
ATTACHMENT A 
 

Model for Summary Annual Report Relating to Welfare Plans 
 
Summary Annual Report for (name of plan) 
 
This is a summary of the annual report of the (name of plan, EIN and type of welfare plan) for (period 
covered by this report). The annual report has been filed with the Employee Benefits Security  
Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA). 
 
[If any benefits under the plan are provided on an uninsured basis:] 
(Name of sponsor) has committed itself to pay (all, certain) (state type of) claims incurred under the terms of 
the plan. 
 
[If any of the funds are used to purchase insurance contracts:] 
Insurance Information 
 
The plan has (a) contract(s) with (name of insurance carrier(s)) to pay (all, certain) (state type of) claims 
incurred under the terms of the plan. The total premiums paid for the plan year ending (date) were ($ ----). 
 
[If applicable add:] 
Because (it is a) (they are) so called “experience-rated'' contract(s), the premium costs are affected by, 
among other things, the number and size of claims. Of the total insurance premiums paid for the plan year 
ending (date), the premiums paid under such “experience-rated'' contract(s) were ($) and the total of all 
benefit claims paid under the(se) experience-rated contract(s) during the plan year was ($ ). 
 
[If any funds of the plan are held in trust or in a separately maintained fund:] 
Basic financial statement 
 
The value of plan assets, after subtracting liabilities of the plan, was ($ ) as of (the end of plan year), 
compared to ($ ) as of (the beginning of the plan year). During the plan year the plan experienced  
an (increase) (decrease) in its net assets of ($ ). This (increase) (decrease) includes unrealized appreciation 
and depreciation in the value of plan assets; that is, the difference between the value of the plan's assets at 
the end of the year and the value of the assets at the beginning of the year or the cost of assets acquired 
during the year. During the plan year, the plan had total income of ($ ) including employer contributions of  
($ ), employee contributions of ($ ), realized (gains) (losses) of ($ ) from the sale of assets, and earnings 
from investments of ($ ). Plan expenses were ($ ). These expenses included ($ ) in administrative expenses, 
($ ) in benefits paid to participants and beneficiaries, and ($ ) in other expenses. 
 
Your Rights to Additional Information 
 
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed 
below are included in that report: [Note--list only those items which are actually included in the latest annual 
report]. 

1. An accountant's report; 
2. Financial information and information on payments to service providers; 
3. Assets held for investment; 
4. Fiduciary information, including non-exempt transactions between the plan and parties-in-interest (that           
is, persons who have certain relationships with the plan); 
5. Loans or other obligations in default or classified as uncollectible; 
6. leases in default or classified as uncollectible; 
7. Transactions in excess of 5 percent of the plan assets; 
8. Insurance information including sales commissions paid by insurance carriers; and 
9. Information regarding any common or collective trusts, pooled separate accounts, master trusts  
or 103-12 investment entities in which the plan participates. 

 
 



ATTACHMENT A (continued) 
 

(Model for Summary Annual Report Relating to Welfare Plans cont.) 
 
This material is provided as a general guide to the value of your portfolio and is for informational purposes 
only. It is not to be considered as an official statement of your account.  These values represent an estimated 
assessment of the market environment of your account at a specific point in time and are based on data 
gathered from what we believe to be reliable sources. The summary of account values was obtained from 
(insert reference and date). The prices listed may vary from actual liquidation value. Account values are not 
guaranteed by NFP Securities, Inc. as to accuracy, and do not purport to be complete. 
 
To obtain a copy of the full annual report, or any part thereof, write or call the office of (name), who is (state 
title: e.g., the plan administrator), (business address and telephone number). The charge to cover copying 
costs will be ($ ) for the full annual report, or ($ ) per page for any part thereof. 
 
You also have the right to receive from the plan administrator, on request and at no charge, a statement of 
the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses  
of the plan and accompanying notes, or both. If you request a copy of the full annual report from the plan 
administrator, these two statements and accompanying notes will be included as part of that report. The  
charge to cover copying costs given above does not include a charge for the copying of these portions of the 
report because these portions are furnished without charge. 
 
You also have the legally protected right to examine the annual report at the main office of the plan 
(address), (at any other location where the report is available for examination), and at the U.S. Department of  
Labor in Washington, D.C. or to obtain a copy from the U.S. Department of Labor upon payment of copying 
costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513, 
Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., 
Washington, D.C. 20210. 
 



ATTACHMENT A (continued) 
 

Model for Summary Annual Report Relating to Pension Plans 
 
Summary Annual Report for (name of plan) 
 
This is a summary of the annual report for (name of plan and EIN) for  (period covered by this report). The 
annual report has been filed with the Pension and Welfare Benefits Administration, as required under the 
Employee Retirement Income Security Act of 1974 (ERISA). 
 
Basic Financial Statement 
 
Benefits under the plan are provided by (indicate funding arrangements). Plan expenses were  
($ ). These expenses included ($ ) in administrative expenses and ($ ) in benefits paid to participants and 
beneficiaries, and ($ ) in other expenses. A total of ( ) persons were participants in or beneficiaries of the 
plan at the end of the plan year, although not all of these persons had yet earned the right to receive 
benefits. 
 
[If the plan is funded other than solely by allocated insurance contracts:] 
The value of plan assets, after subtracting liabilities of the plan, was ($ ) as of (the end of the plan year), 
compared to ($ ) as of (the beginning of the plan year). During the plan year the plan experienced an 
(increase) (decrease) in its net assets of ($ ) This (increase) (decrease) includes unrealized appreciation or 
depreciation in the value of plan assets; that is, the difference between the value of the plan's assets at the 
end of the year and the value of the assets at the beginning of the year or the cost of assets acquired during 
the year.  The plan had total income of ($ ), including employer contributions of ($ ), employee contributions 
of($ ), (gains) (losses) of ($ ), from the sale of assets, and earnings from investments of ($ ). 
 
[If any funds are used to purchase allocated insurance contracts:] 
The plan has (a) contract(s) with (name of insurance carrier(s)) which allocate(s) funds toward (state whether 
individual policies, group deferred annuities or other). The total premiums paid for the plan year ending (date) 
were ($ ). 
 
Minimum Funding Standards 
 
[If the plan is a defined benefit plan:] 
 An actuary's statement shows that (enough money was contributed to the plan to keep it funded in 
accordance with the minimum funding standards of ERISA) (not enough money was contributed to the plan 
to keep it funded in accordance with the minimum funding standards of ERISA. The amount of the deficit was 
$ ). 
 
[If the plan is a defined contribution plan covered by funding requirements:] 
(Enough money was contributed to the plan to keep it funded in accordance with the minimum funding 
standards of ERISA) (Not enough money was contributed to the plan to keep it funded in accordance with 
the minimum funding standards of ERISA. The amount of the deficit was  
($ ). 
 
Your Rights to Additional Information 
 
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed 
below are included in that report: [Note--list only those items which are actually included in the latest annual 
report] 

1. An accountant's report; 
2. Financial information and information on payments to service providers; 
3. Assets held for investment; 

    
 
 



ATTACHMENT A (continued) 
 

(Model for Summary Annual Report Relating to Pension Plans cont.) 
 

4. Fiduciary information, including non-exempt transactions between the plan and parties-in-interest (that 
is, persons who have certain relationships with the plan); 
5. Loans or other obligations in default or classified as uncollectible; 
6. leases in default or classified as uncollectible; 
7. Transactions in excess of 5 percent of the plan assets; 
8. Insurance information including sales commissions paid by insurance carriers; 
9. information regarding any common or collective trusts, pooled separate accounts, master trusts or 103-
12 investment entities in which the plan participates, and 
10. Actuarial information regarding the funding of the plan. 

 
This material is provided as a general guide to the value of your portfolio and is for informational purposes 
only. It is not to be considered as an official statement of your account.  These values represent an estimated 
assessment of the market environment of your account at a specific point in time and are based on data 
gathered from what we believe to be reliable sources. The summary of account values was obtained from 
(insert reference and date). The prices listed may vary from actual liquidation value. Account values are not 
guaranteed by NFP Securities, Inc. as to accuracy, and do not purport to be complete. 
 
To obtain a copy of the full annual report, or any part thereof, write or call the office of (name), who is (state 
title: e.g., the plan administrator), (business address and telephone number). The charge to cover copying 
costs will be ($ ) for the full annual report, or ($ ) per page for any part thereof.  You also have the right to 
receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of 
the plan and accompanying notes, or a statement of income and expenses of the plan and accompanying 
notes, or both. If you request a copy of the full annual report from the plan administrator, these two 
statements and accompanying notes will be included as part of that report. The charge to cover copying 
costs given above does not include a charge for the copying of these portions of the report because these 
portions are furnished without charge. 
 
You also have the legally protected right to examine the annual report at the main office of the plan 
(address), (at any other location where the report is available for examination), and at the U.S. Department of 
Labor in Washington, D.C., or to obtain a copy from the U.S. Department  
of Labor upon payment of copying costs. Requests to the Department should be addressed to: Public 
Disclosure Room, Room N-1513, Employee Benefits Security Administration, U.S. Department of Labor, 200 
Constitution Avenue, N.W., Washington, D.C. 20210. 
 



ATTACHMENT B 
 

Model for Notice of Special Enrollment Rights 
 

 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other 
health insurance or group health plan coverage, you may be able to enroll yourself and your dependents in 
this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops 
contributing towards your or your dependents' other coverage). However, you must request enrollment within 
[insert “30 days'' or any longer period that applies under the plan] after your or your dependents' other 
coverage ends (or after the employer stops contributing toward the other coverage). 
 
In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, 
you may be able to enroll yourself and your dependents. However, you must request enrollment within [insert 
“30 days'' or any longer period that applies under the plan] after the marriage, birth, adoption, or placement 
for adoption. 
 
To request special enrollment or obtain more information, contact [insert the name, title, telephone number, 
and any additional contact information of the appropriate plan representative]. 



ATTACHMENT C 
 

Model Language for Newborns’ and Mothers’ Health Protection Act 
 
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 insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 



ATTACHMENT D 
 

Model Language for Individual Benefit Statements 
(Satisfies requirement to include a statement of the importance of a well-balanced and diversified account 

including the risk of holding more than 20% of account in one investment) 

To help achieve long-term retirement security, you should give careful consideration to the benefits of a well-
balanced and diversified investment portfolio. Spreading your assets among different types of investments 
may help you achieve a favorable rate of return, while helping to minimize your overall risk of losing money. 
This is because market or other economic conditions that cause one category of assets, or one particular 
security, to perform very well often cause another asset category, or another particular security, to perform 
poorly. If you invest more than 20% of your retirement savings in any one company or industry, your savings 
may not be properly diversified. Although diversification is not a guarantee against loss, it is an effective 
strategy to help you manage investment risk. 

In deciding how to invest your retirement savings, you should take into account all of your assets, including 
any retirement savings outside of the Plan. No single approach is right for everyone because, among other 
factors, individuals have different financial goals, different time horizons for meeting their goals, and different 
tolerances for risk. 

It is also important to periodically review your investment portfolio, your investment objectives, and the 
investment options under the Plan to help ensure that your retirement savings will meet your retirement 
goals. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ATTACHMENT E 
 

Model General Notice Of COBRA Continuation Coverage Rights  
(For use by single-employer group health plans) 

 
** Continuation Coverage Rights Under COBRA** 

 
Introduction 
 
You are receiving this notice because you have recently become covered under a group health plan (the 
Plan).  This notice contains important information about your right to COBRA continuation coverage, which is 
a temporary extension of coverage under the Plan.  This notice generally explains COBRA continuation 
coverage, when it may become available to you and your family, and what you need to do to protect 
the right to receive it.   
 
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 
additional 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.   
 
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 [choose and enter appropriate information:  must pay or are not 
required to 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. 
 
 
 
 
 
 
 
 
 
 
 



ATTACHMENT E (continued) 
 

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, [add if Plan provides retiree health coverage:  
commencement of a proceeding in bankruptcy with respect to the employer,] 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 [or enter longer period permitted under the terms of the Plan] after the 
qualifying event occurs.  You must provide this notice to: [Enter name of appropriate party].  [Add 
description of any additional Plan procedures for this notice, including a description of any required 
information or documentation.] 
 
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  

[If the Plan provides retiree health coverage, add the following paragraph:] 

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be 

a qualifying event.  If a proceeding in bankruptcy is filed with respect to [enter name of 

employer sponsoring the plan], and that bankruptcy results in the loss of coverage of any 

retired employee covered under the Plan, the retired employee will become a qualified 

beneficiary with respect to the bankruptcy.  The retired employee’s spouse, surviving spouse, 

and dependent children will also become qualified beneficiaries if bankruptcy results in the 

loss of their coverage under the Plan. 

 



ATTACHMENT E (continued) 
 

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.  [Add 
description of any additional Plan procedures for this notice, including a description of any required 
information or documentation, the name of the appropriate party to whom notice must be sent, and the time 
period for giving notice.]  
 
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. 



ATTACHMENT E (continued) 
 
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 
 
[Enter name of group health plan and name (or position), address and phone number of party or parties from 
whom information about the plan and COBRA continuation coverage can be obtained on request.] 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

ATTACHMENT F 
 

Model COBRA Continuation Coverage Election Notice  
(For use by single-employer group health plans) 

 
[Enter date of notice] 
 
Dear: [Identify the qualified beneficiary(ies), by name or status] 
 
This notice contains important information about your right to continue your health care coverage in 
the [enter name of group health plan] (the Plan).  Please read the information contained in this notice very 
carefully.   
 
To elect COBRA continuation coverage, follow the instructions on the next page to complete the enclosed 
Election Form and submit it to us.   
 
If you do not elect COBRA continuation coverage, your coverage under the Plan will end on [enter date] due 
to [check appropriate box]: 
 
 � End of employment  � Reduction in hours of employment 
 � Death of employee   � Divorce or legal separation 
 � Entitlement to Medicare  � Loss of dependent child status 
   
Each person (“qualified beneficiary”) in the category(ies) checked below is entitled to elect COBRA 
continuation coverage, which will continue group health care coverage under the Plan for up to ___ months  
[enter 18 or 36, as appropriate and check appropriate box or boxes; names may be added]: 
 
 � Employee or former employee  
 � Spouse or former spouse  

� Dependent child(ren) covered under the Plan on the day before the event that caused  
the loss of coverage  

� Child who is losing coverage under the Plan because he or she is no  
longer a dependent under the Plan  

 
If elected, COBRA continuation coverage will begin on [enter date] and can last until [enter date].   
[Add, if appropriate:  You may elect any of the following options for COBRA continuation coverage: [list 
available coverage options].   
 
COBRA continuation coverage will cost: [enter amount each qualified beneficiary will be required to pay for 
each option per month of coverage and any other permitted coverage periods.]  You do not have to send any 
payment with the Election Form.  Important additional information about payment for COBRA continuation 
coverage is included in the pages following the Election Form. 
 
If you have any questions about this notice or your rights to COBRA continuation coverage, you should 
contact [enter name of party responsible for COBRA administration for the Plan, with telephone number and 
address]. 



ATTACHMENT F (continued) 
 
COBRA Continuation Coverage Election Form 

 

I (We) elect COBRA continuation coverage in the [enter name of plan] (the Plan) as indicated below: 
 
 Name Date of Birth Relationship to Employee SSN (or other identifier) 
 

a. _________________________________________________________________________ 

 [Add if appropriate:  Coverage option elected: _______________________________] 

b. _________________________________________________________________________ 

 [Add if appropriate:  Coverage option elected: _______________________________]  

c. _________________________________________________________________________ 

 [Add if appropriate:  Coverage option elected: _______________________________] 

 
_____________________________________          _____________________________ 
Signature      Date 
 
______________________________________ _____________________________ 
Print Name Relationship to individual(s) listed above 
 
______________________________________ 

______________________________________ 

______________________________________ ______________________________ 

Print Address      Telephone number 

Instructions:  To elect COBRA continuation coverage, complete this Election Form and return it to 

us.  Under federal law, you must have 60 days after the date of this notice to decide whether you want 

to elect COBRA continuation coverage under the Plan.   

 

Send completed Election Form to:  [Enter Name and Address] 

 

This Election Form must be completed and returned by mail [or describe other means of submission and 

due date].  If mailed, it must be post-marked no later than [enter date].   

 

If you do not submit a completed Election Form by the due date shown above, you will lose your right 

to elect COBRA continuation coverage.  If you reject COBRA continuation coverage before the due 

date, you may change your mind as long as you furnish a completed Election Form before the due date.  

However, if you change your mind after first rejecting COBRA continuation coverage, your COBRA 

continuation coverage will begin on the date you furnish the completed Election Form.   

 

Read the important information about your rights included in the pages after the Election Form. 



ATTACHMENT F (continued) 
 
Important Information About Your COBRA Continuation Coverage Rights 

 
What is continuation coverage?  
 
Federal law requires that most group health plans (including this Plan) give employees and their families the 
opportunity to continue their health care coverage when there is a “qualifying event” that would result in a 
loss of coverage under an employer’s plan.  Depending on the type of qualifying event, “qualified 
beneficiaries” can include the employee (or retired employee) covered under the group health plan, the 
covered employee’s spouse, and the dependent children of the covered employee. 
 
Continuation coverage is the same coverage that the Plan gives to other participants or beneficiaries under 
the Plan who are not receiving continuation coverage.  Each qualified beneficiary who elects continuation 
coverage will have the same rights under the Plan as other participants or beneficiaries covered under the 
Plan, including [add if applicable: open enrollment and] special enrollment rights.   
 
How long will continuation coverage last? 
 
In the case of a loss of coverage due to end of employment or reduction in hours of employment, coverage 
generally may be continued only for up to a total of 18 months.  In the case of losses of coverage due to an 
employee’s death, divorce or legal separation, the employee’s becoming entitled to Medicare benefits or a 
dependent child ceasing to be a dependent under the terms of the plan, coverage may be continued 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.  This notice shows the maximum period of 
continuation coverage available to the qualified beneficiaries. 
 
Continuation coverage will be terminated before the end of the maximum period if: 
 

• any required premium is not paid in full on time,  
• a qualified beneficiary becomes covered, after electing continuation coverage, under another group 

health plan that does not impose any pre-existing condition exclusion for a pre-existing condition of 
the qualified beneficiary,  

• a qualified beneficiary becomes entitled to Medicare benefits (under Part A, Part B, or both) after 
electing continuation coverage, or  

• the employer ceases to provide any group health plan for its employees.   
 

Continuation coverage may also be terminated for any reason the Plan would terminate coverage of a 
participant or beneficiary not receiving continuation coverage (such as fraud). 



ATTACHMENT F (continued) 
 
[If the maximum period shown on page 1 of this notice is less than 36 months, add the following three 
paragraphs:] 
 
How can you extend the length of COBRA continuation coverage? 

If you elect continuation coverage, an extension of the maximum period of coverage may be available if a 
qualified beneficiary is disabled or a second qualifying event occurs.  You must notify [enter name of party 
responsible for COBRA administration] of a disability or a second qualifying event in order to extend the 
period of continuation coverage.  Failure to provide notice of a disability or second qualifying event may 
affect the right to extend the period of continuation coverage. 
 
Disability 
 
An 11-month extension of coverage may be available if any of the qualified beneficiaries is determined by the 
Social Security Administration (SSA) to be disabled.  The disability has 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.  [Describe Plan provisions for requiring notice of disability determination, including 
time frames and procedures.]  Each qualified beneficiary who has elected continuation coverage will be 
entitled to the 11-month disability extension if one of them qualifies.  If the qualified beneficiary is determined 
by SSA to no longer be disabled, you must notify the Plan of that fact within 30 days after SSA’s 
determination. 
 
Second Qualifying Event 
 
An 18-month extension of coverage will be available to spouses and dependent children who elect 
continuation coverage if a second qualifying event occurs during the first 18 months of continuation 
coverage.  The maximum amount of continuation coverage available when a second qualifying event occurs 
is 36 months.  Such second qualifying events may include the death of a covered employee, divorce or 
separation from the covered employee, the covered employee’s becoming entitled to Medicare benefits 
(under Part A, Part B, or both), or a dependent child’s ceasing to be eligible for coverage as a dependent 
under the Plan.  These events can be a second qualifying event only if they would have caused the qualified 
beneficiary to lose coverage under the Plan if the first qualifying event had not occurred.  You must notify the 
Plan within 60 days after a second qualifying event occurs if you want to extend your continuation coverage. 
 
How can you elect COBRA continuation coverage? 
 
To elect continuation coverage, you must complete the Election Form and furnish it according to the 
directions on the form.  Each qualified beneficiary has a separate right to elect continuation coverage.  For 
example, the employee’s spouse may elect continuation coverage even if the employee does not.  
Continuation coverage may be elected for only one, several, or for all dependent children who are qualified 
beneficiaries.  A parent may elect to continue coverage on behalf of any dependent children.  The employee 
or the employee's spouse can elect continuation coverage on behalf of all of the qualified beneficiaries.   
 
In considering whether to elect continuation coverage, you should take into account that a failure to continue 
your group health coverage will affect your future rights under federal law.  First, you can lose the right to 
avoid having pre-existing condition exclusions applied to you by other group health plans if you have more 
than a 63-day gap in health coverage, and election of continuation coverage may help you not have such a 
gap.  Second, you will lose the guaranteed right to purchase individual health insurance policies that do not 
impose such pre-existing condition exclusions if you do not get continuation coverage for the maximum time 
available to you.  Finally, you should take into account that you have special enrollment rights under federal 
law.  You have the right to request special enrollment in another group health plan for which you are 
otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group 
health coverage ends because of the qualifying event listed above.  You will also have the same special 
enrollment right at the end of continuation coverage if you get continuation coverage for the maximum time 
available to you. 



ATTACHMENT F (continued) 
 

How much does COBRA continuation coverage cost? 
 
Generally, each qualified beneficiary may be required to pay the entire cost of continuation coverage.  The 
amount a qualified beneficiary may be required to pay may not exceed 102 percent (or, in the case of an 
extension of continuation coverage due to a disability, 150 percent) of the cost to the group health plan 
(including both employer and employee contributions) for coverage of a similarly situated plan participant or 
beneficiary who is not receiving continuation coverage.  The required payment for each continuation 
coverage period for each option is described in this notice. 
 
[If employees might be eligible for trade adjustment assistance, the following information may be added: The 
Trade Act of 2002 created a new tax credit for certain individuals who become eligible for trade adjustment 
assistance and for certain retired employees who are receiving pension payments from the Pension Benefit 
Guaranty Corporation (PBGC) (eligible individuals).  Under the new tax provisions, eligible individuals can 
either take a tax credit or get advance payment of 65% of premiums paid for qualified health insurance, 
including continuation coverage.  If you have questions about these new tax provisions, you may call the 
Health Coverage Tax Credit Customer Contact Center toll-free at 1-866-628-4282.  TTD/TTY callers may call 
toll-free at 1-866-626-4282.  More information about the Trade Act is also available at 
www.doleta.gov/tradeact/2002act_index.cfm. 
 
When and how must payment for COBRA continuation coverage be made? 
 
First payment for continuation coverage 
 
If you elect continuation coverage, you do not have to send any payment with the Election Form.  However, 
you must make your first payment for continuation coverage not later than 45 days after the date of your 
election.  (This is the date the Election Notice is post-marked, if mailed.)  If you do not make your first 
payment for continuation coverage in full not later than 45 days after the date of your election, you will lose 
all continuation coverage rights under the Plan.  You are responsible for making sure that the amount of your 
first payment is correct.  You may contact [enter appropriate contact information, e.g., the Plan Administrator 
or other party responsible for COBRA administration under the Plan] to confirm the correct amount of your 
first payment. 
 
Periodic payments for continuation coverage 
 
After you make your first payment for continuation coverage, you will be required to make periodic payments 
for each subsequent coverage period.  The amount due for each coverage period for each qualified 
beneficiary is shown in this notice.  The periodic payments can be made on a monthly basis.  Under the 
Plan, each of these periodic payments for continuation coverage is due on the [enter due day for each 
monthly payment] for that coverage period.  [If Plan offers other payment schedules, enter with appropriate 
dates:  You may instead make payments for continuation coverage for the following coverage periods, due 
on the following dates:].  If you make a periodic payment on or before the first day of the coverage period to 
which it applies, your coverage under the Plan will continue for that coverage period without any break.  The 
Plan [select one:  will or will not] send periodic notices of payments due for these coverage periods.   
 
Grace periods for periodic payments 
 
Although periodic payments are due on the dates shown above, you will be given a grace period of 30 days 
after the first day of the coverage period [or enter longer period permitted by Plan] to make each periodic 
payment.  Your continuation coverage will be provided for each coverage period as long as payment for that 
coverage period is made before the end of the grace period for that payment.  [If Plan suspends coverage 
during grace period for nonpayment, enter and modify as necessary:  However, if you pay a periodic 
payment later than the first day of the coverage period to which it applies, but before the end of the grace 
period for the coverage period, your coverage under the Plan will be suspended as of the first day of the 
coverage period and then retroactively reinstated (going back to the first day of the coverage period) when  
 



ATTACHMENT F (continued) 
 
the periodic payment is received.  This means that any claim you submit for benefits while your coverage is 
suspended may be denied and may have to be resubmitted once your coverage is reinstated.] 
 
If you fail to make a periodic payment before the end of the grace period for that coverage period, you will 
lose all rights to continuation coverage under the Plan. 
 
Your first payment and all periodic payments for continuation coverage should be sent to: 
 
[enter appropriate payment address] 
  
For more information 
 
This notice does not fully describe continuation coverage or other rights under the Plan.  More information 
about continuation coverage and your rights under the Plan is available in your summary plan description or 
from the Plan Administrator.   
 
If you have any questions concerning the information in this notice, your rights to coverage, or if you want a 
copy of your summary plan description, you should contact [enter name of party responsible for COBRA 
administration for the Plan, with telephone number and address]. 
 
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 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 and your family’s rights, you should keep the Plan Administrator informed of any 
changes in your address and the addresses of family members.  You should also keep a copy, for your 
records, of any notices you send to the Plan Administrator.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

ATTACHMENT G 
 

Model Language for Notice of Your Rights Under USERRA 
(Available in poster format at: http://www.dol.gov/vets/programs/userra/USERRA_Private.pdf) 

 
THE UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT  
 
USERRA protects the job rights of individuals who voluntarily or involuntarily leave employment positions to 
undertake military service or certain types of service in the National Disaster Medical System. USERRA also 
prohibits employers from discriminating against past and present members of the uniformed services, and 
applicants to the uniformed services.  
 
REEMPLOYMENT RIGHTS  
You have the right to be reemployed in your civilian job if you leave that job to perform service in the 
uniformed service and:  
 
• you ensure that your employer receives advance written or verbal notice of your service;  
• you have five years or less of cumulative service in the uniformed services while with that particular 
employer;  
• you return to work or apply for reemployment in a timely manner after conclusion of service; and  
• you have not been separated from service with a disqualifying discharge or under other than honorable 
conditions.  
 
If you are eligible to be reemployed, you must be restored to the job and benefits you would have attained if 
you had not been absent due to military service or, in some cases, a comparable job.  
 
RIGHT TO BE FREE FROM DISCRIMINATION AND RETALIATION  
If you:  
 
• are a past or present member of the uniformed service;  
• have applied for membership in the uniformed service; or  
• are obligated to serve in the uniformed service;  
 
then an employer may not deny you  
 
• initial employment;  
• reemployment;  
• retention in employment;  
• promotion; or  
• any benefit of employment.  
 
because of this status.   
 
In addition, an employer may not retaliate against anyone assisting in the enforcement of USERRA rights, 
including testifying or making a statement in connection with a proceeding under USERRA, even if that 
person has no service connection.  
 
HEALTH INSURANCE PROTECTION  
• If you leave your job to perform military service, you have the right to elect to continue your existing 
employer-based health plan coverage for you and your dependents for up to 24 months while in the military.  
 
 



ATTACHMENT G (continued) 
 
• Even if you don’t elect to continue coverage during your military service, you have the right to be reinstated 
in your employer’s health plan when you are reemployed, generally without any waiting periods or exclusions 
(e.g., pre-existing condition exclusions) except for service-connected illnesses or injuries.  
 
ENFORCEMENT  
The U.S. Department of Labor, Veterans’ Employment and Training Service (VETS) is authorized to 
investigate and resolve complaints of USERRA violations.  

 
For assistance in filing a complaint, or for any other information on USERRA, contact VETS at  
1-866-4-USA-DOL or visit its Web site at http://www.dol.gov/vets. An interactive online USERRA Advisor can 
be viewed at http://www.dol.gov/elaws/userra.htm.  
 
• If you file a complaint with VETS and VETS is unable to resolve it, you may request that your case be 
referred to the Department of Justice for representation.  
• You may also bypass the VETS process and bring a civil action against an employer for violations of 
USERRA.  

 
 
 
 
 
 
 
 
 



ATTACHMENT H 
 

Model General Notice of Pre-existing Condition Exclusion 

 
This plan imposes a pre-existing condition exclusion. This means that if you have a medical condition before 
coming to our plan, you might have to wait a certain period of time before the plan will provide coverage for 
that condition. This exclusion applies only to conditions for which medical advice, diagnosis, care, or 
treatment was recommended or received within a six-month period. Generally, this six-month period ends 
the day before your coverage becomes effective. However, if you were in a waiting period for coverage, the 
six-month period ends on the day before the waiting period begins. The preexisting condition exclusion does 
not apply to pregnancy nor to a child who is enrolled in the plan within 30 days after birth, adoption, or 
placement for adoption. 
 
This exclusion may last up to 12 months (18 months if you are a late enrollee) from your first day of 
coverage, or, if you were in a waiting period, from the first day of your waiting period. However, you can 
reduce the length of this exclusion period by the number of days of your prior "creditable coverage." Most 
prior health coverage is creditable coverage and can be used to reduce the preexisting condition exclusion if 
you have not experienced a break in coverage of at least 63 days. To reduce the 12-month (or 18-month) 
exclusion period by your creditable coverage, you should give us a copy of any certificates of creditable 
coverage you have. If you do not have a certificate, but you do have prior health coverage, we will help you 
obtain one from your prior plan or issuer. There are also other ways that you can show you have creditable 
coverage. Please contact us if you need help demonstrating creditable coverage. 
 
All questions about the pre-existing condition exclusion and creditable coverage should be directed to 
(Individual’s Name) at (Address) or (Telephone Number). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ATTACHMENT I 
 

Model Certificate of Creditable Coverage 
 

CERTIFICATE OF GROUP HEALTH PLAN COVERAGE 
 

* IMPORTANT - This certificate provides evidence of your prior health coverage. You may need to furnish 
this certificate if you become eligible under a group health plan that excludes coverage for certain medical 
conditions that you have before you enroll. This certificate may need to be provided if medical advice, 
diagnosis, care, or treatment was recommended or received for the condition within the 6-month period prior 
to your enrollment in the new plan. If you become covered under another group health plan, check with the 
plan administrator to see if you need to provide this certificate. You may also need this certificate to buy, for 
yourself or your family, an insurance policy that does not exclude coverage for medical conditions that are 
present before you enroll. 
 
1. Date of this certificate: 
 
2. Name of group health plan: 
 
3. Name of participant: 
 
4. Identification number of participant: 
 
5. Name of any dependents to whom this certificate applies: 
 
6. Name, address, and telephone number of plan administrator or issuer responsible for providing this 
certificate: 
 
7. For further information, call: 
 
8. If the individual(s) identified in line 3 and line 5 has at least 18 months of creditable coverage (disregarding 
periods of coverage before a 63-day break), check here ____ and skip lines 9 and 10. 
 
9. Date waiting period or affiliation period (if any) began: 
 
10. Date coverage began: 
 
11. Date coverage ended:________(or check if coverage is continuing as of the date of this certificate: 
_______). 
*Note: separate certificates will be furnished if information is not identical for the participant and each 
beneficiary. 
 
 
 
 
 



ATTACHMENT J 
 

Women’s Health and Cancer Rights Act of 1998 (WHCRA) Model Notice 
 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the 
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related 
benefits, coverage will be provided in a manner determined in consultation with the attending physician and 
the patient, for:  
 

• all stages of reconstruction of the breast on which the mastectomy was performed;  
• surgery and reconstruction of the other breast to produce a symmetrical appearance;  
• prostheses; and  
• treatment of physical complications of the mastectomy, including lymphedema.  

 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical 
and surgical benefits provided under this plan. Therefore, the following deductibles and coinsurance apply: 
[insert deductibles and coinsurance applicable to these benefits].  
 
If you would like more information on WHCRA benefits, call your Plan Administrator [insert phone number]. 



ATTACHMENT K 

Notice to Employees Regarding Employer Contributions to HSAs 

This notice explains how you may be eligible to receive contributions from [employer] if you are 
covered by a High Deductible Health Plan (HDHP). [Employer] provides contributions to the Health 
Savings Account (HSA) of each employee who is [insert employer’s eligibility requirements for HSA 
contributions] (“eligible employee”). If you are an eligible employee, you must do the following in 
order to receive an employer contribution:  

(1) establish an HSA on or before the last day in February of [insert year after the year for which the 
contribution is being made] and;  

(2) notify [insert name and contact information for appropriate person to be contacted] of your HSA 
account information on or before the last day in February of [insert year after year for which the 
contribution is being made]. [Specify the HSA account information that the employee must provide 
(e.g., account number, name and address of trustee or custodian, etc.) and the method by which the 
employee must provide this account information (e.g., in writing, on a certain form, etc.)].  

If you establish your HSA on or before the last day of February in [insert year after year for which the 
contribution is being made] and notify [employer] of your HSA account information, you will receive 
your HSA contributions, plus reasonable interest, for [insert year for which contribution is being 
made] by April 15 of [insert year after year for which contribution is being made].  

If, however, you do not establish your HSA or you do not notify us of your HSA account information 
by the deadline, then we are not required to make any contributions to your HSA for [insert 
applicable year]. You may notify us that you have established an HSA by sending an [e-mail or] a 
written notice to [insert name, title and, if applicable, e-mail address]. If you have any questions 
about this notice, you can contact [insert name and title] at [insert telephone number or other contact 
information].  

 



 
Attachment L 

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

Offer Free Or Low-Cost Health Coverage To Children And Families 
 
If you are eligible for health coverage from your employer, but are unable to afford the premiums, some 
States have premium assistance programs that can help pay for coverage.  These States use funds from 
their Medicaid or CHIP programs to help people who are eligible for employer-sponsored health coverage, 
but need assistance in paying their health premiums.  
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, you 
can contact your State Medicaid or CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, you can contact your State Medicaid or CHIP 
office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, you can 
ask the State if it has a program that might help you pay the premiums for an employer-sponsored plan.   
 
Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or 
CHIP, your employer’s health plan is required to permit you and your dependents to enroll in the plan – as 
long as you and your dependents are eligible, but not already enrolled in the employer’s plan.  This is called 
a “special enrollment” opportunity, and you must request coverage within 60 days of being determined 
eligible for premium assistance.   
 
 

 
If you live in one of the following States, you may be eligible for assistance paying your employer 
health plan premiums.  The following list of States is current as of January 22, 2010.  You should 
contact your State for further information on eligibility – 
 
 

ALABAMA – Medicaid CALIFORNIA – Medicaid 
 
Website: http://www.medicaid.alabama.gov 
 
Phone: 1-800-362-1504 
 

 
Website: http://www.dhcs.ca.gov/ Pages/ 
default.aspx 
 
Phone: 1-800-635-2570 

ALASKA – Medicaid COLORADO – Medicaid and CHIP 

 
Website: 
http://health.hss.state.ak.us/dpa/programs/medicaid/ 
 
Phone (Outside of Anchorage): 1-888-318-8890 
 
Phone (Anchorage): 907-269-6529 
 

ARIZONA – CHIP 
 
Website: 
http://www.azahcccs.gov/applicants/default.aspx 
 
Phone: 602-417-5422 
 

 
Medicaid Website: http://www.colorado.gov/ 
 
Medicaid Phone: 1-800-866-3513 
 
CHIP Website: http:// www.CHPplus.org 
 
CHIP Phone: 303-866-3243 

ARKANSAS – CHIP  FLORIDA – Medicaid 



 
Website: http://www.arkidsfirst.com/ 
 
Phone: 1-888-474-8275 

 
Website: 
http://www.fdhc.state.fl.us/Medicaid/index.shtml 
 
Phone: 1-866-762-2237 
 

GEORGIA – Medicaid MONTANA – Medicaid 
 
Website: http://dch.georgia.gov/  
 
    Click on Programs, then Medicaid 
 
Phone: 1-800-869-1150 

 
Website: 
http://medicaidprovider.hhs.mt.gov/clientpages/ 
clientindex.shtml 
 
Telephone: 1-800-694-3084 
 
 

IDAHO – Medicaid and CHIP NEBRASKA – Medicaid 
 
Medicaid Website: 
www.accesstohealthinsurance.idaho.gov 
 
Medicaid Phone: 208-334-5747 
 
CHIP Website: www.medicaid.idaho.gov 
 
CHIP Phone: 1-800-926-2588 

 
Website: http://www.dhhs.ne.gov/med/medindex.htm 
 
Phone: 1-877-255-3092 
 
 

INDIANA – Medicaid NEVADA – Medicaid and CHIP 
 
Website: http://www.in.gov/fssa/2408.htm 
 
Phone: 1-877-438-4479 
 

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

 
Medicaid Website:  http://dwss.nv.gov/ 
 
Medicaid Phone:  1-800-992-0900 
 
CHIP Website: http://www.nevadacheckup.nv.org/ 
 
CHIP Phone: 1-877-543-7669 
 
 
 

KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 
 
Website: https://www.khpa.ks.gov 
 
Phone: 1-800-635-2570 
 

 
Website: http://www.dhhs.state.nh.us/DHHS/ 
MEDICAIDPROGRAM/default.htm 
 
Phone: 1-800-852-3345 x 5254 

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

LOUISIANA – Medicaid 

 
Website: www.dhh.louisiana.gov/offices/?ID=92 
 
Phone: 1-888-342-0555 

 
Medicaid Website: 
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ 
 
Medicaid Phone: 1-800-356-1561 
 
CHIP Website: http://www.njfamilycare.org/index.html 
 
CHIP Phone: 1-800-701-0710 
 

MAINE – Medicaid NEW MEXICO – Medicaid and CHIP 



 
Website: http://www.maine.gov/dhhs/oms/ 
 
Phone: 1-800-321-5557 
 

MASSACHUSETTS – Medicaid and CHIP 
 
Medicaid & CHIP Website: 
http://www.mass.gov/MassHealth 
 
Medicaid & CHIP Phone: 1-800-462-1120 
 
 

 
Medicaid Website: 
http://www.hsd.state.nm.us/mad/index.html 
 
Medicaid Phone: 1-888-997-2583 
 
CHIP Website:  
http://www.hsd.state.nm.us/mad/index.html 
      Click on Insure New Mexico 
 
CHIP Phone: 1-888-997-2583 
 

MINNESOTA – Medicaid NEW YORK – Medicaid 
 
Website: http://www.dhs.state.mn.us/ 
 
    Click on Health Care, then Medical Assistance 
 
Phone: 800-657-3739 
 

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

MISSOURI – Medicaid NORTH CAROLINA – Medicaid 
 
Website: http://www.dss.mo.gov/mhd/index.htm 
 
Phone: 573-751-6944 
 
 

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

NORTH DAKOTA – Medicaid UTAH – Medicaid 

 
Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid/ 
 
Phone: 1-800-755-2604 
 

 
Website: http://health.utah.gov/medicaid/ 
 
Phone: 1-866-435-7414 

 

OKLAHOMA – Medicaid VERMONT– Medicaid 
 
Website: http://www.insureoklahoma.org 
 
Phone: 1-888-365-3742 
 

 
Website: http://ovha.vermont.gov/ 
 
Telephone: 1-800-250-8427 
 

OREGON – Medicaid and CHIP VIRGINIA – Medicaid and CHIP 
 
Medicaid Website: 
http://www.oregon.gov/DHS/healthplan/index.shtml 
 
Medicaid Phone: 1-800-359-9517 
 
CHIP Website: 
http://www.oregon.gov/DHS/healthplan/app_benefits/ 
ohp4u.shtml 
 
CHIP Phone: 1-800-359-9517 
 

 
Medicaid Website:  http://www.famis.org/ 
 
Medicaid Phone:  1-800-432-5924 
 
CHIP Website: http://www.famis.org/ 
 
CHIP Phone: 1-866-873-2647 
 

PENNSYLVANIA – Medicaid WASHINGTON – Medicaid 



 
Website: 
http://www.dpw.state.pa.us/partnersproviders/medicala
ssistance/doingbusiness/003670053.htm 
 
Phone: 1-800-644-7730 
 

 
 
Website:  http://ihrsa/sites/DCS/COB/default.aspx 
 
Phone:  1-800-562-6136 

 

RHODE ISLAND – Medicaid WEST VIRGINIA – Medicaid 
 
Website: www.dhs.ri.gov 
 
Phone: 401-462-5300 
 

 
Website:  http://www.wvrecovery.com/hipp.htm 
 
Phone:  304-342-1604 
 

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

 
Website: 
http://dhs.wisconsin.gov/medicaid/publications/p-
10095.htm 
 
Phone: 1-800-362-3002 
 

TEXAS – Medicaid WYOMING – Medicaid 
 
Website: https://www.gethipptexas.com/ 
 
Phone: 1-800-440-0493 

 
Website: 
http://www.health.wyo.gov/healthcarefin/index.html 
 
Telephone: 307-777-7531 
 

 
To see if any more States have added a premium assistance program since January 22, 2010, or for more 
information on special enrollment rights, you can contact either: 
 
U.S. Department of Labor  U.S. Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/ebsa  www.cms.hhs.gov                                            
1-866-444-EBSA (3272) 1-877-267-2323, Ext. 61565  
 
 
 
OMB Control Number 1210-0137 (expires 07/31/2010)  



 
 

Attachment M 
 

Grandfathered Status Notice 
 
To maintain status as a grandfathered health plan, a plan or health insurance coverage must include a 
statement, in any plan materials provided to a participant or beneficiary describing the benefits provided 
under the plan or health insurance coverage, that the plan or coverage believes it is a grandfathered health 
plan within the meaning of section 1251 of the Patient Protection and Affordable Care Act and must provide 
contact information for questions and complaints.  
 
The following model language can be used to satisfy this disclosure requirement: 
 
This [group health plan or health insurance issuer] believes this [plan or coverage] is a “grandfathered health 
plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act).  As permitted by the 
Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was 
already in effect when that law was enacted.  Being a grandfathered health plan means that your [plan or 
policy] may not include certain consumer protections of the Affordable Care Act that apply to other plans, for 
example, the requirement for the provision of preventive health services without any cost sharing.  However, 
grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, 
for example, the elimination of lifetime limits on benefits.   

 
Questions regarding which protections apply and which protections do not apply to a grandfathered health 
plan and what might cause a plan to change from grandfathered health plan status can be directed to the 
plan administrator at [insert contact information].  [For ERISA plans, insert: You may also contact the 
Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or 
www.dol.gov/ebsa/healthreform.  This website has a table summarizing which protections do and do not 
apply to grandfathered health plans.] [For individual market policies and nonfederal governmental plans, 

insert: You may also contact the U.S. Department of Health and Human Services at www.healthreform.gov.]   

 

This [group health plan or health insurance issuer] believes this [plan or coverage] is a 

“grandfathered health plan” under the Patient Protection and Affordable Care Act (the 

Affordable Care Act).  As permitted by the Affordable Care Act, a grandfathered health 

plan can preserve certain basic health coverage that was already in effect when that law 

was enacted.  Being a grandfathered health plan means that your [plan or policy] may not 

include certain consumer protections of the Affordable Care Act that apply to other plans, 

for example, the requirement for the provision of preventive health services without any 

cost sharing.  However, grandfathered health plans must comply with certain other 

consumer protections in the Affordable Care Act, for example, the elimination of lifetime 

limits on benefits.   

 

Questions regarding which protections apply and which protections do not apply to a 

grandfathered health plan and what might cause a plan to change from grandfathered 

health plan status can be directed to the plan administrator at [insert contact information].  

[For ERISA plans, insert: You may also contact the Employee Benefits Security 

Administration, U.S. Department of Labor at 1-866-444-3272 or 

www.dol.gov/ebsa/healthreform.  This website has a table summarizing which 

protections do and do not apply to grandfathered health plans.] [For individual market 

policies and nonfederal governmental plans, insert: You may also contact the U.S. 

Department of Health and Human Services at www.healthreform.gov.]   



 
 

Attachment N 
 

Model Language Notice Lifetime Limit No Longer Applies and Enrollment Opportunity 
 
Plans and issuers are required to give written notice that the lifetime limit on the dollar value of all benefits no 
longer applies and that an individual, if covered, is once again eligible for benefits under the plan.  
Additionally, if the individual is not enrolled in the plan or health insurance coverage, or if an enrolled 
individual is eligible for but not enrolled in any benefit package under the plan or health insurance coverage, 
then the plan or issuer must also give such an individual an opportunity to enroll that continues for at least 30 
days (including written notice of the opportunity to enroll).  The notices and enrollment opportunity must be 
provided beginning not later than the first day of the first plan year beginning on or after September 23, 2010.  
For individuals who enroll under this opportunity, coverage must take effect not later than the first day of the 
first plan year beginning on or after September 23, 2010. 
 
These notices may be provided to an employee on behalf of the employee’s dependent.  In addition, the 
notices may be included with other enrollment materials that a plan distributes to employees, provided the 
statement is prominent.  For either notice, if a notice satisfying the requirements is provided to an individual, 
the obligation to provide the notice with respect to that individual is satisfied for both the plan and the issuer.  
 
The following model language can be used to satisfy the notice requirement: 

 
The lifetime limit on the dollar value of benefits under [Insert name of group health plan or health insurance 
issuer] no longer applies.  Individuals whose coverage ended by reason of reaching a lifetime limit under the 
plan are eligible to enroll in the plan.  Individuals have 30 days from the date of this notice to request 
enrollment.  For more information contact the [insert plan administrator or issuer] at [insert contact 
information]. 
 

 
 

The lifetime limit on the dollar value of benefits under [Insert name of group health 

plan or health insurance issuer] no longer applies.  Individuals whose coverage 

ended by reason of reaching a lifetime limit under the plan are eligible to enroll in 

the plan.  Individuals have 30 days from the date of this notice to request enrollment.  

For more information contact the [insert plan administrator or issuer] at [insert 

contact information].   

 



 
Attachment O 

 
Model Language for Notice of Opportunity to Enroll  

in connection with Extension of Dependent Coverage to Age 26 
 
The interim final regulations extending dependent coverage to age 26 provide transitional relief for a child 
whose coverage ended, or who was denied coverage (or was not eligible for coverage) under a group health 
plan or health insurance coverage because, under the terms of the plan or coverage, the availability of 
dependent coverage of children ended before the attainment of age 26.  The regulations require a plan or 
issuer to give such a child an opportunity to enroll that continues for at least 30 days (including written notice 
of the opportunity to enroll), regardless of whether the plan or coverage offers an open enrollment period and 
regardless of when any open enrollment period might otherwise occur. This enrollment opportunity (including 
the written notice) must be provided not later than the first day of the first plan year beginning on or after 
September 23, 2010.  The notice may be included with other enrollment materials that a plan distributes, 
provided the statement is prominent.  Enrollment must be effective as of the first day of the first plan year 
beginning on or after September 23, 2010.   
 
The following model language can be used to satisfy the notice requirement: 
 
 



 
Attachment P 

 
Patient Protection Model Disclosure 

 
When applicable, it is important that individuals enrolled in a plan or health insurance coverage know of their 
rights to (1) choose a primary care provider or a pediatrician when a plan or issuer requires designation of a 
primary care physician; or (2) obtain obstetrical or gynecological care without prior authorization.  
Accordingly, the interim final regulations regarding patient protections under section 2719A of the Affordable 
Care Act require plans and issuers to provide notice to participants of these rights when applicable.  The 
notice must be provided whenever the plan or issuer provides a participant with a summary plan description 
or other similar description of benefits under the plan or health insurance coverage.  This notice must be 
provided no later than the first day of the first plan year beginning on or after September 23, 2010. 
 
The following model language can be used to satisfy the notice requirement: 
 
Individuals whose coverage ended, or who were denied coverage (or were not eligible for coverage), 
because the availability of dependent coverage of children ended before attainment of age 26 are eligible to 
enroll in [Insert name of group health plan or health insurance coverage].  Individuals may request enrollment 
for such children for 30 days from the date of notice.  Enrollment will be effective retroactively to [insert date 
that is the first day of the first plan year beginning on or after September 23, 2010.]  For more information 
contact the [insert plan administrator or issuer] at [insert contact information].   
 
For plans and issuers that require or allow for the designation of primary care providers by participants or 
beneficiaries, insert: 

 
[Name of group health plan or health insurance issuer] generally [requires/allows] the designation of 
a primary care provider.  You have the right to designate any primary care provider who participates 
in our network and who is available to accept you or your family members.  [If the plan or health 
insurance coverage designates a primary care provider automatically, insert: Until you make this 
designation, [name of group health plan or health insurance issuer] designates one for you.]  For 
information on how to select a primary care provider, and for a list of the participating primary care 
providers, contact the [plan administrator or issuer] at [insert contact information].   
 

For plans and issuers that require or allow for the designation of a primary care provider for a child, add:  
 

For children, you may designate a pediatrician as the primary care provider.   
 

For plans and issuers that provide coverage for obstetric or gynecological care and require the designation 
by a participant or beneficiary of a primary care provider, add: 
 

You do not need prior authorization from [name of group health plan or issuer] or from any other 
person (including a primary care provider) in order to obtain access to obstetrical or gynecological 
care from a health care professional in our network who specializes in obstetrics or gynecology.  The 
health care professional, however, may be required to comply with certain procedures, including 
obtaining prior authorization for certain services, following a pre-approved treatment plan, or 
procedures for making referrals.  For a list of participating health care professionals who specialize in 
obstetrics or gynecology, contact the [plan administrator or issuer] at [insert contact information]. 

 
 
 

For plans and issuers that require or allow for the designation of primary care providers by participants 

or beneficiaries, insert: 

 

[Name of group health plan or health insurance issuer] generally [requires/allows] the 

designation of a primary care provider.  You have the right to designate any primary care 

provider who participates in our network and who is available to accept you or your family 

members.  [If the plan or health insurance coverage designates a primary care provider 

automatically, insert: Until you make this designation, [name of group health plan or health 

insurance issuer] designates one for you.]  For information on how to select a primary care 

provider, and for a list of the participating primary care providers, contact the [plan 

administrator or issuer] at [insert contact information].   

 

For plans and issuers that require or allow for the designation of a primary care provider for a child, 

add:  

 

For children, you may designate a pediatrician as the primary care provider.   

 

For plans and issuers that provide coverage for obstetric or gynecological care and require the 

designation by a participant or beneficiary of a primary care provider, add: 

 

You do not need prior authorization from [name of group health plan or issuer] or from any 

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

gynecological care from a health care professional in our network who specializes in obstetrics 

or gynecology.  The health care professional, however, may be required to comply with certain 

procedures, including obtaining prior authorization for certain services, following a pre-

approved treatment plan, or procedures for making referrals.  For a list of participating health 

care professionals who specialize in obstetrics or gynecology, contact the [plan administrator or 

issuer] at [insert contact information]. 

 

 


