VERIFICATION OF NOTIFICATION

The following information pertaining to my employer sponsored benefit program has been presented to me: 

· Patient and Provider Rights, Pennsylvania, Act 68

· Americans With Disabilities Act Amendments Act (ADA AA)

· Occupational Safety and Health Act of 1970 (OSHA)

· Mental Health Parity and Addiction Equity Act

· The Mental Health Parity Act Of 1996

· The Newborn’s & Mother’s Health Protection Act of 1996

· Women’s Health and Cancer Rights Act of 1998

· Social Security Normal Retirement Age

· HIPAA COBRA Notice

· HIPAA Privacy Rule

I understand that it is my responsibility to read and comprehend the above mentioned material.

 
Employee Name





Date


Employee Signature





Date


Witness (Administrator)




Date

Patient and Provider Rights revamped in Pennsylvania

Act 68, Passed last summer and effective this year after more than a year of debate, spells out patient and provider rights for managed care organizations and gatekeeper PPOs.  Included in his legislation is a detailed process for how coverage decisions can be appealed.  Among the features required by the plan:

A revised grievance process

The law establishes a multi-step- two-track process for appeals by or on behalf of members:

1. Complaint process for non-medical necessity issues.

2. A grievance process for patients and providers who disagree with a plan’s coverage decision. 

In both types of appeals there are two stages of internal plan review.  The plan’s grievance panels include medical professionals skilled in the area in question.  If patients or providers are not satisfied, they can appeal medical necessity decisions to external panels.  The plan’s second level complaint panel must include one-third non-employees and decisions are appealable to State health or insurance regulators.

New emergency room standards

The law requires payment for emergency room under a “prudent lay person” standard.  The law also allows an emergency room physician to treat and emergency without prior plan approval.

Access to specialists

All plans will give women direct access to obstetric/gynecological services.  In addition, certain chronically ill members, upon approval by the plan, will be able to receive standing referrals to specialists, or designation of their specialists as their primary care physicians.

Utilization review

The State Health Department will license the independent utilization review panels hired by plans to review which services are covered.  Only doctors will be empowered to make decisions about denying coverage.

Continuation of Coverage

One additional provision of Act 68 requires continuation of an ongoing course of treatment with either a non-participation or terminated provider.  This must be offered to new and existing Keystone Health Plan East HMO, POS and Blue Choice members.

Continuation of care must be provided up to 60 transitional days from the effective date of enrollment for new members who may be under the care of a non-participating provider.

For existing members who are under the care of a provider who has been terminated from the network (for reasons other than cause), continuation of care must be provided for up to 60 days from the date of the Plan notification to the member.  The 60-day period can be extended if it is determined to be medically necessary and clinically appropriate.  The Plan must cover the continuing treatment under the same terms and conditions for participating providers

With regard to maternity care, if the new or existing member is in her second or third trimester of pregnancy at the time of switching health plans, or at the time of the providers termination, the transitional period of authorization will extend through post-partum care related to the delivery.




HIPAA COBRA Notice


	


September 1996 





On August 21,1996, a new Federal law, the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") [Public Law 104�191], was enacted. HIPAA changed some of the continuation coverage requirements under the Consolidated Omnibus Budget Reconciliation Act of 1985 ("COBRA") that apply to the employers' group health plans. HIPAA requires that qualified beneficiaries be notified of certain HIPAA's changes to COBRA. The requirements are summarized below and generally are effective January 1, 1997, regardless of whether the qualifying event occurred before, on, or after that date.





1.	Under COBRA, if the qualifying event is a termination or reduction in hours of employment, affected qualified beneficiaries are entitled to continue coverage for up to 18 months after the qualifying event, subject to various requirements. Before HIPAA, this 18 �month period could be extended for up to 11 months (for a total COBRA coverage period of up to 29 months from the initial qualifying event) if an individual was determined by the Social Security Administration, under the Social Security Act, to have been disabled at the time of the qualifying event and if the plan administrator was notified that the disability determination within 60 days of the determination and before the end of the original 18 �month period.





	Under the new law, if a qualified beneficiary is determined by  the Social Security Administration to be disabled under the Social Security Act at any time during the first 60 days of COBRA coverage, the 11�month extension is available to all individuals who are qualified beneficiaries due to the termination or reduction in hours of employment. The disabled individual can be a covered employee or any other qualified beneficiary. Social Security Administration to be disabled under the Social Security Act at any time during the first 60 days of COBRA coverage, the 11-month extension is available to all individuals who are qualified beneficiaries due to the termination or reduction in hours of employment. The disabled individual can be a covered employee or any other qualified beneficiaries. However, to be eligible for the 11�month extension, affected individuals must still comply with the notification requirements in a timely fashion.





2.	A child that is born to or placed for adoption with the covered individual during a period of COBRA coverage will be eligible to become a qualified beneficiary. In accordance with the terms of the employer's group health plan(s) and the requirements of Federal law, these qualified beneficiaries can be added to COBRA coverage upon proper notification to the Plan Administrator of the birth or adoption.





3.	In addition to changing some of the COBRA requirements, HIPAA restricts the extent to which group health plans may impose pre�existing condition limitations. These rules are generally not effective until plan years beginning after June 30, 1997.





HIPAA coordinates COBRA coverage with these new limits as follows. Under COBRA, your right to continuation coverage terminates if you become covered by another employer's group health plan that does not limit or exclude coverage for your pre�existing conditions. If you become covered by another group health plan and that plan contains a pre�existing condition limitation that affects you, your COBRA continuation coverage cannot be terminated. However, if the plan's pre�existing condition rule does not apply to you by reason of HIPAA's restrictions on pre�existing condition clauses, the employer's group health plan(s) may terminate your COBRA coverage.





If you have any questions about these changes, please contact the Plan Administrator.








IMPORTANT BENEFITS UPDATE


HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996








The Health Insurance Portability and Accountability Act of 1996 (HIPAA) established certain limits regarding pre-existing medical conditions.  It also established a process through which employees can receive credit towards meeting a company’s pre-existing condition limitation assuming that there is not a lapse in coverage of greater than 63 days.





HIPAA is effective for all benefit plan years beginning on or after July 1, 1997.  This notice outlines the general definition of a pre-existing limitation as well as the process of certification regarding prior health coverage.  The pre-existing limitations of your Plan may be more liberal.  





Pre- Existing Conditions Limitations


A pre-existing condition is any condition for which advice, diagnosis, care or treatment was recommended or received 6 months prior to the Enrollment Date.  The Enrollment Date is the earlier of the first day of coverage or the first day of the waiting period (generally the date of hire).





The pre-existing condition limitation is limited to:


12 months from the Enrollment date or


18 months for late enrollees





If the medical or dental option you have selected is subject to a pre-existing condition limitation, Creditable Coverage which you carried under a prior plan may, in fact, reduce this pre-existing condition limitation period.  A letter of certification should be obtained from your prior plan’s administrator so that your plan can verify your Creditable Coverage. 





Creditable Coverage  


Creditable Coverage includes all forms of health insurance coverage, whether in the individual or group market, and whether the coverage is short-term, limited-duration coverage, or other coverage for benefits for medical care for which no certificate of creditable coverage is required.





Creditable Coverage includes health insurance coverage and other health coverage, such as coverage provided under group health plans ( whether or not provided through an issuer ), Medicaid, Medicare, and public health plans.





Special Enrollment 


If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you will be able to enroll yourself or your dependents in this plan if you lose coverage, provided that you request enrollment within 31 days after your coverage ends.





In addition, if you have a new dependent as a result of a marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request enrollment within 31 days after the marriage, birth, adoption or placement for adoption.





Certification Upon Termination Of Employment  





If you should terminate or separate from service with the company, or waive health insurance coverage while employed, you will be provided with a certificate of Creditable Coverage at the time that coverage ends.  A certificate will also be issued when COBRA coverage ends if you elected continuation coverage through the COBRA plan. 








 THE NEWBORN’S & MOTHER’S HEALTH PROTECTION


 ACT OF 1996





The Final Rule is effective December 19, 2008, for plan years beginning on or after January 1, 2009.  This law includes important protections for mothers and their newborn children regarding the length of hospital stays following childbirth. Group Health plans, insurance companies and health maintenance organizations (HMOs) that are subject to the Newborns’ Act may not restrict benefits for a hospital stay in connection with childbirth to less than 48 hours following a vaginal delivery or 96 hours following a delivery by cesarean section. The attending provider may decide, after consulting with you, to discharge you or your newborn child earlier. The attending provider cannot receive incentives or disincentives to discharge you or your child earlier than 48 or 96 hours.  





A plan, insurance company or HMO cannot deny you or your newborn child coverage for a 48-hour stay (or a 96-hour stay) because the plan claims that you, or your attending provider, have failed to show that the 48-hour stay (or 96-hour stay) is medically necessary. The attending provider determines that an admission is in connection with childbirth and when the hospital stay begins for purposes of applying the general rule, and that provider determines when an exception to the 48-hour or 96-hour general rule will be taken in consultation with the mother. Insurance companies and HMOs generally can require you to notify the plan of the pregnancy in advance of an admission if you wish to use certain providers or facilities, or to reduce your out-of-pocket costs. 





ERISA-covered group health plans are required to comply with the ERISA notice regulations, whether insured or self-insured.





If your coverage is insured by an insurance company or HMO, you should always contact your State Insurance Commissioner’s Office for the most current information on State laws.














SOCIAL SECURITY NORMAL RETIREMENT AGE





The Social Security Administration adjusted the Retirement Age for all persons born after 1938.  The below chart lists years of birth and the updated retirement age.  This amendment affects Long Term Disability programs.  Most contracts run to age 65.  Now, however, it is imperative to address this issue with updated or new contracts to avoid a potential two year income gap for a disabled employee.








Employee’s Year of Birth	S. Security Normal Retirement Age





Before 1938		           65


       1938			65 and 2  months


       1939			65 and 4  months


       1940			65 and 6  months


       1941			65 and 8  months


       1942			65 and 10  months


                  1943-1954	                             66


                       1955 	                66 and 2  months


       1956			66 and 4  months


       1957			66 and 6  months


       1958			66 and 8  months


                       1959			66 and 10 months


  After 1959   		             67











THE MENTAL HEALTH PARITY ACT Of 1996





Under the Mental Health Parity Act, group health plans, insurance companies and HMOs that offer mental health benefits can no longer set annual or lifetime dollar limits on mental health benefits that are lower than those that are set for medical and surgical benefits. 





The mental health parity requirements do not apply to small employers with less than 51 employees. 





For example, a plan that does not set an annual or lifetime dollar limit on medical and surgical benefits may not impose a dollar limit on mental health benefits under the plan. This provision does not apply to benefits for substance abuse or chemical dependency.





Health plans are not required to include mental health in their benefits package.  Plans will still have the ability to set the terms and conditions (such as cost-sharing and limits on the number of visits or days of coverage) for the amount, duration and scope of mental health benefits.  





The requirements under the act apply only to those plans that offer mental health benefits. 





The Mental Health Parity Act of 1996 affected group health plans for plan years effective January 1, 1998.  The law will cease to apply to benefits for services after December 31, 2003.





Women’s Health and Cancer Rights Act of 1998


IMPORTANT NOTICE





To:  All Participants


From:  Plan Administrator


Re:  Women’s Health and Cancer Rights Act of 1998





On October 21, 1998, Congress enacted the Women’s Health and Cancer Rights Act of 1998 (the “Act”).  This notice describes the most important provisions of the Act.  Please review this information carefully.  If your spouse is covered by our group health plan, please make certain that he or she also has the opportunity to review this information.





The Act requires a group health plan that provides medical and surgical benefits for a mastectomy to also provide coverage, in consultation with the attending physician and the patient, for:


reconstruction of the breast on which the mastectomy was performed;


surgery and reconstruction of the other breast to produce a symmetrical appearance; and


prostheses and coverage for any complications in all stages of mastectomy, including  lymphedamus.





Such coverage and benefits may be subject to annual deductibles and coinsurance provisions to the extent they are consistent with those for other coverage and benefits under the plan.  In addition, the Act prohibits a group health plan from:


denying a participant or a beneficiary eligibility to enroll or renew coverage in order to avoid the requirements of the Act;


penalizing, reducing, or limiting reimbursement to a health care provider (e.g., physician, clinic or hospital) to induce such provider to provide care inconsistent with the Act; and


Providing monetary or other incentives to a health care provider t induce such provider to provide care inconsistent with the Act.





Please keep this information with your other group health plan documents.  If you have any questions about this Plan’s coverage of mastectomies and reconstructive surgeries, please contact your Human Resources manager.











Mental Health Parity and Addiction Equity Act





Effective January 1, 2009. An amendment to the Employee Retirement Income Security Act (ERISA), this new law provides more far-ranging protections than the Mental Health Parity Act (MHPA) of 1996. Under the new law, if a group health plan covers the treatment of mental illness or drug or alcohol abuse, the treatment limits and financial requirements for these services can be no more restrictive than the predominant treatment limits and financial requirements that the plan applies to medical and surgical benefits or coverage.





Substance abuse benefits and out-of-network mental health and substance abuse benefits are no longer excluded from these protections.





Self-insured plans are also required to comply with the new requirements. Small employers (those with an average of at least 2 and not more than 50 employers during the preceding calendar year) are exempt. Some plans may be eligible for a cost exemption if the total coverage costs increase 2% or more for the first year the new act is effective and 1% for each subsequent plan years if the cost increased because of the parity.








THE AMERICAN WITH DISABILITIES ACT AMENDMENTS ACT (ADA AA)





Title I of the Americans with Disabilities Act Amendments Act (ADA AA) prohibits discrimination against a qualified individual with a disability because of the disability of such individual.  The ADA protects qualified individuals with disabilities from unlawful discrimination in the workplace, including access to training and career development.  A qualified individual with a disability is one who can perform the essential functions of the job with or without reasonable accommodation.  A disability is an impairment if it would substantially limit one major life activity or that is episodic or in remission if it would substantially limit a major life activity when active.  The determination of whether an impairment is a disability must be made without regard to measures implemented to lessen the impairment (other than ordinary eyeglasses or contact lenses). Regarded as disabled is now defined as establishing that the individual has been subjected to action prohibited under the Act because of an actual or perceived physical or mental impairment whether or not the impairment limits or is perceived to limit a major life activity.  





Employers, employment agencies, labor organizations and joint labor-management committees must (1) Have non-discriminatory application procedures, qualification standards, and selection criteria and in all other terms and conditions of employment.  (2)  Make reasonable accommodation to the known limitations of a qualified applicant or employee unless to do so would cause an undue hardship.  





The bill makes exceptions regarding the employment of a person with a contagious disease, a person who illegally uses drugs or alcohol, employment  of someone by a religious entity, and private membership clubs.  

















 HIPAA Privacy Rule (HIPAA Standards for Privacy of Individually Identifiable Health Information)





The HIPAA Privacy Rule, which went into effect on April 14, 2001, will require compliance on April 14, 2003.  This Rule offers the first comprehensive federal protection for the privacy of individuals’ health information.  The U.S. Department of Health and Human Services Office of Civil Rights will enforce the Rule.





The HIPAA Privacy Rule gives individuals a fundamental new right to be informed of the privacy practices of their health plans and of most of their health care providers, as well as to be informed of their privacy rights with respect to their personal health information.  Health plans and covered health care providers are required to develop and distribute a notice that provides a clear explanation of these rights and practices.  The notice is intended to focus individuals on privacy issues and concerns, and to prompt them to have discussions with their health plans and health care providers and exercise their rights.





The Privacy Rule provides that an individual has a right to adequate notice of how covered entity may use and disclose protected health information about the individual, as well as his or her rights and the covered entity’s obligations with respect to that information.  Most covered entities must develop and provide individuals with this notice of their privacy practices.





Most health plans and health care providers that are covered by the new Rule must comply with the new requirements by April 14, 2003.




















Occupational Safety and Health Act of 1970 (OSHA)   


The Occupational Safety and Health Act of 1970 (OSHA) includes a "general duty clause" that requires virtually all employers to maintain a workplace that is free from recognized hazards that would cause injury or death to employees. Most employers must comply with OSHA workplace safety and health standards that apply to their workplaces. 


OSHA requires employers to maintain a log of certain injuries and illnesses, report certain deaths and multiple hospitalizations and post supplementary records on an annual basis. 


Employers may not discharge employees who refuse to do a job that, by their reasonable apprehension, places them at risk of injury or exposes them to a hazardous workplace condition. 


The standards are voluminous, and may be obtained from the Government Printing Office.


Penalties for non-compliance: Civil penalties up to $1,000 for individual violations; up to $10,000 for repeated and willful violations; back pay and reinstatement for employees who suffered discrimination.
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