SUMMARY PLAN DESCRIPTION

HEALTH INSURANCE PLAN
GENERAL INFORMATION

Name of Plan:


Health Insurance Plan

Plan Sponsor/Employer:
_______________________________________


_______________________________________


_______________________________________

Employer Identification No.:
38-____________________________________
Plan No.:
501

Type of Plan: 
This is a fully insured Plan that provides medical benefits.

Type of Administration:
The Plan is sponsored and administered in part by the MDA Insurance, a wholly owned subsidiary of your Association, and also administered by Blue Cross Blue Shield of Michigan.

	MDA Insurance

3657 Okemos Road, Suite 100

Okemos, MI 48864

1/800-860-2272
	Blue Cross Blue Shield of Michigan

600 E. Lafayette

Detroit, Michigan 48226

1/800-432-9881 or 1/800-432-9883


Plan Administrators:


Agent for Legal Process:
Employer



Service of process may also be made upon the plan administrator

Plan Year:


Begins on January 1st and ends December 31st
Days of Service Required:
    Immediate           30           60           90            ___days

INTRODUCTION

We make available to our Employees individual or group health insurance products through our membership in Michigan Dental Association (“MDA”).  This Summary Plan Description (“SPD”) contains valuable information regarding eligibility, benefits, and other features of the Health Insurance Plan (the “Plan”).

This SPD, together with the accompanying benefit booklet prepared by BCBS, describes in summary fashion the eligibility, benefits, and obligations set forth in the Plan.  The Employer is not an insurer of any of these benefits.  This SPD does not replace or otherwise modify the terms of the Plan. In case of any conflict between this SPD and the actual Plan, the Plan always governs.

PARTICIPATION AND ENTRY
All Employees of the Employer are eligible to apply for participation in the Plan after completing the days of service requirement discussed under General Information. Coverage is on a month-by-month basis, provided premiums are paid.

BENEFITS

All benefits are provided through Blue Cross/Blue Shield (BCBS). Different Plan choices are available, with different coverage levels for hospital care, doctor office visits, and other benefits.  These are all available at different premium rates.  All benefits are paid directly to the health care provider on your behalf. Detailed schedules of these health insurance benefits are described in a separate booklet prepared directly by BCBS and will be provided to you at no charge.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (“QMCSO”)

An employee may obtain, without charge, a copy of the procedures governing a QMCSO from the Plan Administrator.  Generally speaking, the rules governing QMCSO’s apply only to group health plans.

PAYMENT OF PREMIUMS

Payment of premiums may be the responsibility of the Employer, the Employee, or a combination of both. If payment is the responsibility of the Employee, the Employer may, for convenience, collect premium payments from the Employee on a payroll deduction basis and forward those payments to the insurance company providing the benefits, or its named representatives.

ANNUAL DEDUCTIBLE

Your plan may have an annual calendar year deductible that is required before benefits are payable for covered services. This annual deductible is described in a separate booklet prepared directly by BCBS that will be provided to you at no charge.

COPAYMENTS

After you have met your deductible, you may be responsible for making copayments for various services, including generic and brand name prescription drug coverage. These copayments are described in a separate booklet prepared directly by BCBS and will be provided to you at no charge.

LIFETIME LIMITATIONS

Your Comprehensive Major Medical (CMM) covered services are limited to a lifetime dollar maximum, which is described in a separate booklet prepared directly by BCBS and will be provided to you at no charge.

PREVENTIVE SERVICES

Your Plan may include coverage for preventive services. Each family member who is eligible for coverage and properly enrolled is entitled to receive certain preventive services each calendar year performed by a BCBS participating provider, subject to a maximum yearly limit. The covered services and maximum yearly limit are described in a separate booklet prepared by BCBS, and will be provided to you at no charge.

DRUG COVERAGE

You may have coverage for the following:

· Federal legend and state-controlled drugs

· Compound medications containing at least one federal legend drug ingredient

· Injectable insulin

· Needles and syringes dispensed with insulin or chemotherapeutic drugs

· Contraceptive medications prescribed by a physician

Pharmacists will automatically dispense generic equivalent when appropriate, if there is a generic equivalent to a brand name drug. There are other limitations on your Prescription Drug Coverage that are described in the booklet prepared by BCBS and provided to you at no charge.

PARTICIPATING PROVIDERS

Participating providers include physicians and other licensed professional providers, and hospitals and other approved facilities that have signed agreements with BCBS to accept the BCBS approved amount for covered services as payment in full, and they will not balance-bill you. When you use a participating provider they bill BCBS directly. This means that you are not required to complete paperwork or save and submit receipts. Provider lists are furnished automatically, without charge, as a separate document.

NONPARTICIPATING PROVIDERS

Nonparticipating providers have not signed agreements with BCBS. If you receive services from a nonparticipating provider, you are usually required to pay providers directly and then submit a claim to BCBS for payment. Remember that the BCBS approved amount may be less than the amount your provider charged you. There are also payment limitations related to nonparticipating hospitals that are described in the booklet prepared by BCBS and provided to you at no charge.

EMERGENCY MEDICAL CARE

Your benefits include the initial exam and treatment of accidental injuries or conditions determined by BCBS to be medical emergencies. Routine care for medical problems such as headaches, colds, slight fever and back pains is not considered emergency care. Also, follow-up care is not considered emergency care.

UTILIZATION MANAGEMENT AND QUALITY ASSESSMENT PROGRAMS

A service must be medically necessary in order to be payable by your Plan. Medical necessity for the payment of hospital services requires, among other things, that the treatment is not determined to be medically inappropriate by the Utilization Management and Quality Assessment Programs.

LOSS OF BENEFITS

In some cases you may be required to pay for covered services even when they are medically necessary. These limited situations are:

· When you don’t inform the hospital that you are a Blue Cross Blue Shield member either at the time of admission or within 30 days after you have been discharged.

· When you fail to provide the hospital with information that identifies your coverage.

In certain cases, another person, insurance carrier or organization may be legally obligated to pay for services that BCBS has paid. When this happens, your right to recover payment from them is transferred to BCBS, and you are required to do whatever is necessary to help BCBS enforce their right of recovery. If you receive payment to a lawsuit, settlement or other means for services paid under your coverage, you must reimburse BCBS for the services they provided.

AUTHORITY TO TERMINATE THE PLAN OR AMEND OR ELIMINATE BENEFITS

The Employer and BCBS reserve the right to amend, change, modify, terminate or discontinue the health insurance program that is provided.  If changes are made, you will be notified.

CONTINUATION COVERAGE (COBRA)

If you lose coverage because of layoff, reduction in hours, or termination of employment, coverage may be available to you and your dependents up to eighteen (18) months.  Coverage may be available for up to 29 months if you or any COBRA beneficiary are determined to be disabled by the Social Security Administration at the time coverage terminated, or you are determined to be disabled at any time during the first 60 days of COBRA coverage.  Your dependents might have the right to continue coverage for up to 36 months due to divorce or legal separation, the Plan under which the dependents were covered is canceled because of death, the children no longer meet dependent eligibility requirements, or you become entitled to Medicare and your spouse or dependents lose coverage.

COBRA coverage is available only if your employer has 20 or more employees. 

CLAIMS FOR BENEFITS

The Plan’s claims procedures are provided in a separate booklet prepared by BC/BS and will be provided to you automatically at no charge.

PARTICIPANT RIGHTS

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

Receive Information About Your Plan and Benefits 

Examine without charge, at the Plan Administrator’s office and at other specified locations, such as worksites, all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the 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 copies of the latest annual report (Form 5500 Series) and updated SPD.  The Administrator may make a reasonable charge for the copies.

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

Continue 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 SPD and the documents governing the Plan on the rules governing your COBRA continuation coverage rights.

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, if you have creditable coverage from another plan.  You should be provided a certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage under the Plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage.  Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries 

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

Enforce Your Rights 

If your claim for 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 Administrator.  If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court.  In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in Federal court.  If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in Federal court.  The court will decide who should pay court costs and legal fees.  If you are successful the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan Administrator.  If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan Administrator, you should contact the nearest office of the Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Pension and Welfare Benefits 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 Pension and Welfare Benefits Administration.

NEWBORN’S AND MOTHER’S HEALTH PROTECTION ACT

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.  However, Federal law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable).  In any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998 (WHCRA)

As required by the WHCRA, group health plans are required to provide benefits for mastectomy-related services including reconstruction and surgery to achieve symmetry between the breasts, prostheses, and complications resulting from a mastectomy (including lymphedema). An employee may obtain, without charge, additional information from the Plan Administrator.

HEALTH INSURANCE PORTABILITY ACCOUNTABILITY ACT OF 1996 (HIPAA)

Group health plans and health insurance issuers generally may not, under Federal law, impose a pre-existing condition exclusion before notifying the participant, in writing, of the existence of the terms of any pre-existing exclusion under the plan and the rights of individuals to demonstrate creditable coverage (and any applicable waiting periods). When you switch group insurance policies, you are entitled to a “Certificate of Creditable Coverage,” free of charge, from any prior plan or issuer, which may reduce the preexisting condition exclusion period. If you need assistance in obtaining this certificate from your prior plan or issuer, contact your Plan Administrator.
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