FOREWORD
Hirschfeld Steel Company, Inc. and Carolina Steel Corporation has elected to provide group medical benefits for employees on a self-funded basis.   Hirschfeld Steel / Carolina Steel Companies have selected Insurance Services of Lubbock as their claims Administrator due to their reputation for prompt and competent service.  Their address is:




Insurance Services of Lubbock




4601 66th Street, Suite C




Lubbock Texas 79414




1-800-840-2161
Hirschfeld Steel Company, Inc. and Carolina Steel Corporation Employee Welfare Benefit Plan (The Plan) pays a higher benefit level if the employee chooses a Network Provider.  Please review the Schedule of Benefits carefully to understand the differences in benefits between using Network Providers and Non-Network Providers.  The employee is strongly encouraged to utilize the Network Providers for services, as this will reduce the employee’s cost and the Plan's cost.

This booklet describes the main features of the employee’s benefits.  It is not meant to change or extend the coverage provided for in the Plan Document and should be used only as a general guide.  The entire legal document is available to the employee for review in the personnel office.  If discrepancies arise, the Plan Document will govern.  This booklet takes the place of any other issued to the employee on a prior date, which describes the Plan.  Hirschfeld Steel and Carolina Steel Companies Plan is formed under and governed by requirements established by the Employee Retirement Income and Security Act (ERISA) and is operated within these guidelines.

Changes for Plan Year 2004

1. Page 5, Dependent Coverage, Number 7, update to dependent age.

2. Page 8, Co-payment’s for Physician Services and Home Health Care Visits.

3. Page 15, Section-Large Case Management, pregnancy, ultrasound benefit update.

4. Page 17, Section-Non Emergency Procedure and Services Requiring Prior Approval, second and subsequent ultrasounds added.

5. Page 24, Number 34 - Diabetic Education benefits Co-pay update.

6. Page 24, Number 35 – Specialty Pharmaceuticals information added.

7. Page 28, Notice of Privacy Practices Added.

8. Page 41, Number 49 – Specific conditions are defined for Nervous Disorder.

9. Page 43, Number 69 – Specific conditions are defined for Serious Mental Illness.

10. Page 43, Number 71 – Specialty Pharmaceuticals defined.

11. Page 53, Claims and Appeals for Plan Benefits added.
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HOW THE EMPLOYEES CAN DO THEIR PART

The benefits for medical care described in this booklet have been designed to pay a large portion of the charges for a broad range of necessary health services, treatments and supplies and will give the employee substantial protection against the cost of serious Illnesses and Injuries.

The employee is highly encouraged to utilize the PPO Network for services, as this will reduce the employee’s costs and the Plan's costs.

When arranging hospital, medical and related services, discuss the charges that are to be made with the employee’s doctor, the hospital, and others who are to furnish treatment.  Generally, the employee’s doctor or hospital will be pleased to discuss the charges with the employee.  In fact, most medical societies encourage patients to talk over charges with their doctor in advance.

If the employee utilizes Non-Network Providers, the employee needs to ensure that the charges will not be more than the employee would pay if the employee was not covered, nor more than is generally charged in the employee’s area for similar services.  If the employee is in doubt as to the level of the charge, consult the Claims Administrator, Insurance Services of Lubbock.  Remember, the amount of any charges, which are in excess of the maximum allowable charges under the Plan, when utilizing Non-Network Providers are excluded under the Plan and will be the employee’s obligation to pay.  Also, make sure only necessary services are ordered.  In this way, the employee will be doing their part in keeping the Plan available for everyone, and at the same time, holding the employee’s own out-of-pocket expenses to a minimum.

ELIGIBILITY
All employees in continuous full-time active service working at least 32 hours per week as defined in the section entitled "DEFINITIONS," are eligible for coverage under the Plan. 

ELIGIBILITY DATE
Personal Coverage
All Employees become eligible for coverage after ninety (90) days of continuous full-time active service and if they apply for coverage, coverage will be effective the first day of the following month after they become eligible.

Dependent Coverage
Dependents will become eligible for the Dependent Coverage on the latest to occur of the following dates provided coverage is applied for:

1.
The date of the employee’s eligibility for Personal Coverage; or

2.
The first date upon which a Dependent is acquired.

Note: any charges for a newborn will only be covered if the child is added as a dependent within 31 days of birth.  The only exception is if an employee already has family coverage and the child is not added to the plan within 31 days of the birth (the plan will allow the child to be added at a later date, with the effective date being the date of birth).  In no event will any dependent child, as defined by the Plan, be covered as a Dependent of more than one Covered Employee.

OPEN ENROLLMENT

Hirschfeld Steel Company, Inc. and Carolina Steel Corporation Employee Welfare Benefit Plan (The Plan) has an open enrollment period of 30 days every year.  If an employee or dependent is not covered on the plan and they enroll for coverage within the open enrollment period, they will be considered timely enrollees with a limit of 12 months for pre-existing conditions.  Any prior credible coverage thru a prior plan that fits the guidelines of HIPAA will go towards or eliminate any pre-existing limitations.  The plan does not allow late enrollment.
Qualifying Event 

A “qualifying event” is when there is a childbirth or adoption, change in family status (marriage or divorce), or loss of other health insurance, for reasons that are non monetary.  If the employee or eligible dependents are not covered under the plan, and there is a “qualifying event,” the employee and/or eligible dependents can become covered under the plan, provided they apply for coverage within 30 days of the “qualifying event.”
EFFECTIVE DATES

Coverage must be requested on a form furnished by the Employer available through the Human Resources Department.

When so requested, such coverage will become effective as follows:

1.
On the 1st of the next month when an employee becomes eligible, provided the enrollment form is received by the Employer within 31 days of such date;

2.
If the employee requests coverage (a) more than 31 days after the date of eligibility, or (b) after the coverage was voluntarily terminated at the employee’s request, coverage will become effective January 1st of the following year.  The only exception would be if the employee has a “qualifying event.” 

CONDITIONS FOR COVERAGE

1.
Coverage of the employee’s natural child born after the effective date or a child of an Employee for whom the Employer has received a court order requiring that health coverage be provided will automatically be in effect from the (a) date of birth for the newborn child or (b) date the court order is received by the Employer, provided the new dependent is added to the plan.

2.
If the employee acquires a Dependent while the employee is covered for Dependent Coverage, coverage for the newly acquired Dependent will become effective on the date the Dependent is acquired, provided the employee makes application to the Employer within 31 days of the acquired date and makes any required contributions.

3.
Any reference in the Plan to an employee’s Dependent being covered means that the employee has Dependent Coverage, except as may be provided under 2., above.

4.
No Dependent Coverage will become effective unless the employee is, or simultaneously becomes, covered for Personal Coverage.

5.
If the employee specifically declines coverage, Personal or Dependent, and at later date the employee requests coverage hereunder, such coverage, Personal or Dependent, will become effective January 1st of the following year provided the employee applies for coverage during the open enrollment period, or immediately if there is a qualifying event.

6.
No person may be simultaneously covered under the Plan as both an Employee and a Dependent.

7. When both spouses are Covered Employees under this Plan without Dependent coverage and one spouse terminates active employment, the remaining Covered Employee may enroll for Dependent coverage within 31 days after the spouse's last day of active employment.  Dependent Coverage is effective immediately provided the employer receives an application to add the spouse as a dependent.  If the employee does not enroll the spouse within 31 days, coverage can only begin January 1stof the following year.  The only exception will be if there is a “qualifying event.”

8. If the employee is applying for coverage for a dependent (see definition of a dependent under “Plan Definitions”) and the dependent’s last name is not the same as the employee’s, the employee will be required to provide documentation supporting a family relationship.  The documentation may be in the form of a birth certificate, marriage certificate, court order, or other legal documentation.

WHEN COVERAGE ENDS
PERSONAL COVERAGE
The Personal Coverage of any Employee will terminate on the earliest to occur of the following dates:

1.
The date of termination of the Plan;

2.
The date the employee requests coverage be terminated, provided such request is made on or before such date;

3.
The last day of the last period for which the employee has made a contribution, in the event of  the employee’s failure to make, when due, any contribution for Personal Coverage to which the employee has agreed in writing;

4.
The date on which the employee ceases to be eligible for such coverage under the Plan;

5.
The date the Participating Employer ceases to be a Participating Employer under the Plan; or

6.
The date on which the termination of employment occurs.  However, the Plan holder, acting on a basis precluding individual selection, may consider any person who is disabled, laid-off, or on temporary leave of absence as still employed in the eligible classes until the Plan holder terminates the coverage of such person subject to the limitations of the Plan.  The employee may discuss with the Employer any rights the employee may have under the Plan.

Note:
If the employee is away from work due to a Leave of Absence, (LOA), Worker’s Compensation, Lost Time Accident, (LTA), or Family Medical Leave Act, (FMLA), the employee is still required to pay the employee’s portion of health insurance premium each week.  Failure of the employee to pay the employee’s health insurance premiums when due will result in termination of the employee’s coverage.
DEPENDENT COVERAGE
Dependent Coverage will terminate on the earliest to occur of the following dates:

1.
The date of termination of the Plan;

2.
Upon the discontinuance of Dependent Coverage under the Plan;

3.
When such Dependent becomes covered for Personal Coverage under the Plan;

4.
The date of termination of the employee’s Personal Coverage hereunder;

5.
The last day of the last period for which the employee has made a contribution, in the event of the employee’s failure to make, when due, any contribution for Dependent Coverage to which the employee has agreed in writing;

6. In the case of a child for whom coverage is being continued due to mental or physical inability to earn his/her own living, on the earliest to occur of:


a.
Cessation of such incapacity;


b.
Failure to furnish any required proof of the uninterrupted continuance of such incapacity or to submit to any required examination; or


c.
Upon no longer being dependent on you for his/her support.

7. On the date a Dependent child marries, or in the case of a child, other than a child for whom coverage is continued due to mental or physical inability to earn his/her own living and is totally dependent on the parent(s), the date on which the child attains the age of 19 years, or the age of 25 years in the case of a child who is a full-time student (documentation of full-time status is required to process a claim) and attending an accredited high school, junior college, college, university or licensed trade school; or

8. The date such person ceases to be a Dependent, as defined herein, except as may be provided for in 7 above.

Note:
In the event a court has ordered health insurance coverage for a dependent, usually a child, insurance would be put into effect or remain in effect regardless of the employee’s decision to initiate or terminate coverage.

CONTINUATION OF COVERAGE PROVISION (COBRA)

If Employee or any of Employee Covered Dependents' health coverage under the Plan terminates for any of the following "Qualifying Events," then Employee or Employee Covered Dependents may have the right to elect to continue coverage under the Plan.

QUALIFYING EVENTS:

1.
Employee death;

2.
Voluntary or involuntary termination of Employee employment EXCEPT for gross misconduct;

3.
Employee divorce;

4.
Eligibility of the Covered Employee for Medicare; or

5.
Employee child's marriage or reaching the "dependent child age limit" (or the "student age limit" or is between these ages and ceases to be a full-time student).

If such an event occurs, Employee or Employee Dependents should immediately contact the employee’s Employer to determine Employee rights.

Employee or Employee Covered Dependents will be sent notification of this continuation privilege if the qualifying event is death of the Employee or termination of the employee except for gross misconduct.  Employee or Employee Covered Dependents must complete the enrollment form, furnished by ISOL, and return it to ISOL within latter of last day of coverage or 60 days from the date the notification is received.  The first premium for such continuation of coverage must be paid to the Plan Holder within 45 days of the date of the election.

If the qualifying event is other than death of the Employee or termination of employment it is the Employee responsibility to notify the employer of the qualifying event.

If termination of coverage is due to termination of employment, coverage may be continued for 18 months.  If Employee were Totally Disabled on the date of the Qualifying Event, employee may be eligible for an additional 11 months of coverage.

If the termination of coverage is due to any other Qualifying Event, coverage may be continued for a maximum of 36 months.

Coverage may terminate earlier if:

1.
Employer ceases to provide coverage for any Employee;

2.
Employee or Employee Covered Dependents fail to make required contributions;

3.
Employee or Employee Covered Dependents become covered under another group plan which does not contain any exclusion or limitation with respect to any pre-existing condition; or

4.
Employee or Employee Covered Dependents become eligible for Medicare.

Employee should contact the Employer if the employee has any questions regarding employee Continuation of Coverage.
SCHEDULE OF BENEFITS FOR 

HIRSCHFELD STEEL CO. and CAROLINA STEEL CORP.

EMPLOYEE HEALTH PLAN

EFFECTIVE JANUARY 1, 2004
	Group Health Plan ‑ Schedule of Benefits

	
	
	
	

	Hirschfeld Steel and Carolina Steel

	Schedule of Benefits ‑ Year 2004

	
	
	
	

	
	HSC/CSC PPO Choice Plan

	Benefits
	Super In Network PPO

Payments Not Subject To Max Allowable
	In Network PPO

Payments Not Subject To Max Allowable
	Non PPO Network

Payments Subject to Max Allowable****

	
	

	
	

	Lifetime Maximum Benefits
	------------------- $2,000,000 -------------------


	
	
	
	

	Deductibles
	
	
	

	Individual
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ $500 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	Family
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ $1,500 Max/Family ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	Pre‑Certification Non Compliance Penalty
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑ $250+ADD 10% CO‑INS ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	
	
	
	

	Co‑Insurance / Out of Pocket
	
	
	

	Individual ‑ (After Deductible)
	90/10 To $12,000 then 100%
	85/15 To $8,000 then 100%
	65/35 To $8,000 then 100%

	Ind. - Out of Pocket Max After Deductible 
	$1,200
	$1,200
	$2,800**

	Family  ‑ (After Deductible)
	90/10 To $36,000
	85/15 To $24,000
	65/35 To $24,000

	Family - Out of Pocket Max After Deductible 
	$3,600
	$3,600
	$8,400**

	
	
	
	

	Co‑Ins. / Inpatient Hospital****** 
	
	
	

	Inpatient Hospitalization
	90/10*
	85/15*
	65/35*

	Pre ‑ Admission Testing
	90/10*
	85/15*
	65/35*

	
	
	
	

	Co‑Ins. / Co‑pay Outpatient Services******
	
	
	

	Emergency Room ‑ Facility Only
	$75 Co‑pay***
	$75 Co‑pay***
	$75 Co‑pay***

	MediCenter / Urgent Care Centers
	N/A
	$35 Co‑pay***
	$60 Co‑pay***

	Out‑Patient Surgery – Facility Only
	90/10*
	85/15*
	65/35*

	Radiotherapy, X‑ray & Lab – Facility Only
	90/10*
	85/15*
	65/35*


	Benefits
	Super In Network PPO

Payments Not Subject To Max Allowable
	In Network PPO

Payments Not Subject To Max Allowable
	Non PPO Network

Payments Subject to Max Allowable****

	Physician's Services *****
	
	
	

	Doctor's Visits ‑ Home or Office
	N/A
	$25 Co‑pay***
	65/35*

	The $25 Co-pay covers any eligible physician office visit charge.  Also the Plan allows, under the $25 Co-pay visit, additional eligible charges of up to $200 per day before charges fall to Covered Persons deductible and coinsurance, as long as the services provided were performed in the physicians office and billed by the physician office*****. 
	

	Doctor's Services ‑ other than Office Visit (Radiology, ER, Surgery, Anesthesia, etc.)
	N/A
	85/15*
	65/35*

	Preventive Care (Including Well‑Baby Care & Immunizations, physicals & eye exams.)
	Covered at 100% Up to $200 per person per calendar year

	Second Surgical opinion
	N/A
	100%
	100%

	Radiotherapy, X‑ray & Lab
	N/A
	85/15*
	65/35*

	
	
	
	

	Maternity Coverage
	
	
	

	Employee or Spouse
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ Treated as any other Illness ‑‑‑‑‑‑‑‑‑‑‑‑‑

	
	

	Home Health Care
	
	
	

	Home Health Care Visits
	N/A
	$25 Co-pay***
	65/35*

	Home Health Care Infusion Therapy
	N/A
	$25 Co‑pay***
	65/35*

	Home Health Care Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑ $10,000 / Yr. or 100 Visits ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	
	
	
	

	Prescription Drug - Card Retail
	
	
	

	Generic Drug
	N/A
	$5 Co-pay
	N/A

	Brand Name Drugs
	N/A
	50/50 co‑ins
	N/A

	Max Co-ins. paid by Covered Person per Rx
	N/A
	$200
	N/A

	Max Monthly Co-ins paid by Covered Person
	N/A
	$400
	N/A

	Supply Limits
	N/A
	30 Days
	N/A

	
	
	
	

	Prescription Drug ‑ Mail Order
	
	
	

	Generic Drug
	N/A
	$0
	N/A

	Brand Name Drugs
	N/A
	50/50 co‑ins
	N/A

	Max Co-ins. paid by Covered Person per Rx
	N/A
	$400
	N/A

	Max Monthly Co-ins paid by Covered Person
	N/A
	$800
	N/A

	Supply Limits
	N/A
	90 Days
	N/A


	Benefits
	Super In Network PPO

Payments Not Subject To Max Allowable
	In Network PPO

Payments Not Subject To Max Allowable
	Non PPO Network

Payments Subject to Max Allowable****

	Alcohol and Drug Abuse Conditions
	
	
	

	   Inpatient Co‑Insurance
	N/A
	80/20*
	60/40*

	   Outpatient - Co-Insurance


	N/A
	$50 per visit allowable for first 10 visits at 70%; $40 per visit allowable thereafter payable at 70%*.  Maximum Benefit of $2,000 per year or 45 visits per year.
	$40 per visit allowable at 50%*.   

Maximum Benefit of $2,000 per year or 45 visits per year

	   Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ $10,000 Lifetime Benefit ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

$5,000 per Year



	
	
	
	

	Serious Mental or Nervous Disorder
	
	
	

	Inpatient:
	
	
	

	   Co‑insurance
	N/A
	80/20*
	60/40*

	   Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑ 10 Days Lifetime benefit ‑‑‑‑‑‑‑‑‑‑‑‑‑

	Outpatient:
	
	
	

	   Co‑Insurance
	N/A
	70/30* up to $50 per Visit
	50/50* up to $40 per Visit


	   Limits
	45 Visits per year with 104 visits Lifetime benefit

	
	
	
	

	Skilled Nursing Facility
	
	
	

	Co‑Insurance
	N/A
	80/20*
	60/40*

	Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑ 90 Days per year ‑‑‑‑‑‑‑‑‑‑‑‑‑

	
	
	
	

	Hospice Care
	
	
	

	Co‑Insurance
	N/A
	80/20*
	60/40*

	Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑ $20,000 / Yr. or 180 Days ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	
	
	
	

	Chiropractic Care
	
	
	

	Co‑Insurance
	N/A
	60/40*
	50/50*

	Limits
	$500 maximum benefit per calendar year

	
	
	
	


	Ambulance Service
	Paid at 80% of charges, up to a maximum covered expense of $750 per trip

Professional licensed ambulance service, ground, for non emergency transfers, paid at 80% of charges, in or out of network, up to a maximum covered expense of $250 per trip.

	Benefits
	Super In Network PPO

Payments Not Subject To Max Allowable
	In Network PPO

Payments Not Subject To Max Allowable
	Non PPO Network

Payments Subject to Max Allowable****

	Temporomandibular Joint Syndrome
	
	
	

	Co‑Insurance
	N/A
	80/20*
	60/40*

	Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑ $1,000 Lifetime Benefit ‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	
	
	
	

	Durable Medical Equipment
	
	
	

	Co‑Insurance
	N/A
	80/20*
	60/40*

	Limits
	‑‑‑‑‑‑‑‑‑‑‑‑‑‑ $10,000 Lifetime Benefit ‑‑‑‑‑‑‑‑‑‑‑‑‑‑

	Footnotes:
* All Claims Subject to Deductible.

** If the employee receives Treatment from a Non PPO Provider the Covered Person’s out of pocket may exceed the scheduled amount because the provider may be charging above Plan Maximum Allowable.

*** Co‑payments  - Do Not go towards satisfying deductibles or co‑insurance limits.

**** Payments Subject To Max Allowable Out of Network ‑ The Covered Person will be Responsible for Charges over this amount unless the Covered Person’s health care provider will accept the max allowable as payment in full.

***** Any form of surgical procedure done at the doctor office has a maximum benefit of $200 for the procedure, and any excess charges are subject to deductible and coinsurance

****** If the Covered Person received treatment or services from an out of network provider the claim will be paid out of network unless it is determined to be a true Emergency.  If the claim is a true Emergency the claim will be processed as an out of area benefit with 20% coinsurance paid by the member.  The plan administrator may elect to pay the claim out of area based on the Emergency care received.

	

	Waiting period to be eligible for benefits is 90 days continuous full time employment and then benefits become effective the 1st of the next month

	

	1.  Super In Network Provider  The employee receives the best benefits by using a Super In Network Provider where available.  Only Super In Network Provider is Duke Medical Center.

2.  By using all other Hirschfeld Steel and Carolina Steel PPO providers the employee receives the next best benefits without being subject to provider charges over Plan Max Allowable.  Please see the employee’s network provider books to see who participates in the Hirschfeld Steel and Carolina Steel PPO networks.

3. Using NON‑PPO NETWORK PROVIDERS the employee receives a lessor benefit than utilizing a PPO Network provider ‑ and the employee is subject to provider Charges over the Plan Max Allowable Charges.  (Example:  Provider Charges $20,000 & Maximum Allowable Charges for this procedure is $18,000. The employee pays the $500 Deductible Plus 35% of first $8,000 of allowable charges after deductible or $2,800 Plus $2,000 over Maximum Allowable or a Total cost to the employee of $5,300.  If the employee had this procedure performed by a PPO provider the maximum payment would be the $500 deductible and $1,200 co‑insurance or $1,700 or a difference of $3,600)

	Utilization Review and Pre-Certification is a part of the Hirschfeld Steel and Carolina Steel Employee Health Plans


 SPECIAL CONDITIONS
$25 DOCTOR’S OFFICE CO-PAY.  The $25 Co-pay covers any physician office visit charge that is an eligible charge.   Also the Plan allows, under the $25 Co-pay visit, additional eligible charges of up to $200 per day before charges fall to Covered Persons deductible and coinsurance, as long as the services provided were performed in the physicians office and billed by the physician office*****. 

ALCOHOL AND DRUG ABUSE CONDITIONS.  Benefits are payable under the Plan for treatment of Alcohol and Drug Abuse Conditions as specified in the "SCHEDULE OF BENEFITS," and subject to the following:

These provisions concerning Alcohol and Drug Abuse Conditions will apply only upon the diagnosis or recommendation of a Physician and only to expenses for treatment recognized by the medical profession as appropriate methods for the effective treatment of an Alcohol or Drug Abuse Condition.  In addition, all services and supplies must be furnished by a Substance Abuse Facility or a Physician, except benefits will be provided for medical management of acute life-threatening intoxication (detoxification) in a Hospital.

"Effective Treatment of an Alcohol or Drug Abuse Condition" means a program of alcoholism or drug dependency therapy that meets all of the following tests:

1.
It is prescribed and supervised by a Physician;

2.
Physician, or group therapy under a Physician's direction, at least once per month; and

3.
It includes meetings of organizations devoted to the therapeutic treatment of alcoholism or drug dependency and the Physician certifies that a follow-up program has been established which includes therapy at least twice per month.

Treatment solely for detoxification or primarily for maintenance care is not considered effective treatment.  Detoxification is care aimed primarily at overcoming the after effects of a specific drinking or drug episode.  Maintenance care consists of providing an environment without access to alcohol or drugs.

If all of the foregoing conditions are met, benefits are payable for treatment of an Alcohol or Drug Abuse Condition as follows:

1.
If a Covered Person is confined as inpatient in a Hospital or a Substance Abuse Facility for treatment of an Alcohol or Drug Abuse Condition, Covered Expenses incurred during any such Hospital Admission will be payable as follows:


a.
Payable at 80% for in network providers;


b.
Payable at 60% for out of network providers;


c.
Subject to a Calendar Year Maximum Benefit of $5,000; and

d.
Subject to a Maximum Lifetime Benefit of $10,000 for all inpatient and outpatient treatment combined.

2.
If a Covered Person is not confined in a Hospital or a Substance Abuse Facility, charges for the outpatient treatment of an Alcohol or Drug Abuse Condition, will be payable as follows:

a.
If network Providers: $50 per visit allowable for first 10 visits at 70%; $40 per visit allowable thereafter payable at 70%;


b.
If out of network providers: $40 per visit payable at 50%;


c.
Subject to a Calendar Year Maximum Benefit of $2,000 or 45 visits per year; and

d.
Subject to a Maximum Lifetime Benefit of $10,000 for all inpatient and outpatient treatment combined.

The benefits specified for outpatient treatment include outpatient hospital expenses provided for a diagnosis of Alcohol or Drug Abuse.

Covered Expenses incurred for inpatient or outpatient treatment center for Alcohol or Drug Abuse Condition will not be applied to the Co-Insurance Limit of the Plan.  The specified maximums for all such treatment of Alcohol or Drug Abuse Conditions will include any benefits payable for the treatment of Mental/Nervous Disorders.

CHIROPRACTIC CARE.  Benefits are payable under the Plan for chiropractic treatment rendered by a licensed Chiropractor (D.C.), as follows:

1.
In network payable at 60%;

2.
Out of network payable at 50%; and

3.
Subject to a Maximum Benefit of $500 per Calendar Year.

This includes all related exams, x-rays, modalities, manipulations and any other treatment.  Covered Expenses incurred for Chiropractic Care will not be used to satisfy the Co-Insurance Limit of the Plan.  

HOME HEALTH CARE.  Benefits are payable under the Plan for Home Health Care as specified in the "SCHEDULE OF BENEFITS."  If the Physician certifies the need for such care and establishes a course of treatment, the following necessary services requiring skilled nursing are covered:

1.
Part-time or intermittent nursing care by a Registered Nurse (RN), Licensed Vocational Nurse (LVN), or Licensed Practical Nurse (LPN);

2.
Part-time or intermittent home health aide services consisting primarily of caring for the patient;

3.
Physical, occupational, speech and respiratory therapy provided by licensed therapists; and

4.
Supplies and equipment routinely provided by the Home Health Care Agency.

Benefits will not be provided for Home Health Care services for:

1.
Food or home delivered meals;

2.
Social casework or homemaker services;


3.
Services rendered primarily for custodial care; or

4.
Transportation services.

The maximum amount and the maximum number of visits payable for Home Health Care are shown in the "SCHEDULE OF BENEFITS."

Home Health Care expenses are subject to the Pre-Certification Treatment Plan requirements described later in this section.  If a Covered Person fails to obtain pre-certification of benefits, any applicable penalties for non-compliance with the Pre-Certification Treatment Plan may be imposed.

HOME INFUSION THERAPY.  Benefits are payable under the Plan as specified in the "SCHEDULE OF BENEFITS," under Home Health care Benefits.  If the physician certifies the Medical Necessity for such therapy, the following necessary services and supplies will be covered:

1.
Prescription drugs and IV solutions;

2.
Pharmacy compounding and dispensing services;

3.
Equipment and ancillary supplies necessitated by the defined therapy;

4.
Delivery services;

5.
Patient and family education; and

6.
Nursing services.

Home Infusion Therapy expenses are subject to the Pre-Authorization Treatment Plan requirements described later in this section.  If a Covered Person fails to obtain pre-authorization of benefits, any applicable penalties for non-compliance with the Pre-Authorization Treatment Plan may be imposed.

HOSPICE CARE.  Benefits are payable under the Plan for Hospice Care as specified in the "SCHEDULE OF BENEFITS."  If Hospice Care is furnished on an inpatient basis at a Hospice Facility, or in the patient's home, and the attending Physician has certified that the patient is terminally ill with six months or less to live, the following necessary services and supplies are covered:

1.
Room and board, and all routine services, supplies and equipment provided by the Hospice Facility;

2.
All usual nursing care by a Registered Nurse (R.N.) a Licensed Vocational Nurse (LVN) or a Licensed Practical Nurse (L.P.N.);

3.
Part-time or intermittent home health aide services that consist primarily of caring for the patient;

4.
Physical, speech and respiratory therapy services provided by licensed therapists; and

5.
Homemaker and counseling services routinely provided by the Hospice.

Hospice Care is subject to the Pre-Certification Treatment Plan requirements described later in this section.  If a Covered Person fails to obtain pre-certification of benefits, any applicable penalties for non-compliance with the Pre-Certification Treatment Plan may be imposed.

MAMMOGRAPHY SCREENING.  Benefits for screening by low dose mammography for the presence of occult breast cancer will be provided for a woman who is 35 years of age or older.  Screening Mammograms are covered under the WELLNESS allowance and are limited to one a year.

SERIOUS MENTAL/NERVOUS DISORDERS.  Benefits are payable under the Plan for treatment of Serious Mental/Nervous Disorders as follows:

1.
If a Covered Person is confined as an inpatient in a Hospital, Psychiatric Day Treatment Facility, or a Mental Health Facility for treatment of Serious Mental/Nervous Disorders and meets the classified defined illnesses, Covered Expenses incurred during such Hospital Admission will be payable as follows:


a.
In Network: payable at 80%;


b.
Out of Network: Payable at 60%;


c.
Subject to a Calendar Year Maximum Benefit described in the “Schedule of Benefits,”

subject to a Maximum Lifetime Benefit described in the “Schedule of Benefits” for all inpatient and outpatient treatment combined.

2.
If a Covered Person is not confined in a Hospital or Mental Health Facility, Covered Expenses for the outpatient treatment of Serious Mental/Nervous Disorders will be payable as described in the “Schedule of Benefits.”

The benefits specified for outpatient treatment include outpatient hospital expenses provided for a psychiatric diagnosis.

Covered Expenses incurred for outpatient treatment of Serious Mental/Nervous Disorders will not be applied to the Co-Insurance Limit of the Plan.  The specified maximums for all such treatment of Serious Mental/Nervous Disorders will include any benefits payable for the treatment of Alcohol and Drug Abuse Conditions.  Benefits subject to pre-authorization by CHA

NEWBORN CARE.  Charges for the routine nursery and pediatric care of a newborn child are covered in a Hospital, but only while the mother is confined.  All such newborn care shall include circumcision.  Well-baby nursery charges for a newborn shall be paid as a part of the covered mother's claim.  Routine pediatric well-baby care after a newborn child is discharged from the Hospital will not be a Covered Expense except as provided through the wellness benefit, and only if child is added as a dependent within 31 days from birth.

OUT OF AREA EMERGENCY.  If a Covered Person receives treatment or services from an out of network provider the claim will be paid as an out of network claim.  If the Covered Person believes the medical care received was a true emergency as defined, they may appeal the claim and an independent party will review it.  If it is determined that is was a true emergency the claim will be reprocessed as and out of area benefit with an 80% allowable paid by the Plan.  The original claim may be paid as out of area based on the emergency care information received by the TPA.

PRE-CERTIFICATION TREATMENT PLAN.  A Covered Person is required to obtain pre-certification of benefits for:

1.
All inpatient Hospital Admission;

2.
All inpatient or outpatient surgical operations;

3.
All Skilled Nursing Facility Confinements;

4.
All Home Health Care;

5.
All Hospice Care; and

6.
All Home Infusion Therapy.

If pre-certification of medical services is not obtained, all related Covered Expenses will become subject to the Pre-Certification treatment Deductible of $250 plus a 10% co-insurance penalty.

Pre-Certification of Benefits establishes in advance that services are Medically Necessary.   Please see the "MEDICAL DEFINITIONS" section of this booklet for a complete explanation of "Medical Necessity."  The Plan holder will not be obligated to pay for any expense, whether or not a Covered Expense, which is determined to be not Medically Necessary.  Pre-Certification ensures that the pre-certified care will not be denied on the basis of Medical Necessity.  However, pre-certification does not guarantee payment of a claim.  Any benefits payable under the Plan will continue to be subject to other contractual requirements such as Pre-Existing Conditions, limitations and eligibility of the Covered Person at the time services are rendered.

Inpatient Certification
Using the Plan wisely affords the maximum amount of benefits available.  For inpatient Hospital Admissions, the Covered Person, or the Covered Person's Physician must notify the Pre-Certification Services Company, by calling the appropriate telephone number shown on the Employee Identification Card, prior to each Hospital Admission.  In case of a medical emergency, the Pre-Certification Services Company must be notified within 48 hours of the admission or as soon thereafter as reasonably possible.

Pre-certification of a Hospital Admission does not guarantee payment of a claim but does ensure that payment for the covered inpatient charges for the approved length-of-stay will not be denied on the basis of Medical Necessity.

Second Surgical Opinion

The Pre-Certification Services Company may require a Covered Person to obtain a Second Surgical Opinion before the Hospital Admission can be certified.  If so, the guidelines for obtaining a Second Surgical Opinion described later in this section must be followed.  The Pre-Certification Services Company must be notified when a required Second Surgical Opinion has been obtained in order to complete the pre-certification of benefits request.

Length-of-Stay and Discharge Planning
At the time notification of a Hospital Admission is received, a length-of-stay will be assigned for the admission, provided it is determined to be a Medically Necessary Hospital Admission.  The assigned length-of-stay will be based on the diagnosis and facts as presented by the attending Physician.  If during the subsequent Hospital Admission, a longer length-of-stay is anticipated, the Physician must notify the Pre-Certification Services Company to obtain approval for any additional Medically Necessary days of confinement.  If a Covered Person remains in the hospital beyond the number of days determined to be Medically Necessary by the Pre-Certification Services Company, the charges for the days determined to be not Medically Necessary will not be covered under the Plan. 

During the Hospital Admission, a case coordinator will monitor the admission and work with the Hospital discharge planner to make sure that benefits are administered appropriately for any Medically Necessary follow-up care.  For example, if the Covered Person no longer needs inpatient Hospital care, the discharge planning process may help make arrangements for alternate care.

Required Extended Care Pre-Certification
Pre-Certification of benefits also applies to services for any Extended Care, which includes the services of a Skilled Nursing Facility, a Hospice, or a Home Health Care Agency.  In order for Extended Care benefits to be provided, Pre-certification must be obtained by having the attending Physician submit a treatment plan on a Pre-Certification Review Form.  If Extended Care is to follow a Hospital Admission as discussed previously, the discharge planning process will assist the Pre-certification process.

The Pre-Certification Review Form must be completed (1) before the start of Extended Care; (2) every 30 days for recertification of Extended Care; or (3) when the treatment plan is altered.  If the Extended Care is to begin in less than one week, the attending Physician should call the Pre-Certification Department at the appropriate telephone number shown on the Employee Identification Card.

Information will be reviewed by the Pre-Certification Department prior to the start of Extended Care.  A certification letter will be sent to both the Covered Person, and the provider of service indicating benefit approval or denial of services requested.  Certification will be made by telephone to the provider of service if Extended Care is scheduled to begin with 72 hours after approval or denial of services.  No payment will be made for charges incurred when the corresponding treatment plan has been previously denied based on the information submitted.

Large Case Management

As an extension of discharge planning, the Plan provides the flexibility to allow exceptions to the contractual provisions of the Employee or Dependent Coverage in certain cases of catastrophic illness or injury.  Such decisions will only be made after establishing the cost effectiveness of Medically Necessary services, and with the understanding and agreement of the Covered Person, and the attending Physician.  The case coordinator in appropriate situations will initiate this type of catastrophic large case management.

PRE-EXISTING CONDITIONS.  The plan provides benefits up to a maximum payment of $1,000 during the first 12 months of coverage under the Plan for treatment of a Pre-Existing Condition.  Treatment of a Pre-Existing Condition shall include any Illness or Injury, for which:   

1.
Medical expenses were incurred;

2.
Medical treatment was recommended;

3.
Medical treatment was received;

4.
Drugs were prescribed; or

5.
A Physician was consulted during the 3-month period immediately prior to the full time hire date of the employee.

This limitation will cease to apply if a Covered Person completes 3 consecutive months of coverage under the Plan during which no treatment is received, or after any Covered Person has completed 12 consecutive months of full-time employment.  Any time accumulated toward satisfaction of the Pre-Existing Condition limitation under the prior Hirschfeld Steel Co., Inc / Carolina Steel Co., Inc. Employee Benefit Plan will be counted toward the satisfaction of the Pre-Existing Condition limitation of this Plan.  Any prior credible coverage that fit the guidelines of HIPAA will reduce or eliminate any pre-existing limitations.  Any charges for pregnancy will not be considered a Pre-Existing Condition.

PREGNANCY.  Charges in connection with pregnancy, childbirth, miscarriage or non-elective abortion are covered under the Plan for Employees and Dependent spouses on the same basis as any other illness.  The plan will provide benefits for one ultrasound or sonogram during pregnancy, subsequent ultrasounds or sonogram’s require prior approval, see section non-emergency procedures and services requiring approval.  Pregnancy-related charges are not covered for dependent daughters.

PRESCRIPTION DRUG CARD PROGRAM.  Out-of Hospital Prescription Drugs must be purchased from a licensed pharmacist with the Prescription Drug Card furnished to a Covered Person as part of the Plan.  The Prescription Drug Card Program is designed with a co-insurance component of 50% paid by the Covered Person for either a brand name prescription or a “generic” prescription allowing the Covered Person to shop for the best price. The max co-insurance paid by a Covered Person for any one prescription is $200 and the Max Monthly co-insurance paid by a Covered Person is $400.  Prescriptions purchased using the Prescription Drug Card may not exceed a 30-day supply, but may be refilled as necessary each 30 days by the Covered Person.   For non-use of the Rx card, there will be no benefit unless prior approval is obtained and each such prescription will be submitted to Insurance Services of Lubbock and subject to deductible and payable at 50%.

PRESCRIPTION MAIL ORDER PROGRAM.  Maintenance Prescriptions are medications prescribed for long-term or chronic conditions such as high blood pressure, arthritis, ulcers, etc.  A Maintenance Prescription may be filled over a 30-day supply, but limited to a 90-day supply.    Forms for ordering mail order prescription drugs are available through the Employer.  The max co-insurance paid by a Covered Person for any one mail order prescription is $400 and the Max Monthly co-insurance for mail order prescriptions is $800.

PSYCHIATRIC DAY TREATMENT FACILITY.  Charges for a Psychiatric Day Treatment Facility are covered the same as for inpatient treatment of Mental/Nervous Disorders, subject to the same benefits as specified in the "SCHEDULE OF BENEFITS" and under this section entitled "SPECIAL CONDITIONS."  If the following conditions are met, benefits will be payable for a Psychiatric Day Treatment Facility:

1.
A Physician who is certified in Psychiatry by the American Board of Psychiatry and Neurology must certify that the Psychiatric Day Treatment Facility services are being provided in lieu of a Hospital Admission; and

2.
The Psychiatric Day Treatment Facility is accredited by the Program for Psychiatric Facilities, or its successor, of the Joint Commission on Accreditation of Hospitals.

SECOND SURGICAL OPINION.  As part of the Pre-Authorization Treatment Plan, a Covered Person may be required to obtain a second or third surgical opinion whenever surgery is proposed.  The cost of obtaining the opinion of a surgeon, who is not the Physician scheduled to perform the surgery or the Physician who originally recommended the surgery, including any required outpatient tests to confirm that the surgery is Medically Necessary, will be considered a Covered Expense and will be payable at 100% of the charges incurred, without the application of any deductible, provided the following conditions are met:

1.
Each opinion is provided by a Physician who is currently qualified to perform the surgery in question;

2.
Each Physician rendering an opinion is in practice independent of any other Physician providing an opinion;

3.
No reimbursement is sought for redundant tests or x-rays; and

4.
No charges are submitted for Hospital Admission to obtain a surgical opinion.

If all of the foregoing conditions are not met, the Plan will not pay for the second or third surgical opinions.  In those cases where a second opinion is required, Community Health Alliance, Piedmont Network, or SOUTHCARE will select a physician identified as suitable to provide an independent surgical opinion.  The physician chosen to render the second opinion should be credentialed in the same specialty as the physician rendering the initial recommendation and shall be engaged solely for the purpose of providing an impartial recommendation.

If the first and second opinion conflict, payment will be made, for reasonable charges, for a third opinion.  If the first two opinions agree, subsequent opinions are covered subject to the regular Annual Cash Deductible and Co-Insurance provisions of the Plan.  

To be covered for this benefit, the second or third surgical opinion must have been recommended by the Pre-Certification Services Company and must be obtained within 90 days of the original opinion.  The Pre-Certification Services Company must be notified after any such recommended second or third opinion has been obtained in order to complete pre-certification of benefits.

When a Covered Person does not secure a recommended Second Surgical Opinion, or fails to notify the Pre-Certification Services Company when such a second or third opinion has been obtained, any applicable penalties of the Pre-Certification Treatment Plan may be imposed.

NON-EMERGENCY PROCEDURE AND SERVICES

REQUIRING PRIOR APPROVAL

Referral for some elective surgeries, testing and procedures require prior authorization from Community Health Alliance, Piedmont Network or SOUTHCARE Utilization Review Services Companies.  If prior authorization is not obtained, all related Covered Expenses will become subject to an additional Deductible of $250 plus a 10% co-insurance penalty.

The following list of procedures and services provides a guide for those referrals requiring prior authorization by Community Health Alliance for Texas Employees, Piedmont for Lynchburg, Virginia Employees and SOUTHCARE for North Carolina, Alabama and Abingdon, Virginia Employees.



Out-of Network referrals



Non-emergency inpatient admissions



Non-emergency ambulance services



Cardiac Catheterization



RAST Testing



Elective Surgery



Hyperbaric Oxygen therapy



Rehabilitative therapy



Amniocentesis



Electonystagmongraphy



Magnetic Resonance Imaging



Second or Subsequent Ultrasound/Sonogram – Related to Pregnancy



Ultra violet light therapy



Laser Therapy



Cryosurgery



Mental Health Evaluation/Treatment



Attention Deficit Disorder



Physical Therapy



Speech Therapy



Occupational Therapy



Substance Abuse Evaluation/Treatment



Temporomandibular Joint Disorders - TMJ



Other specific diagnostic procedures and tests which are frequently utilized

Hirschfeld Steel Employees Except Lynchburg
Hirschfeld Steel Employees Lynchburg, Va

CHA UTILIZATION REVIEW



PIEDMONT UTILIZATION REVIEW

PRE-APPROVAL




PRE-APPROVAL

1-800-725-9511





1-800-400-7247

Carolina Steel Employees

SOUTHCARE UTILIZATION REVIEW

PRE-APPROVAL

1-800-843-1787

SKILLED NURSING FACILITY.  Benefits are payable for the confinement of a Covered Person in a Skilled Nursing Facility as specified in the "SCHEDULE OF BENEFITS," and subject to the following:

1.
The Room and Board and Miscellaneous Service limits specified in the 'SCHEDULE OF BENEFITS";

2.
The confinement must be recommended by a Physician;

3.
The confinement must be within 7 days following the release from a Hospital, where confinement was a minimum of 3 days;

4.
The confinement must be necessary for the treatment of or leading to the recovery from an Accidental Bodily Injury or Illness; and

5.
The confinement must be for other than Custodial Care.

If all of the foregoing conditions are met, benefits will be provided for the following eligible expenses:

1.
Room and Board, and all routine services, supplies and equipment provided by the Skilled Nursing Facility;

2.
All usual nursing care by a Registered Nurse (RN), a Licensed Vocational Nurse (LVN), or a Licensed Practical Nurse (LPN); and

3.
Physical, occupational, speech and respiratory therapy services provided by licensed therapists.

Skilled Nursing Care Facility confinements are subject to the Pre-Certification Treatment Plan requirements described earlier in this section.  If a Covered Person fails to obtain pre-certification of benefits, any applicable penalties for non-compliance with the Pre-Certification Treatment Plan may be imposed.

STERILIZATION. Benefits are payable under the Plan for charges incurred as a result of voluntary sterilization on the same basis as an Illness.

TEMPOROMANDIBULAR JOINT DISORDERS.  Benefits are payable under the Plan up to the limits specified in the "SCHEDULE OF BENEFITS" for the following treatments of Temporomandibular Joint Disorders:

1.
hospital care;

2.
surgery;

3.
examinations and diagnostic x-rays;

4.
muscle injections;

5.
nerve block injections;

6.
manipulation under anesthesia;

7.
grinding the surface of the teeth;

8.
splints and appliances;

9.
orthodontic treatment, such as braces or wires;

10.
change of vertical dimension, including crowns; and

11.
drug therapy.

No benefits will be payable for the following treatments:

1.
electromyography;

2.
jaw tracking;

3.
sonography;

4.
thermography;

5.
study models;

6.
dietary and related biochemical analysis; or

7.
dental kinesiology.

TRANSPLANTS.  Expenses for organ and tissue transplant procedures will be covered for human to human transplants; cornea, bone marrow, kidney, heart, lung, heart/lung, liver and pancreas.  Expenses incurred by a live organ and tissue donor will not be covered unless the donor is a covered person under this policy.  Expenses of a live organ and tissue donor shall not be considered as eligible expenses of the organ recipient, unless the donor is without insurance, in which case, a maximum of $10,000 shall be considered as eligible expenses of the recipient.

HEALTH INSURANCE PORTABILITY ACT (HIPAA)
In October 1996, the Health Insurance Portability and Accountability Act of 1996 (HIPAA) was signed into law.  In April 1997, Federal regulations were published to assist Plan holders to comply with this law.  All groups, will be required to comply with the law and the regulations upon the group’s renewal on or after July 1, 1997.

The major components of the law are as follows:

Requirements Effective June 1, 1997
Effective June 1, 1997, all group health plans must provide either a Certificate of Coverage or a Notice to all individuals who terminated coverage between 10/1/96 and 6/1/97.  Individuals who terminated between 6/30/96 and 10/1/96 are entitled to receive a certificate upon written request. 

Beginning June 1, 1997, group health plans must provide an individual with a Certificate of Prior Group Heath Plan Coverage when their coverage ends under the plan.  The certificate must also be provided when coverage under COBRA ends, and any time upon request within 24 months after their coverage ends.  The plan holder, Hirschfeld Steel and Carolina Steel Companies, will provide these certificates directly to the individual.  We have enclosed an example of a Certificate of Group Health Plan Coverage.

Requirements Effective July 1, 1997
Commencing with the group’s plan renewal date on or after July 1, 1997, the pre-existing condition limitation period under the plan may not exceed 12 months for any condition occurring in the six months immediately prior to the full-time hire date.  For late enrollees, pre-existing condition exclusion periods may not exceed 18 months.  

Credit towards satisfaction of any pre-existing condition limitation must be given for qualifying prior coverage as long as coverage has not lapsed for longer than 63 days from the last date of coverage to the first date of full-time employment.  Note: if the employee’s state mandates a period longer than 63 days, this longer period will apply.  Waiting periods also count towards satisfaction of the pre-existing condition period.  All individuals joining the plan must be provided a notice of how many months of pre-exiting condition limitation they have left to satisfy.

Eligibility based on Health status-related factors for any individual enrolling in the plan is prohibited.  Health status-related factors include health status, medical condition, medical history, genetic information, evidence of insurability, and disability.  Therefore, all eligible individuals who enroll on a timely basis may not be excluded from coverage.  This, however, does not prevent the establishment of limitations on the amount, extent, or nature of the benefits for similarly situated individuals enrolled in the plan.

Plans must offer a Special Enrollment Period for:

Employees who gain new dependent status through marriage, birth, adoption, or placement for adoption, or loss of health insurance coverage. 

Enrollment in these instances must be within 30 days of the relevant event.

If the employee has any questions he/she needs to call ISOL at 1-800-840-2161.

E X A M P L E
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HIRSCHFELD
STEEL CO., INC.
112 West 29th Street, San Angelo, Texas 76903

P.O. Box 3768, San Angelo, Texas 76902

915-653-3211 Phone ext. 7225

915-486-8160 HR Facsimile

HIRSCHFELD STEEL CO., INC.

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 prior to your enrollment in the new plan.  If you become covered under another group health plan, you need to 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.

a.
Date of Certificate:
Date issued

b.
Group Health Plan Name:
Hirschfeld Steel Company



Group Health Plan Number:
HSC



Current Waiting Period for New Hires:


90 Days



Last Day Covered as Active Employee/Dependent:




Date COBRA Continuation Period Started:


Not Enrolled



Date COBRA Coverage Ended:



N/A

c.
Participant Name:
Name



Participant Identification Number:



Social Security Number



Participants Covered by this Certificate:

See Below






Coverage

Coverage
Covered 18 Months


Participant Name

Status
Start Date
End Date
Without 63 day Break
COMPREHENSIVE MEDICAL EXPENSE BENEFITS
BENEFITS PAYABLE
If because of Non-occupational Illness or Non-occupational Accidental Bodily Injury, a person, while covered for benefits under this section, incurs medical expenses in excess of the Annual Cash Deductible, and/or the Pre-Certification Treatment Deductible, when applicable, the Plan will provide benefits as specified in this section.  This benefit percentage payable, any applicable benefit maximums, and the Comprehensive Medical Expense Maximum Lifetime Benefit are specified in the "SCHEDULE OF BENEFITS."  In the event a Covered Person is confined in a Hospital on December 31st, the benefit percentage payable which is in effect on December 31st, will continue to be payable until the date the Covered Person is discharged from the Hospital.

DEDUCTIBLE AMOUNT
The Deductible Amount is made up of the Annual Cash Deductible and Pre-Certification Treatment Deductible.  The Annual Cash Deductible will be deducted from the expenses covered under this section before benefits are computed under this section, unless the "SCHEDULE OF BENEFITS" indicates otherwise.

The Pre-Certification Treatment Deductible will be waived if all requirements of the Pre-Certification Treatment Plan are met.

The Annual Cash Deductible applies separately to each Covered Person in each Calendar / Plan Year, (January 1st to December 31st), subject to the following conditions:

1.
When two or more covered family members are injured in the same accident, only one Annual Cash Deductible will be applied during the same Calendar Year to the expenses directly resulting from Injuries sustained in that accident.

2.
Covered Expenses incurred during any one Calendar Year, and applied toward satisfaction of a covered family member's Annual Cash Deductible, will be accumulated toward the Family Limit specified in the "SCHEDULE OF BENEFITS."  When such Family Limit has been satisfied, the Annual Cash Deductible will be waived for Covered Expenses incurred by any family member during the same Calendar Year.

3.
Covered Medical Expenses incurred by a covered family member in the last 3 months of any Calendar Year, and applied to satisfy the Annual Cash Deductible for the Current Calendar Year, may also be used toward satisfaction of the Annual Cash Deductible in the next Calendar Year.  Such Covered Expenses may be used to satisfy the Family Limit during the Calendar Year in which they are incurred, but may not be used to satisfy any portion of the Family Limit in the following Calendar Year.

The Plan reserves the right to allocate the Annual Cash Deductible to any Covered Medical Expenses and to apportion the benefits to the Covered Employee or Dependent and any assignees.

CO-INSURANCE LIMIT
The Co-Insurance Limit is included in the Plan to help control the amount of out-of-pocket expenses a Covered Employee must pay for himself and for each of his/her Covered Dependents.  Provided all of the specified conditions of the Plan are met, a Covered Employee's out-of-pocket expense, excluding Co-pays and pharmacy co-insurance will not exceed $1,700 per covered family member or $5,100 for all covered family members under the PPO Plan, and under the Non-PPO Plan $3,300 per covered family member or $9,900 for all covered family members.

The following out-of-pocket expenses will be used to satisfy the Co-Insurance Limit of the Plan:

1.
Eligible expenses used to satisfy the Individual’s Annual Cash Deductible of $500; and

2.
Eligible expenses used to satisfy Co-Insurance in the PPO Plan of $1,200 Employee portion of medical co-insurance / non PPO Plan $2,800.

The following out-of-pocket expenses will not be used to satisfy the Co-Insurance Limit:

1.
Any non-covered expenses;

2.
Any expenses for Inpatient Services in excess of Maximum Allowable;

3.
Any expenses for outpatient treatment of Mental/Nervous Disorders, Alcohol or Drug Abuse Conditions;

4.
Any expenses for Chiropractic Care; 

5.
Any additional Deductible Amount charged or any expenses determined to be not Medically Necessary when a Covered Person fails to comply with the Pre-Certification Treatment Plan; or

6.
Co-pays.

7.
Diabetic Education

MAXIMUM LIFETIME BENEFIT

The Maximum Lifetime Benefit, as shown in the "SCHEDULE OF BENEFITS," applies separately to each Covered Person.  The total payments under this section will not exceed that maximum, whether or not the Covered Person is continuously covered under the Plan or during separate dates of employment.

COVERED MEDICAL EXPENSES

Covered Expenses, as defined in the section entitled "DEFINITIONS," will be the following charges made to the Covered Person for Hospital services, surgical procedures, Physician charges, and medical services and supplies, provided such services are Medically Necessary.  Such Covered Expenses will be payable by the Plan at the applicable Benefit Percentage Payable, and subject to the Annual Cash Deductible, as shown in the "SCHEDULE OF BENEFITS."  The following types of Covered Expenses are covered under this section:

1.
Charges made to the Covered Person by the Hospital up to the limits specified in the "SCHEDULE OF BENEFITS"; including the following miscellaneous services:


a.
All approved drugs and medicines for use in the Hospital;


b.
Use of operating, delivery, recovery and treatment rooms and equipment;


c.
Radiation services, including diagnostic x-rays, x-ray therapy, radiation therapy and treatment;


d.
Clinical and pathological laboratory examinations;


e.
Electrocardiograms and electroencephalograms;


f.
Physical and occupational therapy;


g.
Intravenous solutions;


h.
Oxygen and oxygen therapy, plus use of the equipment;


Ii.
Dressings, ordinary splints, plaster casts, and sterile supplies;


j.
Anesthetics and the administration thereof by the Hospital's employee;


k.
Services of the Emergency Room Physician, provided such services are billed by the Hospital;


l.
Processing and administering of blood and blood plasma, including the supplying of blood or plasma, unless it is donated or replaced;


m.
Admission kits and I.D. bracelets.

2.
Charges for a Skilled Nursing Facility as specified in the "SCHEDULE OF BENEFITS";

3.
Professional licensed ambulance service, both air and ground, for emergencies only, paid at 80% of charges, in or out of network, up to a maximum covered expense of $750 per trip.


Professional licensed ambulance service, ground, for non emergency transfers, paid at 80% of charges, in or out of network, up to a maximum covered expense of $250 per trip.4.
Charges made by a Physician for professional service, including surgical procedure charges for performing an operation, and charges of an assistant surgeon when Medically Necessary, not to exceed 25% of the negotiated rate if services performed by a PPO provider or the maximum allowable rate the Plan allows if services performed by a non-PPO provider and for the surgeon the negotiated rate if services performed by a PPO surgeon or the maximum allowable rate the Plan allows if services performed by a non-PPO surgeon;

5.
Anesthesia and its administration by a licensed anesthesiologist or certified registered nurse


anesthetist (C.R.N.A.);

6.
Radiation services, including diagnostic x-rays and interpretation, radiation therapy and treatment;

7.
Clinical and pathological laboratory examinations and professional interpretation of their results;

8.
Electrocardiograms and electroencephalograms;

9.
Charges for outpatient allergy testing;

10.
Services of an Audiologist to restore loss or correct an impaired hearing function provided that the loss is due to an illness or accidental bodily injury.  The impairment cannot be for a congenital anomaly or a functional nervous disorder.

11.
Services of a Speech-Language Pathologist for respiratory or rehabilitative speech therapy, provided the therapy is for speech loss or impairment due to an Illness or Accidental Bodily Injury, surgery on account of Illness or Accidental Bodily Injury, or impairment due to congenital anomaly, provided such loss or impairment is not due to a functional nervous disorder;

12.
Physical therapy and physical rehabilitative occupational therapy (when consisting of traditional physical therapy modalities), if such treatment is prescribed by a Physician and performed by a qualified licensed physical therapist or qualified licensed occupational therapist;

13.
Charges for Hospice Care as specified in the "SCHEDULE OF BENEFITS";

14.
Charges for Homes Health Care as specified in the "SCHEDULE OF BENEFITS"; 

15.
Charges for Home Infusion Therapy as specified in the "SCHEDULE OF BENEFITS" Home Health care;

16.
Charges for Mental/Nervous Disorders as specified in the "SCHEDULE OF BENEFITS";

17.
Charges for treatment of Alcohol or Drug Abuse Conditions as specified in the "SCHEDULE OF BENEFITS";

18.
Charges made by a Certified Social Worker-Advanced Clinical Practitioner or Licensed Professional Counselor;

19.
Charges for human organ transplants as specified under the section entitled "TRANSPLANT";

20.
Charges for treatment of Temporomandibular Joint (TMJ) Disorders as specified in the "SCHEDULE OF BENEFITS";

21.
Charges for medications:


a.
In a Hospital, medications, dressings and supplies furnished by the Hospital; and


b.
Other than in a Hospital, insulin and prescription legend drugs which are approved by the Food and Drug Administration, which require the written prescription of a Physician and which must be dispensed by a licensed pharmacist according to the guidelines of the Prescription Drug Program provided as part of the Plan.

22.
The initial supply of artificial limbs or eyes, trusses, braces, or crutches, not to include replacement. 

23.
Rental, or purchase at the Plan holder's option, of Durable Medical Equipment, as defined, to include but not limited to:


a.
Equipment for the administration of oxygen;


b.
A wheelchair or hospital type bed; and


c.
Other mechanical equipment for the treatment of respiratory paralysis.

If a Covered Person must rent Durable Medical Equipment for an extended period of time and it is deemed Medically Necessary, the Plan reserves the right to pay for the rental monthly, not to exceed the purchase price.  In the case of a power or manual wheelchair the Plan will cover up to the Max Allowable for purchases from an In Network or Out of Network provider with a limit of once every five years. 

24.
Charges for prosthetic appliances, excluding dental appliances, which are Medically Necessary for the alleviation or correction of conditions arising out of Accidental Bodily Injury or Illness sustained or surgery occurring while covered hereunder (replacement of such appliances shall not be Covered Expense. unless the replacement is necessitated by natural physical growth in persons less than age 20);

25.
Charges for the initial pair of eyeglasses or contact lenses prescribed as part of postoperative treatment for intraocular surgery or due to Accidental Bodily Injury (not to include replacement of such), provided treatment is received within 6 months of the date of the accident or surgery;

26.
Charges for the following medical supplies: colostomy bags, catheters, oxygen, and syringes and needles for the treatment of allergies or diabetes;

27.
Surgical dressings, ordinary splints, casts and sterile supplies;

28.
Mammography;

29.
Charges for dental expenses as covered for;


a.
Treatment of fractures and traumatic dislocations of the jawbone;


b.
Removal of impacted teeth;


c.
Cutting procedures in the oral cavity for tumors or cyst of the jawbone; and


c.
Treatment necessitated by Accidental Injury to sound natural teeth, except no treatment received more than 6 months from the date of the Injury is covered.

30.
Charges for birth control implants;

31.
Charges for hearing loss including hearing aids, if caused by injury or illness;

32.
Individuals receiving benefits in connection with a mastectomy may elect breast reconstruction in connection with such mastectomy, including:


a. 
Reconstruction of the breast on which the mastectomy has been performed;


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


c.
Prosthesis and physical complication of all stages of mastectomy, including lymphedema;

These benefits will be subject to the terms, conditions and limitations of “The Plan,” including determinations of medical necessity and max allowable charges.  Insured deductible and coinsurance will also apply as permitted;

33.
Services for treatment of complications arising from breast implant surgery.

34.
Diabetic Education benefits are payable under the Plan for diabetic education rendered by a network provider who has a formal diabetic educational program, as follows:

a.
In network only - payable at 100% after $25 Co-payment for each session

b.
Plan will pay for a one-hour initial consult and a Maximum of 4 two-hour sessions


c.
Subject to a Maximum Benefit of $425 Lifetime.

Covered Expenses incurred for Diabetic Education will not be used to satisfy the Deductible or Co-Insurance Limits of the Plan.

35.
Specialty Pharmaceuticals – are covered under the plan.  A specialty pharmacy may be chosen by the Plan Administrator to be the in network provider for certain high cost drugs.

Medicare coverage.

An employee or dependent covered under the Plan who is eligible for Medicare benefits may elect Medicare coverage.  If Medicare Parts A and B are elected, the Plan pharmacy benefits for that person continue at no cost to the employee.  For the pharmacy benefits to continue, the employee or dependent must have been covered under the Plan three continuous years prior to and at the time of Medicare eligibility.  Upon presenting a copy of their Medicare card to the Director of Human Resources at Hirschfeld Steel or Carolina Steel, employee contributions to the Plan will end for that person.  The claims administrator will then be notified that the person has elected Medicare, and they are no longer covered under the Plan except for the pharmacy benefit.  If the employee or dependent elects Medicare coverage, there is no change in the Plan coverage for any remaining family member(s) that are either not eligible or not electing Medicare coverage.  The employee would continue to pay the appropriate premium for those family member(s).

EXCLUSIONS AND LIMITATIONS APPLICABLE TO MEDICAL BENEFITS
This section applies to medical benefits provided by the Plan.

The Plan does not cover any charges for the following:

1.
Any services or supplies provided in connection with an occupational Illness or an injury sustained in the scope of and in the course of employment whether or not benefits are, or could upon proper claim be, provided under the Worker's Compensation law;

2.
Benefits that are provided, or would have been provided had the Covered Person enrolled, applied for, or maintained eligibility for such care and service benefits under Title XVIII of the Federal Social Security Act of 1965 (Medicare), including any amendments thereto, or under any federal law or regulation, except as provided in the sections entitled "COORDINATION OF BENEFITS" and "ADDITIONAL PROVISIONS AS A RESULT OF MEDICARE/MEDICAID";

3.
Hospital care and services or supplies to the extent it shall be established upon review of a claim submitted hereunder that:

a.
The Covered Person's condition does not require (1) constant direction and supervision of a Physician, (2) constant availability of licensed nursing personnel, and (3) immediate availability of diagnostic therapeutic facilities and equipment found only in the Hospital setting; or

b.
The primary cause of such confinement was for rest cure or custodial type care consisting of daily routine personal maintenance, administration of medication on schedule, preparation of diet and assistance in ambulation.

4.
Hospital care and services rendered after the patient has been discharged from the Hospital by the attending Physician, or for Hospital care and services when a registered bed patient is absent from the Hospital;

5.
Hospital expense or Physician's charges relating to non-emergency Friday or Saturday admissions unless surgery or treatment is performed the day of or the day after admission, (treatment is defined as specialized treatment that necessitates Hospital Admission);

6.
Provided to a Covered Person for which the provider of service customarily makes no direct charge, or for which the Covered Person is not legally obligated to pay, or for which no charges would be made in the absence of this coverage, except services or supplies for treatment of mental illness or mental retardation provided by a tax supported institution of the State of Texas, (this Plan will not create such duty to pay);

7.
Any services or supplies which are not Medically Necessary and essential to the diagnosis or direct care and treatment of a Illness, injury, condition, disease, or bodily malfunction; or any Experimental/Investigational services and supplies;

8.
In excess of the max allowable charges for non-network Covered Services services or any charges above PPO allowable discount;

9.
Any expenses due to any Pre-Existing Condition.   Pre-Existing Condition is any Illness or Injury:


a.
For which medical expenses were incurred;


b.
For which medical treatment was recommended;


c.
For which medical treatment was received;


d.
For which drugs were prescribed; or

e.
For which a Physician was consulted during the 3 month period immediately prior to the date of full-time employment under the Plan.

This limitation will cease to apply if a Covered Person completes 3 consecutive months of coverage under the Plan during which no treatment is received, or after any Covered Person has completed 12 consecutive months of coverage under the Plan.  Any time accumulated toward satisfaction of the Pre-Existing Condition limitation under the prior Hirschfeld Steel Co., Inc. / Carolina Steel Co., Inc.  Employee Benefit Plan will be counted toward the satisfaction of the Pre-Existing Condition limitation of this Plan.  Any prior credible coverage that fit the guidelines of HIPAA will reduce or eliminate any pre-existing limitations.  Any charges for pregnancy will not be considered a Pre-Existing Condition.

10.
Cosmetic surgery or complications of cosmetic surgery, except for the following: (a) treatment of Accidental Bodily Injury sustained while covered under the Plan, provided such treatment is begun within 6 months from the date of Injury, (b) for the correction of a congenital anomaly in a child who was covered under the Plan from birth, or (c) for treatment of complications arising from pre approved breast implant surgery;

11.
Caused or contributed to by the Covered Person's commission or attempt commission of a crime or being engaged in an illegal occupation;

12.
In connection with a Covered Person's participation in a riot or insurrection;

13.
The result of an act of war, declared or undeclared, or any type of military conflict, nor loss caused by any means for disease contracted or Injuries sustained in any country while such country is at war or while en route to or from any such country at war;

14.
For travel or accommodations, in or outside the United States and its territories, whether or not recommended by a Physician;

15.
Rendered by a member of the Covered Person's family or close relative, including a person related by blood or marriage to the Coverage Person;

16.
Custodial and sanitaria care and service, or for rest cures;

17.
Treatment by hypnosis, except as part of the Physician's treatment of a mental illness or when hypnosis is used in lieu of an anesthetic;

18.
Care and treatment of Mental/Nervous Disorders in excess of the limits specified in the "SCHEDULE OF BENEFITS";

19.
Care and treatment of Alcohol or Drug Abuse Conditions in excess of the limits specified in the "SCHEDULE OF BENEFITS";

20.
Any psychiatric or psychological services in the nature of family counseling or marriage counseling, or any self-therapy to another Psychiatrist or Doctor in Psychology as a part of training, or any services of a Master of Science in Social Work who is not a Certified Social Worker-Advanced Clinical Practitioner or Licensed Professional Counselor, as defined;

21.
Medical Social Services, except services provided for treatment of an Alcohol or Drug Abuse Condition, or eligible expenses incurred during a Skilled Nursing Facility Confinement or as a part of Hospice Care or Home Health Care;

22.
With respect to a dependent child, the result of normal pregnancy or childbirth or complications of pregnancy;

23.
Services or supplies rendered to any Covered Employee or Spouse in connection with the voluntary interruption of a pregnancy, unless the voluntary interruption of pregnancy is Medically Necessary and the life of the Covered Employee or Spouse would be endangered if the fetus were carried to term, or if pregnancy is the result of a criminal act such as rape or incest or if a fetal or chromosomal abnormality exists which was diagnosed prior to the abortion.  Benefits for treatment of complications arising from, or as the result of any voluntary interruption of pregnancy will be payable on the same basis as an Illness;

24.
Infertility testing and treatment, artificial insemination, in vitro fertilization, and other direct attempts to induce pregnancy, including drug therapy;

25.
Birth control devices or their insertion or removal, with the exception of Norplant devices; 

26.
Reversal of sterilization procedures or surgery;

27.
Charges for private duty nursing;

28.
Care and services received for the analysis and adjustment of spinal subluxation, or for the diagnosis and treatment by manipulation of the skeletal structure for other than fractures and dislocation of the extremities, in excess of the limits specified for Chiropractic Care in the "SCHEDULE OF BENEFITS";

29.
Educational and recreational therapy or for occupational therapy services which do not consist of traditional physical therapy modalities, except as provided for under treatment of Alcohol or Drug Abuse Conditions, or as an eligible expense of a Skilled Nursing Facility or Home Health Care or for Diabetic Education as outlined in Covered Medical Expenses
30.
Services, supplies or treatment related to any type of Environmental Sensitivity testing, Clinical Ecology testing or inpatient allergy testing or treatment;

31.
Meridian therapy (acupuncture);

32.
For, or in conjunction with, chelation therapy, except for treatment of acute metal poisoning;

33.
Services or supplies rendered to a Covered Person for Dietary and Nutritional Services, except for a nutritional assessment program provided by a Licensed Dietician during a Hospital Admission, which has been recommended by a Physician, and which has been approved by the Plan Administrator;

34.
Treatment of nicotine use or addiction; however the pharmacy plan does provide for prescribed drug therapy treatment for tobacco cessation of a Lifetime max of $400.

35.
Services or supplies provided for reduction of obesity or weight, including surgical procedures.

36.
Treatment of myopia, and other errors of refraction, orthoptics or visual training, radial keratotomy unless such treatment is made necessary as the result of Illness or Injury;

37.
Eye exercises, eyeglasses, contact lenses or hearing aids, or for the fitting or examination of such, except as required due to intraocular surgery or Accidental Bodily Injury sustained while a person is covered under the Plan.  However, no charges are payable for treatment received more than 6 months from the date of surgery or the date of Injury;

38.
Services or supplies rendered for gender reassignment or to improve or restore sexual function unless such treatment is necessary as a result of Injury;

39.
Care and treatment of temporomandibular joint (TMJ) syndrome in excess of the limits specified in the "SCHEDULE OF BENEFITS";

40.
Expenses incurred for orthognathic surgery (surgery to correct congenital or developmental or acquired maxillofacial deformities of the mandible and maxilla) after the Covered Person's 19th birthday;

41.
Charges for drugs and medicines incurred out-of-hospital, except as provided under the Prescription Drug Program;

42.
Orthopedic shoes unless attached to a brace, supports and other foot support devices, including casting or impressions, regardless of whether store bought or specially built for the patient;

43.
Purchase of air conditioners, dehumidifiers, humidifiers, and air purifiers, whether or not recommended by a Physician;

44.
Services related to whole organ or tissue transplants, in excess of the benefits specified under "SCHEDULE OF BENEFITS";

45.
Dentistry of any kind, except expenses which are specifically listed as Covered Expenses;

46.
Examinations or tests for checkup purposes which are not incidental and necessary to the treatment of Injury or Illness, except where specified in "SCHEDULE OF BENEFITS";

47.
Immunizations, except when required as a result of Accidental Bodily Injury, except where specified in "SCHEDULE OF BENEFITS";

48.
Routine nursery and pediatric care of a newborn child except as specifically shown under "Newborn Care";

49.
Charges resulting from failure to keep a scheduled visit with a Physician or any charges for completion of any insurance forms;

50.
Benefits that are not payable due to the application of any deductible and/or Co-payment provisions contained herein;

51.
Services or supplies furnished to a Covered Person prior to his/her effective date or subsequent to his/her termination date of coverage under the Plan;

52.
Incurred more than 12 months prior to the date the claim for benefits is filed; or

53.
Not specifically listed as a Covered Expense.

54.
Services or supplies for treatment of adolescent behavior disorders, including conduct disorders and oppositional disorders.

NOTICE OF PRIVACY PRACTICES

This Notice of Privacy Practices describes how protected health information may be used or disclosed by your Group Health Plan to carry out payment, health care operations, and for other purposes that are permitted or required by law.  This Notice also sets out our legal obligations concerning your protected health information, and describes your rights to access and control your protected health information.  Protected health information (or “PHI”) is individually identifiable health information, including demographic information, collected from you or created or received by a health care provider, a health plan, your employer (when functioning on behalf of the group health plan), or a health care clearinghouse and that relates to: (i) your past, present, or future physical or mental health or condition; (ii) the provisions of health care to you; or (iii) the past, present, or future payment for the provision of health care to you.  This Notice of Privacy Practices has been drafted to be consistent with what is known as the “HIPAA” Privacy Rule,” and any of the terms not defined in this Notice should have the same meaning as they have in the HIPAA Privacy Rule.

If you have any questions or want additional information about the Notice or the policies and procedures described in the Notice, please contact:

Insurance Services of Lubbock

4601 66th St   Ste. C

Lubbock, TX  79414

(806) 784-0141
EFFECTIVE DATE - This Notice of Privacy Practice becomes effective on April 14, 2003.

HEALTH PLAN RESPONSIBILITIES

We are required by law to maintain the privacy of your protected health information.  We are obligated to provide you with a copy of this Notice of our legal duties and of our privacy practices with respect to protected health information and we must abide by the terms of this Notice.  We reserve the right to change the provisions of our Notice and make the new provisions effective for all protected health information that we maintain.  If we make a material change to our Notice, we will mail a revised Notice to the address that we have on record for the contract holder for your member contract.

Primary Uses and Disclosures of Protected Health Information

The following is a description of how we are most likely to use and/or disclose your protected health information.

· Payment and Health Care Operations

We have the right to use and disclose your protected health information for all activities that are included within the definitions of “payment” and “health care operations” as set out in 45 C.F.R. & 164.501 (this provision is a part of the HIPAA Privacy Rule).  We have not listed in this Notice all of the activities included within these definitions, so please refer to 45 C.F.R. & 164.501 for a complete list.

· Payment

We will use or disclose your PHI to pay claims for services provided to you and to obtain stop-loss reimbursements or to otherwise fulfill our responsibilities for coverage and providing benefits.  For example, we may disclose your protected health information when a provider request information regarding your eligibility for coverage under our health plan, or we may use your information to determine if a treatment that you received was medically necessary.

· Health Care Operations

We will use or disclose your protected health information to support our business functions.  These functions include, but are not limited to:  quality assessment and improvement, reviewing provider performance, licensing, stop-loss underwriting, business planning, and business development.  For example, we may use or disclose your protected health information: (i) to provide you with information about one of our disease management programs; (ii) to respond to a customer service inquiry from you; or (iii) in connection with fraud and abuse detection and compliance programs.  

· Business Associates

We contract with individuals and entities (Business Associates) to perform various functions on our behalf or to provide certain types of services.  To perform these functions or to provide the services, our Business Associates will receive, create, maintain, use, or disclose protected health information, but only after we require the Business Associates to agree in writing to contract terms designed to appropriately safeguard your information.  For example, we may disclose your protected health information to a Business Associate to administer claims or to provide service support, utilization management, subrogation, or pharmacy benefit management.  Examples of our business associates would be our Third Party Administrator, Insurance Services of Lubbock, which will be handling many of the functions in connection with the operation of our Group Health Plan; the retail pharmacy; and the mail order pharmacy.  

· Other Covered Entities

We may use or disclose your protected health information to assist health care providers in connection with their treatment or payment activities, or to assist other covered entities in connection with payment activities and certain health care operations.  For example, we may disclose your protected health information to a health care provider when needed by the provider to render treatment to you, and we may disclose protected health information to another covered entity to conduct health care operations in the areas of quality assurance and improvement activities, or accreditation, certification, licensing or credentialing.  This also means that we may disclose or share your protected health information with other insurance carriers in order to coordinate benefits, if you or your family members have coverage through another carrier.

· Plan Sponsor

We may disclose your protected health information to the plan sponsor of the Group Health Plan for purposes of plan administration or pursuant to an authorization request signed by you.


Potential Impact of State Law

The HIPAA Privacy Regulations generally do not “preempt” (or take precedence over) state privacy or other applicable laws that provide individuals greater privacy protections.  As a result, to the extent state law applies, the privacy laws of a particular state, or other federal laws, rather than the HIPAA Privacy Regulations, might impose a privacy standard under which we will be required to operate.  For example, where such laws have been enacted, we will follow more stringent state privacy laws that relate to uses and disclosures of protected health information concerning HIV or AIDS, mental health, substance abuse/chemical dependency, genetic testing, reproductive rights, etc.


Other Possible Uses and Disclosures of Protected Health Information
T
The following is a description of other possible ways in which we may (and are permitted to) use and/or disclose your protected health information.

· Required by Law

We may use or disclose your protected health information to the extent that federal law requires the use or disclosure.  When used in this Notice, “required by law” is defined as it is in the HIPAA Privacy Rule.  For example, we may disclose your protected health information when required by national security laws or public health disclosure laws.

· Public Health Activities

We may use or disclose your protected health information for public health activities that are permitted or required by law.  For example, we may use or disclose information for the purpose of preventing or controlling disease, injury, or disability, or we may disclose such information to a public health authority authorized to receive reports of child abuse or neglect.  We also may disclose protected health information, if directed by a public health authority, to a foreign government agency that is collaborating with the public health authority.

· Health Oversight Activities

We may disclose your protected health information to a health oversight agency for activities authorized by law, such as:  audits, investigations; inspection; licensure or disciplinary actions; or civil, administrative, or criminal proceedings or actions.  Oversight agencies seeking this information include government agencies that oversee: (i) the health care system;  (ii) government benefit programs;  (iii) other government regulatory programs; and  (iv) compliance with civil rights laws. 

· Abuse or Neglect

We may disclose your protected health information to a government authority that is authorized by law to receive reports of abuse, neglect, or domestic violence.  Additionally, as required by law, we may disclose to a governmental entity authorized to receive such information your information if we believe that you have been a victim of abuse, neglect, or domestic violence.  

· Legal Proceedings

We may disclose your protected health information:  (1) in the course of any judicial or administrative proceeding;  (2) in response to an order of a court or administrative tribunal (to the extent such disclosure is expressly authorized);  (3) in response to a subpoena, a discovery request, or other lawful process, once we have met all administrative requirements of the HIPAA Privacy Rule.  For example, we may disclose your protected health information in response to a subpoena for such information, but only after we first meet certain conditions required by the HIPAA Privacy Rule.

· Law Enforcement

Under certain conditions, we also may disclose your protected health information to law enforcement officials.  For example, some of the reason for such a disclosure may include, but not be limited to:  (1) it is require by law or some other legal process;  (2) it is necessary to locate or identify a suspect, fugitive, material witness, or missing person;  and (3) it is necessary to provide evidence of a crime that occurred on our premises.

· Coroners, Medical Examiners, Funeral Directors, and Organ Donation

We may disclose protected health information to a coroner or medical examiner for purposes of identifying a deceased person, determining a cause of death, or for the coroner or medical examiner to perform other duties authorized by law.  We also may disclose, as authorized by law, information to funeral directors so that they may carry out their duties.  Further, we may disclose protected health information to organizations that handle organ, eye, or tissue donation and transplantation.  

· Research

We may disclose your protected health information to researchers when an institutional review board or privacy board has:  (1) reviewed the research proposal and established protocols to ensure the privacy of the information; and (2) approved the research.

· To Prevent a Serious Threat to Health or Safety

Consistent with applicable federal and state laws, we may disclose your protected health information if we believe that the disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  We also may disclose protected health information if it is necessary for law enforcement authorities to identify or apprehend an individual.

· Military Activities and National Security, Protective Services

Under certain conditions, we may disclose your protected health information if you are, or were, Armed Forces personnel for activities deemed necessary by appropriate military command authorities.  If you are a member of foreign military service, we may disclose, in certain circumstances, your information to the foreign military authority.  We also may disclose your protected health information to authorized federal officials for conducting national security and intelligence activities, and for the protection of the President, other authorized persons, or heads of state.

· Inmates

If you are an inmate of a correctional institution, we may disclose your protected health information to the correctional institution or to a law enforcement official for: (1) the institution to provide health care to you; (2) your health and safety and the health and safety of others; or (3) the safety and security of the correctional institution.

· Workers’ Compensation

We may disclose your protected health information to comply with workers’ compensation laws and other similar programs that provide benefits for work-related injuries or illnesses.

· Others Involved in Your Health Care

Using our best judgment, we may make your protected health information known to a family member, other relative, close personal friend or other personal representative that you identify.  Such a use will be based on how involved the person is in you care, or payment that relates to your care.  We may release information to parents or guardians, if allowed by law.


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.


If you are not present or able to agree to these disclosures of your protected health information, then, using our professional judgment, we may determine whether the disclosure is in you best interest.  


Required Disclosures of Your Protected Health Information


The following is a description of disclosures that we are required by law to make.

· Disclosures to the Secretary of the U.S. Department of Health and Human Services

We are required to disclose your protected health information to the Secretary of the U.S. Department of Health and Human Services when the Secretary is investigating or determining our compliance with the HIPAA Privacy Rule.

· Disclosures to You

We are required to disclose to you most of your protected health information in a “designated record set” when you request access to this information.  Generally, a “designated record set” contains medical and billing records, as well as other records that are used to make decisions about your health care benefits.  We also are required to provide, upon your request, an accounting of most disclosures of your protected health information that are for reasons other than payment and health care operations and are not disclosed through a signed authorization.  We will disclose your protected health information to an individual who has been designated by you as your personal representative and who has qualified for such designation in accordance with relevant state law.  However, before we will disclose protected health information to such a person, you must submit a written notice of his/her designation, along with the documentation that supports his/her qualification (such as a power of attorney).


Even if you designate a personal representative, the HIPAA Privacy Rule permits us to elect not to treat the person as your personal representative if we have a reasonable belief that:  (i) you have been, or may be, subjected to domestic violence, abuse, or neglect by such person; (ii) treating such person as your personal representative could endanger you; or  (iii) we determine, in the exercise of our professional judgment, that it is not in your best interest to treat the person as your personal representative.  


Other Uses and Disclosures of Your Protected Health Information

Other uses and disclosures of your protected health information that are not described above will be made only with your written authorization.  If you provide us with such an authorization, you may revoke the authorization in writing, and this revocation will be effective for future uses and disclosures of protected health information.  However, the revocation will not be effective for information that we already have used or disclosed, relying on the authorization.

YOUR RIGHTS


The following is a description of your rights with respect to your protected health information.


Right to Request a Restriction

You have the right to request a restriction on the protected health information we use or disclose about you for payment or health care operations.


We are not required to agree to any restriction that you may request.  If we do agree to the restriction, we will comply with the restriction unless the information is needed to provide emergency treatment to you.


You may request a restriction by calling us at the (806) 784-0141 or writing to us at Insurance Services of Lubbock; 4601 66th St. Ste. C; Lubbock, TX  79414.  It is important that you direct your request for restriction to this number/address so that we can begin to process your request.  Requests sent to persons or offices other than the number/address indicated might delay processing the request.  We will want to receive this information in writing and will instruct you where to send your request when you call.  In your request, please tell us:  (1) the information whose disclosure you want to limit; and (2) how you want to limit our use and/or disclosure of the information.

· Right to Request Confidential Communications

If you believe that a disclosure of all or part of your protected health information may endanger you, you may request that we communicate with you regarding your information in an alternative manner or at an alternative location.  For example, you may ask that we only contact you at your work address or via your work e-mail.  You may request a restriction by calling/writing us at the number listed in the summary page of this Notice.  It is important that you direct your request for confidential communications to this number/address so that we can begin to process your request.  Requests sent to person or offices other than the one indicated might delay processing the request.  We will want to receive this information in writing and will instruct you where to send your written request when you call.  In your request, please tell us: (1) that you want us to communicate your protected health information with you in an alternative manner or at an alternative location; and (2) that the disclosure of all or part of the protected health information in a manner inconsistent with your instructions would put you in danger.  We will accommodate a request for confidential communications that is reasonable and that states that the disclosure of all or part of your protected health information could endanger you.  As permitted by the HIPAA Privacy Rule, “reasonableness” will (and is permitted to) include, when appropriate, making alternate arrangements regarding payment.  Accordingly, as a condition of granting your request, you will be required to provide us information concerning how payment will be handled.  For example, if you submit a claim for payment, state or federal law (or our own contractual obligations) may require that we disclose certain financial claim information to the plan participant (e.g., an EOB).  Unless you have made other payment arrangements, the EOB (in which your protected health information might be included) will be released to the plan participant.  Once we receive all of the information for such a request (along with the instructions for handling future communications) the request will be processed usually within two business days.  Prior to receiving the information necessary for this request, or during the time it takes to process it, protected health information may be disclosed (such as through an Explanation of Benefits, “EOB”).  Therefore, it is extremely important that you contact us at the number listed in the summary page of this Notice as soon as you determine that you need to restrict disclosures of your protected health information.  If you terminate your request for confidential communications, the restrictions will be removed for all your protected health information that we hold, including protected health information that was previously protected.  Therefore, you should not terminate a request for confidential communications if you remain concerned that disclosure of your protected health information will endanger you.

· Right to Inspect and Copy

You have the right to inspect and copy your protected health information that is contained in a “designated record set.”  Generally, a “designated record set” contains medical and billing records, as well as other records that are used to make decisions about your health care benefits.  However, you may not inspect or copy psychotherapy notes or certain other information that may be contained in a designated record set.  To inspect and copy you protected health information that is contained in a designated record set, you must submit your request by calling us at the number listed in the summary page of this Notice.  It is important that you call this number to request an inspection and copying so that we can begin to process your request.  Requests sent to persons, offices, other than the one indicated might delay processing the request. If you request a copy of the information, we may charge a fee for the costs of copying, mailing, or other supplies associated with your request.  We may deny your request to inspect and copy your protected health information in certain limited circumstances.  If you are denied access to your information, you may request that the denial be reviewed.  To request a review, you must contact us at the number provided in this Notice.  A licensed health care professional chosen by us will review your request and the denial.  The person performing this review will not be the same one who denied your initial request.  Under certain conditions, our denial will not be reviewable.  If this event occurs, we will inform you in our denial that the decision is not reviewable.  

· Right to Amend

If you believe that your protected health information is incorrect or incomplete, you may request that we amend your information.  You may request that we amend your information by calling/writing to the number and address listed previously.  Additionally, your request should include the reason the amendment is necessary.  It is important that you direct your request for amendment to this number/address so that we can begin to process your request.  Requests sent to persons or offices, other than the one indicated might delay processing the request.  In certain cases, we may deny your request for an amendment.  For example, we may deny your request if the information you want to amend is not maintained by us, but by another entity.  If we deny your request, you have the right to file a statement of disagreement with us.  Your statement of disagreement will be linked with the disputed information and all future disclosures of the disputed information will include your statement.  

· Right of an Accounting

You have a right to an accounting of certain disclosures of your protected health information that are for reasons other than treatment, payment, or health care operations.  No accounting of disclosures is required for disclosures made pursuant to a signed authorization by your or your personal representative.  You should know that most disclosures of protected health information will be for purposes of payment or health care operations, and, therefore, will not be subject to your right to an accounting.  There also are other exceptions to this right.  An accounting will include the dates) of the disclosure, to whom we made the disclosure, a brief description of the information disclosed, and the purpose for the disclosure.  You may request an accounting by submitting your request in writing to Insurance Services of Lubbock; 4601 66th St. Ste. C; Lubbock, TX  79414.  It is important that you direct your request for an accounting to this address so that we can begin to process your request.  Requests sent to persons or offices other than the one indicated might delay processing the request.  Your request may be for disclosures made up to 6 years before the date of your request, but not for disclosures made before April 14, 2003.  The first list you request within a 12-month period will be free.  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 the time before any costs are incurred.  

· Right to a Paper Copy of This Notice

You have the right to a paper copy of this Notice, even if you have agreed to accept this Notice electronically.


COMPLAINTS

You may complain to us if you believe that we have violated your privacy rights.  You may file a complaint with us by calling us at the number listed in this Notice.  A copy of a complaint form is available from this contact office.  You also may file a complaint with the Secretary of the U.S. Department of Health and Human Services.  Complaints filed directly with the Secretary must: (1) be in writing; (2) contain the name of the entity against which the complaint is lodged; (3) describe the relevant problems; and (4) be filed within 180 days of the time you became or should have become aware of the problem.  We will not penalize or any other way retaliate against you for filing a complaint with the Secretary of the U.S. Department of Health and Human Services or with ISOL.

THE WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998
The Women’s Health and Cancer Rights Act of 1998 requires this notice.  This benefit may already be included as part of the employee’s coverage.  This Act is effective for plan year anniversaries on or after October 21, 1998.

In the case of a covered person receiving benefits under their plan in connection with a mastectomy and who elects breast reconstruction, coverage will be provided in a manner determined in consultation with the attending physician and the patient for:

1. Reconstruction of the breast on which the mastectomy was performed;

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

3. Prostheses and treatment of physical complications at all stages of the mastectomy, including lymphedema.

These benefits will be subject to the terms, conditions and limitations of “The Plan,” including determinations of medical necessity and max allowable charges.  Insured deductible and coinsurance will also apply as permitted.

PLAN DEFINITIONS
In this booklet:

1. Accidental Bodily Injury - means only a bodily injury sustained accidentally and independently of all other causes by an outside traumatic event or due to exposure to the elements, and a Non-occupational Injury, as defined.

2. Alcohol Abuse Conditions - means a condition which is primarily alcoholism and certified to be such by a licensed Physician who is qualified to treat the condition.

3. Audiologist - means a person who has received a master's or doctorate degree in audiology from an accredited college or university and who is certified by the American Speech-Language and Hearing Association.  In states where there is a licensure requirement, the Audiologist must be licensed by the appropriate state administrative agency.

4. Calendar Year - means the period beginning on January 1st, and ending December 31st, each year.

5. Certified Social Worker - Advanced Clinical Practitioner - means a person who is certified by the Texas Department of Human Resources as a Certified Social Worker with the order of recognition of Advanced Clinical Practitioner.

6. Claims Administrator - means INSURANCE SERVICES OF LUBBOCK (ISOL)

7. Clinic Ecology - means the inpatient or outpatient treatment of allergic symptoms by:


a.
Cytotoxicity testing (testing the result of food or inhalant by whether or not it reduces or kills white blood cells);


b.
Urine auto injection (injecting one's own urine into the tissue of the body);


c.
Skin irritation (Rinkel Method);


d.
Subcutaneous provocative and neutralization testing (injecting the patient with allergen);


e.
Sublingual provocative testing (droplets of allergenic extract are placed in mouth); or


f.
Any other treatment not recognized as safe and effective by the American Academy of Allergists and Immunologists.

8. Coinsurance – means the amount of covered charges payable at less than 100% under the Plan excluding Deductibles, Co-pay’s, and penalties.

9. Complications of Pregnancy means:

a. 
Conditions requiring Hospital confinement (when the pregnancy is not terminated) whose diagnoses are distinct from pregnancy but are adversely affected by pregnancy, or are caused by pregnancy, such as acute nephritis, nephrosis, cardiac decompensation, missed abortion and similar medical and surgical conditions of comparable severity, but shall not include false labor, occasional spotting, Physician prescribed rest during the period of pregnancy, morning sickness, hyperemesis gravidarum, pre-eclampsia, and similar conditions associated with the management of a difficult pregnancy, not constituting a nosologically distinct complication of pregnancy; and 


b.
Non-elective Cesarean section, ectopic pregnancy which is terminated and spontaneous termination of pregnancy occurring during a period of gestation in which a viable birth is not possible.

10. Convalescent Hospital: An institution or part thereof which:


a.
Is established and operated according to law;


b.
Charges of its services and facilities;


c.
Provides 24-hour skilled nursing service under the full time supervision of a Physician or 


registered graduate nurse;


d.
Maintains a daily medical record for each patient; and

e.
Has a written agreement with at least one hospital providing for the transfer of patients and medical information.


Convalescent hospital does not include an institution or part thereof which is primarily:


a.
A place for rest;


b.
A place for the aged;


c.
A place for alcoholics, drug addicts, the blind or deaf;


d.
A place for the mentally ill or retarded;


e.
A hotel or similar place; or


f.
Is accredited as a hospital by the Joint Commission on accreditation of hospitals or 
approved by Medicare as a hospital.

11. Coordination of Benefits - means a process by which two or more group medical plans covering the same person limit the aggregate benefits provided by all coverages to an amount which does not exceed 100% of the Allowable Expenses.

12. Co-payment – means the payment, as expressed in dollars that must be paid by, or on behalf of the Covered Person for specific service es at the time they are provided.

13. Covered Expenses - means that coverage is provided only for any service or supply which is necessary, meaning that it is broadly accepted professionally as essential to the treatment of the disease or Injury.  Only that part of a charge which falls within the Plans max allowable rates or contracted rates if PPO provider will be covered.  The max allowable charge for a service or supply is based on a factor of the Medicare Rates prevailing charges in the same geographic area.  Charges incurred outside the United States or its territories will be calculated based on the max allowable rates applicable to the area in which the claims paying office is located.  If the max allowable rate for a service or supply cannot be determined because of the unusual nature of the service or supply, the Plan Administrator will determine to what extent the charge is reasonable, taking into account (a) the complexity involved; (b) the degree of professional skill required; and (c) other pertinent factors.  In the case of multiple surgeries through the same incision or operative area for which there is not a unique single reasonable charge, the reasonable charge for all procedures combined will be an amount equal to the highest single procedure max allowable rate for the procedures performed plus one-half of the max allowable for each of the other procedures.

14. Covered Person - means an eligible Employee or an eligible dependent that is covered under this Plan.

15. Custodial Care - means care which consists of services and supplies, including room and board and other institutional services, furnished to an individual primarily to assist him in activities of daily living, whether or not he is disabled.  These services and supplies are custodial care regardless of the Physician or provider who prescribed, recommended or performed them.

16. Deductible - means the amount of Covered Expenses that must be incurred by Covered Person before benefits become payable under the Plan.

17. Dependent - means one or more of the following person(s):


a.
Employee's lawful licensed spouse (not divorced or legally separated);


b.
Employee's unmarried child who is under 19 years of age;


c.
Employee's unmarried child who is 19years of age, but less than 25 years of age, who is dependent upon the Employee for support and who is a full-time student at an accredited high school, junior college, college, university or licensed trade school.  Full-time attendance requires enrollment for credit of at least 12 hours per semester.  With respect to a licensed trade school, full-time attendance requires enrollment in a course requiring at least 6 months to complete and attendance of at least 20 hours per week; and


d.
Employee's unmarried child who is continuously covered prior to attaining the limiting age under b. or c., above, who is mentally or physically incapable of sustaining his/her or her own living and is still primarily dependent upon the Employee for support.  Such child must have been mentally or physically incapable of earning his/her or her own living prior to attaining the limiting age under b. or c., above.  The Plan holder may require proof satisfactory to the Plan holder during the next two year period following such date.  After such two-year period, the Plan holder may require proof, but not more often than once each year.

18. Dependent "Child" means:

a..
The natural child of the Employee;


b..
A legally adopted child of the Employee (including a child living with the adopting parents during the period of probation);


c.
A stepchild of the Employee whose primary residence is the Employee's household;


d.
A child: (1) whose primary residence is the Employee's household; and (2) to whom the Employee is legal guardian or related by blood or marriage; and (3) who is dependent upon the Employee for more than one half of his/her support as defined by the Internal Revenue Code of the United States; or


e.
A child for whom the Employee has received a court order requiring the Employee to have the financial responsibility for providing health coverage.

For the purpose of the Plan, the definition of Dependent does not include any person who is a member of the armed forces of any county.  The Plan holder reserves the right to require whatever documentation necessary to establish such defined Dependent(s) satisfactorily to the Plan holder.

An Employee may elect to be covered only as an Employee or as a Dependent, but not both simultaneously.  If and when a Covered Person terminates under the Plan as an Employee or Dependent, such person shall have a right to continue coverage under either definition that applies.

19. Dependent Coverage - means an Employee's coverage under the Plan with respect to his/her Dependent.

20. Dietary and Nutritional Services - means the education, counseling, or training of a Coverage Person (including printed material) regarding:  (a) diet; (b) regulation or management of diet; or the assessment or management of nutrition.

21. Drug - means insulin and prescription legend drugs.  A legend drugs is (a) a Federal Legend Drug - any medicinal substance which bears the legend.  "Caution: Federal Law prohibits dispensing without a prescription"; or (b) a State Restricted Drug - any medicinal substance which may be dispensed by prescription only, according to state law, and which is legally obtained from a licensed drug dispenser only upon a prescription of a currently licensed Physician.

22. Drug Abuse Condition - means a condition, which is primarily drug dependency and certified to be such by a licensed Physician who is qualified to treat the condition.

23. Durable Medical Equipment is equipment which (a) can withstand repeated use; (b) is primarily and customarily used to serve a medical purpose; (c) generally is not useful to a person in the absence of all Illness or Injury; and (d) is appropriate for use in the home.  All of these requirements must be met before an item can be considered to be Durable Medical Equipment.

24. Effective Date - means the date this Plan and/or a Covered Employee's or Dependent's coverage under this Plan took effect.

25. Emergency Care -as determined by the Utilization Review organization, means services are rendered for the sudden onset of a medical condition manifesting itself by acute symptoms of sufficient severity that the absence of immediate medical attention could reasonably result in:


a.
Permanently placing the Employee's or Dependent's health in jeopardy;


b.
Serious impairment to bodily functions;


c.
Serious and permanent dysfunction of any bodily organ or part; or


d.
Other serious medical consequences.

26. Employee - means a person who is an active permanent full-time employee of the Employer who is regularly scheduled to work for the Employer in an employee-employer relationship.  Director(s) of a Corporate Employer shall not be deemed an Employee solely because of such directorship.  Independent contractors and any other such person(s) not considered an employee of the Employer shall not be deemed an Employee for the purpose of the Plan.  Such a person must be scheduled to work at least 32 hours per week in order to be defined as a "full-time" Employee.

27. Employer - means the Plan holder and Participant Employer(s) as specified in the Plan Document.

28. Environmental Sensitivity - means the inpatient or outpatient treatment of allergic symptoms by:


a.
Controlled environment;


b.
Sanitizing the surroundings or removal of toxic materials; or


c.
Use of special nonorganic, non-repetitive diet techniques.

29. Experimental/Investigational - means the use of any treatment, procedure, facility, equipment, drug, device or supply not accepted as standard medical treatment of the condition being treated, or any of such items requiring Federal or other governmental agency approval not granted at the time services are rendered.  As used herein, "medical treatment" includes medical, surgical or dental treatment.  "Standard medical treatment" means the services or supplies are in general use in the medical community in the United States, have been demonstrated in peer reviewed literature to have scientifically established medical value for curing, alleviating or improving the condition being treated, are appropriate for the Hospital or Facility Other Provider in which they were performed, and the Physician or Professional Other Provider had the appropriate training and experience to render the treatment or procedure.

The Plan Administrator shall determine whether any treatment, procedures, facility, equipment, drug, device, or supplies are Experimental/Investigational and will consider the guidelines and practices of Medicare, Medicaid and other governmental-financed programs in making its determination.  Although a Physician or Professional Other Provider may have prescribed treatment, and the services or supplies may have been provided as the treatment of last resort, the Plan Administrator still may determine such services or supplies to be Experimental/Investigational within this definition.  Treatment provided as part of a clinical trial or a research study is Experimental/Investigational.

30. HIPAA – means the Health Insurance Portability and Accountability Act.

31. Generic Drug - means a drug called by its chemical name.  The brand name of any drug is given to it by its original developer and is registered and protected under U.S. Patent and Copyright laws.  When the patent expires on a drug, a generic equivalent may be manufactured and sold as long as the Food and Drug Administration is satisfied that the generic drug will have the same effectiveness as the brand name.  No generic drug is substituted for a brand name drug without a Physician's authorization on the prescription.

32. Home Health Care Agency - means a state licensed agency which is primarily engaged in furnishing home nursing care and other therapeutic services in the home, which fully meets each of the following requirements:


a.
It is duly licensed, if such licensing is required, by the appropriate licensing authority, to provide skilled nursing and other therapeutic services;


b.
It has its policies established by a professional group associated with the agency or organization.  This professional group must include at least one Physician and at least one Registered Nurse (R.N.) to govern the services provided for the full-time supervision of such services by a Physician or Registered Nurse;


c.
It maintains a complete medical record on each individual; and


d.
It has a full time administrator.

33. Home Infusion Therapy - means the administration of fluids, nutrition or medication (including all additives and chemotherapy) by intravenous or gastrointestinal (enteral) infusion or by intravenous injection in the home setting.  Home Infusion Therapy shall include:


a.
drugs and I.V. solutions;


b.
pharmacy compounding and dispensing services;


c.
all equipment and ancillary supplies necessitated by the defined therapy;


d.
delivery services;


e.
patient and family education; and


f.
nursing services.

Over-the-counter products which do not require a Physician's prescription, including but not limited to standard nutritional formulations used for enteral nutrition therapy, are not included within this definition.

34. Hospice - means a licensed or certified agency that provides counseling and incidental medical services and may provide room and board to a terminally ill individual.

35. Hospital - means a short-term acute care facility which:

a.
Is duly licensed as a hospital by the state in which it is located and meets the standards established for such licensing, and is either accredited by the Joint Commission on Accreditation of Health Care Organizations or is certified as a hospital provider under Medicare;


b.
Is primarily engaged in providing inpatient diagnostic and therapeutic services for the diagnosis, treatment, and care of injured and sick persons by or under the supervision of Physicians for compensation from its patients;


c.
Has organized departments of medicine and major surgery and maintains clinical records on all patients;


d.
Provides 24-hours nursing services by or under the supervision of Registered Nurses; and


e.
Is not, other than incidentally, a skilled nursing facility, nursing home, custodial care home, health resort, spa or sanitarium, place for rest, place for the aged, place for the treatment of alcohol abuse or drug abuse, hospice, place for the provision of rehabilitative care, or a

f.
Place for the treatment of pulmonary tuberculosis.

For the purpose of this definition, Ambulatory Surgical Center means any public or private state licensed and approved (whenever required by law) establishment which has an organized medical staff of Physicians with permanent facilities that are equipped and operated primarily for the purpose of performing surgical procedures, and which provides continuous Physician services and registered professional nursing service whenever a patient is in the facility and which does not provide service or other accommodations for patients to stay overnight.

Hospital shall also mean, for the purpose of rehabilitation treatment, a free-standing inpatient acute rehabilitation facility that is accredited by the Certified Accredited Rehabilitation Facilities (CARF) or outpatient rehabilitation facility accredited by the Certified Outpatient Rehabilitation Facilities (CORF).  Sub-acute care facilities are not included in this definition.

Hospital shall also mean, for the purpose of alcohol or drug dependency treatment, a facility or institution which provides a multi-disciplinary program for the treatment of alcohol or other drug dependency pursuant to a written treatment plan approved and monitored by a Physician, and which is also:


a.
Accredited as such a facility by the Joint Commission on Accreditation of Hospitals sponsored by the A.M.A. and A.H.A.;


b.
Affiliated with a Hospital, as defined above, under a contractual agreement with an established system for patient referral;

c.
Licensed as an alcohol treatment program by the Texas Commission on Alcohol and Drug Abuse, or the equivalent agency of another state, if any;

d.
Certified as a drug dependency treatment program by the Texas Commission of Alcohol and Drug Abuse in accordance with such standards, if any, as may be adopted pursuant to subsection © of section 5.12 of the Texas Controlled Substance Act, by the Executive Director of the Texas Commission on Alcohol and Drug Abuse.

36. Hospital Admission - means the period between the time of a Covered Person’s entry into a PPO network Hospital  or Non PPO  Hospital or a Substance Abuse Facility as a patient and the time of discontinuance of patient care or discharge by the Practitioner, whichever first occurs.  The day of entry, but not the day of discharge or departure, shall be considered in determining the length of a Hospital Admission.  If a patient is admitted to and discharged from a PPO network Hospital  or Non PPO  Hospital within a 24-hour period, the admission shall be considered a Hospital Inpatient.  "Patient" means confinement in a bed accommodation of a Substance Abuse Facility on a 24-hour basis or in a bed accommodation located in a portion of a hospital which is designed, staffed and operated to render acute, short-term hospital care on a 24-hour basis; the term does not include confinement in a portion of the hospital (other than a Substance Abuse Facility) designed, staffed and operated to provide long-term institutional care on a residential basis.

37. Illness (Non-occupational Disease) - means disease which does not arise out of, and which is not caused or contributed to by, or as a consequence of, any disease which arises out of or in the course of any employment or occupation for profit; however, if evidence satisfactory to the Plan holder is furnished showing that the individual concerned is covered under any worker's compensation law, occupational disease law or any other legislation of similar purpose, or under the Maritime Doctrine of Maintenance, Wages and Cure, but that the disease involved is not covered under the applicable law or doctrine, then such disease will be regarded as a "Non-occupational Disease" for the purpose of the Plan.

38. Incurred Date - means the date which a particular service or supply, which gives rise to the expense or charge, is rendered or obtained.

39. Injury (or Non-occupational Injury) - means only Accidental Bodily Injury which does not arise out of, and which is not caused or contributed to by, or as a consequence of, any Injury which arises out of or in the course of any employment or occupation for compensation or profit.

40. Intensive Care Unit - means a section, ward or wing within the hospital which is separated from other facilities and:

a.
Is operated exclusively for the purpose of providing professional medical treatment for critically ill patients; 




b.
Has special life saving supplies and equipment necessary for such medical treatment 

available on a standby basis for immediate use; and

c.
Provides constant observation and treatment by Registered Nurses or other highly trained hospital personnel.

41. Leave of Absence - means the Employee has obtained an approved leave of absence from the Employer as provided for in the Employer's company rules, policies, procedures and/or practices.

42. Licensed Dietitian - means a person who is licensed by the Texas State Board Dietitians.  In states where there is a licensure requirement, such Licensed Dietitian must be licensed by the appropriate state administrative agency.

43. Licensed Professional Counselor - means a person who is licensed by the Texas State Board of Examiners of Professional Counselors.  In states where there is a licensure requirement, the Licensed Professional Counselor must be licensed by the appropriate state administrative agency.

44. Lifetime – refers to the benefit maximums and limitations.  Lifetime is understood to mean while consecutively covered under this Plan or during separate dates of employment.  Under no circumstances does Lifetime mean during the lifetime of the Covered Person.

45. Max Allowable Amount - means the maximum amount the Plan will allow for any covered benefit when an Employee or Dependent receives elective treatment from a non-participating, (PPO), provider. 

46. Medical Identification Card - means the card issued to the covered Employee indicating pertinent information applicable to the group medical coverage including Co-Pay and pre-certification and utilization review requirements.

47. Medical Social Services - means those social services relating to the treatment of a patient's medical condition.  Such services include, but are not limited to:  (a) assessment of the social and emotional factors related to the patient's Illness, need for care, response to treatment and adjustment to care; and (b) assessment of the relationship of the patient's medical and nursing requirements to the home situation, financial resources, and available community resources.

48. Medically Necessary or Medical Necessity - means those services or supplies covered hereunder which are:


a.
Essential to, consistent with, and provided for the diagnosis or the direct care and treatment of a condition, Illness, disease, injury, or bodily malfunction;


b.
Consistent with standards of good medical practice;


c.
Not primarily for the convenience of the Employee or Dependent, the Physician, or any other supplier;


d.
The most economical supplies or levels of service that are appropriate for the safe and effective treatment of the Employee or Dependent.  When applied to hospitalization, this further means that the Employee or Dependent requires acute care as a patient due to his/her condition or due to the nature of the services rendered and the Employee or Dependent cannot receive safe or adequate care as an outpatient; and


e.
Not Experimental in nature at the time services or supplies are provided.

In determining Medical Necessity, the Plan Administrator may consider the views of the state and national medical communities and the views and practices of Medicare, Medicaid, other government financed programs and the Plan’s utilization review provider.  Although a Physician may have prescribed treatment, such treatment may be considered to be not Medically Necessary within this definition.

49. Nervous Disorder – Is a mental disorder as defined by the International Classification of Diseases, 9th Revision as a neurotic disorder.

· Anxiety states

· Compensation neurosis

· Depersonalization

· Depression

· Hypochondriasis

· Hysteria

· Neurasthenia

· Obsessive-Compulsive

· Occupation

· Phobic Disorders

· Somatization Disorder
50. Nurse - An individual who has received specialized nursing training and is Authorized to use the designation “RN”, Registered Nurse, “LPN.”, Licensed Practical Nurse, or “LVN”, Licensed Vocational Nurse who is duly licensed by the state or regulatory agency responsible for such license in the state in which the individual performs the nursing services and is practicing within the scope of his/her license.
51. Other Provider - means a person or entity, other than a Hospital or Physician that is licensed where required to furnish to a Covered Person an item of service or supply described herein as Covered Expenses.  "Other Provider" shall include:


a.
Facility Other Provider - an institution or entity, only as listed;



(1)
Crisis Stabilization Unit or Facility



(2)
Home Health Agency



(3)
Home Infusion Therapy Provider



(4)
Hospice



(5)
Psychiatric Day Treatment Family



(6)
Residential Treatment Center for Children and Adolescents



(7)
Skilled Nursing Facility



(8)
Substance Abuse Facility



(9)
Therapeutic Center



(10)
Renal Dialysis Center


b.
Professional Other Provider - a person or practitioner, when acting within the scope of his/her license and who is appropriately certified, only as listed:



(1) 
Audiologist



(2)
Certified Social Worker-Advanced Clinical Practitioner



(3)
Doctor of Chiropractic



(4)
Doctor of Dentistry



(5)
Doctor of Optometry



(6)
Doctor of Podiatry



(7)
Doctor of Psychology



(8)
Licensed Dietitian



(9)
Speech-Language Pathologist

(10) Licensed Professional Counselor

52. Out of Area Benefit – means when a Covered Person who receives emergency treatment and services, as defined in this document, from a non-network provider.  The benefits paid to a non-network provider will not be subject to maximum allowable rates and paid as described in the section - SPECIAL CONDITIONS.

53. Personal Coverage - means an Employee's coverage under the Plan with respect to himself.

54. Physician - means a person, when acting within the scope of his/her license (other than a Hospital resident or intern), who is a Doctor of Medicine or Doctor of Osteopathy.  Such terms shall have the meaning assigned to them by the Texas Insurance Code.

55. Plan Administrator - means the Employer.

56. Plan Month - means a period commencing on the first day of any calendar month and continuing until the same day of the next succeeding month.

57. Plan Year - means a period commencing on the Effective Date or an anniversary of the Plan, and continuing until the next succeeding anniversary, January 1st thru December 31st.

58. Plan Holder - means Hirschfeld Steel Co., Inc. or Carolina Steel Co., Inc.

59. Pre-Admission Testing includes preliminary x-ray and laboratory tests performed prior to outpatient surgery or in advance of a Hospital Admission involving surgery.

60. Pre-Existing Condition - means any abnormal physical or mental condition, whether active or inactive for which an Employee or Dependent was seen or treated by a Physician during the 3-month period immediately preceding the effective date of the hereunder, including all deformities, ailments or prior injuries which may thereafter become aggravated by subsequent injury.  Any charges for pregnancy will not be considered Pre-Existing.

61. Preferred Provider Organization (PPO) - means a physician, clinic, hospital or medical group contracted by or for Carolina Steel and Hirschfeld Steel or other managed care contracts to provide Physician prescribed Healthcare services or supplies at an agreed upon fee to covered participants.

62. Prescription Drug Identification Card - means the Prescription Drug Program Card issued to the covered Employee indicating pertinent information applicable to the coverage including appropriate Co-payments.

63. Pregnancy shall include resulting childbirth, miscarriage or non-elective, abortion, except "Complications of Pregnancy" arising there from, as defined herein.

64. Prior Plan - means the plan of medical benefits in effect for the Employee of the Plan holder prior to the Effective Date of this Plan.

65. Prosthetic Appliances - means artificial devices which replace all or part of an absent body organ (including contiguous tissue), or replace all or part of the function of a permanently inoperative or malfunctioning body organ (excluding dental appliances and the replacement of cataract lenses).

66. Psychiatric Day Treatment Facility - means an institution, other than a Hospital or Substance Abuse Facility, which is appropriately licensed and accredited to provide treatment for individuals suffering from acute Mental and Nervous Disorders in a structured psychiatric program which utilizes individualized treatment plans with specific attainable goals and objectives appropriate to the patient and treatment modality of the program, and which is clinically supervised by a doctor of Medicine who is certified in Psychiatry by the America Board of Psychiatry and Neurology.

67. Renal Dialysis Center - means a facility which is Medicare Certified as an end-stage renal disease facility providing staff assisted dialysis and training for home and self dialysis.

68. Room and Board - means the Hospital's charge for:


a.
room and linen service;


b.
dietary service including meals, special diets and nourishments; and


c.
general nursing service.

69. Second Surgical Opinion - means a Physician's evaluation of the need for surgery that has been recommended by another Physician.

70. Serious Mental Illness means psychiatric illnesses defined by the International Classification of Diseases, 9th Revision as psychosis.

· Bipolar disorders (hypomanic, manic, depressive and mixed);

· Depression in childhood and adolescence;

· Major depressive disorders (single episode or recurrent);

· Obsessive-compulsive disorders;

· Paranoid and other psychotic disorders

· Pervasive developmental disorders;

· Schizo-affective disorders (bipolar or depressive);

· Schizophrenia.

71. Skilled Nursing Facility - means a duly licensed institution meeting the conditions of participation for a Skilled Nursing Facility under Medicare, Title XVII, of the Federal Social Security Act, as enacted and amended.  Skilled Nursing Facility Confinement means a continuous uninterrupted period to a Skilled Nursing Facility as a registered patient, for one period of disability.  In determining when period of disability ends and a new one begins, all Skilled Nursing Facility Confinements are considered as having occurred during one continuous period of disability unless acceptable evidence is furnished that:


a.
The latest Hospital Admission is due to causes entirely unrelated to the causes of all previous confinements; or


b.
For a related cause, the Employee has returned to work on a full-time basis for at least one full day (or the Employee's Dependent, if he is the individual concerned, has been free of Hospital Admission for at least 90 days).

72. Specialty Pharmaceuticals – are high cost drugs used to treat chronic diseases including cancer.

73. Speech-Language Pathologist - means a person who has received a master's or doctorate degree in speech pathology from an accredited college or university and who is certified by the American Speech-Language and Hearing Association.  In states where there is a licensure requirement, the Speech-Language Pathologist must be licensed by the appropriate state administrative agency.

74. Substance Abuse Facility - means an institution appropriately licensed, and is a psychiatric Hospital or a rehabilitation Hospital approved by the Joint Commission of Accreditation of Hospitals.

75. Surgical Procedure - means:

a.
The incision, excision, debridement or cauterization of any organ or part of the body, or the suturing of a wound;


b.
The manipulative reduction of a fracture or dislocation, or the manipulation of a joint, including application of a cast or traction;


c.
The removal by endoscopic means of a stone or other foreign object from any part of the body, or the diagnostic examination by endoscopic means of any part of the body;


d.
The induction of artificial pneumothorax and the injection of sclerosing solutions;


e.
Arthrodesis, paracentesis, arthrocentesis and all injections into the joints or bursa;


f.
Obstetrical delivery and dilatation and curettage; and


g.
Biopsy.

76. Total Disability - means:


a.
The complete inability of an Employee covered under the Plan to perform any and every duty incident to the occupation in which the Employee was engaged immediately prior to such total disability; or


b.
With respect to a Dependent, the inability to engage in the normal occupational, domestic, or social activities of a person of like age and sex who is in good health.

A Covered Employee or Dependent with such a total disability shall be considered Totally Disabled.

77. Wellness Benefit - means the special annual (up to) $200/person benefit provided by the Company to encourage participants to be proactive in their own health care by receiving an annual checkup to prevent or reduce the likelihood of a serious problem developing undetected.  .  An eye exam, not eyeglasses, is authorized to be done as part of the wellness, as long as the total cost of all exams remain under the $200 allowance.

COORDINATION OF BENEFITS PROVISION
The purpose of the Medical benefits described in this booklet is to help pay Medical bills.  It is not intended that the employee receive benefits greater than the employee’s bill.  This Coordination of Benefits Provision is included to help keep the cost of the employee’s benefits at a reasonable level and, at the same time, to provide coverage up to 100% of the Allowable Expenses to any person covered under more than one plan.  If any person is covered under the Plan and one or more other plans, as defined below, the Medical benefits payable under the Plan for expenses incurred during any one Calendar Year will be the lesser of the regular benefits of the Plan, or reduced benefits, which when added to the benefits of the other plans, will equal 100% of the Allowable Expenses.

DEFINITIONS
1.
"Plan" means any plan providing benefits or services for medical or dental care and treatment, for which benefits or services are provided by (a) group, blanket, or franchise insurance coverage; (b) Blue Cross, Blue Shield, group practice, and other prepayment coverage; (c) any coverage under labor-management trustee plans, union welfare plans, employer organization plans, or employee benefit organization plans; and (d) any coverage under governmental programs, other than the Medical Assistance Act of 1967 (Texas), and any coverage required or provided by statute.

The term "Plan" shall also mean any mandatory automobile reparations insurance (no-fault) providing benefits under a medical expense reimbursement provision for hospital, medical, dental, or other health care services and treatment because of Accidental Bodily Injuries arising out of a motor vehicle accident, and any other medical and disability benefits insurance under any automobile policy where and to the extent that coordination of such benefits is permitted by law.

2.
"Allowable Expenses" means any necessary, and customary item of expense, at least a portion of which is covered under at least one of the plans covering the person for whom claim is made or service provided.

When a plan provides benefits in the form of services rather than cash payments, the reasonable cash value of each service rendered will be deemed to be both an Allowable Expense and a benefit paid.

3.
"Claim Determination Period" means Calendar Year.

ORDER OF BENEFIT DETERMINATION
In coordinating benefits, one of the two or more plans involved is the primary plan and the other plans are secondary plans.  The primary plan pays without regard to other plans.  The secondary plans coordinate their payments so that the total of the payments from all plans will not be more than the Allowable Expenses.  No plan will pay more than it would have paid without this Coordination of Benefits Provision.  If there is coordination of benefits on a claim, and this Plan is primary, then the Plan will pay a maximum benefit of 80% of allowed charges.

If one Plan has no Coordination of Benefits Provision, it is automatically the primary plan.  A plan will normally be primary if it covers the individual as an employee and secondary if it covers him as a dependent.  If the individual is covered as a dependent under two or more plans, the plan which covers the employee whose date of birth, excluding year of birth, occurs earlier in a Calendar Year, is primary.  If none of these above rules determine which plan is primary, the plan which has covered the individual for the longer period of time is primary, except in the case of a laid-off or retired employee and their dependents.  Contact the Employer or consult the Plan Document for the above mentioned special rules and exceptions.

The Plan has the right to release to, or obtain from any other organization or person, any information necessary for the administration of this provision and to pay to any organization any amounts necessary to satisfy the intent of this provision.

If the Plan has paid any amounts in excess of those necessary to satisfy the intent of this provision, it has the right to recover such excess from the person, to or for whom, such payments were made or from an insurance company or other organization.

CLAIM PROVISIONS

With the exception of accidents, direct payments for medical services, and extraordinary circumstances, claims for services received by covered employees or dependents will automatically be processed by the medical facility and physicians and be forwarded to Insurance Services of Lubbock, (ISOL), for approval and payment.  ISOL will adjudicate the bill for services and forward an Explanation of Benefits, (EOB), to the covered employee via the mail to explain what was covered by the Plan, if any, and what is the responsibility of the patient.  It is very important that this EOB be reviewed carefully by the covered member.  The EOB will reflect how much of the deductible has been satisfied, show if the treatment was a covered service or not, how much was covered by the Plan, any PPO discounts, Co-pay amount, % of coverage, who payments are forwarded to and when, and the patient’s responsibility.  Please refer to EOB examples in EXHIBITS II & III at the end of this document.  If the employee does not understand or agree with the EOB charges breakout, the employee should contact ISOL at (800) 840-2161 and have the EOB with the employee for ready reference.  A representative of ISOL should answer the employee’s questions professionally and accurately explain the coverage as laid out in the Plan.  If, after discussing the employee’s claim questions / concerns with ISOL, the employee still has a question, the employee may contact the Benefits Manager for further clarification.

ACCIDENTS

If you have an accident at work, medical services are usually covered by Workers Compensation, with no coverage by the Health Plan.  If the employee had an accident away from work, the employee must provide the details of the accident so ISOL can determine if any subrogation or of sharing of responsibility is appropriate, such as there could be in a car accident.  Failure to provide adequate details will delay any determination of coverage. 

CLAIMS PROCEDURE

The procedure outlined below must be followed to obtain payment of benefits under the Plan for the employee and your Covered Dependents:

1.
Notice of Claim.  Within 12 months after the date a loss occurs or commences, written notice must be submitted to the Plan holder which identifies the person whose condition, Illness, or injury is the basis of a claim.

2.
Claim Forms.  Claim forms for submitting proof of loss will be furnished by the Claims Administrator upon receipt of notice of a claim.  If such forms are not furnished within 15 days after receipt of notice of a claim, the employee may use any written form to submit a proof of loss which includes information indicating the occurrence, character, and extent of the loss for which a claim is made.

3.
Proof of Loss.  A completed claim form together with the original bills for medical expenses incurred and a statement from the attending Physician must be submitted to the Claims Administrator within 12 months after the date a loss occurs or commences.  In the case of a claim for benefits for a continuing loss for which periodic payments are provided under the Plan, a claim form must be submitted to the Plan holder within 90 days after the termination of the period for which the Plan holder is liable.

4.
Limitation of Liability.  The Plan holder shall not be obligated to pay any benefits under the Plan for any claim if the proof of loss for such claim was not submitted to the Claims Administrator within the period provided in paragraph 3., above, unless it is shown that (a) it was not reasonably possible to have submitted the proof of loss within such period; and (b) the proof of the loss was submitted as soon as it was reasonably possible.

5.
Physical Examinations.  The Plan holder reserves the right to have a Physician of its own choosing examine any Covered Person whose condition, Illness or injury is the basis of a claim.  All such examinations will be at the expense of the Plan holder.  This right may be exercised when and as often as the Plan holder may reasonably require during the pendency of a claim.  The opportunity to exercise this right will be a condition for obtaining payment of benefits for the claim.

6.
Autopsy.  The Plan Holder reserves the right to have an autopsy performed upon any deceased Covered Person whose condition, Illness or injury is the basis of a claim.  The right may only be exercised where not prohibited by law.

HOW TO FILE A CLAIM

Complete a Claim Form, which can be obtained from the Employer or Insurance Services of Lubbock.  A separate claim form must be completed for each covered family member as claims are submitted.  Any unanswered questions on the claim form will delay processing of the claim until the missing information can be obtained.

Attach the original bills to the claim form and submit the fully completed claim to Insurance Services of Lubbock.  All claims submitted should include the name of the Employer, the Plan Number, (HSC), and the employee’s social security number for identification purposes.

All bills must be complete.  Each bill must show:

1.
The patient's full name;

2.
The date(s) services or supplies were provided;

3.
The nature of the illness or injury;

4.
The type of services or supplies provided;

5.
Itemized charges for each service or supply; and

6.
The provider's name, address, phone number, degree and federal tax identification number.

If the employee or a Covered Dependent has any other group coverage or Medicare, which is primary and required to pay first, wait until the employee has received an Explanation of Benefits from the primary carrier before the employee submits a claim under this Plan.  In such cases, the employee must submit a copy of the Explanation of Benefits with the employee’s claim submission.

File all claims promptly.  The Plan requires that all claims be submitted within 12 months from the date the claim is incurred; however, claims will be processed on a more timely basis if they are submitted as they occur.

Always submit the original bills, but keep a copy of the bill.  Copies of bills cannot be accepted unless there is other group coverage or Medicare coverage involved, and this Plan is a secondary carrier.  The bills submitted cannot be returned.

If you have any questions please call Insurance Services of Lubbock at 1-800-840-2161 or 

1-806-784-0141.

PAYMENT OF CLAIMS

1.
Payment of Benefits.

a.
To Employee.  All benefits under the Plan are Payable to the Covered Employee whose Illness or injury or whose Covered Dependent's Illness or injury is the basis of a claim.


b.
Death or Incapacity of Employee.  In the event of the death or incapacity of a Covered Employee, and in the absence of written evidence to the Plan of the qualification of a guardian for his/her estate, the Plan may, in its sole discretion, make any and all such payments to the individual or institution which, in the opinion of the Plan, is or was providing the care and support of such Employee.


c.
Assignments.  Benefits for medical expenses covered under the Plan may be assigned by a Covered Employee to the person or institution rendering the services for which the expenses were incurred.  No such assignment will bind the Plan holder unless it is in writing and unless it has been received by the Claims Administrator prior to the payment of the benefit assigned.  The Claims Administrator will not be responsible for determining whether any such assignment is valid.  Payment of benefits which have been assigned will be made directly to the assignee unless a written request not to honor the assignment, signed by the Covered Employee and the assignee, has been received before the proof of loss is submitted.

2.
Discharge of Liability.  Any payment made in accordance with the provisions of this section shall fully discharge the liability of the Plan holder to the extent of such payment.

3.
Subrogation Rights.  Unless otherwise prohibited by law, when benefits are paid to or for an Employee or Dependent under the terms of the Plan, the Plan shall be subrogated to the extent of the amount of such payment, to all the rights, powers, privileges, and remedies of the Employee or Dependent against any person responsible, at law or in equity, for the loss or expense for which the benefits were paid.  "Any person responsible" shall include any person legally obligated for payment for the loss or expense, whether by contract, settlement, or judgment of a court of competent jurisdiction.  The Covered Employee shall cooperate fully with the Plan Administrator in enforcing the subrogation rights.  The Plan Administrator can request an amount below what the plan has paid if it is determined it would be in the Plan’s best interest.

4.
Acts of Third Parties.  No benefits are payable under the Plan to or for a person covered under the Plan when the Injury or Illness to the Covered Person occurs through the act or omission of another person.  However, the Plan may elect to advance payment for medical care expenses incurred for an Injury or Illness, or a disability incurred as a result of an Injury or Illness, for which a third party may be liable.  In that event, the Covered Person must sign an agreement with the Plan holder to reimburse the Plan in full for any sums advanced to cover such expenses.

5.
Recovery of Payments.  The Plan holder reserves the right to deduct from any benefits properly payable under the Plan, the amount of any payment which has been made:


a.
In error;


b.
Pursuant to a misstatement contained in a proof of loss;


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


d.
With respect to an ineligible person;


e.
In anticipation of obtaining a recovery in subrogation if a Covered Person fails to comply with the provisions of paragraph 4., above; or


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

Such deductions may be made against any claim for benefits under the Plan by a Covered Employee or by any of his Covered Dependents, if such payment is made with respect to such Covered Employee or any person covered or asserting coverage as a Dependent of such Covered Employee.

6.
Legal Action.  No action at law or in equity shall be brought under the Plan prior to the expiration of 60 days after proper written proof of loss has been furnished in accordance with the requirements of the Plan.  No such action shall be brought after the expiration of 3 years from the time written proof of loss is required to be furnished in accordance with the requirements of the Plan.

GENERAL PROVISIONS
THE PLAN
1.
Entire Contract.  The Plan and the applications of the Covered Persons, if any, constitute the entire contract of coverage under the Plan between the Plan holder and the Covered Persons.

2.
Changes to Plan.  The Plan may be changed by the execution of an amendment to the Plan by the Plan holder, at any time, without prior notice to or the consent of any Covered Employee or of any person entitled to receive payment of benefits under the Plan.

3.
Effect of Changes.  All changes to the Plan will become effective as of a date established by the Plan holder, EXCEPT that:


a.
No increase or reduction in benefits will become effective with respect to Covered Expenses incurred prior to the date a change was adopted by the Plan holder, regardless of the effective date of change; and


b.
No change will become effective with respect to any Covered Person who was disabled on the effective date of such change until the date such person ceases to be disabled and, in the case of a Covered Employee, until such Covered Employee is actively at work.

4.
Termination of Plan.  The Plan holder may terminate the Plan at any time by providing written notice to the Covered Employees.  Such termination will become effective on the date set forth in such notice.

5.
Written Notice.  Any written notice required under the Plan shall be deemed received by a Covered Employee if sent by regular mail, postage prepaid, to the last address of such Covered Employee on the records of the Employer.

6.
Law.  The Plan is governed by ERISA.  Any provision of the Plan, which as of the effective date, is in conflict with the law of any governmental body or agency which has jurisdiction over the Plan, shall be interpreted to conform to the minimum requirements of such law.

7.
Waiver.  The failure to strictly enforce any provision of the Plan shall not be construed as a waiver of the provision.  Rather, the right is reserved to strictly enforce each and every provision of the Plan, at any time, regardless of prior conduct and regardless of the similarity of the circumstances or the number of prior occurrences.

8.
Clerical Error/Delay.  Clerical errors made on the records of the Employer and delays in making entries on such records shall not invalidate coverage or cause coverage to be in force or to continue in force.  Rather, the effective dates of coverage shall be determined solely in accordance with the provisions of the Plan regardless of whether any contributions with respect to a Covered Person has been made or has failed to be made because of such errors or delays.  Upon discovery of any such error or delay, an equitable adjustment of any such contributions will be made.

9.
Worker's Compensation.  The Plan is not instead of, and does not affect any requirement for coverage by worker's compensation insurance.

10.
Gender.  The use of masculine pronouns in this booklet shall apply to persons of both sexes unless the context clearly indicates otherwise.

11.
Headings.  The headings used in this booklet are for the purpose of convenience of reference only.  Covered Persons are advised not to rely on any provision because of the heading.  In all cases, the full text of the Plan Document will control.

12.
Free Choice of Physicians.  Any Employee or Dependent covered hereunder will have free choice of his/her Physician.

STATEMENTS
1.
Not Warranties.  Statements made by or on behalf of any person to obtain coverage under the Plan will be deemed representations and not warranties.

2.
Misstatements on Application.  If any relevant fact has been misstated by or on behalf of any person to obtain coverage under the Plan, the true facts will be used to determine whether coverage is in force and the extent if any, of such coverage.  Upon the discovery of any such misstatement, an equitable adjustment of any contributions will be made.

3.
Time Limit for Misstatement.  No misstatement made to obtain coverage under the Plan will be used to void the coverage of any person, which has been in force for a period of two years, or to deny a claim for a loss incurred or disability commencing after the expiration of such two year period.  The provisions of this paragraph will not apply if any such misstatement has been made fraudulently.

4. Use of Statements.  No statement made by or on behalf of any person, will be used in any context, unless a copy of the written instrument containing such statement has been or is furnished to such person, or to any person claiming a right to receive benefits with respect to such person.

ADDITIONAL PROVISIONS AS A RESULT OF

MEDICARE/MEDICAID

APPLICABLE TO ACTIVE EMPLOYEES AND THEIR

SPOUSES AGES 65 AND OVER
In accordance with Title XVIII of the Social Security Act of 1965, as now or subsequently amended, if such Employee elects coverage under the Plan, the benefits of the Plan will be determined before any benefits provided by Medicare.

APPLICABLE TO SPOUSES AGES 65 AND OVER OF EMPLOYEES UNDER AGE 65
In accordance with the Deficit Reduction Act of 1984 (DEFRA), spouses who are ages 65 and over, may elect or reject coverage under the Plan even if the Employee is not yet 65.  If such spouse elects coverage under the Plan, then the benefits of the Plan will be determined before any benefits provided   by Medicare.

APPLICABLE TO DISABLED PERSONS UNDER AGE 65

The benefits of the Plan will be determined before the benefits of Medicare for any Covered Person who is under age 65, and who is disabled (by Social Security Definition).

APPLICABLE TO E.S.R.D. (END STAGE RENAL DISEASE) BENEFICIARIES 

WHO ARE COVERED UNDER EMPLOYEE GROUP HEALTH PLANS
For the purpose of the Plan, if any Covered Person is eligible for Medicare benefits because of E.S.R.D., the benefits of the Group Health Plan will be determined before Medicare benefits for an initial period of up to 18 months.

APPLICABLE TO ALL OTHER COVERED PERSONS

ELIGIBLE FOR MEDICARE BENEFITS
For the purpose of the Plan, if any Covered Person is eligible for Medicare, such person shall be considered as having "full Medicare coverage."  The term "full Medicare coverage" means coverage for all of the benefits provided under Medicare Part A and under the voluntary portion of Medicare, Part B.

Except as specified in the preceding paragraphs, when a Covered Person becomes eligible for Medicare benefits, benefits will be provided in addition to Medicare in accordance with the "COORDINATION OF BENEFITS PROVISION" of the Plan, for that portion of the Covered Expenses which are not payable by Medicare, unless any nonpayment by Medicare is due to a failure to enroll for Medicare coverage or to apply for Medicare benefits.  Medicare will be considered a "Plan" under the "COORDINATION OF BENEFITS PROVISION," and benefits for Medicare will be determined before the benefits of the Plan.

APPLICABLE TO ALL COVERED PERSONS

ELIGIBLE FOR MEDICAID
For the purpose of the Plan, if any Covered Person is also a Medicaid recipient, any benefits for services or supplies under this Plan will not be excluded solely because benefits are paid or payable for such services or supplies under the Medical Assistant Act of 1967 (Medicaid), as amended.  Any benefits available under this Plan will be payable to the Texas State Department of Human Resources to the extent required by the provisions of Chapter 783, Acts of the 66th Legislature, 1979.

ERISA, (Employment Retirement Income Security Act), Information
PLAN NAME:


Hirschfeld Steel Co., Inc. & Carolina Steel Corporation Employee Benefit Plan

PLAN NUMBER:

HSC or CSC

PLAN HOLDER:

Hirschfeld Steel Co., Inc. & Carolina Steel Corporation

TYPE OF PLAN:

Employee Welfare Benefit Plan

FINANCING OF THE BENEFIT PLAN 

Physical Address:


Mailing Address:

Hirschfeld Steel Co., Inc.

Hirschfeld Steel Co., Inc.

112 West 29th Street


P.O. Box 3768

San Angelo, TX 76903 


San Angelo, TX 76902

The Plan Holder pays the cost of benefits provided by the Plan partially from its general funds and partially from funds contributed by Employees.

ADMINISTRATION
The Plan is administered directly by Insurance Services of Lubbock.  The Plan Year for the Group Health Plan ends on December 31st.  Records for the Group Health Plan are kept on a Plan Year basis.

GENERAL INFORMATION
Primary responsibility for administration of the Group Health Plan is placed with the designated Plan holder.  The Plan holder may allocate responsibilities for the operation and administration of the Plan as he deems appropriate.

The Group Health Plan is subject to administration or termination as determined appropriate by the Plan holder.

EMPLOYEE GROUPS COVERED
Employees of Hirschfeld Steel Co., Inc. (Employer Identification Number 75-1307683), and of the Participant Employer, who meet the Plan's eligibility requirements and elect to be governed by the Plan are covered by the Plan described in this booklet. Employees of Carolina Steel Corporation. (Employer Identification Number 56-0166480), and of the Participant Employer, who meet the Plan's eligibility requirements and elect to be governed by the Plan are covered by the Plan described in this booklet.  A complete list of covered units is available from the Plan holder.

PLAN NUMBER
The Plan Holder has assigned Plan Number HSC & CSC to the Plan.  The Plan holder is Hirschfeld Steel Co. Inc. and Carolina Steel Co.

ERISA CLAIM PROCEDURES
Filing a Claim
It is the employee’s responsibility to file claims properly if the employee wants them paid promptly.  The exact steps and items needed, and where to send claims are shown in the section entitled "HOW TO FILE A CLAIM."

ERISA RIGHTS
As a Participant in the Welfare Benefit Plan, the employee is entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974.  ERISA provides that all Covered Persons shall be entitled to:

1.
Examine, without charge, at the Plan Holder's office and at other specified locations such as work sites and union halls, all Plan documents, including insurance contracts, collective bargaining agreements and copies of any documents filed by the Plan with the U.S. Department of Labor, (such as detailed annual reports and Plan Descriptions);

2.
Obtain copies of all Plan documents and other Plan information upon written request to the Plan Holder.  The Plan Holder may make a reasonable charge for the copies;

3.
Receive a summary of the Plan's financial report.  The Plan holder is required by law to furnish each Covered Employee with a copy of this summary annual report.  The requirement to provide the Plan's financial report does not apply to welfare plans less than 100 participants if unfunded or fully-insured.

In addition of creating rights for Covered Persons, ERISA imposes obligations upon the persons who are responsible for the operation of the Employee Benefit Plan.

The people who operate the Plan, called "fiduciaries" of the Plan, have a duty to do so prudently and in the interest of the employee and other Plan Participants and beneficiaries.

No one, including the employer, may fire the employee or otherwise discriminate against the employee, in any way, to prevent the employee from obtaining a welfare benefit or exercising the employee’s rights under ERISA.

If the employee’s claim for a welfare benefit is denied in whole or in part, the employee must receive a written explanation of the reason for the denial.  The employee has the right to have the Plan Administrator review and consider the claim.

Under ERISA there are steps the employee can take to enforce the above rights.  For instance, if the employee requests materials from the Plan and does not receive them within 30 days, the employee may file suit in a federal court.  In such a case, the court may require the Plan Holder to provide the materials and pay the employee up to $100 per day until the employee receives the material, unless the materials were not sent because of reasons beyond the control of the Plan Holder.

If the employee has a claim for benefits that is denied or ignored, in whole or in part, the employee may file suit in a state or federal court.  If it should happen that the Plan fiduciaries misuse the Plan's money or if the employee is discriminated against for asserting the employee’s rights, the employee may seek assistance from the U.S. Department of Labor or the employee may file suit in a federal court.  The court will decide who should pay court costs and legal fees.  If the employee is successful, the court may order the person the employee has sued to pay these costs and fees.  If the employee loses, the court may order the employee to pay these costs and fees; for example, if it finds the employee’s claim is frivolous.

If the employee has any questions about the Plan, the employee should contact the Plan Holder.

If the employee has any questions about this statement or about the employee’s rights under ERISA, the employee should contact the nearest Area Office of the U.S. Labor-Management Service Administration, Department of Labor.

Claims and Appeals for Plan Benefits

You may file claims for Plan benefits, and appeal adverse claim decisions, either yourself or through an Authorized Representative.  The Plan Administrator has full, complete and absolute discretion and authority to determine who is eligible to receive benefits under the Plan and what benefits are payable under the Plan.

If your claim is denied in whole or in part, you will be notified in accordance with 1, 2, or 3 below, whichever applies to your situation:

1. For urgent care claims you will be notified within 72 hours after receipt of the claim by the plan, unless you do not provide sufficient information to determine whether, or to what extent, benefits are covered or payable under the plan.  In that case you will be notified within 24 hours after receipt of the claim by the plan, of the specific information necessary to complete the claim.  You then will have at least 48 hours to provide the additional information.  You will then be notified within 48 hours after receipt of the additional information by the plan;

2. If the plan approved an ongoing course of treatment to be provided over a period of time or number of treatments; You will be notified of any reduction or termination by the plan of the course of treatment (other than by plan amendment or termination) in enough time so you can appeal before the benefit is reduced or terminated or you will be notified within 24 hours after receipt by the plan of a request to extend the course of treatment that involves urgent care so long as your request is made at least 24 hours before the end of the pre-approved course of treatment:

3. For pre-service claims you will be notified within 15 days after receipt of the claim by the Plan.  This time period may be extended one time by the plan for up to an additional 15 days, so long as you are notified of the reasons for the delay prior to the end of the first 15 days.  If more time is needed because you have not submitted all the information needed to decide the claim, the notice of extension will describe what additional information is needed and you will have at least 45 days to provide the additional information.

If your claim is denied in whole or in part, the notice of denial will indicate;

1. The specific reasons for the denial;

2. Reference to the specific plan provisions on which the determination was made;

3. A description of any additional material or information necessary to complete the claim and the reason why the material or information is necessary;

4. A description of the plan’s appeal procedures and the time limits applicable to such procedures, including a statement of your right to bring a civil action under Section 502(a) of ERISA following an adverse benefit determination;

5. If used, either the specific rule, guideline, protocol or other similar criterion or a statement that a rule, guideline, protocol or other similar criterion was relied upon in making the adverse determination and that a copy of the rule, guideline, protocol, or other criterion will be provided free of charge upon request;

6. If the adverse benefit determination is based on a medical necessity or experimental treatment or similar exclusion or limit, with an explanation of the scientific or clinical judgment for the determination, applying the terms of the plan to your medical circumstances, or a statement that this explanation will be provided free of charge upon request;

7. In the case of an adverse benefit determination involving urgent care, a description of the expedited review process applicable to these claims.

First Level of Appeal

You may appeal a benefit denial if you make a written request to within 180 days after your claim was denied or reduced.  You may include written comments, documents, records and other information relating to your claim.  You may represent yourself or appoint someone to represent you and you have the right to inspect all documents records and other information that was relevant to your claim.

The review shall not afford deference to the initial adverse benefit determination and shall be conducted by an appropriate named fiduciary of the plan who is neither the individual who made the adverse benefit determination that is the subject to the appeal, nor the subordinate of such individual.

1. The review of the denial of the claim shall take into account all comments, documents records and            other information submitted by the claimant relating to the claim, without regard to whether such information was submitted or considered in the initial benefit determination.

2. In the review of the denial of the claim that is based in whole or in part on a medical judgment, experimental, investigational, or not medically necessary or appropriate, the reviewer shall consult with a healthcare professional who has appropriate training and experience in the field of medicine involved in the medical judgment, who is neither an individual who was consulted in connection with the adverse benefit determination that is the subject to the appeal nor the subordinate of any such individual.

3. Medical or vocational experts, whose advice was obtained on the behalf of the plan in connection with the claimant’s adverse benefit determination shall be identified without regard to whether the advice was relied upon in making the benefit determination.

4. In the case of a claim involving urgent care, there shall be an expedited review process pursuant to which a request for an expedited appeal of an adverse benefit determination may be submitted orally or in writing by the claimant and all necessary information including the plan’s benefit determination on review, shall be transmitted between the plan and the claimant by telephone, facsimile or other available similarly expeditious method.

Timing of Decisions on the First Level of Appeal

The reviewer shall notify the claimant of the benefit determination in accordance with 1, 2, or 3 below whichever is appropriate:

1. In the case of a claim involving urgent care, the reviewer shall notify the claimant of the plan’s                                                                               benefit determination on review as soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of the claimant’s request for review of an adverse benefit determination by the plan.

2. In the case of a pre-service claim, the reviewer shall notify the claimant, of the plan’s benefit determination on review within a reasonable period of time appropriate to the medical circumstances, but in no case later than 15 days after receipt by the plan of the claimant’s request for review of an adverse benefit determination.

3. In the case of a post-service claim, the reviewer shall notify the claimant of the plan’s benefit determination on review within a reasonable period of time, but in no case later than 30 days after receipt by the plan of the claimant’s request for review of an adverse benefit determination.

All decisions shall be in writing and in the case of an adverse benefit determination, the specific reason(s) to the adverse determination and the plan provisions on which the decision was based.  The notification shall include 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 description of the plan’s appeal procedures for the second level of appeal and the time limits applicable to such procedures, and a statement of the claimant’s right to bring civil action under Section 502 (a) of ERISA following an adverse benefit determination.  If an internal rule, guideline, protocol or other similar criterion was relied upon in making the adverse determination, the notification shall include either the specific rule guideline, protocol, or other similar criterion that was relied upon in making the adverse decisions or a statement that a copy of the rule, guideline, protocol, or other similar criterion will be provided free of charge to the claimant upon request.  If the adverse decision is based on a medical necessity or experimental treatment or similar exclusion or limit, the notification shall include either an explanation of the scientific or clinical judgment of the determination, applying the terms of the plan to the claimant’s medical circumstances or statement that such explanation will be provided free of charge upon request.  The notification shall include the following statement: “You and your plan may have other voluntary alternative dispute resolution options such as medication.  One way to find out what may be available is to contact your local US Department of Labor office and your State insurance regulatory agency.”

Review of Denial (Second Level of Appeal)

A claimant shall be entitled to a second full review of his/her claim after he/she has been notified of an adverse determination on the first level of appeal.  The following procedures shall apply:

1. A claimant desiring such a review must make a written request to the sponsor within 90 days following receipt of notification of adverse determination on the first level of appeal.

2. The review shall not afford deference to the determination made at the first level of appeal and shall be conducted by an appropriate named fiduciary of the plan who is neither the individual who made the adverse benefit determination at the first level of appeal that is the subject to the appeal, nor the subordinate of such individual.

3. The request for review may include written comments, documents, records and other information relating to the claim for benefits.

4. During the review the claimant may represent himself/herself or appoint a representative to do so, and will have the right to inspect all documents, records and other information that was relevant to the claim.

5. The review of the denial of the claim shall take into account all comments, documents records and other information submitted by the claimant relating to the claim, without regard to whether such information was submitted or considered in the initial benefit determination.

6. In the review of the denial of the claim 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 health care review in the field of medicine involved in the medical judgment, who is neither an individual who was consulted in connection with the adverse benefit determination at the first level of appeal nor the subordinate of any such individual.

7. Medical or vocational experts, whose advice was obtained on behalf of the plan in connection with the claimant’s adverse benefit determination at the second level of appeal, shall be identified without regard to whether the advice was relied upon in making the benefit determination.

8. In the case of a claim involving urgent care, there shall be an expedited review process pursuant to which a request for an expedited appeal of an adverse benefit determination may be submitted orally or in writing by the claimant and all necessary information, including the plan’s benefit determination on review, shall be transmitted between the plan and the claimant by telephone, facsimile or other available similarly expeditious method.

Timing of decisions on the Second Level of Appeal
The reviewer shall notify the claimant of the benefit determination in accordance with 1, 2, or 3 below, whichever is appropriate:

1. In the case of a claim involving urgent care, the reviewer shall notify the claimant of the plan’s benefit determination on review as soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of the claimant’s request for the first level of appeal.

2. In the case of a pre-service claim, the reviewer shall notify the claimant, of the plan’s benefit determination on review within a reasonable period of time appropriate to the medical circumstances, but in no case later than 15 days after receipt by the plan of the claimant’s request for review of an adverse benefit determination at the first level of appeal.

3. In the case of a post-service claim, the reviewer shall notify the claimant of the plan’s benefit determination on review within a reasonable period of time, but in no case later than 30 days after receipt by the plan of the claimant’s request for review of an adverse benefit determination at the first level of appeal.

All decisions shall be in writing and in the case of an adverse benefit determination, the specific reason(s) for the adverse determination and the plan provisions on which the decision was based.  The notification shall include 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 a statement of the claimant’s right to bring a civil action under Section 502(a) of ERISA following an adverse benefit determination.   If an internal rule, guideline, protocol or other similar criterion was relied upon in making the adverse determination, the notification shall include either the specific rule, guideline, protocol or other similar criterion that was relied upon in making the adverse decision or a statement that a copy of the rule, guideline, protocol, or other similar criterion will be provided free of charge to the claimant upon request.  If the adverse decision is based on a medical necessity or experimental treatment or similar exclusion or limit, the notification shall include either an explanation of the scientific or clinical judgment of the determination, applying the terms of plan to the claimant’s medical circumstances, or a statement that such explanation will be provided free of charge upon request.  The notification shall include the following statement: “You and 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 you local US Department of Labor Office and your State insurance regulatory agency.”
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