SUMMARY PLAN DESCRIPTION

State of Maine 

MEDICAL REIMBURSEMENT PLAN

AMENDED FOR THE PLAN YEAR COMMENCING JANUARY 1, 2013
PLAN NO.  501
Table of Contents

Page

PART I
UNDERSTANDING YOUR BENEFITS
1

PART II
THE MEDICAL REIMBURSEMENT PLAN
1


WHAT THE PLAN OFFERS
1


WHEN YOU ARE ELIGIBLE
1


WHO PAYS

1


YOUR BENEFITS
1
PART III
COBRA CONTINUATION COVERAGE
2


WHEN COVERAGE MAY BE CONTINUED
2


TYPE OF COVERAGE
3


NOTICE REQUIREMENTS
3


ELECTION PROCEDURES AND DEADLINES
3


COST
4


WHEN CONTINUATION COVERAGE ENDS
4

PART IV
CLAIMS PROCEDURES AND YOUR LEGAL RIGHTS
4


CLAIMING YOUR BENEFITS
4


YOUR LEGAL RIGHTS
5

PART V
OTHER THINGS YOU SHOULD KNOW
6

QUALIFIED MEDICAL CHILD SUPPORT ORDERS   ……………………………………………6

HOW LONG THE PLAN LASTS
7


WHEN THE PLAN YEAR ENDS
7


WHO ADMINISTERS THE PLAN
7


TYPE OF ADMINISTRATION
7


IDENTIFYING YOUR EMPLOYER
8


OFFICIAL PLAN NAME AND PLAN NUMBER
8


AGENT FOR SERVICE OF LEGAL PROCESS
8


EMPLOYMENT
8


DATE OF SUMMARY PLAN DESCRIPTION
8

SUMMARY PLAN DESCRIPTION

State of Maine 

MEDICAL REIMBURSEMENT PLAN
PART I

UNDERSTANDING YOUR BENEFITS


This booklet is a summary of the Medical Reimbursement Plan (“Plan”) established by your employer (listed in Part IV below).  The summary is currently being amended for the Plan Year commencing January 1, 2013 and describes your benefits and discloses your portion of the costs, if any.  Read this booklet carefully, share it with your family, and keep it handy for future reference.


Benefits under the Medical Reimbursement Plan are available to employees who participate in the employer’s Cafeteria Plan.  The Medical Reimbursement Plan operates together with the Cafeteria Plan to permit you to receive medical expense reimbursements on a pre-tax basis.  Accordingly, you should read this booklet together with the separate summary plan description for the Cafeteria Plan.


Please note that this summary does not attempt to cover all details.  Specific details are contained in the official plan documents which govern the operation of the Plan.  You (or your beneficiary in the event of your death) are entitled to examine, without charge, all plan documents and any other documents or reports maintained by each plan in which you are a participant.

PART II

THE MEDICAL REIMBURSEMENT PLAN
WHAT THE PLAN OFFERS


The Plan provides for reimbursement of certain expenses that you incur for medical care for yourself, your spouse or your dependents.

WHEN YOU ARE ELIGIBLE


Each benefit eligible employee, classified as part or full time (as defined by The State of Maine's Personnel Policies), regularly scheduled to work a minimum of 8 hours per week over a 12-month period, excluding seasonal or temporary employees, shall be eligible to participate in the Cafeteria Plan on the first of the month following 60-days of employment. To participate you must return a properly completed Benefit Election form to the Plan Administrator of the Cafeteria Plan as explained in the Cafeteria Plan summary.  Your participation in this Plan will terminate on the date you cease to be eligible to participate (unless you elect to continue your participation under COBRA).  You will be offered an opportunity to elect to continue your participation under COBRA for the remainder of the Plan Year in which a COBRA qualifying event occurs only if, as of the date of the COBRA qualifying event, the maximum amount of reimbursement benefits available to you for the remainder of the Plan Year (taking account of any reimbursable claims submitted to the Plan Administrator for that Plan Year before the date of the COBRA qualifying event) exceeds the maximum amount that the Plan may charge you for COBRA continuation coverage for the remainder of the Plan Year.


In the event that your participation ceases, you will not be entitled to reimbursement for medical care expenses incurred after termination of your participation.  You will, however, continue to be entitled to reimbursement, in accordance with the terms of the Plan, for medical care expenses incurred prior to termination of your participation.

WHO PAYS


Your employer pays for the benefits you choose with the portion of your pay, if any, that you direct your employer to contribute to your medical reimbursement account under the Plan.  Under current federal law the portion of your pay used to obtain benefits is not considered taxable income.  Thus, if you direct your employer to use some of your pay to provide benefits, your employer will withhold from each of your paychecks amounts that would otherwise be payable to you as taxable compensation.  By reducing your taxable income, you reduce the amount of taxes you pay and at the same time increase your benefits.  Eligible participants enrolled in this benefit shall pay the monthly administration fee which will be deducted pre-tax under the Employer’s Cafeteria Plan.
YOUR BENEFITS


The Plan will reimburse you for the medical care expenses described below that you have paid or are required to pay out of your own pocket for yourself, your spouse, a person who is your dependent for federal income tax purposes, or, beginning January 1, 2011, your son, daughter, stepchild, legally adopted child, or eligible foster child under the age of twenty-seven (regardless of the child’s residency, employment, financial dependence, student status, marital status, or status as a tax dependent). You will be reimbursed for the following:

· expenses for the diagnosis, cure, mitigation, treatment or prevention of disease, or for the purpose of affecting any structure or function of the body;


· prescribed medicines or drugs (determined without regard to whether the medicine or drug is available without a prescription) or insulin:

· expenses for transportation primarily for and essential to medical care referred to above;

· other expenses that are considered to be medical care expenses under the Internal Revenue Code, including health plan co-payments and deductibles and expenses for dental and vision care.


You cannot be reimbursed from this Plan if the medical care expense is covered by other insurance or for premiums you pay for other insurance.  Similarly, the amounts contributed to your medical care reimbursement account for one year may not be used to reimburse you for expenses incurred in a different year.  Expenses are incurred when the care is provided.


The Plan allows you to direct your employer to set aside as much as $2,500.00 or as little as $260.00  each year.  In deciding on the level of benefits that is best for you, remember that each year you will forfeit any amounts that you direct into the Plan that are not used to reimburse you for medical care expenses incurred during that year.  Also remember that the amount you direct into the reimbursement account can be changed only if you meet the applicable conditions for changing your Benefit Election under the Cafeteria Plan.  Note, however, that special enrollments do not apply to the Medical Reimbursement Plan.


The amount of medical care expenses for which you may be reimbursed under the Plan may not exceed the amount that is contributed to your medical care reimbursement account for the Plan Year.  Contributions are made to the Plan through payroll deduction each pay period at the rate (up to $2,500.00 each year) that you indicate on your Benefit Election form.

PART III
COBRA CONTINUATION COVERAGE

Federal law requires most employers sponsoring group health plans to offer employees and their families the opportunity for a temporary extension of health care coverage (called “continuation coverage”) at group rates in certain instances where coverage under the plans would otherwise end.  These rules apply to the Plan unless it is a “small-employer” plan under federal law.  (The Plan Administrator will inform you if the Plan is exempt from COBRA.)

WHEN COVERAGE MAY BE CONTINUED


If you are a Participant in the Plan, then you have a right to choose continuation coverage under the Plan if you lose your coverage because of:

· a reduction in your hours of employment; or

· a voluntary or involuntary termination of your employment (for reasons other than gross misconduct). 


If you are the spouse of a Participant, then you have the right to choose continuation coverage for yourself if you lose coverage for any of the following reasons:

· the death of your spouse;

· a voluntary or involuntary termination of your spouse's employment (for reasons other than gross misconduct) or reduction in your spouse's hours of employment;

· divorce or legal separation from your spouse; or

· your spouse becomes entitled to Medicare.


In the case of a tax-qualified dependent child of a Participant, he or she has the right to choose continuation coverage if coverage is lost for any of the following reasons:

· the death of the employee;

· a voluntary or involuntary termination of the employee's employment (for reasons other than gross misconduct) or reduction in the employee's hours of employment;

· his or her parents' divorce or legal separation;

· the employee’s becoming entitled to Medicare; or

· he or she ceases to be a tax-qualified dependent child.

A child who is born to, or placed for adoption with, the employee during a period of continuation coverage is also entitled to continuation coverage.


However, even if one of these qualifying events occurs, you, your spouse, and your dependent child may continue coverage only if the maximum contributions that can be required to pay for COBRA coverage for the remainder of the Plan Year are less than the maximum reimbursement benefits available to the individual for the remainder of the Plan Year.  If this condition is not met, then the individual will not be entitled to continuation coverage.


The maximum continuation coverage period under this Plan is the remainder of the Plan Year in which the qualifying event occurs.

TYPE OF COVERAGE

You, your spouse, and tax-qualified dependent child(ren) are each entitled to make a separate election for continuation coverage under the Plan.  If you choose continuation coverage, the employer is required to give you coverage which, as of the time coverage is being provided, is identical to the coverage provided under the Plan to similarly situated employees and/or their tax-qualified dependents.  If Plan benefits are modified for similarly situated active employees, then they will be modified for you and your tax-qualified dependents as well.  You will be eligible to make a change in your Benefit Election with respect to the Plan upon the occurrence of any event that permits a similarly-situated active employee to make a Benefit Election change during a Plan Year.


If you do not choose continuation coverage, your coverage under the Plan will end with the date you would otherwise lose coverage.

NOTICE REQUIREMENTS

The employee or a covered tax-qualified dependent must notify the employer of a divorce, legal separation, or a child losing tax-qualified dependent status within 60 days of the later of the date of the event or the date on which coverage would be lost because of the event.  The employer must notify the Plan Administrator of the employee's death, termination of employment or reduction in hours, or Medicare entitlement.

When the Plan Administrator is notified that one of these events has occurred, the Plan Administrator will in turn notify you that you have the right to choose continuation coverage.  Notice to an employee's spouse is treated as notice to any tax-qualified dependents who reside with the spouse. 

An employee or covered tax-qualified dependent is responsible for notifying the Plan Administrator if he or she becomes covered under another group health plan.

ELECTION PROCEDURES AND DEADLINES

In order to elect continuation coverage, you must complete the election form(s) provided to you by the Plan Administrator.  You have 60 days from the date you would lose coverage for one of the reasons described above or the date you are sent notice of your right to elect continuation coverage (whichever is later), to inform the Plan Administrator that you wish to continue coverage.  Failure to return the election form within the 60-day period will be considered a waiver and you will not be allowed to elect continuation coverage.

COST


You will have to pay the entire cost of your continuation coverage.  The cost of your continuation coverage will not exceed 102% of the applicable premium for the period of continuation coverage.  The first premium payment after electing continuation coverage will be due 45 days after making your election.  Subsequent premiums must be paid within a 30-day grace period following the due date.  Failure to pay premiums within this time period will result in automatic termination of your continuation coverage.  These payments are not excludable from gross income for purposes of state and federal income taxes, except that the Cafeteria Plan may permit you to pay for continuation coverage for your spouse and/or dependent child(ren) on a pre-tax basis to the extent of your compensation.


Claims incurred during any period will not be paid until your premium payment is received for that period.  If you timely elect continuation coverage and pay the applicable premium, however, then continuation coverage will relate back to the first day on which you would have lost regular coverage.


The following example illustrates how the cost of continuation coverage is determined under the Plan:

Example:  Irene elects a $1,200 health care reimbursement account at the beginning of the Plan Year (January 1).  Irene terminates employment on April 1.  As of that date, $300 has been contributed to Irene's account, and Irene has received $200 from the Plan as reimbursement for health care expenses incurred prior to the termination of employment.  Irene properly elects continuation coverage.  The applicable premium for the remainder of the Plan Year is $918 (102% x $900), which is $102 per month, and the maximum amount Irene may be reimbursed is $1,000 ($1,200 - $200).

WHEN CONTINUATION COVERAGE ENDS

The maximum period for which coverage may be continued is the remainder of the Plan Year in which the qualifying event occurs.  However, continuation coverage also ends for any of the following reasons:

· the premium for your continuation coverage is not paid on time;

· after you elect continuation coverage, you first become covered under another group health plan which does not contain any exclusion or limitation with respect to any preexisting condition you may have, or which does contain such an exclusion or limitation, but in accordance with applicable law, such exclusion or limitation does not apply to you or is satisfied by you;

· after you elect continuation coverage, you first become entitled to Medicare;

· the employer no longer provides medical reimbursement benefits to any of its employees.

PART IV
CLAIMS PROCEDURES AND YOUR LEGAL RIGHTS
CLAIMING YOUR BENEFITS


To apply for medical reimbursement benefits, you should notify the Plan Administrator, who can assist you in obtaining and completing a Reimbursement Request Form.  Any claim that you file must include the following information:

· a written statement from an independent third party that a medical care expense has been incurred and the amount of such expense;

· the amount of the expense for which you are requesting reimbursement;

· the date or dates that the care giving rise to the expense was provided;

· the name of the person receiving the care; and if the care was not for you, the relationship to you of the person receiving the care;

· the name of the person to whom or organization to which the expense was incurred; and

· a written statement that the expense has not been reimbursed or is not reimbursable under any other health plan.

Your claim should be submitted to H R Support & Consulting Services, Inc., Attn: Flex Administration, 159 Watkins Shores Road, Casco, ME 04015-4309 who is the Contract Administrator for the Plan.


If your claim for benefits is denied, either in whole or in part, you will receive a written notice providing:


(1)
the specific reason or reasons for the denial; 


(2)
specific reference to the plan provisions on which the denial is based;


(3)
the additional information, if any, needed to approve your claim and an explanation why such information 


is necessary; and 


(4)
the plan claims review procedure.  

The notice will be furnished to you within 30 days after receiving your claim.  However, if special circumstances require more time for processing your claim, you will be notified before the initial 30 days are up.  The notice will explain why an extension is necessary and the date a decision is expected.  In no event will an extension go beyond 15 days after the initial 30 days, unless the extension is required for you to submit necessary information.  In that case, you will have at least 45 days to provide the required information and the period for deciding the claim will be tolled (suspended) until you respond to the information request.


You may request review of a claim that is denied, either in whole or in part.  Your request must be in writing and must be delivered to the Plan Administrator within 180 days after you receive notice of the denial.  If you do not appeal on time you will lose the right to appeal the denial and the right to file suit in court.  As part of the review, you or your authorized representative may examine plan documents and submit issues and comments in writing.  In addition, you will have the rights (i) to request access to and copies of documents, records and other information that was submitted, considered or produced by the Contract Administrator in deciding your claim or that is a relevant statement of Plan policy or guidance; (ii) to request access to and copies of information showing compliance with the Plan’s claims procedures; (iii) to know the identity of any medical experts consulted by the Plan in connection with the initial benefit decision; (iv) to know if any internal Plan rule or guideline was relied on in making the initial benefit decision and to obtain a copy of any such rule or guideline.  Copies of any such documents, records, rules and other information will be provided to you free of charge.


A benefit appeal will be decided without any deference to the initial denial (in whole or in part) of your claim, not later than 60 days after receipt of your appeal.  The notice of the decision will include, in addition to the specific reasons on which it is based and specific references to the pertinent plan provisions, whether any internal Plan rule or guideline was relied on in making the initial benefit decision; a statement of your rights to request access to and copies of documents, records and other information that was submitted, considered or produced by the  Plan Administrator in deciding your appeal (including any internal Plan rule or guideline) or that is a relevant statement of Plan policy or guidance, to request access to and copies of information showing compliance with the Plan’s claims procedures, and to file suit in a state or federal court. Copies of any documents, records, rules and other information will be provided to you free of charge.


In the event of your death, your beneficiary has the same rights and is subject to the same time limits and other restrictions that would otherwise apply to you under the claims procedures explained above.

YOUR LEGAL RIGHTS


As a participant in the Medical Reimbursement Plan, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 ("ERISA").  ERISA provides that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits:

· Examine, without charge, at the Plan Administrator's office and at other specified locations (such as work sites and union halls) all documents governing the plan, including insurance contracts, collective bargaining agreements and a copy of the latest annual report (Form 5500 series) filed by the plan with the U. S. Department of Labor and available at the Public Disclosure room of the Pension and Welfare Benefit Administration.

· Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual report (Form 5500 Series) and updated summary plan description.  The Plan Administrator may make a reasonable charge for the copies.

· Receive a summary of the plan's annual financial report.  The Plan Administrator is required by law to furnish each participant with a copy of this summary.

Continue Group Health Plan Coverage:
· Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the Plan as a result of a qualifying event.  You or your dependents may have to pay for such coverage.  Review this summary plan description and the documents governing the Plan on the rules governing your COBRA continuation coverage rights.

HIPAA Privacy Rights:
(
Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), this Plan is required to take steps 
to ensure that certain “protected health information” (PHI) is kept confidential. You may receive a separate notice 
from the employer or Plan Administrator that outlines its health privacy policies.
Prudent Actions by Plan Fiduciaries:


In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for the operation of the plan.  The peoples who operate your plan, called "fiduciaries" of the plan, have a duty to so prudently and in the interest of you and other plan participants and beneficiaries.  No one, including your employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights:

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.


Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request a copy of plan documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a federal court.  In such a case, the court may require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the Plan Administrator.  If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or federal court.  If it should happen that plan fiduciaries misuse the Plan's money, or if you are discriminated against for asserting your rights, you may seek assistance from the U. S. Department of Labor, or you may file suit in a federal court.  The court will decide who should pay court costs and legal fees.  If you are successful, the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay these costs and fees if, for example, it finds that your claim is frivolous.

Assistance With Your Questions:

If you have any questions about the Plan, you should contact the Plan Administrator.  If you have any questions about this statement or about your rights under ERISA or HIPAA, or if you need assistance in obtaining documents from the Plan Administrator, you should contact the nearest area office of the employee benefits security administration, u.s. department of labor, listed in your telephone directory, or  the division of technical assistance and Inquiries, employee benefits security administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C.  20210.  You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the employee benefits security administration.

PART V
OTHER THINGS YOU SHOULD KNOW
QUALIFIED MEDICAL CHILD SUPPORT ORDERS


If the Plan Administrator receives a qualified medical child support order, the Plan will provide the child support or health benefit coverage specified in the order to the person or persons ("alternate recipients") named in the order.  "Alternate recipients" include any child of the participant who under a qualified medical child support order has a right to enrollment under the Plan with respect to the participant.  A "qualified medical child support order" is a legal judgment, decree or order relating to medical child support that clearly specifies the type of coverage that is to be provided to one or more alternate recipients (or the manner in which such type of coverage is to be provided).


Before providing any coverage to an alternate recipient, the Plan Administrator must determine whether the medical child support order is qualified.  If the Plan Administrator receives a medical child support order relating to your health care reimbursement account, it will notify you in writing, and 90 days after receiving the order, it will inform you of its determination of whether or not the order is qualified.

HOW LONG THE PLAN LASTS


Your employer expects to continue the Plan indefinitely, but it reserves the right to terminate or amend the Plan at will, with or without notice, at any time.  If your employer terminates the Plan, you will not be entitled to Plan benefits for periods after such termination.  You will, however, continue to be entitled to benefits, in accordance with the terms of the Plan, for periods prior to the termination.  Contributions to your medical reimbursement account, however, cease as of the date that the termination occurs.

WHEN THE PLAN YEAR ENDS


The date of the end of the year for purposes of maintaining each of the plan's fiscal records and determining the period of coverage under a Benefit Election is December 31.

WHO ADMINISTERS THE PLAN


The following persons currently serve as the Plan Administrator:  



Group Contact: Heather Sargent

The Plan Administrator may be contacted at the following address and telephone number:




State of Maine



Office of Maine Employee Health and Benefits



114 State House Station



Augusta, ME  04330-0114



Tele: 207-287-3126

The Contract Administrator is:




H R Support & Consulting Services, Inc.




Flex Administration




159 Watkins Shores Road

Casco, ME 04015-4309



PHONE: 207-655-5396

TYPE OF ADMINISTRATION


The Plan is administered by the Plan Administrator named above and by H R Support & Consulting Services, Inc., a third-party contract administrator of benefit claims.

IDENTIFYING YOUR EMPLOYER


The name, business address and telephone number of each employer participating in the Plan are given below.  Also, the nine-digit number is the employer identification number (EIN) assigned by the Internal Revenue Service:




State of Maine
Office of Maine Employee Health and Benefits



114 State House Station





Augusta, ME  04330-0114



Tele:  207-287-3126



EIN:01-6000001
OFFICIAL PLAN NAME AND PLAN NUMBER


The official name of the Plan described in this summary and the plan number assigned to it for identification purposes appear below:




State of Maine Medical Reimbursement Plan



Plan No.:#500
AGENT FOR SERVICE OF LEGAL PROCESS


The agent for service of legal process for each of the plans is the Plan Administrator at the address listed above.

EMPLOYMENT


Participation in the Plan does not give any Participant the right to be retained in the employ of an employer or any other right not specified in the Plan. 

DATE OF SUMMARY PLAN DESCRIPTION


This booklet has been amended in October of 2012 and summarizes the contents of the Plan as effective with the Plan Year commencing January 1, 2013.
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