be no further increases in your amount of AD&D insurance.

MAXIMUM BENEFIT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOU:

The lesser of:  
- 5 x annual earnings; or
- $500,000.

AMOUNT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOUR 
DEPENDENTS (FULL AMOUNT)

Spouse:

Amounts in $5,000 benefit units as applied for by you and approved by Unum.

All amounts are rounded to the next higher multiple of $5,000, if not already an exact multiple thereof.

THE AMOUNT OF YOUR SPOUSE'S AD&D INSURANCE WILL REDUCE BY THE SAME 
PERCENTAGE AND AT THE SAME TIME YOUR AD&D INSURANCE REDUCES.

MAXIMUM BENEFIT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOUR 
SPOUSE:

The lesser of:
- 100% of your amount of insurance; or
- $500,000.

Children:

Amounts in $2,000 benefit units as applied for by you and approved by Unum.

All amounts are rounded to the next higher multiple of $2,000, if not already a multiple thereof.

MAXIMUM BENEFIT OF ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE FOR YOUR 
CHILDREN:

Attained age at death:

Live birth to 14 days: $1,000
14 days to 6 months: $1,000 
6 months to age 26:

The lesser of:
- 100% of your amount of insurance; or
- $10,000.

REPATRIATION BENEFIT FOR YOU

Maximum Benefit Amount:

Up to $5,000
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The Repatriation Benefit is separate from any accidental death and dismemberment benefit which 
may be payable.  To receive the Repatriation Benefit, your accidental death benefit must be paid first.

SEATBELT(S) AND AIR BAG BENEFIT FOR YOU

Benefit Amount:

Seatbelt(s):  10% of the Full Amount of your accidental death and
                    dismemberment insurance benefit.

Air Bag:       5% of the Full Amount of your accidental death and
                   dismemberment insurance benefit.

Maximum Benefit Payment:

Seatbelt(s):  $25,000

Air bag:        $5,000

The Seatbelt(s) and Air Bag Benefit is separate from any accidental death and dismemberment 
benefit which may be payable.  To receive the Seatbelt(s) and Air Bag Benefit, your accidental death 
benefit must be paid first.

EDUCATION BENEFIT

Each Qualified Child

Benefit Amount per Academic Year for which a Qualified Child is enrolled:

6% of the Full Amount of the employee's accidental death and dismemberment insurance to a 
maximum of $6,000.

Maximum Benefit Payments:

4 per lifetime

Maximum Benefit Amount:

$24,000

Maximum Benefit Period:

6 years from the date the first benefit payment has been made.

The Education Benefit is separate from any accidental death and dismemberment benefit which may 
be payable.  In order for your Qualified Child to receive the Education Benefit, your accidental death 
benefit must be paid first.

EXPOSURE AND DISAPPEARANCE BENEFIT FOR YOU AND YOUR DEPENDENTS

Maximum Benefit Amount: The Full Amount

SOME LOSSES MAY NOT BE COVERED UNDER THIS PLAN.

OTHER FEATURES: 

Portability

NOTE: Portability under this plan is available to an insured spouse in the event of divorce from an insured 
employee, subject to all terms and conditions otherwise applicable to ported spouse coverage.

Continuity of Coverage is available under this plan - refer to the ACCIDENTAL DEATH AND 
DISMEMBERMENT OTHER BENEFIT FEATURES for further details.
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The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.
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CLAIM INFORMATION

LIFE INSURANCE

WHEN DO YOU OR YOUR AUTHORIZED REPRESENTATIVE NOTIFY UNUM OF A 
CLAIM?

We encourage you or your authorized representative to notify us as soon as 
possible, so that a claim decision can be made in a timely manner.

If a claim is based on your disability, written notice and proof of claim must be sent 
no later than 90 days after the end of the elimination period.

If a claim is based on death, written notice and proof of claim must be sent no later 
than 90 days after the date of death.

If it is not possible to give proof within these time limits, it must be given no later than 
1 year after the proof is required as specified above.  These time limits will not apply 
during any period you or your authorized representative lacks the legal capacity to 
give us proof of claim.

The claim form is available from your Employer, or you or your authorized 
representative can request a claim form from us.  If you or your authorized 
representative does not receive the form from Unum within 15 days of the request, 
send Unum written proof of claim without waiting for the form.

If you have a disability, you must notify us immediately when you return to work in 
any capacity, regardless of whether you are working for your Employer.

HOW DO YOU FILE A CLAIM FOR A DISABILITY?

You or your authorized representative, and your Employer must fill out your own 
sections of the claim form and then give it to your attending physician.  Your 
physician should fill out his or her section of the form and send it directly to Unum.

WHAT INFORMATION IS NEEDED AS PROOF OF YOUR CLAIM?

If your claim is based on your disability, your proof of claim, provided at your 
expense, must show:

-  that you are under the regular care of a physician;
-  the date your disability began;
-  the cause of your disability;
-  the extent of your disability, including restrictions and limitations preventing you 

from performing your regular occupation or any gainful occupation; and
-  the name and address of any hospital or institution where you received 

treatment, including all attending physicians.

We may request that you send proof of continuing disability indicating that you are 
under the regular care of a physician.  This proof, provided at your expense, must be 
received within 45 days of a request by us.
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If claim is based on death, proof of claim, provided at your or your authorized 
representative's expense, must show the cause of death.  Also a certified copy of the 
death certificate must be given to us.

In some cases, you will be required to give Unum authorization to obtain additional 
medical and non-medical information as part of your proof of claim or proof of 
continuing disability.  Unum will deny your claim if the appropriate information is not 
submitted.

WHEN CAN UNUM REQUEST AN AUTOPSY?

In the case of death, Unum will have the right and opportunity to request an autopsy 
where not forbidden by law.

HOW DO YOU DESIGNATE OR CHANGE A BENEFICIARY?  (Beneficiary 
Designation)

At the time you become insured, you should name a beneficiary on your enrollment 
form for your death benefits under your life insurance.  You may change your 
beneficiary at any time by filing a form approved by Unum with your Employer.  The 
new beneficiary designation will be effective as of the date you sign that form.  
However, if we have taken any action or made any payment before your Employer 
receives that form, that change will not go into effect.

It is important that you name a beneficiary and keep your designation current.  If 
more than one beneficiary is named and you do not designate their order or share of 
payments, the beneficiaries will share equally.  The share of a beneficiary who dies 
before you, or the share of a beneficiary who is disqualified, will pass to any 
surviving beneficiaries in the order you designated.

If you do not name a beneficiary, or if all named beneficiaries do not survive you, or 
if your named beneficiary is disqualified, your death benefit will be paid to your 
estate.

Instead of making a death payment to your estate, Unum has the right to make 
payment to the first surviving family members of the family members in the order 
listed below:

-  spouse;
-  child or children;
-  mother or father; or
-  sisters or brothers.

If we are to make payments to a beneficiary who lacks the legal capacity to give us a 
release, Unum may pay up to $2,000 to the person or institution that appears to 
have assumed the custody and main support of the beneficiary.  This payment made 
in good faith satisfies Unum's legal duty to the extent of that payment and Unum will 
not have to make payment again.

Also, at Unum's option, we may pay up to $1,000 to the person or persons who, in 
our opinion, have incurred expenses for your last sickness and death.
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In addition, if you do not survive your spouse, and dependent life coverage is 
continued, then your surviving spouse should name a beneficiary according to the 
requirements specified above for you.

HOW WILL UNUM MAKE PAYMENTS?

If your or your dependent's life claim is at least $10,000, Unum will make available to 
the beneficiary a retained asset account (the Unum Security Account).

Payment for the life claim may be accessed by writing a draft in a single sum or 
drafts in smaller sums.  The funds for the draft or drafts are fully guaranteed by 
Unum.

If the life claim is less than $10,000, Unum will pay it in one lump sum to you or your 
beneficiary.

Also, you or your beneficiary may request the life claim to be paid according to one 
of Unum's other settlement options.  This request must be in writing in order to be 
paid under Unum's other settlement options.

If you do not survive your spouse, and dependent life coverage is continued, then 
your surviving spouse's death claim will be paid to your surviving spouse's 
beneficiary.

All other benefits will be paid to you.

WHAT HAPPENS IF UNUM OVERPAYS YOUR CLAIM?

Unum has the right to recover any overpayments due to:

-  fraud; and
-  any error Unum makes in processing a claim.

You must reimburse us in full.  We will determine the method by which the 
repayment is to be made.

Unum will not recover more money than the amount we paid you.

WHAT ARE YOUR ASSIGNABILITY RIGHTS FOR THE DEATH BENEFITS UNDER 
YOUR LIFE INSURANCE?  (Assignability Rights)

The rights provided to you by the plan for life insurance are owned by you, unless:

-  you have previously assigned these rights to someone else (known as an 
"assignee"); or

-  you assign your rights under the plan(s) to an assignee.

We will recognize an assignee as the owner of the rights assigned only if:

-  the assignment is in writing, signed by you, and acceptable to us in form; and
-  a signed or certified copy of the written assignment has been received and 

registered by us at our home office.
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We will not be responsible for the legal, tax or other effects of any assignment, or for 
any action taken under the plan(s') provisions before receiving and registering an 
assignment.
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CLAIM INFORMATION

ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

WHEN DO YOU OR YOUR AUTHORIZED REPRESENTATIVE NOTIFY UNUM OF A 
CLAIM?

We encourage you or your authorized representative to notify us as soon as 
possible, so that a claim decision can be made in a timely manner.

If a claim is based on death or other covered loss, written notice and proof of claim 
must be sent no later than 90 days after the date of death or the date of any other 
covered loss.

If a claim is based on the Education Benefit, written notice and proof of claim must 
be sent no later than 60 days after the date of your death.

If it is not possible to give proof within these time limits, it must be given no later than 
1 year after the time proof is required as specified above.  These time limits will not 
apply during any period you or your authorized representative lacks the legal 
capacity to give us proof of claim.

The claim form is available from your Employer, or you or your authorized 
representative can request a claim form from us.  If you or your authorized 
representative does not receive the form from Unum within 15 days of your request, 
send Unum written proof of claim without waiting for the form.

HOW DO YOU FILE A CLAIM FOR A COVERED LOSS?

You or your authorized representative and your Employer must fill out your own 
sections of the claim form and then give it to your attending physician.  Your 
physician should fill out his or her section of the form and send it directly to Unum.

WHAT INFORMATION IS NEEDED AS PROOF OF CLAIM?

If claim is based on death or other covered loss, proof of claim for death or covered 
loss, provided at your or your authorized representative's expense, must show:

-  the cause of death or covered loss;
-  the extent of the covered loss;
-  the date of covered loss; and
-  the name and address of any hospital or institution where treatment was 

received, including all attending physicians.

Also, in case of death, a certified copy of the death certificate must be given to us.

In some cases, you will be required to give Unum authorization to obtain additional 
medical and non-medical information as part of your proof of claim.  Unum will deny 
your claim if the appropriate information is not submitted.

If a claim is based on the Education Benefit, proof of claim, provided at your 
authorized representative's expense, must show:
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-  the date of enrollment of your qualified child in an accredited post-secondary 
institution of higher learning;

-  the name of the institution;
-  a list of courses for the current academic term; and
-  the number of credit hours for the current academic term.

WHEN CAN UNUM REQUEST AN AUTOPSY?

In the case of death, Unum will have the right and opportunity to request an autopsy 
where not forbidden by law.

HOW DO YOU DESIGNATE OR CHANGE A BENEFICIARY?  (Beneficiary 
Designation)

At the time you become insured, you should name a beneficiary on your enrollment 
form for your death benefits under your accidental death and dismemberment 
insurance.  You may change your beneficiary at any time by filing a form approved 
by Unum with your Employer.  The new beneficiary designation will be effective as of 
the date you sign that form.  However, if we have taken any action or made any 
payment before your Employer receives that form, that change will not go into effect.

It is important that you name a beneficiary and keep your designation current.  If 
more than one beneficiary is named and you do not designate their order or share of 
payments, the beneficiaries will share equally.  The share of a beneficiary who dies 
before you, or the share of a beneficiary who is disqualified, will pass to any 
surviving beneficiaries in the order you designated.

If you do not name a beneficiary, or if all named beneficiaries do not survive you, or 
if your named beneficiary is disqualified, your death benefit will be paid to your 
estate.

Instead of making a death payment to your estate, Unum has the right to make 
payment to the first surviving family members of the family members in the order 
listed below:

-  spouse;
-  child or children;
-  mother or father; or
-  sisters or brothers.

If we are to make payments to a beneficiary who lacks the legal capacity to give us a 
release, Unum may pay up to $2,000 to the person or institution that appears to 
have assumed the custody and main support of the beneficiary.  This payment made 
in good faith satisfies Unum's legal duty to the extent of that payment and Unum will 
not have to make payment again.

Also, at Unum's option, we may pay up to $1,000 to the person or persons who, in 
our opinion, have incurred expenses for your last sickness and death.

In addition, if you do not survive your spouse, and dependent accidental death and 
dismemberment coverage is continued, then your surviving spouse should name a 
beneficiary according to the requirements specified above for you.
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HOW WILL UNUM MAKE PAYMENTS?

If your or your dependent's accidental death or dismemberment claim is at least 
$10,000 Unum will make available to you or your beneficiary a retained asset 
account (the Unum Security Account).

Payment for the accidental death or dismemberment claim may be accessed by 
writing a draft in a single sum or drafts in smaller sums.  The funds for the draft or 
drafts are fully guaranteed by Unum.

If the accidental death or dismemberment claim is less than $10,000, Unum will pay 
it in one lump sum to you or your beneficiary.

Also, you or your beneficiary may request the accidental death claim to be paid 
according to one of Unum's other settlement options.  This request must be in writing 
in order to be paid under Unum's other settlement options.

The Education Benefit will be paid to your qualified child or the qualified child's legal 
representative.

If you do not survive your spouse, and dependent accidental death and 
dismemberment coverage is continued, then your surviving spouse's death claim will 
be paid to your surviving spouse's beneficiary.

All other benefits will be paid to you.

WHAT HAPPENS IF UNUM OVERPAYS YOUR CLAIM?

Unum has the right to recover any overpayments due to:

-  fraud; and
-  any error Unum makes in processing a claim.

You must reimburse us in full.  We will determine the method by which the 
repayment is to be made.

Unum will not recover more money than the amount we paid you.

WHAT ARE YOUR ASSIGNABILITY RIGHTS FOR THE DEATH BENEFITS UNDER 
YOUR ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE BENEFITS?  
(Assignability Rights)

The rights provided to you by the plan(s) for accidental death insurance benefits are 
owned by you, unless:

-  you have previously assigned these rights to someone else (known as an 
"assignee"); or

-  you assign your rights under the plan(s) to an assignee.

We will recognize an assignee as the owner of the rights assigned only if:

-  the assignment is in writing, signed by you, and acceptable to us in form; and
-  a signed or certified copy of the written assignment has been received and 

registered by us at our home office.
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We will not be responsible for the legal, tax or other effects of any assignment, or for 
any action taken under the plan(s') provisions before receiving and registering an 
assignment.
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IMPORTANT INFORMATION REGARDING
THE ACCELERATED BENEFIT

The insurance evidenced by this certificate provides life insurance, with the 
accelerated benefit option (An accelerated payment of your or your dependent's 
death benefit).

-  This accelerated benefit product is NOT a long-term care policy.

-  Accelerated benefits paid under the policy may be taxable and assistance should 
be sought from a personal tax advisor.

- The receipt of the accelerated benefit may affect your eligibility for government 
programs.

-  Your or your dependent's amount of life insurance will be reduced by the 
accelerated benefit payment.

- If you qualify for premium waiver, your life insurance will be continued without 
further premium payments according to the terms of the policy. 
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GENERAL PROVISIONS

WHAT IS THE CERTIFICATE OF COVERAGE?

This certificate of coverage is a written statement prepared by Unum and may 
include attachments.  It tells you:

-  the coverage for which you may be entitled;
-  to whom Unum will make a payment; and
-  the limitations, exclusions and requirements that apply within a plan.

WHEN ARE YOU ELIGIBLE FOR COVERAGE?

If you are working for your Employer in an eligible group, the date you are eligible for 
coverage is the later of:

-  the plan effective date; or
-  the day after you complete your waiting period.

WHEN DOES YOUR LIFE INSURANCE COVERAGE BEGIN?

This plan provides benefit units that you can choose.  When you first become eligible 
for coverage, you may apply for any number of benefit units, however, you cannot 
be covered for more than the maximum benefit available under the plan.

Evidence of insurability is required for any amount of life insurance over the 
amount shown in the LIFE INSURANCE "BENEFITS AT A GLANCE" page.

You and your Employer share the cost of your coverage for any benefit unit.  You 
will be covered at 12:01 a.m. on the later of:

-  the first of the month coincident with or next following the date you are eligible for 
coverage, if you apply for insurance on or before that date, for any amount of 
insurance that is not subject to evidence of insurability requirements; or

-  the first of the month coincident with or next following the date you apply for 
insurance, if you apply within 31 days after your eligibility date, for any amount of 
insurance that is not subject to evidence of insurability requirements; and

-  the first of the month coincident with or next following the date Unum approves 
your evidence of insurability form, if you apply for insurance on or before your 
eligibility date or within 31 days after your eligibility date, for any amount of 
insurance that is subject to evidence of insurability requirements.

WHEN CAN YOU APPLY FOR LIFE INSURANCE COVERAGE IF YOU APPLY 
MORE THAN 31 DAYS AFTER YOUR ELIGIBILITY DATE?

You can apply for coverage only during an annual enrollment period.  Evidence of 
insurability is required for any amount of insurance.   

Unum and your Employer determine when the annual enrollment period begins and 
ends.  Coverage will begin at 12:01 a.m. on the first of the month coincident with or 
next following the date Unum approves your evidence of insurability form.
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WHEN CAN YOU CHANGE YOUR LIFE INSURANCE COVERAGE?

You can change your coverage by applying for additional benefit units during an 
annual enrollment period.  You can increase your coverage any number of benefit 
units up to the maximum benefit available under the plan.

Evidence of insurability is required for any amount of life insurance.

Unum and your Employer determine when the annual enrollment period begins and 
ends.  A change in coverage that is made during an annual enrollment period will 
begin at 12:01 a.m. on the first of the month coincident with or next following the 
date Unum approves your evidence of insurability form.

In addition, you can decrease your coverage any number of benefit units during an 
annual enrollment period.  Any decrease in coverage will take effect immediately but 
will not affect a payable claim that occurs prior to the decrease.

WHEN DOES YOUR ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE 
COVERAGE BEGIN?

This plan provides benefit units that you can choose.  When you first become eligible 
for coverage, you may apply for any number of benefit units, however, you cannot 
be covered for more than the maximum benefit available under the plan.

You and your Employer share the cost of coverage for any benefit unit.  You will be 
covered at 12:01 a.m. on the later of:

-  the first of the month coincident with or next following the date you are eligible for 
coverage, if you apply for insurance on or before that date; or 

-  the first of the month coincident with or next following the date you apply for 
insurance, if you apply within 31 days after your eligibility date.

WHEN CAN YOU APPLY FOR ACCIDENTAL DEATH AND DISMEMBERMENT 
INSURANCE COVERAGE IF YOU APPLY MORE THAN 31 DAYS AFTER YOUR 
ELIGIBILITY DATE?

You can apply for accidental death and dismemberment insurance coverage only 
during an annual enrollment period.

Unum and your Employer determine when the annual enrollment period begins and 
ends.  Coverage will begin at 12:01 a.m. on the first day of the next plan year.

WHEN CAN YOU CHANGE YOUR ACCIDENTAL DEATH AND DISMEMBERMENT 
COVERAGE?

You can change your coverage by applying for additional benefit units during an 
annual enrollment period.  You can increase your coverage any number of benefit 
units up to the maximum benefit available under the plan.
   
Unum and your Employer determine when the annual enrollment period begins and 
ends.  A change in coverage that is made during an annual enrollment period will 
begin at 12:01 a.m. on the first day of the next plan year.
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In addition, you can decrease your coverage any number of benefit units during an 
annual enrollment period.  Any decrease in coverage will take effect immediately but 
will not affect a payable claim that occurs prior to the decrease.

WHAT IF YOU ARE ABSENT FROM WORK ON THE DATE YOUR COVERAGE 
WOULD NORMALLY BEGIN?

If you are absent from work due to injury, sickness, temporary layoff or leave of 
absence, your coverage will begin on the first of the month coincident with or next 
following the date you return to active employment.

ONCE YOUR COVERAGE BEGINS, WHAT HAPPENS IF YOU ARE NOT WORKING 
DUE TO INJURY OR SICKNESS?

If you are not working due to injury or sickness, and if premium is paid, you may 
continue to be covered up to your retirement date.

ONCE YOUR COVERAGE BEGINS, WHAT HAPPENS IF YOU ARE TEMPORARILY 
NOT WORKING?

If you are on a temporary layoff, and if premium is paid, you will be covered through 
the end of the month that immediately follows the month in which your temporary 
layoff begins.

If you are on a leave of absence, and if premium is paid, you will be covered 
through the end of the month that immediately follows the month in which your leave 
of absence begins.

WHEN WILL CHANGES TO YOUR COVERAGE TAKE EFFECT?

Once your coverage begins, any increased or additional coverage due to a change 
in your annual earnings or due to a plan change requested by your Employer will 
take effect on the first of the month coincident with or next following the date the 
change occurs or on the first of the month coincident with or next following the date 
Unum approves your evidence of insurability form, if evidence of insurability is 
required.  You must be in active employment or on a covered layoff or leave of 
absence.

If you are not in active employment due to injury or sickness, any increased or 
additional coverage due to a change in your annual earnings or due to a plan 
change will begin on the first of the month coincident with or next following the date 
you return to active employment.

Any decrease in coverage will take effect immediately but will not affect a payable 
claim that occurs prior to the decrease.

WHEN DOES YOUR COVERAGE END?

Your coverage under the Policy or a plan ends on the earliest of:

-  the date the Policy or a plan is cancelled;
-  the date you no longer are in an eligible group;
-  the date your eligible group is no longer covered;
-  the last day of the period for which you made any required contributions; or
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-  the last day you are in active employment unless continued due to a covered layoff 
or leave of absence or due to an injury or sickness, as described in this certificate 
of coverage.

Unum will provide coverage for a payable claim which occurs while you are covered 
under the Policy or plan.

WHEN ARE YOU ELIGIBLE TO ELECT DEPENDENT COVERAGE?

If you elect coverage for yourself or are insured under the plan, you are eligible to 
elect dependent coverage for your spouse only, your dependent children only or 
both.

WHEN ARE YOUR DEPENDENTS ELIGIBLE FOR COVERAGE?

The date your dependents are eligible for coverage is the later of:

-  the date your insurance begins; or
-  the date you first acquire a dependent.

WHAT DEPENDENTS ARE ELIGIBLE FOR COVERAGE?

The following dependents are eligible for coverage under the plan:

-  Your lawful spouse, including a legally separated spouse.  You may not cover your 
spouse as a dependent if your spouse is enrolled for coverage as an employee.

-  Your children from live birth but less than age 26.  Stillborn children are not eligible 
for coverage.  

-  Your handicapped dependent children age 26 or over who became handicapped 
prior to the child's attainment of age 26.

   Unum must receive proof within 31 days of the date the child is eligible for 
coverage under the policy, and as required during the first two years.  After the first 
two years, Unum will ask for proof when needed, but not more than once a year.

Children include your own natural offspring, lawfully adopted children and 
stepchildren.  They also include foster children.  A child will be considered adopted 
on the date of placement in your home.

No child may be covered by more than one employee in the plan.

No child can be covered as both an employee and a dependent.

WHEN DOES YOUR DEPENDENT LIFE INSURANCE COVERAGE BEGIN?

This plan provides benefit units that you can choose for your dependents.  When 
your dependents first become eligible for coverage, you may apply for any number 
of benefit units, however, your dependents cannot be covered for more than the 
maximum benefits available under the plan.
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Evidence of insurability is required for any amount of dependent life insurance 
over the amount shown in the LIFE INSURANCE "BENEFITS AT A GLANCE" 
page.

You and your Employer share the cost of your dependent's coverage.  Your 
dependents will be covered at 12:01 a.m. on the later of:

-  the first of the month coincident with or next following the date your dependents 
are eligible for coverage, if you apply for dependent insurance on or before that 
date, for any amount of insurance that is not subject to evidence of insurability 
requirements; or

-  the first of the month coincident with or next following the date you apply for 
dependent insurance, if you apply for dependent insurance within 31 days after 
your dependent's eligibility date, for any amount of insurance that is not subject to 
evidence of insurability requirements; and

-  the first of the month coincident with or next following the date Unum approves 
your dependent's evidence of insurability form, if you apply for dependent 
insurance on or before your dependent's eligibility date or within 31 days after your 
dependent's eligibility date for any amount of insurance that is subject to evidence 
of insurability requirements.

WHEN CAN YOU APPLY FOR DEPENDENT LIFE INSURANCE COVERAGE IF YOU 
APPLY MORE THAN 31 DAYS AFTER YOUR DEPENDENT'S ELIGIBILITY DATE?

You can apply for dependent coverage only during an annual enrollment period.  
Evidence of insurability is required for any amount of dependent life insurance.

Unum and your Employer determine when the annual enrollment period begins and 
ends.  Dependent coverage will begin at 12:01 a.m. on the first of the month 
coincident with or next following the date Unum approves your dependent's evidence 
of insurability form.

WHEN CAN YOU CHANGE YOUR DEPENDENT LIFE INSURANCE COVERAGE?

You can change your dependent coverage by applying for additional benefit units 
during an annual enrollment period.  You can increase your dependent coverage 
any number of benefit units up to the maximum available under the plan.  

Evidence of insurability is required for any amount of dependent life insurance.

Unum and your Employer determine when the annual enrollment period begins and 
ends.  A change in dependent coverage that is made during an annual enrollment
period will begin at 12:01 a.m. on the first of the month coincident with or next 
following the date Unum approves your dependent's evidence of insurability form.

In addition, you can decrease your dependent coverage any number of benefit units 
during an annual enrollment period.  Any decrease in coverage will take effect 
immediately but will not affect a payable claim that occurs prior to the decrease.

WHEN DOES YOUR DEPENDENT ACCIDENTAL DEATH AND DISMEMBERMENT 
INSURANCE COVERAGE BEGIN?

This plan provides benefit units that you can choose for your dependents.  When 
your dependents first become eligible for coverage, you may apply for any number 
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of benefit units, however, your dependents cannot be covered for more than the 
maximum benefits available under the plan.

You pay 100% of the cost yourself for dependent coverage.  Your dependents will 
be covered at 12:01 a.m. on the later of:

-  the first of the month coincident with or next following the date your dependents 
are eligible for coverage, if you apply for dependent insurance on or before that 
date; or

-  the first of the month coincident with or next following the date you apply for 
dependent insurance, if you apply within 31 days after your dependent's eligibility 
date.

WHEN CAN YOU APPLY FOR DEPENDENT ACCIDENTAL DEATH AND 
DISMEMBERMENT INSURANCE COVERAGE IF YOU APPLY MORE THAN 31 
DAYS AFTER YOUR DEPENDENTS' ELIGIBILITY DATE?

You can apply for dependent coverage only during an annual enrollment period.

Unum and your Employer determine when the annual enrollment period begins and 
ends.  Dependent coverage will begin at 12:01 a.m. on the first day of the next plan 
year.

WHEN CAN YOU CHANGE YOUR DEPENDENT ACCIDENTAL DEATH AND 
DISMEMBERMENT COVERAGE?

You can change your dependent coverage by applying for additional benefit units 
during an annual enrollment period.  You can increase your dependent coverage 
any number of benefit units up to the maximum benefits available under the plan.

Unum and your Employer determine when the annual enrollment period begins and 
ends.  A change in coverage that is made during an enrollment period will begin at 
12:01 a.m. on the first day of the next plan year.

In addition, you can decrease your dependent coverage any number of benefit units 
during an annual enrollment period.  Any decrease in dependent coverage will take 
effect immediately but will not affect a payable claim that occurs prior to the 
decrease.

WHAT IF YOUR DEPENDENT IS TOTALLY DISABLED ON THE DATE YOUR 
DEPENDENT'S COVERAGE WOULD NORMALLY BEGIN?

If your eligible dependent is totally disabled, your dependent's coverage will begin 
on the first of the month coincident with or next following the date your eligible 
dependent no longer is totally disabled.  This provision does not apply to a newborn 
child while dependent insurance is in effect.

WHEN WILL CHANGES TO YOUR DEPENDENT'S COVERAGE TAKE EFFECT?

Once your dependent's coverage begins, any increased or additional dependent 
coverage due to a plan change requested by your Employer will take effect on the 
first of the month coincident with or next following the date the change occurs or on 
the first of the month coincident with or next following the date Unum approves your 
dependent's evidence of insurability form, if evidence of insurability is required, 
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provided your dependent is not totally disabled.  You must be in active employment 
or on a covered layoff or leave of absence.

If you are not in active employment due to injury or sickness, any increased or 
additional dependent coverage due to a plan change will begin on the first of the 
month coincident with or next following the date you return to active employment.

If your dependent is totally disabled, any increased or additional dependent 
coverage will begin on the first of the month coincident with or next following the 
date your dependent is no longer totally disabled.

Any decreased coverage will take effect immediately but will not affect a payable 
claim that occurs prior to the decrease.

WHEN DOES YOUR DEPENDENT'S COVERAGE END?

Your dependent's coverage under the Policy or a plan ends on the earliest of:

-  the date the Policy or a plan is cancelled;
-  the date you no longer are in an eligible group;
-  the date your eligible group is no longer covered;
-  the date of your death;
-  the last day of the period for which you made any required contributions; or
-  the last day you are in active employment unless continued due to a covered layoff 

or leave of absence or due to an injury or sickness, as described in this certificate 
of coverage.

Coverage for any one dependent will end on the earliest of:

-  the date your coverage under a plan ends;
-  the date your dependent ceases to be an eligible dependent;
-  for a spouse, the date of divorce or annulment.

Unum will provide coverage for a payable claim which occurs while your dependents 
are covered under the Policy or plan.

WILL COVERAGE CONTINUE FOR A HANDICAPPED CHILD INSURED UNDER 
THE PLAN WHO IS AGE 26 OR OVER?

Coverage will continue for a child age 26 or over who is handicapped, provided:

-  the child is currently insured under the plan; and
-  you are the main source of support and maintenance.

Unum must receive proof within 31 days of the date the child attains 26 and as 
required during the first two years.  After the first two years, Unum will ask for proof 
when needed, but not more than once a year.

WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDINGS?

You or your authorized representative can start legal action regarding a claim 60 
days after proof of claim has been given and up to 3 years from the time proof of 
claim is required, unless otherwise provided under federal law.
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HOW CAN STATEMENTS MADE IN YOUR APPLICATION FOR THIS COVERAGE 
BE USED?

Unum considers any statements you or your Employer make in a signed application 
for coverage or an evidence of insurability form a representation and not a warranty.  
If any of the statements you or your Employer make are not complete and/or not true 
at the time they are made, we can:

-  reduce or deny any claim; or
-  cancel your coverage from the original effective date.

We will use only statements made in a signed application or an evidence of 
insurability form as a basis for doing this.

Except in the case of fraud, Unum can take action only in the first 2 years coverage 
is in force.

If the Employer gives us information about you that is incorrect, we will:

-  use the facts to decide whether you have coverage under the plan and in what 
amounts; and

-  make a fair adjustment of the premium.

HOW WILL UNUM HANDLE INSURANCE FRAUD?

Unum wants to ensure you and your Employer do not incur additional insurance 
costs as a result of the undermining effects of insurance fraud.  Unum promises to 
focus on all means necessary to support fraud detection, investigation, and 
prosecution. 

It is a crime if you knowingly, and with intent to injure, defraud or deceive Unum, or 
provide any information, including filing a claim, that contains any false, incomplete 
or misleading information. These actions, as well as submission of materially false 
information, will result in denial of your claim, and are subject to prosecution and 
punishment to the full extent under state and/or federal law. Unum will pursue all 
appropriate legal remedies in the event of insurance fraud.

DOES THE POLICY REPLACE OR AFFECT ANY WORKERS' COMPENSATION OR 
STATE DISABILITY INSURANCE?

The policy does not replace or affect the requirements for coverage by any workers' 
compensation or state disability insurance.

DOES YOUR EMPLOYER ACT AS YOUR AGENT OR UNUM'S AGENT?

For purposes of the policy, your Employer acts on its own behalf or as your agent.  
Under no circumstances will your Employer be deemed the agent of Unum.
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LIFE INSURANCE

BENEFIT INFORMATION

WHEN WILL YOUR BENEFICIARY RECEIVE PAYMENT?

Your beneficiary(ies) will receive payment when Unum approves your death claim.

WHAT DOCUMENTS ARE REQUIRED FOR PROOF OF DEATH?

Unum will require a certified copy of the death certificate, enrollment documents and 
a Notice and Proof of Claim form.

HOW MUCH WILL UNUM PAY YOU IF UNUM APPROVES YOUR DEPENDENT'S 
DEATH CLAIM?

Unum will determine the payment according to the amount of insurance shown in the 
LIFE INSURANCE "BENEFITS AT A GLANCE" page.

HOW MUCH WILL UNUM PAY YOUR BENEFICIARY IF UNUM APPROVES YOUR 
DEATH CLAIM?

Unum will determine the payment according to the amount of insurance shown in the 
LIFE INSURANCE "BENEFITS AT A GLANCE" page.

WHAT ARE YOUR ANNUAL EARNINGS?

"Annual Earnings" means your gross annual income from your Employer in effect 
just prior to the date of loss.  It includes your total income before taxes.  It is prior to 
any deductions made for pre-tax contributions to a qualified deferred compensation 
plan, Section 125 plan, or flexible spending account.  It does not include income 
received from commissions, bonuses, overtime pay, any other extra compensation 
or income received from sources other than your Employer.

WHAT WILL WE USE FOR ANNUAL EARNINGS IF YOU BECOME DISABLED 
DURING A COVERED LAYOFF OR LEAVE OF ABSENCE?

If you become disabled while you are on a covered layoff or leave of absence, we 
will use your annual earnings from your Employer in effect just prior to the date your 
absence began.

WHAT HAPPENS TO YOUR LIFE INSURANCE COVERAGE IF YOU BECOME 
DISABLED?

Your life insurance coverage may be continued for a specific time and your life 
insurance premium will be waived if you qualify as described below.

HOW LONG MUST YOU BE DISABLED BEFORE YOU ARE ELIGIBLE TO HAVE 
LIFE PREMIUMS WAIVED?

You must be disabled through your elimination period.

Your elimination period is 9 months.
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WHEN WILL YOUR LIFE INSURANCE PREMIUM WAIVER BEGIN?

Your life insurance premium waiver will begin when we approve your claim, if the 
elimination period has ended and you meet the following conditions.  Your Employer 
may continue premium payments until Unum notifies your Employer of the date your 
life insurance premium waiver begins.

Your life insurance premium will be waived if you meet these conditions:

-  you are less than 60 and insured under the plan.
-  you become disabled and remain disabled during the elimination period.
-  you meet the notice and proof of claim requirements for disability while your life 

insurance is in effect or within three months after it ends.
-  your claim is approved by Unum.

After we approve your claim, Unum does not require further premium payments for 
you while you remain disabled according to the terms and provisions of the plan.

Your life insurance amount will not increase while your life insurance premiums are 
being waived.  Your life insurance amount will reduce or cease at any time it would 
reduce or cease if you had not been disabled.

WHEN WILL YOUR LIFE INSURANCE PREMIUM WAIVER END?

The life insurance premium waiver will automatically end if:

-  you recover and you no longer are disabled;
-  you fail to give us proper proof that you remain disabled;
-  you refuse to have an examination by a physician chosen by Unum; 
-  you reach age 65; or
-  premium has been waived for 12 months and you are considered to reside outside 

the United States or Canada.  You will be considered to reside outside the United 
States or Canada when you have been outside these countries for a total period of 
6 months or more during any 12 consecutive months for which premium has been 
waived.

HOW DOES UNUM DEFINE DISABILITY?

You are disabled when Unum determines that:

-  during the elimination period, you are not working in any occupation due to your 
injury or sickness; and

-  after the elimination period, due to the same injury or sickness, you are unable to 
perform the duties of any gainful occupation for which you are reasonably fitted 
by training, education or experience.

You must be under the regular care of a physician in order to be considered 
disabled.

The loss of a professional or occupational license or certification does not, in itself, 
constitute disability.

We may require you to be examined by a physician, other medical practitioner or 
vocational expert of our choice.  Unum will pay for this examination.  We can require 
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an examination as often as it is reasonable to do so.  We may also require you to be 
interviewed by an authorized Unum Representative.

APPLYING FOR LIFE INSURANCE PREMIUM WAIVER

Ask your Employer for a life insurance premium waiver claim form.

The form has instructions on how to complete and where to send the claim.

WHAT INSURANCE IS AVAILABLE WHILE YOU ARE SATISFYING THE 
DISABILITY REQUIREMENTS? (See Conversion Privilege)

You may use this life conversion privilege when your life insurance terminates while 
you are satisfying the disability requirements.  Please refer to the conversion 
privilege below.  You are not eligible to apply for this life conversion if you return to 
work and, again, become covered under the plan.

If an individual life insurance policy is issued to you, any benefit for your death under 
this plan will be paid only if the individual policy is returned for surrender to Unum.  
Unum will refund all premiums paid for the individual policy.

The amount of your death benefit will be paid to your named beneficiary for the plan.  
If, however, you named a different beneficiary for the individual policy and the policy 
is returned to Unum for surrender, that different beneficiary will not be paid.

If you want to name a different beneficiary for this group plan, you must change your 
beneficiary as described in the Beneficiary Designation page of this group plan.

WHAT INSURANCE IS AVAILABLE WHEN COVERAGE ENDS? (Conversion 
Privilege)

When coverage ends under the plan, you and your dependents can convert your 
coverages to individual life policies, without evidence of insurability.  The maximum 
amounts that you can convert are the amounts you and your dependents are insured 
for under the plan.  You may convert a lower amount of life insurance.

You and your dependents must apply for individual life insurance under this life 
conversion privilege and pay the first premium within 31 days after the date:

-  your employment terminates; or
-  you or your dependents no longer are eligible to participate in the coverage of the 

plan.

If you convert to an individual life policy, then return to work, and, again, become 
insured under the plan, you are not eligible to convert to an individual life policy 
again.  However, you do not need to surrender that individual life policy when you 
return to work.

Converted insurance may be of any type of the level premium whole life plans then 
in use by Unum.  The person may elect one year of Preliminary Term insurance 
under the level premium whole life policy.  The individual policy will not contain 
disability or other extra benefits.
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WHAT LIMITED CONVERSION IS AVAILABLE IF THE POLICY OR THE PLAN IS 
CANCELLED? (Conversion Privilege)

You and your dependents may convert a limited amount of life insurance if you have 
been insured under your Employer's group plan with Unum for at least five (5) years 
and the Policy or the plan:

-  is cancelled with Unum; or
-  changes so that you no longer are eligible.

The individual life policy maximum for each of you will be the lesser of:

-  $10,000; or
-  your or your dependent's coverage amounts under the plan less any amounts that 

become available under any other group life plan offered by your Employer within 
31 days after the date the Policy or the plan is cancelled.

PREMIUMS

Premiums for the converted insurance will be based on:

-  the person's then attained age on the effective date of the individual life policy;
-  the type and amount of insurance to be converted;
-  Unum's customary rates in use at that time; and
-  the class of risk to which the person belongs.

If the premium payment has been made, the individual life policy will be effective at 
the end of the 31 day conversion application period.

DEATH DURING THE THIRTY-ONE DAY CONVERSION APPLICATION PERIOD

If you or your dependents die within the 31 day conversion application period, Unum 
will pay the beneficiary(ies) the amount of insurance that could have been 
converted.  This coverage is available whether or not you have applied for an 
individual life policy under the conversion privilege.

EMPLOYER NOTICE

Your Employer must notify each person of their conversion privileges within 15 days 
from the date that person's life insurance terminates.

If your Employer does not notify that person within those 15 days, but does notify 
that person within 60 days from the date that person's life insurance terminates, the 
time allowed for that person to exercise their life conversion privilege will be 
extended 15 days from the date that person is notified.

If your Employer does not notify that person within those 60 days, the time allowed 
for that person to exercise that person's life conversion privilege will expire at the 
end of those 60 days.

APPLYING FOR CONVERSION

Ask your Employer for a conversion application form which includes cost 
information.
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When you complete the application, send it with the first premium amount to:

Unum - Conversion Unit
2211 Congress Street
Portland, Maine 04122-1350
1-800-343-5406

WILL UNUM ACCELERATE YOUR OR YOUR DEPENDENT'S DEATH BENEFIT FOR 
THE PLAN IF YOU OR YOUR DEPENDENT BECOMES TERMINALLY ILL? 
(Accelerated Benefit)

If you or your dependent becomes terminally ill while you or your dependent is 
insured by the plan, Unum will pay you a portion of your or your dependent's life 
insurance benefit one time.  The payment will be based on 50% of your or your 
dependent's life insurance amount.  However, the one-time benefit paid will not be 
greater than $750,000.

Your or your dependent's right to exercise this option and to receive payment is 
subject to the following:

-  you or your dependent requests this election, in writing, on a form acceptable to 
Unum;

-  you or your dependent must be terminally ill at the time of payment of the 
Accelerated Benefit;

-  your or your dependent's physician must certify, in writing, that you or your 
dependent is terminally ill and your or your dependent's life expectancy has been 
reduced to less than 12 months; and

-  the physician's certification must be deemed satisfactory to Unum.

The Accelerated Benefit cannot be used by you or your dependent if: 

-  you or your dependent is required by law to use this benefit to meet the claims of 
creditors, whether in bankruptcy or otherwise; or

-  you or your dependent is required by a government agency to use this benefit in 
order to apply for, get, or otherwise keep a government benefit or entitlement.

Premium payments must continue to be paid on the full amount of life insurance 
unless you qualify to have your life premium waived.

Also, premium payments must continue to be paid on the full amount of your 
dependent's life insurance.

If you have assigned your rights under the plan to an assignee or made an 
irrevocable beneficiary designation, Unum must receive consent, in writing, that the 
assignee or irrevocable beneficiary has agreed to the Accelerated Benefit payment 
on your behalf in a form acceptable to Unum before benefits are payable.

An election to receive an Accelerated Benefit will have the following effect on other 
benefits:

-  the death benefit payable will be reduced by any amount of Accelerated Benefit 
that has been paid; and
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-  any amount of life insurance that would be continued under a disability 
continuation provision or that may be available under the conversion privilege will 
be reduced by the amount of the Accelerated Benefit paid.  The remaining life 
insurance amount will be paid according to the terms of the Policy subject to any 
reduction and termination provisions.

Benefits paid may be taxable.  Unum is not responsible for any tax or other effects of 
any benefit paid.  As with all tax matters, you or your dependent should consult your 
personal tax advisor to assess the impact of this benefit.

WHAT LOSSES ARE NOT COVERED UNDER YOUR PLAN?

Your plan does not cover any losses where death is caused by, contributed to by, or 
results from:

-  suicide occurring within 24 months after your or your dependent's initial effective 
date of insurance; and

-  suicide occurring within 24 months after the date any increases or additional 
insurance become effective for you or your dependent.

The suicide exclusion will apply to any amounts of insurance for which you pay all or 
part of the premium.

The suicide exclusion also will apply to any amount that is subject to evidence of 
insurability requirements and Unum approves the evidence of insurability form and 
the amount you or your dependent applied for at that time.
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LIFE INSURANCE

OTHER BENEFIT FEATURES

WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT WHEN THE POLICYHOLDER 
CHANGES GROUP INSURANCE CARRIERS TO UNUM? (CONTINUITY OF 
COVERAGE)

Unum will provide coverage for you and your dependent(s) if you and your 
dependent(s) are covered by the prior policy on the day before the effective date of 
this policy, and if you would be eligible for coverage under this policy if you were in 
active employment on the effective date of this policy.

If you are on a covered layoff or leave of absence on the effective date of this policy, 
we will consider your layoff or leave of absence to have started on that date, and 
coverage for you and your dependent(s) under this provision will continue for the 
layoff or leave of absence period provided in this policy, or the layoff or leave of 
absence period remaining under the prior policy on the effective date of this policy, 
whichever period is shorter.

If you are absent from work due to injury or sickness on the effective date of this 
policy, then coverage under this provision will continue until the earliest of the date:

-  you are no longer injured or sick, 
-  you return to active employment, 
-  you are approved for a disability extension of benefits or accrued liability under the 

prior policy, including premium waiver, or 
-  your employment ends.

Also, if you incur a covered loss but are not in active employment under this policy, 
any benefits payable under this policy will be limited to the amount that would have 
been paid by the prior carrier.  Unum will reduce your payment by any amount for 
which the prior carrier is liable.

Coverage for you and your dependent(s) are subject to payment of required 
premium and all other terms of this policy, except that the portable insurance 
coverage terms of this policy will not apply to coverage provided under this 
provision.

WHAT COVERAGE IS AVAILABLE IF YOU END EMPLOYMENT OR YOU WORK 
REDUCED HOURS?  (Portability)

If your employment ends with or you retire from your Employer or you are working 
less than the minimum number of hours as described under Eligible Groups in this 
plan, you may elect portable coverage for yourself and your dependents.

In case of your death, your insured dependents also may elect portable coverage for 
themselves.  However, children cannot become insured for portable coverage unless 
the spouse also becomes insured for portable coverage.

PORTABLE INSURANCE COVERAGE AND AMOUNTS AVAILABLE

The portable insurance coverage will be the current coverage and amounts that you 
and your dependents are insured for under your Employer's group plan.  
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However, the amount of portable coverage for you will not be more than:

-  the highest amount of life insurance available for employees under the plan; or
-  5x your annual earnings; or
-  $750,000 from all Unum group life and accidental death and dismemberment 

plans combined,

whichever is less.

The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.

The amount of portable coverage for your spouse will not be more than:

-  the highest amount of life insurance available for spouses under the plan; or
-  100% of your amount of portable coverage; or
-  $750,000 from all Unum group life and accidental death and dismemberment 

plans combined,

whichever is less.

The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.

The amount of portable coverage for a child will not be more than:

-  the highest amount of life insurance available for children under the plan; or
-  100% of your amount of portable coverage; or
-  $20,000,

whichever is less.

The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.

The minimum amount of coverage that can be ported is $5,000 for you and $1,000 
for your dependents.  If the current amounts under the plan are less than $5,000 for 
you and $1,000 for your dependents you and your dependents may port the lesser 
amounts.

Your or your dependent's amount of life insurance will reduce or cease at any time it 
would reduce or cease for your eligible group if you had continued in active 
employment with your Employer.

APPLYING FOR PORTABLE COVERAGE

You must apply for portable coverage for yourself and your dependents and pay the 
first premium within 31 days after the date: 

-  your coverage ends or you retire from your Employer; or
-  you begin working less than the minimum number of hours as described under 

Eligible Groups in this plan.
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Your dependents must apply for portable coverage and pay the first premium within 
31 days after the date you die.  

You are not eligible to apply for portable coverage for yourself if:

-  you have an injury or sickness, under the terms of this plan, which has a material 
effect on life expectancy; or

-  you failed to pay the required premium under the terms of this plan.

You are not eligible to apply for portable coverage for a dependent if:

-  you do not elect portable coverage for yourself;
-  you have an injury or sickness, under the terms of this plan, which has a material 

effect on life expectancy;
-  your dependent has an injury or sickness, under the terms of this plan, which has 

a material effect on life expectancy; or
-  you failed to pay the required premium under the terms of this plan.

In case of your death, your spouse is not eligible to apply for portable coverage if:

-  your surviving spouse is not insured under this plan;
-  your surviving spouse has an injury or sickness, under the terms of this plan, 

which has a material effect on life expectancy; or
-  you failed to pay the required premium under the terms of this plan for your 

spouse.

In case of your death, your child is not eligible for portable coverage if:

-  your surviving spouse is not insured under this plan;
-  your surviving spouse is insured under this plan and chooses not to elect portable 

coverage;
-  your surviving spouse has an injury or sickness, under the terms of this plan, 

which has a material effect on life expectancy;
-  your child has an injury or sickness, under the terms of this plan, which has a 

material effect on life expectancy; or
-  you failed to pay the required premium under the terms of this plan for your child.

If we determine that because of an injury or sickness, which has a material effect on 
life expectancy, you or your dependents were not eligible for portability at the time 
you or your dependents elected portable coverage, the benefit will be adjusted to the 
amount of whole life coverage the premium would have purchased under the 
Conversion Privilege.

APPLYING FOR INCREASES OR DECREASES IN PORTABLE COVERAGE

You or your dependents may increase or decrease the amount of life insurance 
coverage.  The minimum and maximum benefit amounts are shown above.  
However, the amount of life insurance coverage cannot be decreased below $5,000 
for you and $1,000 for your dependents.  All increases are subject to evidence of 
insurability.  Portable coverage will reduce at the ages and amounts shown in the 
LIFE INSURANCE "BENEFITS AT A GLANCE" page.

ADDING PORTABLE COVERAGE FOR DEPENDENTS
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If you choose not to enroll your dependents when your dependents were first eligible 
for portable coverage, you may enroll your dependents at any time for the amounts 
allowed under the group plan.  Evidence of insurability is required.

You may enroll newly acquired dependents at any time for the amounts allowed 
under the group plan.  Evidence of insurability is required.

WHEN PORTABLE COVERAGE ENDS

Portable coverage for you will end on the date you fail to pay any required premium.

Portable coverage for a spouse will end for the following reasons:

-  the date you fail to pay any required premium; or
-  the date your surviving spouse fails to pay any required premium.

Portable coverage for a child will end for the following reasons:

-  the date you fail to pay any required premium;
-  the date your surviving spouse fails to pay any required premium; 
-  the date your child no longer qualifies as a dependent; or
-  the date the surviving spouse dies.

If portable coverage ends due to failure to pay required premium, portable coverage 
cannot be reinstated.

PREMIUM RATE CHANGES FOR PORTABLE COVERAGE

Unum may change premium rates for portable coverage at any time for reasons 
which affect the risk assumed, including those reasons shown below:

-  changes occur in the coverage levels;
-  changes occur in the overall use of benefits by all insureds;
-  changes occur in other risk factors; or
-  a new law or a change in any existing law is enacted which applies to portable 

coverage.

The change in premium rates will be made on a class basis according to Unum's 
underwriting risk studies.  Unum will notify the insured in writing at least 31 days 
before a premium rate is changed.

APPLYING FOR CONVERSION, IF PORTABLE COVERAGE ENDS OR IS NOT 
AVAILABLE

If you or your dependent is not eligible to apply for portable coverage or portable 
coverage ends, then you or your dependent may qualify for conversion coverage.  
Refer to Conversion Privilege under this plan.

Ask your Employer for a conversion application form which includes cost 
information.

When you complete the application, send it with the first premium amount to:

Unum - Conversion Unit
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2211 Congress Street
Portland, Maine  04122-1350
1-800-343-5406
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ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

BENEFIT INFORMATION

WHEN WILL YOUR BENEFICIARY RECEIVE PAYMENT IN THE EVENT OF YOUR 
DEATH IF YOUR DEATH IS THE DIRECT RESULT OF AN ACCIDENT?

Your beneficiary(ies) will receive payment when Unum approves your death claim 
providing you meet certain conditions.

WHEN WILL YOU RECEIVE PAYMENT IN THE EVENT OF YOUR DEPENDENT'S 
DEATH IF YOUR DEPENDENT'S DEATH IS THE DIRECT RESULT OF AN 
ACCIDENT?

You will receive payment when Unum approves the death claim for your dependent 
providing certain conditions are met.

WHAT DOCUMENTS ARE REQUIRED FOR PROOF OF ACCIDENTAL DEATH?

Unum will require a certified copy of the death certificate, enrollment documents and 
a Notice and Proof of Claim form.

WHEN WILL YOU RECEIVE PAYMENT IN THE EVENT OF CERTAIN OTHER 
COVERED LOSSES IF THE LOSS IS THE DIRECT RESULT OF AN ACCIDENT?

You will receive payment when Unum approves the claim.

HOW MUCH WILL UNUM PAY YOUR BENEFICIARY IN THE EVENT OF YOUR  
ACCIDENTAL DEATH OR YOU FOR YOUR DEPENDENT'S ACCIDENTAL DEATH 
OR FOR CERTAIN OTHER COVERED LOSSES?

If Unum approves the claim, Unum will determine the payment according to the 
Covered Losses and Benefits List below.  The benefit Unum will pay is listed 
opposite the corresponding covered loss.

The benefit will be paid only if an accidental bodily injury results in one or more of 
the covered losses listed below within 365 days from the date of the accident.

Also, the accident must occur while you or your dependent is insured under the plan.

Covered Losses Benefit Amounts
Life The Full Amount

Both Hands or Both 
Feet or Sight of
Both Eyes The Full Amount

One Hand and One 
Foot The Full Amount

One Hand and
Sight of One Eye The Full Amount 

One Foot and



AD&D-BEN-2  (2/1/2015) 39

Sight of One Eye The Full Amount

Speech and Hearing The Full Amount

One Hand or One
Foot One Half The Full Amount

Sight of One Eye One Half The Full Amount

Speech or Hearing One Half The Full Amount

Thumb and Index 
Finger of Same Hand One Quarter The Full Amount

The most Unum will pay for any combination of Covered Losses from any one 
accident is the full amount.

The Full Amount is the amount shown in the ACCIDENTAL DEATH AND 
DISMEMBERMENT INSURANCE "BENEFITS AT A GLANCE" page.

WHAT ARE YOUR ANNUAL EARNINGS?

"Annual Earnings" means your gross annual income from your Employer in effect 
just prior to the date of loss.  It includes your total income before taxes.  It is prior to 
any deductions made for pre-tax contributions to a qualified deferred compensation 
plan, Section 125 plan, or flexible spending account.  It does not include income 
received from commissions, bonuses, overtime pay, any other extra compensation 
or income received from sources other than your Employer.

WHAT WILL WE USE FOR ANNUAL EARNINGS IF YOU BECOME DISABLED 
DURING A COVERED LAYOFF OR LEAVE OF ABSENCE?

If you have an accidental bodily injury that results in one or more of the covered 
losses while you are on a covered layoff or leave of absence, we will use your 
annual earnings from your Employer in effect just prior to the date your absence 
began.

WHAT REPATRIATION BENEFIT WILL UNUM PROVIDE?

Unum will pay an additional benefit for the preparation and transportation of your 
body to a mortuary chosen by you or your authorized representative.  Payment will 
be made if, as the result of a covered accident, you suffer loss of life at least 100 
miles away from your principal place of residence.

However, when combined with two or more Unum accidental death and 
dismemberment insurance plans, the combined overall maximum for these plans 
together cannot exceed the actual expenses for the preparation and transportation 
of your body to a mortuary.

The maximum benefit amount is shown in the ACCIDENTAL DEATH AND 
DISMEMBERMENT INSURANCE "BENEFITS AT A GLANCE" page.
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WHAT SEATBELT(S) AND AIR BAG BENEFIT WILL UNUM PROVIDE?

Unum will pay you or your authorized representative an additional benefit if you 
sustain an accidental bodily injury which causes your death while you are driving or 
riding in a Private Passenger Car, provided:

For Seatbelt(s):

-  the Private Passenger Car is equipped with seatbelt(s); and
-  the seatbelt(s) were in actual use and properly fastened at the time of the covered 

accident; and
-  the position of the seatbelt(s) are certified in the official report of the covered 

accident, or by the investigating officer.  A copy of the police accident report must 
be submitted with the claim.

Also, if such certification is not available, and it is clear that you were properly 
wearing seatbelt(s), then we will pay the additional seatbelt benefit.

However, if such certification is not available, and it is unclear whether you were 
properly wearing seatbelt(s), then we will pay a fixed benefit of $1,000.

An automatic harness seatbelt will not be considered properly fastened unless a lap 
belt is also used.

For Air Bag:

-  the Private Passenger Car is equipped with an air bag for the seat in which you 
are seated; and

-  the seatbelt(s) must be in actual use and properly fastened at the time of the 
covered accident.

No benefit will be paid if you are the driver of the Private Passenger Car and do not 
hold a current and valid driver's license.

No benefit will be paid if Unum is able to verify that the air bag(s) had been 
disengaged prior to the accident.

The accident causing your death must occur while you are insured under the plan.

The maximum benefit amount is shown in the ACCIDENTAL DEATH AND 
DISMEMBERMENT "BENEFITS AT A GLANCE" page.

WHAT EDUCATION BENEFIT WILL UNUM PROVIDE FOR YOUR QUALIFIED 
CHILDREN?

Unum will pay your authorized representative on behalf of each of your qualified 
children a lump sum payment if:

-  you lose your life:
as a result of an accidental bodily injury; and
within 365 days after the date of the accident causing the accidental bodily injury; 

-  the accident causing your accidental bodily injury occurred while you were insured 
under the plan;

-  proof is furnished to Unum that the child is a qualified child; and
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-  the qualified child continues to be enrolled as a full-time student in an accredited 
post-secondary institution of higher learning beyond the 12th grade level.

The benefit amount per academic year, maximum benefit payments, maximum 
benefit amount and maximum benefit period are shown in the ACCIDENTAL DEATH 
AND DISMEMBERMENT INSURANCE "BENEFITS AT A GLANCE" page.

WHEN WILL THE EDUCATION BENEFIT END FOR EACH QUALIFIED CHILD?

The education benefit will terminate for each qualified child on the earliest of the 
following dates:

-  the date your qualified child fails to furnish proof as required by us;
-  the date your qualified child no longer qualifies as a dependent child for any 

reason except your death; or
-  the end of the maximum benefit period.

WHAT COVERAGE FOR EXPOSURE AND DISAPPEARANCE BENEFIT WILL 
UNUM PROVIDE?

Unum will pay a benefit if you or your dependent sustains an accidental bodily injury 
and are unavoidably exposed to the elements and suffer a loss.

We will presume you or your dependent suffered loss of life due to an accident if:
-  you or your dependent are riding in a common public passenger carrier that is 

involved in an accident covered under the policy; and
-  as a result of the accident, the common public passenger carrier is wrecked, sinks, 

is stranded, or disappears; and
-  your or your dependent's body is not found within 1 year of the accident.

Also, the accident must occur while you or your dependent is insured under the plan.

The maximum benefit amount is shown in the ACCIDENTAL DEATH AND 
DISMEMBERMENT "BENEFITS AT A GLANCE" page.

WHAT ACCIDENTAL LOSSES ARE NOT COVERED UNDER YOUR PLAN?

Your plan does not cover any accidental losses caused by, contributed to by, or 
resulting from:

-  suicide, self destruction while sane, intentionally self-inflicted injury while sane, or 
self-inflicted injury while sane, or self-inflicted injury while insane.

-  active participation in a riot.
-  an attempt to commit or commission of a crime.
-  the use of any prescription or non-prescription drug, poison, fume, or other 

chemical substance unless used according to the prescription or direction of your 
or your dependent's physician.  This exclusion will not apply to you or your 
dependent if the chemical substance is ethanol.

-  disease of the body or diagnostic, medical or surgical treatment or mental disorder 
as set forth in the latest edition of the Diagnostic and Statistical Manual of Mental 
Disorders.

-  being intoxicated.
-  war, declared or undeclared, or any act of war.
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ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE

OTHER BENEFIT FEATURES

WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT WHEN THE POLICYHOLDER 
CHANGES GROUP INSURANCE CARRIERS TO UNUM? (CONTINUITY OF 
COVERAGE)

Unum will provide coverage for you and your dependent(s) if you and your 
dependent(s) are covered by the prior policy on the day before the effective date of 
this policy, and if you would be eligible for coverage under this policy if you were in 
active employment on the effective date of this policy.

If you are on a covered layoff or leave of absence on the effective date of this policy, 
we will consider your layoff or leave of absence to have started on that date, and 
coverage for you and your dependent(s) under this provision will continue for the 
layoff or leave of absence period provided in this policy, or the layoff or leave of 
absence period remaining under the prior policy on the effective date of this policy, 
whichever period is shorter.

If you are absent from work due to injury or sickness on the effective date of this 
policy, then coverage under this provision will continue until the earliest of the date:

-  you are no longer injured or sick, 
-  you return to active employment, 
-  you are approved for a disability extension of benefits or accrued liability under the 

prior policy, including premium waiver, or 
-  your employment ends.

Also, if you incur a covered loss but are not in active employment under this policy, 
any benefits payable under this policy will be limited to the amount that would have 
been paid by the prior carrier.  Unum will reduce your payment by any amount for 
which the prior carrier is liable.

Coverage for you and your dependent(s) are subject to payment of required 
premium and all other terms of this policy, except that the portable insurance 
coverage terms of this policy will not apply to coverage provided under this 
provision.

WHAT COVERAGE IS AVAILABLE IF YOU END EMPLOYMENT OR YOU WORK 
REDUCED HOURS?  (Portability)

If your employment ends with or you retire from your Employer or you are working 
less than the minimum number of hours as described under Eligible Groups in this 
plan, you may elect portable coverage for yourself and your dependents.

In case of your death, your insured dependents also may elect portable coverage for 
themselves.  However, children cannot become insured for portable coverage unless 
the spouse also becomes insured for portable coverage.

PORTABLE INSURANCE COVERAGE AND AMOUNTS AVAILABLE

The portable insurance coverage will be the current coverage and amounts that you 
and your dependents are insured for under your Employer's group plan.  
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However, the amount of portable coverage for you will not be more than:

-  the highest amount of accidental death and dismemberment insurance available 
for employees under the plan; or

-  5x your annual earnings; or
-  $750,000 from all Unum group life and accidental death and dismemberment 

plans combined,

whichever is less.

The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.

The amount of portable coverage for your spouse will not be more than:

-  the highest amount of accidental death and dismemberment insurance available 
for spouses under the plan; or

-  100% of your amount of portable coverage; or
-  $750,000 from all Unum group life and accidental death and dismemberment 

plans combined,

whichever is less.

The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.

The amount of portable coverage for a child will not be more than:

-  the highest amount of accidental death and dismemberment insurance available 
for children under the plan; or

-  100% of your amount of portable coverage; or
-  $20,000,

whichever is less.

The amount of ported life insurance must be equal to or greater than the amount of 
ported accidental death and dismemberment insurance.

The minimum amount of coverage that can be ported is $5,000 for you and $1,000 
for your dependents.  If the current amounts under the plan are less than $5,000 for 
you and $1,000 for your dependents you and your dependents may port the lesser 
amounts.

Your or your dependent's amount of AD&D insurance will reduce or cease at any 
time it would reduce or cease for your eligible group if you had continued in active 
employment with your Employer.

APPLYING FOR PORTABLE COVERAGE

You must apply for portable coverage for yourself and your dependents and pay the 
first premium within 31 days after the date: 

-  your coverage ends or you retire from your Employer; or
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-  you begin working less than the minimum number of hours as described under 
Eligible Groups in this plan.

 
Your dependents must apply for portable coverage and pay the first premium within 
31 days after the date you die.  

You are not eligible to apply for portable coverage for yourself if:

-  you have an injury or sickness, under the terms of this plan, which has a material 
effect on life expectancy; or

-  you failed to pay the required premium under the terms of this plan.

You are not eligible to apply for portable coverage for a dependent if:

-  you do not elect portable coverage for yourself;
-  you have an injury or sickness, under the terms of this plan, which has a material 

effect on life expectancy;
-  your dependent has an injury or sickness, under the terms of this plan, which has 

a material effect on life expectancy; or
-  you failed to pay the required premium under the terms of this plan.

In case of your death, your spouse is not eligible to apply for portable coverage if:

-  your surviving spouse is not insured under this plan;
-  your surviving spouse has an injury or sickness, under the terms of this plan, 

which has a material effect on life expectancy; or
-  you failed to pay the required premium under the terms of this plan for your 

spouse.

In case of your death, your child is not eligible for portable coverage if:

-  your surviving spouse is not insured under this plan;
-  your surviving spouse is insured under this plan and chooses not to elect portable 

coverage;
-  your surviving spouse has an injury or sickness, under the terms of this plan, 

which has a material effect on life expectancy;
-  your child has an injury or sickness, under the terms of this plan, which has a 

material effect on life expectancy; or
-  you failed to pay the required premium under the terms of this plan for your child.

APPLYING FOR INCREASES OR DECREASES IN PORTABLE COVERAGE

You or your dependents may increase or decrease the amount of AD&D insurance 
coverage.  The minimum and maximum benefit amounts are shown above.  
However, the amount of accidental death and dismemberment insurance coverage 
cannot be decreased below $5,000 for you and $1,000 for your dependents.  
Portable coverage will reduce at the ages and amounts shown in the ACCIDENTAL 
DEATH AND DISMEMBERMENT INSURANCE "BENEFITS AT A GLANCE" page.

ADDING PORTABLE COVERAGE FOR DEPENDENTS

If you choose not to enroll your dependents when your dependents were first eligible 
for portable coverage, you may enroll your dependents at any time for the amounts 
allowed under the group plan.  
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You may enroll newly acquired dependents at any time for the amounts allowed 
under the group plan. 

WHEN PORTABLE COVERAGE ENDS

Portable coverage for you will end on the date you fail to pay any required premium.

Portable coverage for a spouse will end for the following reasons:

-  the date you fail to pay any required premium; or
-  the date your surviving spouse fails to pay any required premium.

Portable coverage for a child will end for the following reasons:

-  the date you fail to pay any required premium;
-  the date your surviving spouse fails to pay any required premium; 
-  the date your child no longer qualifies as a dependent; or
-  the date the surviving spouse dies.

If portable coverage ends due to failure to pay required premium, portable coverage 
cannot be reinstated.

PREMIUM RATE CHANGES FOR PORTABLE COVERAGE

Unum may change premium rates for portable coverage at any time for reasons 
which affect the risk assumed, including those reasons shown below:

-  changes occur in the coverage levels;
-  changes occur in the overall use of benefits by all insureds;
-  changes occur in other risk factors; or
-  a new law or a change in any existing law is enacted which applies to portable 

coverage.

The change in premium rates will be made on a class basis according to Unum's 
underwriting risk studies.  Unum will notify the insured in writing at least 31 days 
before a premium rate is changed.
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GLOSSARY

ACCIDENTAL BODILY INJURY means bodily harm caused solely by external, violent 
and accidental means and not contributed to by any other cause.

ACTIVE EMPLOYMENT means you are working for your Employer for earnings that 
are paid regularly and that you are performing the material and substantial duties of 
your regular occupation.  You must be working at least the minimum number of hours 
as described under Eligible Group(s) in each plan.

Your work site must be:

-  your Employer's usual place of business;
-  an alternative work site at the direction of your Employer, including your home; or
-  a location to which your job requires you to travel.

Normal vacation is considered active employment.
Temporary and seasonal workers are excluded from coverage.

ACTIVITIES OF DAILY LIVING means:

-  Bathing - the ability to wash oneself either in the tub or shower or by sponge bath with 
or without equipment or adaptive devices.

-  Dressing - the ability to put on and take off all garments and medically necessary 
braces or artificial limbs usually worn.

-  Toileting - the ability to get to and from and on and off the toilet; to maintain a 
reasonable level of personal hygiene, and to care for clothing.

-  Transferring - the ability to move in and out of a chair or bed with or without 
equipment such as canes, quad canes, walkers, crutches or grab bars or other 
support devices including mechanical or motorized devices.

-  Continence - the ability to either:
-   voluntarily control bowel and bladder function; or
-   if incontinent, be able to maintain a reasonable level of personal hygiene.

-  Eating - the ability to get nourishment into the body.

A person is considered unable to perform an activity of daily living if the task cannot be 
performed safely without another person's stand-by assistance or verbal cueing.

ANNUAL EARNINGS means your annual income received from your Employer as 
defined in the plan.

ANNUAL ENROLLMENT PERIOD means a period of time before the beginning of each 
plan year and ending on the plan anniversary date.

COGNITIVELY IMPAIRED means a person has a deterioration or loss in intellectual 
capacity resulting from injury, sickness, advanced age, Alzheimer's disease or similar 
forms of irreversible dementia and needs another person's assistance or verbal cueing 
for his or her own protection or for the protection of others.

ELIMINATION PERIOD means a period of continuous disability which must be satisfied 
before you are eligible to have your life premium waived by Unum.

EMPLOYEE means a person who is in active employment in the United States with the 
Employer.
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EMPLOYER means the Policyholder, and includes any division, subsidiary or affiliated 
company named in the policy.

EVIDENCE OF INSURABILITY means a statement of your or your dependent's medical 
history which Unum will use to determine if you or your dependent is approved for 
coverage.  Evidence of insurability will be at Unum's expense.

GAINFUL OCCUPATION means an occupation that within 12 months of your return to 
work is or can be expected to provide you with an income that is at least equal to 60% 
of your annual earnings in effect just prior to the date your disability began.

GRACE PERIOD means the period of time following the premium due date during 
which premium payment may be made.

HANDICAPPED means permanently and continuously incapable of self sustaining 
support by reason of mental or physical incapacity.

HOSPITAL OR INSTITUTION means an accredited facility licensed to provide care and 
treatment for the condition causing your disability.

INJURY means:

-  for purposes of Portability, a bodily injury that is the direct result of an accident and 
not related to any other cause.

-  for all other purposes, a bodily injury that is the direct result of an accident and not 
related to any other cause.  Disability must begin while you are covered under the 
plan.

INSURED means any person covered under a plan.

INTOXICATED means that your or your dependent's blood alcohol level equals or 
exceeds the legal limit for operating a motor vehicle in the state where the accident 
occurred.

LAYOFF or LEAVE OF ABSENCE means you are temporarily absent from active 
employment for a period of time that has been agreed to in advance in writing by your 
Employer.

Your normal vacation time or any period of disability is not considered a temporary 
layoff or leave of absence.

LIFE THREATENING CONDITION is a critical health condition that possibly could 
result in your dependent's loss of life.

LOSS OF A FOOT means that all of the foot is cut off at or above the ankle joint.

LOSS OF A HAND means that all four fingers are cut off at or above the knuckles 
joining each to the hand.

LOSS OF HEARING means the total and irrecoverable loss of hearing in both ears.

LOSS OF SIGHT means the eye is totally blind and that no sight can be restored in that 
eye.
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LOSS OF SPEECH means the total and irrecoverable loss of speech.

LOSS OF THUMB AND INDEX FINGER means that all of the thumb and index finger 
are cut off at or above the joint closest to the wrist.

PAYABLE CLAIM means a claim for which Unum is liable under the terms of the policy.

PHYSICIAN means:

-  a person performing tasks that are within the limits of his or her medical license; and
-  a person who is licensed to practice medicine and prescribe and administer drugs or 

to perform surgery; or
-  a person with a doctoral degree in Psychology (Ph.D. or Psy.D.) whose primary 

practice is treating patients; or
-  a person who is a legally qualified medical practitioner according to the laws and 

regulations of the governing jurisdiction.

Unum will not recognize you, or your spouse, children, parents or siblings as a 
physician for a claim that you send to us.

PLAN means a line of coverage under the policy.

PRIVATE PASSENGER CAR means a validly registered four-wheel private passenger 
car (including Employer-owned cars), station wagons, jeeps, pick-up trucks, and vans 
that are used only as private passenger cars.

QUALIFIED CHILD is any of your unmarried dependent children under age 25 who, on 
the date of your death as a result of an accidental bodily injury, was either:

-  enrolled as a full-time student in an accredited post-secondary institution of higher 
learning beyond the 12th grade level; or

-  at the 12th grade level and enrolls as a full-time student in an accredited post-
secondary institution of higher learning beyond the 12th grade level within 365 days 
following the date of your death.

Children include your own natural offspring, lawfully adopted children and stepchildren.  
They also include foster children and other children who are dependent on you for main 
support and living with you in a regular parent-child relationship.  A child will be 
considered adopted on the date of placement in your home.

REGULAR CARE means:

-  you personally visit a physician as frequently as is medically required, according to 
generally accepted medical standards, to effectively manage and treat your disabling 
condition(s); and

-  you are receiving the most appropriate treatment and care which conforms with 
generally accepted medical standards, for your disabling condition(s) by a physician 
whose specialty or experience is the most appropriate for your disabling condition(s), 
according to generally accepted medical standards.
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RETAINED ASSET ACCOUNT is an interest bearing account established through an 
intermediary bank in the name of you or your beneficiary, as owner.

SICKNESS means:

-  for purposes of Portability, an illness, disease or symptoms for which a person, in 
the exercise of ordinary prudence, would have consulted a health care provider.

-  for all other purposes, an illness or disease.  Disability must begin while you are 
covered under the plan.

TOTALLY DISABLED means that, as a result of an injury, a sickness or a disorder:

Your dependent spouse:

-  is confined in a hospital or similar institution;
-  is unable to perform two or more activities of daily living (ADLs) because of a 

physical or mental incapacity resulting from an injury or a sickness;
-  is cognitively impaired;
-  is receiving or is entitled to receive any disability income from any source due to 

any sickness or injury;
-  is receiving chemotherapy, radiation therapy or dialysis treatment;
-  is confined at home under the care of a physician for a sickness or injury; or
-  has a life threatening condition.

Your dependent children:

-  are confined in a hospital or similar institution;
-  are receiving chemotherapy, radiation therapy or dialysis treatment; or
-  are confined at home under the care of a physician for a sickness or injury.

WAITING PERIOD means the continuous period of time (shown in each plan) that you 
must be in active employment in an eligible group before you are eligible for coverage 
under a plan.

WE, US and OUR means Unum Life Insurance Company of America.

YOU means an employee who is eligible for Unum coverage.



  STATEVAR-1  (2/1/2015) 50

THE FOLLOWING NOTICES AND CHANGES TO YOUR COVERAGE ARE 
REQUIRED BY THE STATE OF WASHINGTON.  PLEASE READ CAREFULLY.

If you have a complaint about your insurance you may contact Unum at 1-800-321-
3889, or the department of insurance in your state of residence. Links to the websites of 
each state department of insurance can be found at www.naic.org. 

Si usted tiene alguna queja acerca de su seguro puede comunicarse con Unum al 1-
800-321-3889, o al departamento de seguros de su estado de residencia.
Puede encontrar enlaces a los sitios web de los departamentos de seguros de cada 
estado en www.naic.org.

If you are a resident of one of the states noted below, and the provisions 
referenced below appear in your Certificate in a form less favorable to you as an 

insured, they are amended as follows:

If you had group life coverage in place with your employer through another carrier when 
your employer changed carriers to Unum, your prior coverage may be continued under 
the Unum plan to the extent the laws of your resident state require such right to 
continue and within the design limits of the Unum plan. 

Full effect will be given to your state's civil union, domestic partner and same sex 
marriage laws to the extent they apply to you under a group insurance policy issued in 
another state.

For residents of Washington

The definition for ACTIVE EMPLOYMENT in the GLOSSARY section is amended to 
include the following: 

A period of up to 6 months during which you are not working due to a strike, 
lockout or other labor dispute is considered active employment.   Your employer 
may require you to pay premium during this period of time.  

The WILL UNUM ACCELERATE YOUR OR YOUR DEPENDENT'S  DEATH BENEFIT 
FOR THE PLAN IF YOU OR YOUR DEPENDENT  BECOMES TERMINALLY ILL?  
(Accelerated Benefit) in the Life Insurance Benefit Information section is amended by 
changing the life expectancy requirement to 24 months or less, or such longer period as 
stated in the policy.  

The WHAT LOSSES ARE NOT COVERED UNDER YOUR PLAN? provision in the 
Life Insurance Benefit Information section is amended to remove any exclusion for 
death caused by suicide.

http://www.naic.org/
http://www.naic.org/
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Unum Life Insurance Company of America
2211 Congress Street, Portland, Maine 04122

VERMONT MANDATORY CIVIL UNIONS ENDORSEMENT

PURPOSE: 

Vermont law requires that health and life insurers recognize parties to a civil union that 
is equivalent to coverage provided to married persons.  This endorsement is part of and 
amends this policy, contract, certificate, summary of benefits and/or riders and 
endorsements to comply with Vermont law.

DEFINITIONS, TERMS, CONDITIONS AND PROVISIONS: 

The definitions, terms, conditions and any other provisions of this policy, contract, 
certificate, summary of benefits and/or riders and endorsements to which this 
mandatory endorsement is attached are hereby amended and superseded as follows:

Terms that mean or refer to a marital relationship, or that may be construed to mean or 
refer to a marital relationship, such as "marriage", "spouse", "husband", "wife", 
"dependent", "next of kin", "relative", "beneficiary", "survivor", "immediate family", "family 
member" and any other such terms include the relationship created by a civil union 
established according to Vermont law.

Terms that mean or refer to the inception or dissolution of a marriage, such as "date of 
marriage", "divorce decree", "termination of marriage" and any other such terms include 
the inception or dissolution of a civil union established according to Vermont law.

Terms that mean or refer to family relationships arising from a marriage, such as 
"family", "immediate family", "dependent", "children", "next of kin", "relative", 
"beneficiary", "survivor", "family member" and any other such terms include family 
relationships created by a civil union established according to Vermont law.

Where applicable, "dependent" means a spouse, a party to a civil union, and/or a child 
or children who are born to or brought to a marriage or to a civil union.  Child or children 
include the insured's own natural offspring, lawfully adopted children and stepchildren.  
A child will be considered adopted on the date of placement in the insured's home.  
Child or children will also include an unmarried child who is incapable of self-sustaining 
employment by reason of mental retardation, cerebral palsy, epilepsy or physical 
handicap and who become so incapable prior to the limiting age and who is dependent 
on the insured for support and maintenance.

They also may include foster children and other minor children who are dependent on 
the insured for main support and living with the insured in a regular parent-child 
relationship.

Where applicable, "child or covered child" includes:

-  the insured's own natural offspring, lawfully adopted children and stepchildren.  A 
child will be considered adopted on the date of placement in the insured's home.

-  an unmarried child who is incapable of self-sustaining employment by reason of 
mental retardation, cerebral palsy, epilepsy or physical handicap and who became so 
incapable prior to the limiting age and who is dependent on the insured for support 
and maintenance.
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They also may include foster children and other minor children who are dependent on 
the insured for main support and living with the insured in a regular parent-child 
relationship.

CAUTION:  FEDERAL LAW RIGHTS MAY OR MAY NOT BE AVAILABLE

Vermont law grants parties to a civil union the same benefits, protections and 
responsibilities that flow from marriage under state law.  However, some or all of the 
benefits, protections and responsibilities related to life and health insurance that are 
available to married persons under federal law may not be available to parties to a civil 
union.  For example, federal law, the Employee Income Retirement Security Act of 1974 
known as "ERISA", controls the employer/employee relationship with regard to 
determining eligibility for enrollment in non-exempt private employer welfare benefit 
plans.  Because of ERISA, Vermont Act 91 relating to civil unions does not state 
requirements pertaining to a private employer's enrollment of a party to a civil union in 
an ERISA employee welfare benefit plan.  However, governmental employers (not 
federal government) are required to provide benefits to the dependents of a party to a 
civil union if the public employer provides benefits to the dependents of married 
persons.  Federal law also controls group health insurance continuation rights under 
"COBRA" for employers with 20 or more employees as well as the Internal Revenue 
Code treatment of insurance premiums.  As a result, parties to a civil union and their 
families may or may not have access to certain benefits under this policy, contract, 
certificate, summary of benefits, rider or endorsement that derive from federal law.  You 
are advised to seek expert advise to determine your rights under this policy, contract, 
summary of benefits, certificate, and/or riders and endorsements.



  ADDLSUM-1  (2/1/2015) 53

ERISA

Additional Summary Plan Description Information

If the policy provides benefits under a Plan which is subject to the Employee Retirement 
Income Security Act of 1974 (ERISA), the following provisions apply.  These provisions, 
together with your certificate of coverage, constitute the summary plan description.  The 
summary plan description and the policy constitute the Plan.  Benefit determinations are 
controlled exclusively by the policy, your certificate of coverage and the information 
contained in this document.

Name of Plan:
Bellavance Trucking Plan

Name and Address of Employer:
Bellavance Trucking 
5 South Vine Street
Barre, Vermont
05641

Plan Identification Number:
a.  Employer IRS Identification #:  45-4002868
b.  Plan #:  501

Type of Welfare Plan:
Life and Accidental Death and Dismemberment

Type of Administration:
The Plan is administered by the Plan Administrator.  Benefits are administered by 
the insurer and provided in accordance with the insurance policy issued to the 
Plan.

ERISA Plan Year Ends:
December 31

Plan Administrator, Name,
Address, and Telephone Number:

Bellavance Trucking
5 South Vine Street
Barre, Vermont
05641
(802) 479-9311

Bellavance Trucking is the Plan Administrator and named fiduciary of the Plan, 
with authority to delegate its duties.  The Plan Administrator may designate 
Trustees of the Plan, in which case the Administrator will advise you separately 
of the name, title and address of each Trustee.

Agent for Service of
Legal Process on the Plan:

Bellavance Trucking
5 South Vine Street
Barre, Vermont
05641
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Service of legal process may also be made upon the Plan Administrator, or a 
Trustee of the Plan, if any.

Funding and Contributions:
The Plan is funded by insurance issued by Unum Life Insurance Company of 
America, 2211 Congress Street, Portland, Maine 04122 (hereinafter referred to 
as "Unum") under policy number 403656 011.  Contributions to the Plan are 
made as stated under "WHO PAYS FOR THE COVERAGE" in the Certificate of 
Coverage.

EMPLOYER'S RIGHT TO AMEND THE PLAN

The Employer reserves the right, in its sole and absolute discretion, to amend, 
modify, or terminate, in whole or in part, any or all of the provisions of the Plan 
(including any related documents and underlying policies), at any time and for any 
reason or no reason.  Any amendment, modification, or termination must be in 
writing and endorsed on or attached to the Plan.

EMPLOYER'S RIGHT TO REQUEST POLICY CHANGE

The Employer can request a policy change.  Only an officer or registrar of Unum can 
approve a change.  The change must be in writing and endorsed on or attached to 
the policy.

MODIFYING OR CANCELLING THE POLICY OR A PLAN UNDER THE POLICY

The policy or a plan under the policy can be cancelled:

-  by Unum; or
-  by the Employer.

Unum may cancel or modify the policy or a plan if:

-  the number of employees insured is less than 10 lives of those eligible; or
-  the Employer does not promptly provide Unum with information that is reasonably 

required; or
-  the Employer fails to perform any of its obligations that relate to the policy; or
-  the premium is not paid in accordance with the provisions of the policy that specify 

whether the Employer, the employee, or both, pay the premiums; or
-  the Employer does not promptly report to Unum the names of any employees who 

are added or deleted from the eligible group; or
-  Unum determines that there is a significant change, in the size, occupation or age 

of the eligible group as a result of a corporate transaction such as a merger, 
divestiture, acquisition, sale, or reorganization of the Employer and/or its 
employees; or

-  the Employer fails to pay any portion of the premium within the 31 day grace 
period.

If Unum cancels or modifies the policy or a plan, for reasons other than the 
Employer's failure to pay premium, a written notice will be delivered to the Employer 
at least 31 days prior to the cancellation date or modification date.  The Employer 
may cancel the policy or plan if the modifications are unacceptable.
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If any portion of the premium is not paid during the grace period, Unum will either 
cancel or modify the policy or a plan automatically at the end of the grace period.  
The Employer is liable for premium for coverage during the grace period.  The 
Employer must pay Unum all premium due for the full period each plan is in force.

The Employer may cancel the policy or a plan by written notice delivered to Unum at 
least 31 days prior to the cancellation date.  When both the Employer and Unum 
agree, the policy or a plan can be cancelled on a earlier date.  If Unum or the 
Employer cancels the policy or a plan, coverage will end at 12:00 midnight on the 
last day of coverage.

If the policy or a plan is cancelled, the cancellation will not affect a payable claim.

HOW TO FILE A CLAIM

If you wish to file a claim for benefits, you should follow the claim procedures 
described in your insurance certificate.  To complete your claim filing, Unum must 
receive the claim information it requests from you (or your authorized 
representative), your attending physician and your Employer.  If you or your 
authorized representative has any questions about what to do, you or your 
authorized representative should contact Unum directly.

CLAIMS PROCEDURES

If a claim is based on death, a covered loss not based on disability or for the 
Education Benefit

In the event that your claim is denied, either in full or in part, Unum will notify you in 
writing within 90 days after your claim was filed.  Under special circumstances, 
Unum is allowed an additional period of not more than 90 days (180 days in total) 
within which to notify you of its decision.  If such an extension is required, you will 
receive a written notice from Unum indicating the reason for the delay and the date 
you may expect a final decision.  Unum's notice of denial shall include:

-  the specific reason or reasons for denial with reference to those Plan provisions on 
which the denial is based;

-  a description of any additional material or information necessary to complete the 
claim and why that material or information is necessary; and

-  a description of the Plan's procedures and applicable time limits for appealing the 
determination, including a statement of your right to bring a lawsuit under Section 
502(a) of ERISA following an adverse determination from Unum on appeal.

Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.

If a claim is based on your disability

Unum will give you notice of the decision no later than 45 days after the claim is 
filed.  This time period may be extended twice by 30 days if Unum both determines 
that such an extension is necessary due to matters beyond the control of the Plan 
and notifies you of the circumstances requiring the extension of time and the date by 
which Unum expects to render a decision.  If such an extension is necessary due to 
your failure to submit the information necessary to decide the claim, the notice of 
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extension will specifically describe the required information, and you will be afforded 
at least 45 days within which to provide the specified information.  If you deliver the 
requested information within the time specified, any 30 day extension period will 
begin after you have provided that information.  If you fail to deliver the requested 
information within the time specified, Unum may decide your claim without that 
information.

If your claim for benefits is wholly or partially denied, the notice of adverse benefit 
determination under the Plan will:

-  state the specific reason(s) for the determination;

-  reference specific Plan provision(s) on which the determination is based;

-  describe additional material or information necessary to complete the claim and 
why such information is necessary;  

-  describe Plan procedures and time limits for appealing the determination, and your 
right to obtain information about those procedures and the right to bring a lawsuit 
under Section 502(a) of ERISA following an adverse determination from Unum on 
appeal; and

-  disclose any internal rule, guidelines, protocol or similar criterion relied on in 
making the adverse determination (or state that such information will be provided 
free of charge upon request).

Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.

APPEAL PROCEDURES

If an appeal is based on death, a covered loss not based on disability or for 
the Education Benefit

If you or your authorized representative appeal a denied claim, it must be submitted 
within 90 days after you receive Unum's notice of denial.  You have the right to:

-  submit a request for review, in writing, to Unum;
-  upon request and free of charge, reasonable access to and copies of, all relevant 

documents as defined by applicable U.S. Department of Labor regulations; and
-  submit written comments, documents, records and other information relating to the 

claim to Unum.

Unum will make a full and fair review of the claim and all new information submitted 
whether or not presented or available at the initial determination, and may require 
additional documents as it deems necessary or desirable in making such a review.  
A final decision on the review shall be made not later than 60 days following receipt 
of the written request for review.  If special circumstances require an extension of 
time for processing, you will be notified of the reasons for the extension and the date 
by which the Plan expects to make a decision.  If an extension is required due to 
your failure to submit the information necessary to decide the claim, the notice of 
extension will specifically describe the necessary information and the date by which 
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you need to provide it to us.  The 60-day extension of the appeal review period will 
begin after you have provided that information.

The final decision on review shall be furnished in writing and shall include the 
reasons for the decision with reference, again, to those policy provisions upon which 
the final decision is based.  It will also include a statement describing your right to 
access to documents and describing your right to bring a lawsuit under Section 
502(a) of ERISA if you disagree with the determination.

Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.

Unless there are special circumstances, this administrative appeal process must be 
completed before you begin any legal action regarding your claim.

If an appeal is based on your disability

You have 180 days from the receipt of notice of an adverse benefit determination to 
file an appeal.  Requests for appeals should be sent to the address specified in the 
claim denial.  A decision on review will be made not later than 45 days following 
receipt of the written request for review.  If Unum determines that special 
circumstances require an extension of time for a decision on review, the review 
period may be extended by an additional 45 days (90 days in total).  Unum will notify 
you in writing if an additional 45 day extension is needed.

If an extension is necessary due to your failure to submit the information necessary 
to decide the appeal, the notice of extension will specifically describe the required 
information, and you will be afforded at least 45 days to provide the specified 
information.  If you deliver the requested information within the time specified, the 45 
day extension of the appeal period will begin after you have provided that 
information.  If you fail to deliver the requested information within the time specified, 
Unum may decide your appeal without that information.

You will have the opportunity to submit written comments, documents, or other 
information in support of your appeal.  You will have access to all relevant 
documents as defined by applicable U.S. Department of Labor regulations.  The 
review of the adverse benefit determination will take into account all new 
information, whether or not presented or available at the initial determination.  No 
deference will be afforded to the initial determination.

The review will be conducted by Unum and will be made by a person different from 
the person who made the initial determination and such person will not be the 
original decision maker's subordinate.  In the case of a claim denied on the grounds 
of a medical judgment, Unum will consult with a health professional with appropriate 
training and experience.  The health care professional who is consulted on appeal 
will not be the individual who was consulted during the initial determination or a 
subordinate.  If the advice of a medical or vocational expert was obtained by the 
Plan in connection with the denial of your claim, Unum will provide you with the 
names of each such expert, regardless of whether the advice was relied upon.

A notice that your request on appeal is denied will contain the following information:

-  the specific reason(s) for the determination;
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-  a reference to the specific Plan provision(s) on which the determination is based;

-  a statement disclosing any internal rule, guidelines, protocol or similar criterion 
relied on in making the adverse determination (or a statement that such 
information will be provided free of charge upon request);

-  a statement describing your right to bring a lawsuit under Section 502(a) of ERISA 
if you disagree with the decision;

-  the statement that you are entitled to receive upon request, and without charge, 
reasonable access to or copies of all documents, records or other information 
relevant to the determination; and

-  the statement that "You or your Plan may have other voluntary alternative dispute 
resolution options, such as mediation.  One way to find out what may be available 
is to contact your local U.S. Department of Labor Office and your State insurance 
regulatory agency".

Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.

Unless there are special circumstances, this administrative appeal process must be 
completed before you begin any legal action regarding your claim.

YOUR RIGHTS UNDER ERISA

As a participant in the Plan 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:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified 
locations, all documents governing the Plan, including insurance contracts, and a 
copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Employee 
Benefits Security Administration.

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

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 
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prudently and in the interest of you and other Plan participants and beneficiaries.  No 
one, including your Employer or any other person, may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining a benefit or 
exercising your rights under ERISA.

Enforce Your Rights

If your claim for a 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 Plan Administrator.

If you have a claim for benefits that is denied or ignored, in whole or in part, you may 
file suit in a state or federal court.  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, if, 
for example, it finds your claim is frivolous.

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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AMENDMENT

This amendment forms a part of the "ERISA Additional Summary Plan Description 
Information" to which it is attached and issued to the Policyholder.

This amendment changes the section entitled "MODIFYING OR CANCELLING THE 
POLICY OR A PLAN UNDER THE POLICY" to read as follows:

MODIFYING OR CANCELLING THE POLICY OR A PLAN UNDER THE POLICY

The policy or a plan under the policy can be cancelled:

-  by Unum; or
-  by the Policyholder.     

Unum may cancel or modify the policy or a plan if:

-  the Policyholder does not promptly provide Unum with information that is 
reasonably required; 

-  the Policyholder fails to perform any of its obligations that relate to the policy; 
-  fewer than 10 employees are insured under a plan; 
-  the premium is not paid in accordance with the provisions of the policy that 

specify whether the Policyholder, the employee, or both, pay(s) the premiums;
-  the Policyholder does not promptly report to Unum the names of any employees 

who are added or deleted from the eligible group; 
-  Unum determines that there is a significant change, in the size, occupation or 

age of the eligible group as a result of a corporate transaction such as a merger, 
divestiture, acquisition, sale or reorganization of the Policyholder and/or its 
employees; or

-  the Policyholder paid group Life policy, or group Life and Accidental Death and 
Dismemberment policy, issued by Unum to the Policyholder terminates. 

If Unum cancels or modifies the policy or a plan, for any reasons listed above, a 
written notice will be delivered to the Policyholder at least 31 days prior to the 
cancellation date or modification date.  The Policyholder may cancel the policy or a 
plan if the modifications are unacceptable.

If any premium is not paid during the 31 day grace period, the policy or plan will 
terminate automatically at the end of the grace period.  The Policyholder is liable 
for premium for coverage during the grace period.  The Policyholder must pay 
Unum all premium due for the full period the policy is in force.  In the event of 
termination, the policy or plan may be reinstated only as agreed upon by Unum 
and the Policyholder.  If Unum agrees to reinstate the policy or plan, such 
reinstatement will not constitute waiver of the termination provision in the future.

The Policyholder may cancel the policy or a plan by written notice delivered to 
Unum at least 31 days prior to the cancellation date.  When both the Policyholder 
and Unum agree, the policy or a plan can be cancelled on an earlier date.  If Unum 
or the Policyholder cancels the policy or a plan, coverage will end at 12:00 
midnight on the last day of coverage.



AMEND-2  (2/1/2015) 61

If the policy or a plan is cancelled, the cancellation will not affect a payable claim.

The effective date of this amendment is January 1, 2014.  

The policy's terms and provisions will apply other than as stated in this amendment.    

Dated at Portland, Maine on January 1, 2014.

           Unum Life Insurance Company of America

By______________________________

Secretary
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BENEFITS AT A GLANCE 
 

SHORT TERM DISABILITY PLAN 
 

This short term disability plan provides financial protection for you by paying a portion of your income 
while you are disabled.  The amount you receive is based on the amount you earned before your 
disability began.  In some cases, you can receive disability payments even if you work while you are 
disabled. 
 
EMPLOYER'S ORIGINAL PLAN 
EFFECTIVE DATE:  January 1, 2014  
 
POLICY NUMBER: 403655  001 
 
ELIGIBLE GROUP(S):   
 

All Employees in active employment in the United States with the Employer 
 
MINIMUM HOURS REQUIREMENT:  
 

Employees must be working at least 30 hours per week. 
 
WAITING PERIOD: 
 

For employees in an eligible group on or before January 1, 2014:    First of the month coincident 
with or next following 60 days of continuous active employment 
 
For employees entering an eligible group after January 1, 2014:  First of the month coincident 
with or next following 60 days of continuous active employment 
 

REHIRE: 

 
If your employment ends and you are rehired within 12 months, your previous work while in an 
eligible group will apply toward the waiting period.  All other policy provisions apply. 

 
WHO PAYS FOR THE COVERAGE: 

 
You pay the cost of your coverage. 

 
ELIMINATION PERIOD:  

 
0 days for disability due to an injury 
 
7 days for disability due to a sickness 
 

Benefits begin the day after the elimination period is completed.   
 
WEEKLY BENEFIT:  
 

60% of weekly earnings to a maximum benefit of $2,000 per week 
 
Your payment may be reduced by deductible sources of income and disability earnings. 
Some disabilities may not be covered under this plan. 

 
MAXIMUM PERIOD OF PAYMENT:  
 

26 weeks 
 

Premium payments are required for your coverage while you are receiving payments under this plan. 
 
Your Short Term Disability plan does not cover disabilities due to an occupational sickness or injury.  
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REHABILITATION AND RETURN TO WORK ASSISTANCE BENEFIT: 
 

10% of your gross disability payment to a maximum benefit of $250 per week. 
 
In addition, we will make weekly payments to you for 3 weeks following the date your disability 
ends if we determine you are no longer disabled while: 
 
-  you are participating in the Rehabilitation and Return to Work Assistance program; and 
-  you are not able to find employment. 
 

OTHER FEATURES:  
 

Continuity of Coverage 
 

Minimum Benefit 
 

Pre-Existing: 3/12 
 
The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section. 
 
The plan includes enrollment, risk management and other support services related to your Employer's 
Benefit Program. 
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BENEFITS AT A GLANCE 
 

LONG TERM DISABILITY PLAN 
 

This long term disability plan provides financial protection for you by paying a portion of your income while 
you are disabled.  The amount you receive is based on the amount you earned before your disability 
began.  In some cases, you can receive disability payments even if you work while you are disabled. 
 
EMPLOYER'S ORIGINAL PLAN 
EFFECTIVE DATE:  January 1, 2014  
 
POLICY NUMBER: 403655  001 
 
ELIGIBLE GROUP(S):   
 

All Employees in active employment in the United States with the Employer 
 
MINIMUM HOURS REQUIREMENT:  
 

Employees must be working at least 30 hours per week. 
 
WAITING PERIOD: 
 

For employees in an eligible group on or before January 1, 2014:    First of the month coincident 
with or next following 60 days of continuous active employment 
 
For employees entering an eligible group after January 1, 2014:  First of the month coincident 
with or next following 60 days of continuous active employment 
 

REHIRE: 

 
If your employment ends and you are rehired within 12 months, your previous work while in an 
eligible group will apply toward the waiting period.  All other policy provisions apply. 

 
WHO PAYS FOR THE COVERAGE: 

 
You pay the cost of your coverage. 

 
ELIMINATION PERIOD:  

 
The later of: 
 
-  180 days; or 
-  the date your insured Short Term Disability payments end, if applicable. 
 

Benefits begin the day after the elimination period is completed.   
 
MONTHLY BENEFIT: 
 

60% of monthly earnings to a maximum benefit of $7,500 per month. 
 
Your payment may be reduced by deductible sources of income and disability earnings.  
Some disabilities may not be covered or may have limited coverage under this plan. 
 

MAXIMUM PERIOD OF PAYMENT:  
 

Age at Disability Maximum Period of Payment 
Less than Age 62 To Social Security Normal Retirement Age 
Age 62 60 months 
Age 63 48 months 
Age 64 42 months 
Age 65 36 months 
Age 66 30 months 
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Age 67 24 months 
Age 68 18 months 
Age 69 or older 12 months 
 
Year of Birth Social Security Normal Retirement Age 
1937 or before 65 years 
1938 65 years 2 months 
1939 65 years 4 months 
1940 65 years 6 months 
1941 65 years 8 months 
1942 65 years 10 months 
1943-1954 66 years 
1955 66 years 2 months 
1956 66 years 4 months 
1957 66 years 6 months 
1958 66 years 8 months 
1959 66 years 10 months 
1960 and after 67 years 

 
No premium payments are required for your coverage while you are receiving payments under this plan. 
 
REHABILITATION AND RETURN TO WORK ASSISTANCE BENEFIT: 
 

10% of your gross disability payment to a maximum benefit of $1,000 per month. 
 
In addition, we will make monthly payments to you for 3 months following the date your disability 
ends if we determine you are no longer disabled while: 
 
-  you are participating in the Rehabilitation and Return to Work Assistance program; and 
-  you are not able to find employment. 
 

DEPENDENT CARE EXPENSE BENEFIT: 
 

While you are participating in Unum's Rehabilitation and Return to Work Assistance program, you 
may receive payments to cover certain dependent care expenses limited to the following 
amounts: 
 
Dependent Care Expense Benefit Amount:  $350 per month, per dependent 
 
Dependent Care Expense Maximum Benefit Amount:  $1,000 per month for all eligible dependent 
care expenses combined 

 
TOTAL BENEFIT CAP: 
 

The total benefit payable to you on a monthly basis (including all benefits provided under this 
plan) will not exceed 100% of your monthly earnings.  However, if you are participating in Unum's 
Rehabilitation and Return to Work Assistance program, the total benefit payable to you on a 
monthly basis (including all benefits provided under this plan) will not exceed 110% of your 
monthly earnings. 

 
OTHER FEATURES:  
 

Continuity of Coverage 
 

Minimum Benefit 
 

Pre-Existing: 6/12 
 

Survivor Benefit 
 

Work Life Assistance Program 
 

The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section. 
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The plan includes enrollment, risk management and other support services related to your Employer's 
Benefit Program. 
 



  

Bellavance Trucking

Your Group Disability Plan

Policy No.  403655  011

Underwritten by Unum Life Insurance Company of America

2/9/2015
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CERTIFICATE OF COVERAGE
Unum Life Insurance Company of America (referred to as Unum) welcomes you as a client.

This is your certificate of coverage as long as you are eligible for coverage and you become insured.  You 
will want to read it carefully and keep it in a safe place.

Unum has written your certificate of coverage in plain English.  However, a few terms and provisions are 
written as required by insurance law.  If you have any questions about any of the terms and provisions, 
please consult Unum's claims paying office. Unum will assist you in any way to help you understand your 
benefits.

If the terms and provisions of the certificate of coverage (issued to you) are different from the policy 
(issued to the policyholder), the policy will govern.  Your coverage may be cancelled or changed in whole 
or in part under the terms and provisions of the policy.

The policy is delivered in and is governed by the laws of the governing jurisdiction and to the extent 
applicable by the Employee Retirement Income Security Act of 1974 (ERISA) and any amendments.  

For purposes of effective dates and ending dates under the group policy, all days begin at 12:01 a.m. and 
end at 12:00 midnight at the Policyholder's address. 

Unum Life Insurance Company of America
2211 Congress Street
Portland, Maine 04122
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BENEFITS AT A GLANCE
SHORT TERM DISABILITY PLAN

This short term disability plan provides financial protection for you by paying a portion of your income 
while you are disabled.  The amount you receive is based on the amount you earned before your 
disability began.  In some cases, you can receive disability payments even if you work while you are 
disabled.

EMPLOYER'S ORIGINAL PLAN
EFFECTIVE DATE: January 1, 2014 

POLICY NUMBER: 403655  011

ELIGIBLE GROUP(S):  

All Employees in active employment in the United States with the Employer

MINIMUM HOURS REQUIREMENT:

Employees must be working at least 30 hours per week.

WAITING PERIOD:

For employees in an eligible group on or before January 1, 2014:    First of the month coincident 
with or next following 60 days of continuous active employment

For employees entering an eligible group after January 1, 2014:  First of the month coincident 
with or next following 60 days of continuous active employment

REHIRE:

If your employment ends and you are rehired within 30 days, your previous work while in an 
eligible group will apply toward the waiting period.  All other policy provisions apply.

WHO PAYS FOR THE COVERAGE:

You pay the cost of your coverage.

ELIMINATION PERIOD: 

0 days for disability due to an injury

7 days for disability due to a sickness

Benefits begin the day after the elimination period is completed.  

WEEKLY BENEFIT: 

60% of weekly earnings to a maximum benefit of $2,000 per week

Your payment may be reduced by deductible sources of income and disability earnings. 
Some disabilities may not be covered under this plan.

MAXIMUM PERIOD OF PAYMENT: 

26 weeks

Premium payments are required for your coverage while you are receiving payments under this plan.

Your Short Term Disability plan does not cover disabilities due to an occupational sickness or injury. 
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REHABILITATION AND RETURN TO WORK ASSISTANCE BENEFIT:

10% of your gross disability payment to a maximum benefit of $250 per week.

In addition, we will make weekly payments to you for 3 weeks following the date your disability 
ends if we determine you are no longer disabled while:

-  you are participating in the Rehabilitation and Return to Work Assistance program; and
-  you are not able to find employment.

OTHER FEATURES: 

Continuity of Coverage

Minimum Benefit

Pre-Existing: 3/12

The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.

The plan includes enrollment, risk management and other support services related to your Employer's 
Benefit Program.
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BENEFITS AT A GLANCE
LONG TERM DISABILITY PLAN

This long term disability plan provides financial protection for you by paying a portion of your income while 
you are disabled.  The amount you receive is based on the amount you earned before your disability 
began.  In some cases, you can receive disability payments even if you work while you are disabled.

EMPLOYER'S ORIGINAL PLAN
EFFECTIVE DATE: January 1, 2014 

POLICY NUMBER: 403655  011

ELIGIBLE GROUP(S):  

All Employees in active employment in the United States with the Employer

MINIMUM HOURS REQUIREMENT:

Employees must be working at least 30 hours per week.

WAITING PERIOD:

For employees in an eligible group on or before January 1, 2014:    First of the month coincident 
with or next following 60 days of continuous active employment

For employees entering an eligible group after January 1, 2014:  First of the month coincident 
with or next following 60 days of continuous active employment

REHIRE:

If your employment ends and you are rehired within 30 days, your previous work while in an 
eligible group will apply toward the waiting period.  All other policy provisions apply.

WHO PAYS FOR THE COVERAGE:

You pay the cost of your coverage.

ELIMINATION PERIOD: 

The later of:

-  180 days; or
-  the date your insured Short Term Disability payments end, if applicable.

Benefits begin the day after the elimination period is completed.  

MONTHLY BENEFIT:

60% of monthly earnings to a maximum benefit of $7,500 per month.

Your payment may be reduced by deductible sources of income and disability earnings.  
Some disabilities may not be covered or may have limited coverage under this plan.

MAXIMUM PERIOD OF PAYMENT: 

Age at Disability Maximum Period of Payment
Less than Age 62 To Social Security Normal Retirement Age
Age 62 60 months
Age 63 48 months
Age 64 42 months
Age 65 36 months
Age 66 30 months
Age 67 24 months
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Age 68 18 months
Age 69 or older 12 months

Year of Birth Social Security Normal Retirement Age
1937 or before 65 years
1938 65 years 2 months
1939 65 years 4 months
1940 65 years 6 months
1941 65 years 8 months
1942 65 years 10 months
1943-1954 66 years
1955 66 years 2 months
1956 66 years 4 months
1957 66 years 6 months
1958 66 years 8 months
1959 66 years 10 months
1960 and after 67 years

No premium payments are required for your coverage while you are receiving payments under this plan.

REHABILITATION AND RETURN TO WORK ASSISTANCE BENEFIT:

10% of your gross disability payment to a maximum benefit of $1,000 per month.

In addition, we will make monthly payments to you for 3 months following the date your disability 
ends if we determine you are no longer disabled while:

-  you are participating in the Rehabilitation and Return to Work Assistance program; and
-  you are not able to find employment.

DEPENDENT CARE EXPENSE BENEFIT:

While you are participating in Unum's Rehabilitation and Return to Work Assistance program, you 
may receive payments to cover certain dependent care expenses limited to the following 
amounts:

Dependent Care Expense Benefit Amount:  $350 per month, per dependent

Dependent Care Expense Maximum Benefit Amount:  $1,000 per month for all eligible dependent 
care expenses combined

TOTAL BENEFIT CAP:

The total benefit payable to you on a monthly basis (including all benefits provided under this 
plan) will not exceed 100% of your monthly earnings.  However, if you are participating in Unum's 
Rehabilitation and Return to Work Assistance program, the total benefit payable to you on a 
monthly basis (including all benefits provided under this plan) will not exceed 110% of your 
monthly earnings.

OTHER FEATURES: 

Continuity of Coverage

Minimum Benefit

Pre-Existing: 6/12

Survivor Benefit

Work Life Assistance Program

The above items are only highlights of this plan.  For a full description of your coverage, continue 
reading your certificate of coverage section.
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The plan includes enrollment, risk management and other support services related to your Employer's 
Benefit Program.
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CLAIM INFORMATION

SHORT TERM DISABILITY

WHEN DO YOU NOTIFY UNUM OF A CLAIM?

We encourage you to notify us of your claim as soon as possible, so that a claim 
decision can be made in a timely manner.  Written notice of a claim should be sent 
within 30 days after the date your disability begins.  However, you must send Unum 
written proof of your claim no later than 90 days after your elimination period.  If it is 
not possible to give proof within 90 days, it must be given no later than 1 year after 
the time proof is otherwise required except in the absence of legal capacity.

The claim form is available from your Employer, or you can request a claim form 
from us.  If you do not receive the form from Unum within 15 days of your request, 
send Unum written proof of claim without waiting for the form.

You must notify us immediately when you return to work in any capacity.

HOW DO YOU FILE A CLAIM?

You and your Employer must fill out your own sections of the claim form and then 
give it to your attending physician.  Your physician should fill out his or her section of 
the form and send it directly to Unum.

WHAT INFORMATION IS NEEDED AS PROOF OF YOUR CLAIM?

Your proof of claim, provided at your expense, must show:

-  that you are under the regular care of a physician;
-  the appropriate documentation of your weekly earnings;
-  the date your disability began;
-  the cause of your disability;
-  the extent of your disability, including restrictions and limitations preventing you 

from performing your regular occupation; and
-  the name and address of any hospital or institution where you received 

treatment, including all attending physicians.

We may request that you send proof of continuing disability indicating that you are 
under the regular care of a physician.  This proof, provided at your expense, must be 
received within 45 days of a request by us.

In some cases, you will be required to give Unum authorization to obtain additional 
medical information and to provide non-medical information as part of your proof of 
claim, or proof of continuing disability. Unum will deny your claim, or stop sending 
you payments, if the appropriate information is not submitted.

TO WHOM WILL UNUM MAKE PAYMENTS?

Unum will make payments to you.

WHAT HAPPENS IF UNUM OVERPAYS YOUR CLAIM?

Unum has the right to recover any overpayments due to:
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-  fraud;
-  any error Unum makes in processing a claim; and
-  your receipt of deductible sources of income.

You must reimburse us in full.  We will determine the method by which the 
repayment is to be made.

Unum will not recover more money than the amount we paid you.
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CLAIM INFORMATION

LONG TERM DISABILITY

WHEN DO YOU NOTIFY UNUM OF A CLAIM?

We encourage you to notify us of your claim as soon as possible, so that a claim 
decision can be made in a timely manner.  Written notice of a claim should be sent 
within 30 days after the date your disability begins.  However, you must send Unum 
written proof of your claim no later than 90 days after your elimination period.  If it is 
not possible to give proof within 90 days, it must be given no later than 1 year after 
the time proof is otherwise required except in the absence of legal capacity.

The claim form is available from your Employer, or you can request a claim form 
from us.  If you do not receive the form from Unum within 15 days of your request, 
send Unum written proof of claim without waiting for the form.

You must notify us immediately when you return to work in any capacity.

HOW DO YOU FILE A CLAIM?

You and your Employer must fill out your own sections of the claim form and then 
give it to your attending physician.  Your physician should fill out his or her section of 
the form and send it directly to Unum.

WHAT INFORMATION IS NEEDED AS PROOF OF YOUR CLAIM?

Your proof of claim, provided at your expense, must show:

-  that you are under the regular care of a physician;
-  the appropriate documentation of your monthly earnings;
-  the date your disability began;
-  the cause of your disability;
-  the extent of your disability, including restrictions and limitations preventing you 

from performing your regular occupation; and
-  the name and address of any hospital or institution where you received 

treatment, including all attending physicians.

We may request that you send proof of continuing disability indicating that you are 
under the regular care of a physician.  This proof, provided at your expense, must be 
received within 45 days of a request by us.

In some cases, you will be required to give Unum authorization to obtain additional 
medical information and to provide non-medical information as part of your proof of 
claim, or proof of continuing disability. Unum will deny your claim, or stop sending 
you payments, if the appropriate information is not submitted.

TO WHOM WILL UNUM MAKE PAYMENTS?

Unum will make payments to you.

WHAT HAPPENS IF UNUM OVERPAYS YOUR CLAIM?

Unum has the right to recover any overpayments due to:
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-  fraud;
-  any error Unum makes in processing a claim; and
-  your receipt of deductible sources of income.

You must reimburse us in full.  We will determine the method by which the 
repayment is to be made.

Unum will not recover more money than the amount we paid you.
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GENERAL PROVISIONS

WHAT IS THE CERTIFICATE OF COVERAGE?

This certificate of coverage is a written statement prepared by Unum and may 
include attachments.  It tells you:

-  the coverage for which you may be entitled;
-  to whom Unum will make a payment; and
-  the limitations, exclusions and requirements that apply within a plan.

WHEN ARE YOU ELIGIBLE FOR COVERAGE?

If you are working for your Employer in an eligible group, the date you are eligible for 
coverage is the later of:

-  the plan effective date; or
-  the day after you complete your waiting period.

WHEN DOES YOUR COVERAGE BEGIN?

When your Employer pays 100% of the cost of your coverage under a plan, you will 
be covered at 12:01 a.m. on the date you are eligible for coverage.

When you and your Employer share the cost of your coverage under a plan or when 
you pay 100% of the cost yourself, you will be covered at 12:01 a.m. on the latest of:

-  the date you are eligible for coverage, if you apply for insurance on or before that 
date;

-  the date you apply for insurance, if you apply within 31 days after your eligibility 
date; or

-  the date Unum approves your application, if evidence of insurability is required.

Evidence of insurability is required if you:

-  are a late applicant, which means you apply for coverage more than 31 days after 
the date you are eligible for coverage; or

-  voluntarily cancelled your coverage and are reapplying.

An evidence of insurability form can be obtained from your Employer.

WHAT IF YOU ARE ABSENT FROM WORK ON THE DATE YOUR COVERAGE 
WOULD NORMALLY BEGIN?

If you are absent from work due to injury, sickness, temporary layoff or leave of 
absence, your coverage will begin on the date you return to active employment.

ONCE YOUR COVERAGE BEGINS, WHAT HAPPENS IF YOU ARE TEMPORARILY 
NOT WORKING?

If you are on a temporary layoff, and if premium is paid, you will be covered through 
the end of the month that immediately follows the month in which your temporary 
layoff begins.
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If you are on a leave of absence, and if premium is paid, you will be covered 
through the end of the month that immediately follows the month in which your leave 
of absence begins.

WHEN WILL CHANGES TO YOUR COVERAGE TAKE EFFECT?

Once your coverage begins, any increased or additional coverage will take effect 
immediately if you are in active employment or if you are on a covered layoff or 
leave of absence.  If you are not in active employment due to injury or sickness, any 
increased or additional coverage will begin on the date you return to active 
employment.

Any decrease in coverage will take effect immediately but will not affect a payable 
claim that occurs prior to the decrease.

WHEN DOES YOUR COVERAGE END?

Your coverage under the policy or a plan ends on the earliest of:

-  the date the policy or a plan is cancelled;
-  the date you no longer are in an eligible group;
-  the date your eligible group is no longer covered;
-  the last day of the period for which you made any required contributions; or
-  the last day you are in active employment except as provided under the covered 

layoff or leave of absence provision.

Unum will provide coverage for a payable claim which occurs while you are covered 
under the policy or plan.

WHAT ARE THE TIME LIMITS FOR LEGAL PROCEEDINGS?

You can start legal action regarding your claim 60 days after proof of claim has been 
given and up to 3 years from the time proof of claim is required, unless otherwise 
provided under federal law.

HOW CAN STATEMENTS MADE IN YOUR APPLICATION FOR THIS COVERAGE 
BE USED?

Unum considers any statements you or your Employer make in a signed application 
for coverage a representation and not a warranty.  If any of the statements you or 
your Employer make are not complete and/or not true at the time they are made, we 
can:

-  reduce or deny any claim; or
-  cancel your coverage from the original effective date.

We will use only statements made in a signed application as a basis for doing this.

If the Employer gives us information about you that is incorrect, we will:

-  use the facts to decide whether you have coverage under the plan and in what 
amounts; and

-  make a fair adjustment of the premium.
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HOW WILL UNUM HANDLE INSURANCE FRAUD?

Unum wants to ensure you and your Employer do not incur additional insurance 
costs as a result of the undermining effects of insurance fraud.  Unum promises to 
focus on all means necessary to support fraud detection, investigation, and 
prosecution. 

It is a crime if you knowingly, and with intent to injure, defraud or deceive Unum, or 
provide any information, including filing a claim, that contains any false, incomplete 
or misleading information. These actions, as well as submission of materially false 
information, will result in denial of your claim, and are subject to prosecution and 
punishment to the full extent under state and/or federal law. Unum will pursue all 
appropriate legal remedies in the event of insurance fraud.

DOES THE POLICY REPLACE OR AFFECT ANY WORKERS' COMPENSATION OR 
STATE DISABILITY INSURANCE?

The policy does not replace or affect the requirements for coverage by any workers' 
compensation or state disability insurance.

DOES YOUR EMPLOYER ACT AS YOUR AGENT OR UNUM'S AGENT?

For purposes of the policy, your Employer acts on its own behalf or as your agent.  
Under no circumstances will your Employer be deemed the agent of Unum.
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SHORT TERM DISABILITY

BENEFIT INFORMATION

HOW DOES UNUM DEFINE DISABILITY?

You are disabled when Unum determines that:

-  you are limited from performing the material and substantial duties of your 
regular occupation due to your sickness or injury; and

-  you have a 20% or more loss in weekly earnings due to the same sickness or 
injury.

If you have a Cesarean section, you will be considered disabled for a minimum 
period of 8 weeks beginning on the date of your Cesarean section, unless you return 
to work prior to the end of the 8 weeks.

You must be under the regular care of a physician in order to be considered 
disabled.

The loss of a professional or occupational license or certification does not, in itself, 
constitute disability.

We may require you to be examined by a physician, other medical practitioner 
and/or vocational expert of our choice.  Unum will pay for this examination.  We can 
require an examination as often as it is reasonable to do so.  We may also require 
you to be interviewed by an authorized Unum Representative.

HOW LONG MUST YOU BE DISABLED BEFORE YOU ARE ELIGIBLE TO RECEIVE 
BENEFITS?

You must be continuously disabled through your elimination period.

If your disability is the result of an injury that occurs while you are covered under the 
plan, benefits begin immediately.

If your disability is the result of a sickness, your elimination period is 7 days.

CAN YOU SATISFY YOUR ELIMINATION PERIOD IF YOU ARE WORKING?

Yes, provided you meet the definition of disability.

WHEN WILL YOU BEGIN TO RECEIVE PAYMENTS?

You will begin to receive payments when we approve your claim, providing the 
elimination period has been met and you are disabled.  We will send you a payment 
weekly for any period for which Unum is liable.

After the elimination period, if you are disabled for less than 1 week, we will send 
you 1/7th of your payment for each day of disability.

HOW MUCH WILL UNUM PAY YOU IF YOU ARE DISABLED?

We will follow this process to figure your payment:
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1.  Multiply your weekly earnings by 60%.
2.  The maximum weekly benefit is $2,000.
3.  Compare the answer from Item 1 with the maximum weekly benefit.  The lesser 

of these two amounts is your gross disability payment.
4.  Subtract from your gross disability payment any deductible sources of income.

The amount figured in Item 4 is your weekly payment.

WHAT ARE YOUR WEEKLY EARNINGS?

"Weekly Earnings" means your gross weekly income from your Employer in effect 
just prior to your date of disability.  It includes your total income before taxes.  It is 
prior to any deductions made for pre-tax contributions to a qualified deferred 
compensation plan, Section 125 plan, or flexible spending account.  It does not 
include income received from commissions, bonuses, overtime pay, any other extra 
compensation, or income received from sources other than your Employer.

WHAT WILL WE USE FOR WEEKLY EARNINGS IF YOU BECOME DISABLED 
DURING A COVERED LAYOFF OR LEAVE OF ABSENCE?

If you become disabled while you are on a covered layoff or leave of absence, we 
will use your weekly earnings from your Employer in effect just prior to the date your 
absence begins.

HOW MUCH WILL UNUM PAY YOU IF YOU ARE DISABLED AND WORKING?

We will send you the weekly payment if you are disabled and your weekly disability 
earnings, if any, are less than 20% of your weekly earnings.

If you are disabled and your weekly disability earnings are from 20% through 80% 
of your weekly earnings, you will receive payments based on the percentage of 
income you are losing due to your disability.  We will follow this process to figure 
your payment:

1.  Subtract your disability earnings from your weekly earnings.
2.  Divide the answer in Item 1 by your weekly earnings.  This is your percentage of 

lost earnings.
3.  Multiply your weekly payment as shown above by the answer in Item 2.

This is the amount Unum will pay you for each week.

Unum may require you to send proof of your disability earnings each week.  We will 
adjust your weekly payment based on your disability earnings.

As part of your proof of disability earnings, we can require that you send us 
appropriate financial records which we believe are necessary to substantiate your 
income.

HOW CAN WE PROTECT YOU IF YOUR DISABILITY EARNINGS FLUCTUATE?

If your disability earnings routinely fluctuate widely from week to week, Unum may 
average your disability earnings over the most recent 3 weeks to determine if your 
claim should continue.
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If Unum averages your disability earnings, we will not terminate your claim unless 
the average of your disability earnings from the last 3 weeks exceeds 80% of weekly 
earnings.

We will not pay you for any week during which disability earnings exceed 80% of 
weekly earnings.

WHAT ARE DEDUCTIBLE SOURCES OF INCOME?

Unum will subtract from your gross disability payment the following deductible 
sources of income:

1. The amount that you receive or are entitled to receive as disability income 
payments under any:

-  state compulsory benefit act or law.
-  other group insurance plan.

2. The amount that you receive:

-  under the mandatory portion of any "no fault" motor vehicle plan.
-  under Title 46, United States Code Section 688 (The Jones Act).
-  from a third party (after subtracting attorney's fees) by judgment, settlement or 
otherwise.

3. The amount that you:

-  receive as disability payments under your Employer's retirement plan.
-  voluntarily elect to receive as retirement payments under your Employer's 
retirement plan.
-  receive as retirement payments when you reach the later of age 62 or normal 
retirement age, as defined in your Employer's retirement plan.

Disability payments under a retirement plan will be those benefits which are paid 
due to disability and do not reduce the retirement benefit which would have been 
paid if the disability had not occurred.

Retirement payments will be those benefits which are based on your Employer's 
contribution to the retirement plan.  Disability benefits which reduce the 
retirement benefit under the plan will also be considered as a retirement benefit.

Regardless of how the retirement funds from the retirement plan are distributed, 
Unum will consider your and your Employer's contributions to be distributed 
simultaneously throughout your lifetime.

Amounts received do not include amounts rolled over or transferred to any 
eligible retirement plan.  Unum will use the definition of eligible retirement plan as 
defined in Section 402 of the Internal Revenue Code including any future 
amendments which affect the definition.

Unum will only subtract deductible sources of income which are payable as a result 
of the same disability.
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WHAT ARE NOT DEDUCTIBLE SOURCES OF INCOME?

Unum will not subtract from your gross disability payment income you receive from, 
but not limited to, the following:

-  401(k) plans
-  profit sharing plans
-  thrift plans
-  tax sheltered annuities
-  stock ownership plans
-  non-qualified plans of deferred compensation
-  pension plans for partners
-  military pension and disability income plans
-  credit disability insurance
-  franchise disability income plans
-  a retirement plan from another Employer
-  individual retirement accounts (IRA)
-  individual disability income plans
- salary continuation or accumulated sick leave plans

WHAT IF SUBTRACTING DEDUCTIBLE SOURCES OF INCOME RESULTS IN A 
ZERO BENEFIT? (Minimum Benefit)

The minimum weekly payment is: $25.

Unum may apply this amount toward an outstanding overpayment.

WHAT IF UNUM DETERMINES YOU MAY QUALIFY FOR DEDUCTIBLE INCOME 
BENEFITS?

When we determine that you may qualify for benefits under Item(s) 1 in the 
deductible sources of income section, we will estimate your entitlement to these 
benefits.  We can reduce your payment by the estimated amounts if such benefits:

-  have not been awarded; and
-  have not been denied; or
-  have been denied and the denial is being appealed.

Your Short Term Disability payment will NOT be reduced by the estimated amount if 
you:

-  apply for the disability payments under Item(s) 1 in the deductible sources of 
income section and appeal your denial to all administrative levels Unum feels are 
necessary; and

-  sign Unum's payment option form.  This form states that you promise to pay us 
any overpayment caused by an award.

If your payment has been reduced by an estimated amount, your payment will be 
adjusted when we receive proof:

-  of the amount awarded; or
-  that benefits have been denied and all appeals Unum feels are necessary have 

been completed.  In this case, a lump sum refund of the estimated amount will be 
made to you.
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If you receive a lump sum payment from any deductible sources of income, the lump 
sum will be pro-rated on a weekly basis over the time period for which the sum was 
given.  If no time period is stated, the sum will be pro-rated on a weekly basis to the 
end of the maximum period of payment.

HOW LONG WILL UNUM CONTINUE TO SEND YOU PAYMENTS?

Unum will send you a payment each week up to the maximum period of payment.  
Your maximum period of payment is 26 weeks during a continuous period of 
disability.

WHEN WILL PAYMENTS STOP?

We will stop sending you payments and your claim will end on the earliest of the 
following:

-  when you are able to work in your regular occupation on a part-time basis but 
you do not;

-  the end of the maximum period of payment;
-  the date you are no longer disabled under the terms of the plan, unless you are 

eligible to receive benefits under Unum's Rehabilitation and Return to Work 
Assistance program;

-  the date you fail to submit proof of continuing disability;
-  after 12 months of payments if you are considered to reside outside the United 

States or Canada.  You will be considered to reside outside these countries when 
you have been outside the United States or Canada for a total period of 6 months 
or more during any 12 consecutive months of benefits;

-  the date your disability earnings exceed the amount allowable under the plan;
-  the date you die.

WHAT DISABILITIES ARE NOT COVERED UNDER YOUR PLAN?

Your plan does not cover any disabilities caused by, contributed to by, or resulting 
from your:

-  occupational sickness or injury, however, Unum will cover disabilities due to 
occupational sicknesses or injuries for partners or sole proprietors who cannot be 
covered by a workers' compensation law.

-  intentionally self-inflicted injuries.
-  active participation in a riot.
-  loss of a professional license, occupational license or certification.
-  commission of a crime for which you have been convicted.
-  pre-existing condition.

Your plan will not cover a disability due to war, declared or undeclared, or any act of 
war.

Unum will not pay a benefit for any period of disability during which you are 
incarcerated.

WHAT IS A PRE-EXISTING CONDITION?

You have a pre-existing condition if:
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-  you received medical treatment, consultation, care or services including diagnostic 
measures, or took prescribed drugs or medicines in the 3 months just prior to your 
effective date of coverage; and

-  the disability begins in the first 12 months after your effective date of coverage.

WHAT HAPPENS IF YOU RETURN TO WORK FULL TIME AND YOUR DISABILITY 
OCCURS AGAIN?

1.  If your current disability is related to or due to the same cause(s) as your prior 
disability for which Unum made a payment:

     Unum will treat your current disability as part of your prior claim and you will not 
have to complete another elimination period when you are performing any 
occupation for your Employer on a full time basis for 14 consecutive days or less.

     If you return to work on the 15th day, your current disability will be treated as a 
new claim.  The new claim will be subject to all of the provisions of this plan and 
you will be required to satisfy a new elimination period.

2.  If your current disability is unrelated to your prior disability for which Unum made 
a payment:

     Unum will treat your current disability as part of your prior claim and you will not 
have to complete another elimination period when you are performing any 
occupation for your Employer on a full time basis for less than 1 full day.

Your disability, as outlined above, will be subject to the same terms of the plan as 
your prior claim.

If you do not satisfy Item 1 or 2 above, your disability will be treated as a new claim 
and will be subject to all of the policy provisions.

If you become entitled to payments under any other group short term disability plan, 
you will not be eligible for payments under the Unum plan.
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SHORT TERM DISABILITY

OTHER BENEFIT FEATURES

WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT WHEN YOUR EMPLOYER 
CHANGES INSURANCE CARRIERS TO UNUM? (Continuity of Coverage)

When the plan becomes effective, Unum will provide coverage for you if:

-  you are not in active employment because of a sickness or injury; and
-  you were covered by the prior policy.

Your coverage is subject to payment of premium.

Your payment will be limited to the amount that would have been paid by the prior 
carrier.  Unum will reduce your payment by any amount for which your prior carrier is 
liable.

WHAT IF YOU HAVE A DISABILITY DUE TO A PRE-EXISTING CONDITION WHEN 
YOUR EMPLOYER CHANGES INSURANCE CARRIERS TO UNUM? (Continuity of 
Coverage)

Unum may send a payment if your disability results from a pre-existing condition if, 
you were:

-  in active employment and insured under the plan on its effective date; and
-  insured by the prior policy at the time of change.

In order to receive a payment you must satisfy the pre-existing condition provision 
under:

1.  the Unum plan; or
2.  the prior carrier's plan, if benefits would have been paid had that policy remained 

in force.

If you do not satisfy Item 1 or 2 above, Unum will not make any payments.

If you satisfy Item 1, we will determine your payments according to the Unum plan 
provisions.

If you only satisfy Item 2, we will administer your claim according to the Unum plan 
provisions.  However, your payment will be the lesser of:

a.  the weekly benefit that would have been payable under the terms of the prior plan 
if it had remained inforce; or

b.  the weekly payment under the Unum plan.

Your benefits will end on the earlier of the following dates:

1.  the end of the maximum benefit period under the plan; or
2.  the date benefits would have ended under the prior plan if it had remained in 

force.
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HOW CAN UNUM'S REHABILITATION AND RETURN TO WORK ASSISTANCE 
PROGRAM HELP YOU RETURN TO WORK?

Unum has a vocational Rehabilitation and Return to Work Assistance program 
available to assist you in returning to work.  We will determine whether you are 
eligible for this program.  In order to be eligible for rehabilitation services and 
benefits, you must be medically able to engage in a return to work program.

Your claim file will be reviewed by one of Unum's rehabilitation professionals to 
determine if a rehabilitation program might help you return to gainful employment.  
As your file is reviewed, medical and vocational information will be analyzed to 
determine an appropriate return to work program. 

We will make the final determination of your eligibility for participation in the 
program.

We will provide you with a written Rehabilitation and Return to Work Assistance plan 
developed specifically for you.

The rehabilitation program may include, but is not limited to, the following services 
and benefits:

-  coordination with your Employer to assist you to return to work;
-  adaptive equipment or job accommodations to allow you to work;
-  vocational evaluation to determine how your disability may impact your 

employment options;
-  job placement services;
-  resume preparation;
-  job seeking skills training; or
-  education and retraining expenses for a new occupation.

WHAT ADDITIONAL BENEFITS WILL UNUM PAY WHILE YOU PARTICIPATE IN A 
REHABILITATION AND RETURN TO WORK ASSISTANCE PROGRAM?

We will pay an additional disability benefit of 10% of your gross disability payment to 
a maximum benefit of $250 per week.

This benefit is not subject to policy provisions which would otherwise increase or 
reduce the benefit amount such as Deductible Sources of Income.

In addition, we will make weekly payments to you for 3 weeks following the date your 
disability ends if we determine you are no longer disabled while:

-  you are participating in the Rehabilitation and Return to Work Assistance program; 
and

-  you are not able to find employment.

This benefit payment may be paid in a lump sum.

WHEN WILL REHABILITATION AND RETURN TO WORK ASSISTANCE BENEFITS 
END?

Benefits for the Rehabilitation and Return to Work Assistance program will end on 
the earliest of the following dates:
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-  the date Unum determines that you are no longer eligible to participate in Unum's 
Rehabilitation and Return to Work Assistance program; or

-  any other date on which weekly payments would stop in accordance with this plan.
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LONG TERM DISABILITY

BENEFIT INFORMATION

HOW DOES UNUM DEFINE DISABILITY?

You are disabled when Unum determines that:

-  you are limited from performing the material and substantial duties of your 
regular occupation due to your sickness or injury; and

-  you have a 20% or more loss in your indexed monthly earnings due to the same 
sickness or injury.

After 24 months of payments, you are disabled when Unum determines that due to 
the same sickness or injury, you are unable to perform the duties of any gainful 
occupation for which you are reasonably fitted by education, training or experience.

You must be under the regular care of a physician in order to be considered 
disabled.

The loss of a professional or occupational license or certification does not, in itself, 
constitute disability.

We may require you to be examined by a physician, other medical practitioner 
and/or vocational expert of our choice.  Unum will pay for this examination.  We can 
require an examination as often as it is reasonable to do so.  We may also require 
you to be interviewed by an authorized Unum Representative.

HOW LONG MUST YOU BE DISABLED BEFORE YOU ARE ELIGIBLE TO RECEIVE 
BENEFITS?

You must be continuously disabled through your elimination period.  Unum will 
treat your disability as continuous if your disability stops for 30 days or less during 
the elimination period.  The days that you are not disabled will not count toward your 
elimination period.

Your elimination period is the later of:

-  180 days; or
-  the date your insured Short Term Disability payments end, if applicable.

You are not required to have a 20% or more loss in your indexed monthly earnings 
due to the same injury or sickness to be considered disabled during the elimination 
period.

CAN YOU SATISFY YOUR ELIMINATION PERIOD IF YOU ARE WORKING?

Yes.  If you are working while you are disabled, the days you are disabled will count 
toward your elimination period.
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WHEN WILL YOU BEGIN TO RECEIVE PAYMENTS?

You will begin to receive payments when we approve your claim, providing the 
elimination period has been met and you are disabled.  We will send you a payment 
monthly for any period for which Unum is liable.

HOW MUCH WILL UNUM PAY YOU IF YOU ARE DISABLED?

We will follow this process to figure your payment:

1.  Multiply your monthly earnings by 60%.
2.  The maximum monthly benefit is $7,500.
3.  Compare the answer from Item 1 with the maximum monthly benefit.  The lesser 

of these two amounts is your gross disability payment.
4.  Subtract from your gross disability payment any deductible sources of income.

The amount figured in Item 4 is your monthly payment.

WILL UNUM EVER PAY MORE THAN 100% OF MONTHLY EARNINGS?

The total benefit payable to you on a monthly basis (including all benefits provided 
under this plan) will not exceed 100% of your monthly earnings.  However, if you are 
participating in Unum's Rehabilitation and Return to Work Assistance program, the 
total benefit payable to you on a monthly basis (including all benefits provided under 
this plan) will not exceed 110% of your monthly earnings.

WHAT ARE YOUR MONTHLY EARNINGS?

"Monthly Earnings" means your gross monthly income from your Employer in effect 
just prior to your date of disability.  It includes your total income before taxes.  It is 
prior to any deductions made for pre-tax contributions to a qualified deferred 
compensation plan, Section 125 plan, or flexible spending account.  It does not 
include income received from commissions, bonuses, overtime pay, any other extra 
compensation, or income received from sources other than your Employer.

WHAT WILL WE USE FOR MONTHLY EARNINGS IF YOU BECOME DISABLED 
DURING A COVERED LAYOFF OR LEAVE OF ABSENCE?

If you become disabled while you are on a covered layoff or leave of absence, we 
will use your monthly earnings from your Employer in effect just prior to the date 
your absence begins.

HOW MUCH WILL UNUM PAY YOU IF YOU ARE DISABLED AND WORKING?

We will send you the monthly payment if you are disabled and your monthly 
disability earnings, if any, are less than 20% of your indexed monthly earnings, 
due to the same sickness or injury.

If you are disabled and your monthly disability earnings are from 20% through 80% 
of your indexed monthly earnings, due to the same sickness or injury, Unum will 
figure your payment as follows:
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During the first 12 months of payments, while working, your monthly payment will not 
be reduced as long as disability earnings plus the gross disability payment does not 
exceed 100% of indexed monthly earnings.

1.  Add your monthly disability earnings to your gross disability payment.
2.  Compare the answer in Item 1 to your indexed monthly earnings.

If the answer from Item 1 is less than or equal to 100% of your indexed monthly 
earnings, Unum will not further reduce your monthly payment.

If the answer from Item 1 is more than 100% of your indexed monthly earnings, 
Unum will subtract the amount over 100% from your monthly payment.

After 12 months of payments, while working, you will receive payments based on the 
percentage of income you are losing due to your disability.

1.  Subtract your disability earnings from your indexed monthly earnings.
2.  Divide the answer in Item 1 by your indexed monthly earnings.  This is your 

percentage of lost earnings.
3.  Multiply your monthly payment by the answer in Item 2.

This is the amount Unum will pay you each month.

Unum may require you to send proof of your monthly disability earnings at least 
quarterly.  We will adjust your payment based on your quarterly disability earnings.

As part of your proof of disability earnings, we can require that you send us 
appropriate financial records which we believe are necessary to substantiate your 
income.

After the elimination period, if you are disabled for less than 1 month, we will send 
you 1/30 of your payment for each day of disability.

HOW CAN WE PROTECT YOU IF YOUR DISABILITY EARNINGS FLUCTUATE?

If your disability earnings routinely fluctuate widely from month to month, Unum may 
average your disability earnings over the most recent 3 months to determine if your 
claim should continue.

If Unum averages your disability earnings, we will not terminate your claim unless 
the average of your disability earnings from the last 3 months exceeds 80% of 
indexed monthly earnings.

We will not pay you for any month during which disability earnings exceed 80% of 
indexed monthly earnings.

WHAT ARE DEDUCTIBLE SOURCES OF INCOME?

Unum will subtract from your gross disability payment the following deductible 
sources of income:

1. The amount that you receive or are entitled to receive under:

-  a workers' compensation law.
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-  an occupational disease law.
-  any other act or law with similar intent.

2. The amount that you receive or are entitled to receive as disability income 
payments under any:

-  state compulsory benefit act or law.
-  other group insurance plan.
-  governmental retirement system as a result of your job with your Employer.

3. The amount that you, your spouse and your children receive or are entitled to 
receive as disability payments because of your disability under:

-  the United States Social Security Act.
-  the Canada Pension Plan.
-  the Quebec Pension Plan.
-  any similar plan or act.

4. The amount that you receive as retirement payments or the amount your spouse 
and children receive as retirement payments because you are receiving 
retirement payments under:

-  the United States Social Security Act.
-  the Canada Pension Plan.
-  the Quebec Pension Plan.
-  any similar plan or act.

5. The amount that you:

-  receive as disability payments under your Employer's retirement plan.
-  voluntarily elect to receive as retirement payments under your Employer's 
retirement plan.
-  receive as retirement payments when you reach the later of age 62 or normal 
retirement age, as defined in your Employer's retirement plan.

Disability payments under a retirement plan will be those benefits which are paid 
due to disability and do not reduce the retirement benefit which would have been 
paid if the disability had not occurred.

Retirement payments will be those benefits which are based on your Employer's 
contribution to the retirement plan.  Disability benefits which reduce the 
retirement benefit under the plan will also be considered as a retirement benefit.

Regardless of how the retirement funds from the retirement plan are distributed, 
Unum will consider your and your Employer's contributions to be distributed 
simultaneously throughout your lifetime.

Amounts received do not include amounts rolled over or transferred to any 
eligible retirement plan.  Unum will use the definition of eligible retirement plan as 
defined in Section 402 of the Internal Revenue Code including any future 
amendments which affect the definition.
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6. The amount that you receive under Title 46, United States Code Section 688 
(The Jones Act).

With the exception of retirement payments, Unum will only subtract deductible 
sources of income which are payable as a result of the same disability.

We will not reduce your payment by your Social Security retirement income if your 
disability begins after age 65 and you were already receiving Social Security 
retirement payments.

WHAT ARE NOT DEDUCTIBLE SOURCES OF INCOME?

Unum will not subtract from your gross disability payment income you receive from, 
but not limited to, the following:

-  401(k) plans
-  profit sharing plans
-  thrift plans
-  tax sheltered annuities
-  stock ownership plans
-  non-qualified plans of deferred compensation
-  pension plans for partners
-  military pension and disability income plans
-  credit disability insurance
-  franchise disability income plans
-  a retirement plan from another Employer
-  individual retirement accounts (IRA)
-  individual disability income plans
-  no fault motor vehicle plans
- salary continuation or accumulated sick leave plans

WHAT IF SUBTRACTING DEDUCTIBLE SOURCES OF INCOME RESULTS IN A 
ZERO BENEFIT? (Minimum Benefit)

The minimum monthly payment is the greater of:

-  $100; or
-  10% of your gross disability payment.

Unum may apply this amount toward an outstanding overpayment.

WHAT HAPPENS WHEN YOU RECEIVE A COST OF LIVING INCREASE FROM 
DEDUCTIBLE SOURCES OF INCOME?

Once Unum has subtracted any deductible source of income from your gross 
disability payment, Unum will not further reduce your payment due to a cost of living 
increase from that source.

WHAT IF UNUM DETERMINES YOU MAY QUALIFY FOR DEDUCTIBLE INCOME 
BENEFITS?

When we determine that you may qualify for benefits under Item(s) 1, 2 and 3 in the 
deductible sources of income section, we will estimate your entitlement to these 
benefits.  We can reduce your payment by the estimated amounts if such benefits:
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-  have not been awarded; and
-  have not been denied; or
-  have been denied and the denial is being appealed.

Your Long Term Disability payment will NOT be reduced by the estimated amount if 
you:

-  apply for the disability payments under Item(s) 1, 2 and 3 in the deductible sources 
of income section and appeal your denial to all administrative levels Unum feels 
are necessary; and

-  sign Unum's payment option form.  This form states that you promise to pay us 
any overpayment caused by an award.

If your payment has been reduced by an estimated amount, your payment will be 
adjusted when we receive proof:

-  of the amount awarded; or
-  that benefits have been denied and all appeals Unum feels are necessary have 

been completed.  In this case, a lump sum refund of the estimated amount will be 
made to you.

If you receive a lump sum payment from any deductible sources of income, the lump 
sum will be pro-rated on a monthly basis over the time period for which the sum was 
given.  If no time period is stated, we will use a reasonable one.

HOW LONG WILL UNUM CONTINUE TO SEND YOU PAYMENTS?

Unum will send you a payment each month up to the maximum period of payment.  
Your maximum period of payment is based on your age at disability as follows:

Age at Disability Maximum Period of Payment 

Less than Age 62 To Social Security Normal Retirement Age
Age 62 60 months
Age 63 48 months
Age 64 42 months
Age 65 36 months
Age 66 30 months
Age 67 24 months
Age 68 18 months
Age 69 or older 12 months

Year of Birth Social Security Normal Retirement Age

1937 or before 65 years
1938 65 years 2 months
1939 65 years 4 months
1940 65 years 6 months
1941 65 years 8 months
1942 65 years 10 months
1943-1954 66 years
1955 66 years 2 months
1956 66 years 4 months
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1957 66 years 6 months
1958 66 years 8 months
1959 66 years 10 months
1960 and after 67 years

WHEN WILL PAYMENTS STOP?

We will stop sending you payments and your claim will end on the earliest of the 
following:

-  during the first 24 months of payments, when you are able to work in your regular 
occupation on a part-time basis but you do not;

-  after 24 months of payments, when you are able to work in any gainful occupation 
on a part-time basis but you do not;

-  if you are working and your monthly disability earnings exceed 80% of your 
indexed monthly earnings, the date your earnings exceed 80%;

-  the end of the maximum period of payment;
-  the date you are no longer disabled under the terms of the plan, unless you are 

eligible to receive benefits under Unum's Rehabilitation and Return to Work 
Assistance program;

-  the date you fail to submit proof of continuing disability;
-  after 12 months of payments if you are considered to reside outside the United 

States or Canada.  You will be considered to reside outside these countries when 
you have been outside the United States or Canada for a total period of 6 months 
or more during any 12 consecutive months of benefits;

-  the date you die.

WHAT DISABILITIES ARE NOT COVERED UNDER YOUR PLAN?

Your plan does not cover any disabilities caused by, contributed to by, or resulting 
from your:

-  intentionally self-inflicted injuries.
-  active participation in a riot.
-  loss of a professional license, occupational license or certification.
-  commission of a crime for which you have been convicted.
-  pre-existing condition.

Your plan will not cover a disability due to war, declared or undeclared, or any act of 
war.

Unum will not pay a benefit for any period of disability during which you are 
incarcerated.

WHAT IS A PRE-EXISTING CONDITION?

You have a pre-existing condition if:

-  you received medical treatment, consultation, care or services including diagnostic 
measures, or took prescribed drugs or medicines in the 6 months just prior to your 
effective date of coverage; and

-  the disability begins in the first 12 months after your effective date of coverage.
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WHAT HAPPENS IF YOU RETURN TO WORK FULL TIME WITH THE 
POLICYHOLDER AND YOUR DISABILITY OCCURS AGAIN?

If you have a recurrent disability, Unum will treat your disability as part of your prior 
claim and you will not have to complete another elimination period if:

-  you were continuously insured under the plan for the period between the end of 
your prior claim and your recurrent disability; and

-  your recurrent disability occurs within 6 months from the end of your prior claim.

Your recurrent disability will be subject to the same terms of the plan as your prior 
claim and will be treated as a continuation of that disability.

Any disability which occurs after 6 months from the date your prior claim ended will 
be treated as a new claim.  The new claim will be subject to all of the policy 
provisions, including the elimination period.

If you become entitled to payments under any other group long term disability plan, 
you will not be eligible for payments under the Unum plan.
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LONG TERM DISABILITY

OTHER BENEFIT FEATURES

WHAT BENEFITS WILL BE PROVIDED TO YOU OR YOUR FAMILY IF YOU DIE OR 
ARE TERMINALLY ILL? (Survivor Benefit)

When Unum receives proof that you have died, we will pay your eligible survivor a 
lump sum benefit equal to 3 months of your gross disability payment if, on the date 
of your death:

-  your disability had continued for 180 or more consecutive days; and
-  you were receiving or were entitled to receive payments under the plan.

If you have no eligible survivors, payment will be made to your estate, unless there 
is none.  In this case, no payment will be made.

However, we will first apply the survivor benefit to any overpayment which may exist 
on your claim.

You may receive your 3 month survivor benefit prior to your death if you have been 
diagnosed as terminally ill.

We will pay you a lump sum amount equal to 3 months of your gross disability 
payment if:

-  you have been diagnosed with a terminal illness or condition;
-  your life expectancy has been reduced to less than 12 months; and
-  you are receiving monthly payments.

Your right to exercise this option and receive payment is subject to the following:

-  you must make this election in writing to Unum; and
-  your physician must certify in writing that you have a terminal illness or condition 

and your life expectancy has been reduced to less than 12 months.

This benefit is available to you on a voluntary basis and will only be payable once.

If you elect to receive this benefit prior to your death, no 3 month survivor benefit will 
be payable upon your death.

WHAT IF YOU ARE NOT IN ACTIVE EMPLOYMENT WHEN YOUR EMPLOYER 
CHANGES INSURANCE CARRIERS TO UNUM? (Continuity of Coverage)

When the plan becomes effective, Unum will provide coverage for you if:

-  you are not in active employment because of a sickness or injury; and
-  you were covered by the prior policy.

Your coverage is subject to payment of premium.

Your payment will be limited to the amount that would have been paid by the prior 
carrier.  Unum will reduce your payment by any amount for which your prior carrier is 
liable.
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WHAT IF YOU HAVE A DISABILITY DUE TO A PRE-EXISTING CONDITION WHEN 
YOUR EMPLOYER CHANGES INSURANCE CARRIERS TO UNUM? (Continuity of 
Coverage)

Unum may send a payment if your disability results from a pre-existing condition if, 
you were:

-  in active employment and insured under the plan on its effective date; and
-  insured by the prior policy at the time of change.

In order to receive a payment you must satisfy the pre-existing condition provision 
under:

1.  the Unum plan; or
2.  the prior carrier's plan, if benefits would have been paid had that policy remained 

in force.

If you do not satisfy Item 1 or 2 above, Unum will not make any payments.

If you satisfy Item 1, we will determine your payments according to the Unum plan 
provisions.

If you only satisfy Item 2, we will administer your claim according to the Unum plan 
provisions.  However, your payment will be the lesser of:

a.  the monthly benefit that would have been payable under the terms of the prior 
plan if it had remained inforce; or

b.  the monthly payment under the Unum plan.

Your benefits will end on the earlier of the following dates:

1.  the end of the maximum benefit period under the plan; or
2.  the date benefits would have ended under the prior plan if it had remained in 

force.

HOW CAN UNUM'S REHABILITATION AND RETURN TO WORK ASSISTANCE 
PROGRAM HELP YOU RETURN TO WORK?

Unum has a vocational Rehabilitation and Return to Work Assistance program 
available to assist you in returning to work.  We will determine whether you are 
eligible for this program.  In order to be eligible for rehabilitation services and 
benefits, you must be medically able to engage in a return to work program.

Your claim file will be reviewed by one of Unum's rehabilitation professionals to 
determine if a rehabilitation program might help you return to gainful employment.  
As your file is reviewed, medical and vocational information will be analyzed to 
determine an appropriate return to work program. 

We will make the final determination of your eligibility for participation in the 
program.

We will provide you with a written Rehabilitation and Return to Work Assistance plan 
developed specifically for you.
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The rehabilitation program may include, but is not limited to, the following services 
and benefits:

-  coordination with your Employer to assist you to return to work;
-  adaptive equipment or job accommodations to allow you to work;
-  vocational evaluation to determine how your disability may impact your 

employment options;
-  job placement services;
-  resume preparation;
-  job seeking skills training; or
-  education and retraining expenses for a new occupation.

WHAT ADDITIONAL BENEFITS WILL UNUM PAY WHILE YOU PARTICIPATE IN A 
REHABILITATION AND RETURN TO WORK ASSISTANCE PROGRAM?

We will pay an additional disability benefit of 10% of your gross disability payment to 
a maximum benefit of $1,000 per month.

This benefit is not subject to policy provisions which would otherwise increase or 
reduce the benefit amount such as Deductible Sources of Income.  However, the 
Total Benefit Cap will apply.

In addition, we will make monthly payments to you for 3 months following the date 
your disability ends if we determine you are no longer disabled while:

-  you are participating in the Rehabilitation and Return to Work Assistance program; 
and

-  you are not able to find employment.

This benefit payment may be paid in a lump sum.

WHEN WILL REHABILITATION AND RETURN TO WORK ASSISTANCE BENEFITS 
END?

Benefits for the Rehabilitation and Return to Work Assistance program will end on 
the earliest of the following dates:

-  the date Unum determines that you are no longer eligible to participate in Unum's 
Rehabilitation and Return to Work Assistance program; or

-  any other date on which monthly payments would stop in accordance with this 
plan.

WHAT ADDITIONAL BENEFIT IS AVAILABLE FOR DEPENDENT CARE EXPENSES 
TO ENABLE YOU TO PARTICIPATE IN UNUM'S REHABILITATION AND RETURN 
TO WORK ASSISTANCE PROGRAM?

While you are participating in Unum's Rehabilitation and Return to Work Assistance 
program, we will pay a Dependent Care Expense Benefit when you are disabled and 
you:

1.  are incurring expenses to provide care for a child under the age of 15; and/or
2.  start incurring expenses to provide care for a child age 15 or older or a family 

member who needs personal care assistance.
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The payment of the Dependent Care Expense Benefit will begin immediately after 
you start Unum's Rehabilitation and Return to Work Assistance program.

Our payment of the Dependent Care Expense Benefit will:

1.  be $350 per month, per dependent; and
2.  not exceed $1,000 per month for all dependent care expenses combined.

To receive this benefit, you must provide satisfactory proof that you are incurring 
expenses that entitle you to the Dependent Care Expense Benefit.
 
Dependent Care Expense Benefits will end on the earlier of the following:

1.  the date you are no longer incurring expenses for your dependent;
2.  the date you no longer participate in Unum's Rehabilitation and Return to Work 

Assistance program; or 
3.  any other date payments would stop in accordance with this plan.
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OTHER SERVICES

These services are also available from us as part of your Unum Long Term Disability 
plan.

IS THERE A WORK LIFE ASSISTANCE PROGRAM AVAILABLE WITH THE PLAN?

We do provide you and your dependents access to a work life assistance program 
designed to assist you with problems of daily living.

You can call and request assistance for virtually any personal or professional issue, 
from helping find a day care or transportation for an elderly parent, to researching 
possible colleges for a child, to helping to deal with the stress of the workplace.  This 
work life program is available for everyday issues as well as crisis support.

This service is also available to your Employer.

This program can be accessed by a 1-800 telephone number available 24 hours a 
day, 7 days a week or online through a website.

Information about this program can be obtained through your plan administrator.

HOW CAN UNUM HELP YOUR EMPLOYER IDENTIFY AND PROVIDE WORKSITE 
MODIFICATION?

A worksite modification might be what is needed to allow you to perform the material 
and substantial duties of your regular occupation with your Employer.  One of our 
designated professionals will assist you and your Employer to identify a modification 
we agree is likely to help you remain at work or return to work.  This agreement will 
be in writing and must be signed by you, your Employer and Unum.

When this occurs, Unum will reimburse your Employer for the cost of the 
modification, up to the greater of:
                                          
-  $1,000; or
-  the equivalent of 2 months of your monthly benefit.

This benefit is available to you on a one time only basis.

HOW CAN UNUM'S SOCIAL SECURITY CLAIMANT ADVOCACY PROGRAM 
ASSIST YOU WITH OBTAINING SOCIAL SECURITY DISABILITY BENEFITS?

In order to be eligible for assistance from Unum's Social Security claimant advocacy 
program, you must be receiving monthly payments from us.  Unum can provide 
expert advice regarding your claim and assist you with your application or appeal.

Receiving Social Security benefits may enable:

-  you to receive Medicare after 24 months of disability payments;
-  you to protect your retirement benefits; and
-  your family to be eligible for Social Security benefits.

We can assist you in obtaining Social Security disability benefits by:



SERVICES-2  (2/1/2015) 37

-  helping you find appropriate legal representation;
-  obtaining medical and vocational evidence; and
-  reimbursing pre-approved case management expenses.
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GLOSSARY

ACTIVE EMPLOYMENT means you are working for your Employer for earnings that 
are paid regularly and that you are performing the material and substantial duties of 
your regular occupation.  You must be working at least the minimum number of hours 
as described under Eligible Group(s) in each plan.

Your work site must be:

-  your Employer's usual place of business;
-  an alternative work site at the direction of your Employer, including your home; or
-  a location to which your job requires you to travel.

Normal vacation is considered active employment.
Temporary and seasonal workers are excluded from coverage.

DEDUCTIBLE SOURCES OF INCOME means income from deductible sources listed in 
the plan which you receive or are entitled to receive while you are disabled.  This 
income will be subtracted from your gross disability payment.

DEPENDENT means:

-  your child(ren) under the age of 15; and
-  your child(ren) age 15 or over or a family member who requires personal care 

assistance.

DISABILITY EARNINGS means the earnings which you receive while you are disabled 
and working, plus the earnings you could receive if you were working to your maximum 
capacity.

ELIMINATION PERIOD means a period of continuous disability which must be satisfied 
before you are eligible to receive benefits from Unum.

EMPLOYEE means a person who is in active employment in the United States with the 
Employer.

EMPLOYER means the Policyholder, and includes any division, subsidiary or affiliated 
company named in the policy.

EVIDENCE OF INSURABILITY means a statement of your medical history which Unum 
will use to determine if you are approved for coverage.  Evidence of insurability will be 
at Unum's expense.

GAINFUL OCCUPATION means an occupation that is or can be expected to provide 
you with an income within 12 months of your return to work, that exceeds:

80% of your indexed monthly earnings, if you are working; or
60% of your indexed monthly earnings, if you are not working.

GRACE PERIOD means the period of time following the premium due date during 
which premium payment may be made.

GROSS DISABILITY PAYMENT means the benefit amount before Unum subtracts 
deductible sources of income and disability earnings.
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HOSPITAL OR INSTITUTION means an accredited facility licensed to provide care and 
treatment for the condition causing your disability.

INDEXED MONTHLY EARNINGS means your monthly earnings adjusted on each 
anniversary of benefit payments by the lesser of 10% or the current annual percentage 
increase in the Consumer Price Index.  Your indexed monthly earnings may increase or 
remain the same, but will never decrease.

The Consumer Price Index (CPI-U) is published by the U.S. Department of Labor.  
Unum reserves the right to use some other similar measurement if the Department of 
Labor changes or stops publishing the CPI-U.

Indexing is only used as a factor in the determination of the percentage of lost earnings 
while you are disabled and working and in the determination of gainful occupation.

INJURY means a bodily injury that is the direct result of an accident and not related to 
any other cause.  Injury which occurs before you are covered under the plan will be 
treated as a sickness.  Disability must begin while you are covered under the plan.

INSURED means any person covered under a plan.

LAW, PLAN OR ACT means the original enactments of the law, plan or act and all 
amendments.

LAYOFF or LEAVE OF ABSENCE means you are temporarily absent from active 
employment for a period of time that has been agreed to in advance in writing by your 
Employer.

Your normal vacation time or any period of disability is not considered a temporary 
layoff or leave of absence.

LIMITED means what you cannot or are unable to do.

MATERIAL AND SUBSTANTIAL DUTIES means duties that:

-  are normally required for the performance of your regular occupation; and
-  cannot be reasonably omitted or modified.

- For Short Term Disability:

MAXIMUM CAPACITY means, based on your restrictions and limitations, the greatest 
extent of work you are able to do in your regular occupation, that is reasonably 
available.

- For Long Term Disability:

MAXIMUM CAPACITY means, based on your restrictions and limitations:

-  during the first 24 months of disability, the greatest extent of work you are able to do 
in your regular occupation, that is reasonably available.

-  beyond 24 months of disability, the greatest extent of work you are able to do in any 
occupation, that is reasonably available, for which you are reasonably fitted by 
education, training or experience.
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MAXIMUM PERIOD OF PAYMENT means the longest period of time Unum will make 
payments to you for any one period of disability.

MONTHLY BENEFIT means the total benefit amount for which an employee is insured 
under this plan subject to the maximum benefit.

MONTHLY EARNINGS means your gross monthly income from your Employer as 
defined in the plan.

MONTHLY PAYMENT means your payment after any deductible sources of income 
have been subtracted from your gross disability payment.

OCCUPATIONAL SICKNESS OR INJURY means a sickness or injury that was caused 
by or aggravated by any employment for pay or profit.

- For Short Term Disability:

PART-TIME BASIS means the ability to work and earn between 20% and 80% of your 
weekly earnings.

- For Long Term Disability:

PART-TIME BASIS means the ability to work and earn between 20% and 80% of your 
indexed monthly earnings.

PAYABLE CLAIM means a claim for which Unum is liable under the terms of the policy.

PHYSICIAN means:

-  a person performing tasks that are within the limits of his or her medical license; and
-  a person who is licensed to practice medicine and prescribe and administer drugs or 

to perform surgery; or
-  a person with a doctoral degree in Psychology (Ph.D. or Psy.D.) whose primary 

practice is treating patients; or
-  a person who is a legally qualified medical practitioner according to the laws and 

regulations of the governing jurisdiction.

Unum will not recognize you, or your spouse, children, parents or siblings as a 
physician for a claim that you send to us.

PLAN means a line of coverage under the policy.

PRE-EXISTING CONDITION means a condition for which you received medical 
treatment, consultation, care or services including diagnostic measures, or took 
prescribed drugs or medicines for your condition during the given period of time as 
stated in the plan.

RECURRENT DISABILITY means a disability which is:

-  caused by a worsening in your condition; and
-  due to the same cause(s) as your prior disability for which Unum made a Long Term 

Disability payment.
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REGULAR CARE means:

-  you personally visit a physician as frequently as is medically required, according to 
generally accepted medical standards, to effectively manage and treat your disabling 
condition(s); and

-  you are receiving the most appropriate treatment and care which conforms with 
generally accepted medical standards, for your disabling condition(s) by a physician 
whose specialty or experience is the most appropriate for your disabling condition(s), 
according to generally accepted medical standards.

REGULAR OCCUPATION means the occupation you are routinely performing when 
your disability begins.  Unum will look at your occupation as it is normally performed in 
the national economy, instead of how the work tasks are performed for a specific 
employer or at a specific location.

RETIREMENT PLAN means a defined contribution plan or defined benefit plan.  These 
are plans which provide retirement benefits to employees and are not funded entirely by 
employee contributions. Retirement Plan includes but is not limited to any plan which is 
part of any federal, state, county, municipal or association retirement system.

- For Short Term Disability:

SALARY CONTINUATION OR ACCUMULATED SICK LEAVE means continued 
payments to you by your Employer of all or part of your weekly earnings, after you 
become disabled as defined by the Policy.  This continued payment must be part of an 
established plan maintained by your Employer for the benefit of all employees covered 
under the Policy.  Salary continuation or accumulated sick leave does not include 
compensation paid to you by your Employer for work you actually perform after your 
disability begins.  Such compensation is considered disability earnings, and would be 
taken into account in calculating your weekly payment.

- For Long Term Disability:

SALARY CONTINUATION OR ACCUMULATED SICK LEAVE means continued 
payments to you by your Employer of all or part of your monthly earnings, after you 
become disabled as defined by the Policy.  This continued payment must be part of an 
established plan maintained by your Employer for the benefit of all employees covered 
under the Policy.  Salary continuation or accumulated sick leave does not include 
compensation paid to you by your Employer for work you actually perform after your 
disability begins.  Such compensation is considered disability earnings, and would be 
taken into account in calculating your monthly payment.

SICKNESS means an illness or disease.  Disability must begin while you are covered 
under the plan.

SURVIVOR, ELIGIBLE means your spouse, if living; otherwise your children under age 
25 equally.

WAITING PERIOD means the continuous period of time (shown in each plan) that you 
must be in active employment in an eligible group before you are eligible for coverage 
under a plan.

WE, US and OUR means Unum Life Insurance Company of America.
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WEEKLY BENEFIT means the total benefit amount for which an employee is insured 
under this plan subject to the maximum benefit.

WEEKLY EARNINGS means your gross weekly income from your Employer as defined 
in the plan.

WEEKLY PAYMENT means your payment after any deductible sources of income have 
been subtracted from your gross disability payment.

YOU means an employee who is eligible for Unum coverage.
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Unum Life Insurance Company of America
2211 Congress Street, Portland, Maine 04122

VERMONT MANDATORY CIVIL UNIONS ENDORSEMENT

PURPOSE: 

Vermont law requires that health and life insurers recognize parties to a civil union that 
is equivalent to coverage provided to married persons.  This endorsement is part of and 
amends this policy, contract, certificate, summary of benefits and/or riders and 
endorsements to comply with Vermont law.

DEFINITIONS, TERMS, CONDITIONS AND PROVISIONS: 

The definitions, terms, conditions and any other provisions of this policy, contract, 
certificate, summary of benefits and/or riders and endorsements to which this 
mandatory endorsement is attached are hereby amended and superseded as follows:

Terms that mean or refer to a marital relationship, or that may be construed to mean or 
refer to a marital relationship, such as "marriage", "spouse", "husband", "wife", 
"dependent", "next of kin", "relative", "beneficiary", "survivor", "immediate family", "family 
member" and any other such terms include the relationship created by a civil union 
established according to Vermont law.

Terms that mean or refer to the inception or dissolution of a marriage, such as "date of 
marriage", "divorce decree", "termination of marriage" and any other such terms include 
the inception or dissolution of a civil union established according to Vermont law.

Terms that mean or refer to family relationships arising from a marriage, such as 
"family", "immediate family", "dependent", "children", "next of kin", "relative", 
"beneficiary", "survivor", "family member" and any other such terms include family 
relationships created by a civil union established according to Vermont law.

Where applicable, "dependent" means a spouse, a party to a civil union, and/or a child 
or children who are born to or brought to a marriage or to a civil union.  Child or children 
include the insured's own natural offspring, lawfully adopted children and stepchildren.  
A child will be considered adopted on the date of placement in the insured's home.  
Child or children will also include an unmarried child who is incapable of self-sustaining 
employment by reason of mental retardation, cerebral palsy, epilepsy or physical 
handicap and who become so incapable prior to the limiting age and who is dependent 
on the insured for support and maintenance.

They also may include foster children and other minor children who are dependent on 
the insured for main support and living with the insured in a regular parent-child 
relationship.

Where applicable, "child or covered child" includes:

-  the insured's own natural offspring, lawfully adopted children and stepchildren.  A 
child will be considered adopted on the date of placement in the insured's home.

-  an unmarried child who is incapable of self-sustaining employment by reason of 
mental retardation, cerebral palsy, epilepsy or physical handicap and who became so 
incapable prior to the limiting age and who is dependent on the insured for support 
and maintenance.
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They also may include foster children and other minor children who are dependent on 
the insured for main support and living with the insured in a regular parent-child 
relationship.

CAUTION:  FEDERAL LAW RIGHTS MAY OR MAY NOT BE AVAILABLE

Vermont law grants parties to a civil union the same benefits, protections and 
responsibilities that flow from marriage under state law.  However, some or all of the 
benefits, protections and responsibilities related to life and health insurance that are 
available to married persons under federal law may not be available to parties to a civil 
union.  For example, federal law, the Employee Income Retirement Security Act of 1974 
known as "ERISA", controls the employer/employee relationship with regard to 
determining eligibility for enrollment in non-exempt private employer welfare benefit 
plans.  Because of ERISA, Vermont Act 91 relating to civil unions does not state 
requirements pertaining to a private employer's enrollment of a party to a civil union in 
an ERISA employee welfare benefit plan.  However, governmental employers (not 
federal government) are required to provide benefits to the dependents of a party to a 
civil union if the public employer provides benefits to the dependents of married 
persons.  Federal law also controls group health insurance continuation rights under 
"COBRA" for employers with 20 or more employees as well as the Internal Revenue 
Code treatment of insurance premiums.  As a result, parties to a civil union and their 
families may or may not have access to certain benefits under this policy, contract, 
certificate, summary of benefits, rider or endorsement that derive from federal law.  You 
are advised to seek expert advise to determine your rights under this policy, contract, 
summary of benefits, certificate, and/or riders and endorsements.
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ERISA

Additional Summary Plan Description Information

If the policy provides benefits under a Plan which is subject to the Employee Retirement 
Income Security Act of 1974 (ERISA), the following provisions apply.  These provisions, 
together with your certificate of coverage, constitute the summary plan description.  The 
summary plan description and the policy constitute the Plan.  Benefit determinations are 
controlled exclusively by the policy, your certificate of coverage and the information 
contained in this document.

Name of Plan:
Bellavance Trucking Plan

Name and Address of Employer:
Bellavance Trucking 
5 South Vine Street
Barre, Vermont
05641

Plan Identification Number:
a.  Employer IRS Identification #:  45-4002868
b.  Plan #:  501

Type of Welfare Plan:
Disability Income

Type of Administration:
The Plan is administered by the Plan Administrator.  Benefits are administered by 
the insurer and provided in accordance with the insurance policy issued to the 
Plan.

ERISA Plan Year Ends:
December 31

Plan Administrator, Name,
Address, and Telephone Number:

Bellavance Trucking
5 South Vine Street
Barre, Vermont
05641
(802) 479-9311

Bellavance Trucking is the Plan Administrator and named fiduciary of the Plan, 
with authority to delegate its duties.  The Plan Administrator may designate 
Trustees of the Plan, in which case the Administrator will advise you separately 
of the name, title and address of each Trustee.

Agent for Service of
Legal Process on the Plan:

Bellavance Trucking
5 South Vine Street
Barre, Vermont
05641
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Service of legal process may also be made upon the Plan Administrator, or a 
Trustee of the Plan, if any.

Funding and Contributions:
The Plan is funded by insurance issued by Unum Life Insurance Company of 
America, 2211 Congress Street, Portland, Maine 04122 (hereinafter referred to 
as "Unum") under policy number 403655 011.  Contributions to the Plan are 
made as stated under "WHO PAYS FOR THE COVERAGE" in the Certificate of 
Coverage.

EMPLOYER'S RIGHT TO AMEND THE PLAN

The Employer reserves the right, in its sole and absolute discretion, to amend, 
modify, or terminate, in whole or in part, any or all of the provisions of the Plan 
(including any related documents and underlying policies), at any time and for any 
reason or no reason.  Any amendment, modification, or termination must be in 
writing and endorsed on or attached to the Plan.

EMPLOYER'S RIGHT TO REQUEST POLICY CHANGE

The Employer can request a policy change.  Only an officer or registrar of Unum can 
approve a change.  The change must be in writing and endorsed on or attached to 
the policy.

MODIFYING OR CANCELLING THE POLICY OR A PLAN UNDER THE POLICY

The policy or a plan under the policy can be cancelled:

-  by Unum; or
-  by the Employer.

Unum may cancel or modify the policy or a plan if:

-  the Employer does not promptly provide Unum with information that is reasonably 
required; 

-  the Employer fails to perform any of its obligations that relate to the policy; 
-  fewer than 2 employees are insured under a plan;
-  the premium is not paid in accordance with the provisions of the policy that specify 

whether the Employer, the employee, or both, pay(s) the premiums;
-  the Employer does not promptly report to Unum the names of any employees who 

are added or deleted from the eligible group;
-  Unum determines that there is a significant change, in the size, occupation or age 

of the eligible group as a result of a corporate transaction such as a merger, 
divestiture, acquisition, sale, or reorganization of the Employer and/or its 
employees; or 

-  the Employer fails to pay any portion of the premium within the 31 day grace 
period. 

If Unum cancels or modifies the policy or a plan for reasons other than the 
Employer's failure to pay premium, a written notice will be delivered to the Employer 
at least 31 days prior to the cancellation date or modification date.  The Employer 
may cancel the policy or a plan if the modifications are unacceptable.
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If any portion of the premium is not paid during the grace period, Unum will either 
cancel or modify the policy or plan automatically at the end of the grace period.  The 
Employer is liable for premium for coverage during the grace period.  The Employer 
must pay Unum all premium due for the full period each plan is in force.

The Employer may cancel the policy or a plan by written notice delivered to Unum at 
least 31 days prior to the cancellation date.  When both the Employer and Unum 
agree, the policy or a plan can be cancelled on an earlier date.  If Unum or the 
Employer cancels the policy or a plan, coverage will end at 12:00 midnight on the 
last day of coverage.

If the policy or a plan is cancelled, the cancellation will not affect a payable claim.

HOW TO FILE A CLAIM

If you wish to file a claim for benefits, you should follow the claim procedures 
described in your insurance certificate.  To complete your claim filing, Unum must 
receive the claim information it requests from you (or your authorized 
representative), your attending physician and your Employer.  If you or your 
authorized representative has any questions about what to do, you or your 
authorized representative should contact Unum directly.

CLAIMS PROCEDURES

Unum will give you notice of the decision no later than 45 days after the claim is 
filed.  This time period may be extended twice by 30 days if Unum both determines 
that such an extension is necessary due to matters beyond the control of the Plan 
and notifies you of the circumstances requiring the extension of time and the date by 
which Unum expects to render a decision.  If such an extension is necessary due to 
your failure to submit the information necessary to decide the claim, the notice of 
extension will specifically describe the required information, and you will be afforded 
at least 45 days within which to provide the specified information.  If you deliver the 
requested information within the time specified, any 30 day extension period will 
begin after you have provided that information.  If you fail to deliver the requested 
information within the time specified, Unum may decide your claim without that 
information.

If your claim for benefits is wholly or partially denied, the notice of adverse benefit 
determination under the Plan will:

-  state the specific reason(s) for the determination;

-  reference specific Plan provision(s) on which the determination is based;

-  describe additional material or information necessary to complete the claim and 
why such information is necessary;  

-  describe Plan procedures and time limits for appealing the determination, and your 
right to obtain information about those procedures and the right to bring a lawsuit 
under Section 502(a) of ERISA following an adverse determination from Unum on 
appeal; and



ADDLSUM-4  (2/1/2015) 48

-  disclose any internal rule, guidelines, protocol or similar criterion relied on in 
making the adverse determination (or state that such information will be provided 
free of charge upon request).

Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.

APPEAL PROCEDURES

You have 180 days from the receipt of notice of an adverse benefit determination to 
file an appeal.  Requests for appeals should be sent to the address specified in the 
claim denial.  A decision on review will be made not later than 45 days following 
receipt of the written request for review.  If Unum determines that special 
circumstances require an extension of time for a decision on review, the review 
period may be extended by an additional 45 days (90 days in total).  Unum will notify 
you in writing if an additional 45 day extension is needed.

If an extension is necessary due to your failure to submit the information necessary 
to decide the appeal, the notice of extension will specifically describe the required 
information, and you will be afforded at least 45 days to provide the specified 
information.  If you deliver the requested information within the time specified, the 45 
day extension of the appeal period will begin after you have provided that 
information.  If you fail to deliver the requested information within the time specified, 
Unum may decide your appeal without that information.

You will have the opportunity to submit written comments, documents, or other 
information in support of your appeal.  You will have access to all relevant 
documents as defined by applicable U.S. Department of Labor regulations.  The 
review of the adverse benefit determination will take into account all new 
information, whether or not presented or available at the initial determination.  No 
deference will be afforded to the initial determination.

The review will be conducted by Unum and will be made by a person different from 
the person who made the initial determination and such person will not be the 
original decision maker's subordinate.  In the case of a claim denied on the grounds 
of a medical judgment, Unum will consult with a health professional with appropriate 
training and experience.  The health care professional who is consulted on appeal 
will not be the individual who was consulted during the initial determination or a 
subordinate.  If the advice of a medical or vocational expert was obtained by the 
Plan in connection with the denial of your claim, Unum will provide you with the 
names of each such expert, regardless of whether the advice was relied upon.

A notice that your request on appeal is denied will contain the following information:

-  the specific reason(s) for the determination;

-  a reference to the specific Plan provision(s) on which the determination is based;

-  a statement disclosing any internal rule, guidelines, protocol or similar criterion 
relied on in making the adverse determination (or a statement that such 
information will be provided free of charge upon request);
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-  a statement describing your right to bring a lawsuit under Section 502(a) of ERISA 
if you disagree with the decision;

-  the statement that you are entitled to receive upon request, and without charge, 
reasonable access to or copies of all documents, records or other information 
relevant to the determination; and

-  the statement that "You or your plan may have other voluntary alternative dispute 
resolution options, such as mediation.  One way to find out what may be available 
is to contact your local U.S. Department of Labor Office and your State insurance 
regulatory agency".

Notice of the determination may be provided in written or electronic form.  Electronic 
notices will be provided in a form that complies with any applicable legal 
requirements.

Unless there are special circumstances, this administrative appeal process must be 
completed before you begin any legal action regarding your claim.

YOUR RIGHTS UNDER ERISA

As a participant in the Plan 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:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified 
locations, all documents governing the Plan, including insurance contracts, and a 
copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. 
Department of Labor and available at the Public Disclosure Room of the Employee 
Benefits Security Administration.

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

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 or any other person, may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining a benefit or 
exercising your rights under ERISA.
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Enforce Your Rights

If your claim for a 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 Plan Administrator.

If you have a claim for benefits that is denied or ignored, in whole or in part, you may 
file suit in a state or federal court.  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, if, 
for example, it finds your claim is frivolous.

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.

OTHER RIGHTS

Unum, for itself and as claims fiduciary for the Plan, is entitled to legal and equitable 
relief to enforce its right to recover any benefit overpayments caused by your receipt 
of disability earnings or deductible sources of income from a third party.  This right of 
recovery is enforceable even if the amount you receive from the third party is less 
than the actual loss suffered by you but will not exceed the benefits paid you under 
the policy.  Unum and the Plan have an equitable lien over such sources of income 
until any benefit overpayments have been recovered in full.


	Chapter One
	Guidelines for Coverage
	General Guidelines
	Prior Approval Program
	Case Management Program
	Choosing a Network Provider
	Network Providers
	How We Choose Providers
	Primary Care Physicians
	Access to Care
	Out-of-State Providers
	Out-of-Area Coverage for Students
	After-hours and Emergency Care
	How We Determine Your€Benefits
	Payment Terms
	Preventive Care
	Out-of-Area Services 


	Chapter Two
	Covered Services
	Office Visits
	Ambulance
	Autism Spectrum Disorder 
	Chiropractic Services
	Cosmetic and Reconstructive Procedures
	Dental Services
	Diabetes Services
	Diagnostic Tests
	Emergency Room Care
	Home Care
	Hospice Care
	Hospital Care
	Maternity
	Medical Equipment and Supplies
	Mental Health Care
	Nutritional Counseling
	Outpatient Hospital Care
	Outpatient Medical Services
	Optometry Services
	Rehabilitation/Habilitation
	Skilled Nursing Facility
	Substance Abuse Services
	Therapy Services
	Transplant Services


	Chapter Three
	General Exclusions

	Chapter Four
	Claims
	Claim Submission
	Release of Information
	Cooperation
	Payment of Benefits
	Payment in Error/Overpayments
	How We Evaluate Technology  
	When You Have a Complaint


	Chapter Five
	Other Party Liability
	Coordination of Benefits
	Subrogation
	Cooperation


	Chapter Six
	Membership
	Adding Dependents
	Removing Dependents
	Cancellation of Coverage
	Benefits after Cancellation of Group Coverage
	Fraud, Misrepresentation or Concealment of a Material Fact
	Contract Reinstatement
	Voidance and Modification
	Medicare
	Member Rights and Responsibilities
	Rules About Coverage for Domestic Partners


	Chapter Seven
	General Contract Provisions
	Applicable Law
	Entire Agreement
	Severability Clause
	Non-waiver of Our Rights
	Term of Contract
	Subscription Rate
	Subscriber Address
	Third Party Beneficiaries


	Chapter Eight
	More Information About Your Contract
	Notice of Privacy Practices for Protected Health Information
	Your Rights
	Non-public Personal Financial Information
	Questions and Complaints
	Newbornsˇ and Mothersˇ Health Protection Act
	Womenˇs Health and Cancer Rights Act of 1998
	Our Quality Improvement€Program
	Information About Your Health€Plan


	Chapter NinE
	Definitions


