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EMPLOYEE NOTICES 
 

Health Insurance Portability and Accountability Act (HIPAA) Special Enrollment Rights Notice 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group 
health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility 
for that other coverage (or if the employer stops contributing toward your or your dependents’ other coverage). However, you must 
request enrollment within 30 days after your or your dependents’ other coverage ends (or after the employer stops contributing 
toward the other coverage).  
 
In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to 
enroll yourself and your dependents. However, you must request enrollment within 30 days after the marriage, birth, adoption, or 
placement for adoption.  
 
If you or your dependents(s) lose coverage under a state Children’s Health Insurance Program (CHIP) or Medicaid, you may be able 
to enroll yourself and your dependents.  However, you must request enrollment within 60 days after the loss of CHIP or Medicaid 
coverage. 
 
If you or your dependent(s) become eligible to receive premium assistance under a state CHIP or Medicaid, you may be able to 
enroll yourself and your dependents.  However, you must request enrollment within 60 days of the determination of eligibility for 
premium assistance from state CHIP or Medicaid. 
 
To request special enrollment or obtain more information, contact your plan administrator at:  
 

Notice of Privacy Practices 
The Notice of Privacy Practices provides information to individuals whose protected health information (PHI) may be used or 
disclosed by the Plan.  This notice may be sent directly to you by your health insurance carrier and it is available upon request; 
please submit requests to your plan administrator at:  
 
For more information visit: 

- www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html 
- www.hhs.gov/hipaa/for-individuals/notice-privacy-practices/index.html  

 

Surprise Billing Notice 
Your Rights and Protections Against Surprise Medical Bills 
When you get emergency care or get treated by an out-of-network provider at an in-network hospital or ambulatory surgical center, 
you are protected from surprise billing or balance billing. 
 
What is “balance billing” (sometimes called “surprise billing”)?  
When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a copayment, coinsurance, 
and/or a deductible. You may have other costs or have to pay the entire bill if you see a provider or visit a health care facility that 
isn’t in your health plan’s network.  “Out-of-network” describes providers and facilities that haven’t signed a contract with your 
health plan. Out-of-network providers may be permitted to bill you for the difference between what your plan agreed to pay and the 
full amount charged for a service. This is called “balance billing.” This amount is likely more than in-network costs for the same 
service and might not count toward your annual out-of-pocket limit.  “Surprise billing” is an unexpected balance bill. This can happen 
when you can’t control who is involved in your care—like when you have an emergency or when you schedule a visit at an in-
network facility but are unexpectedly treated by an out-of-network provider. 
 
You are protected from balance billing for: 
- Emergency services - If you have an emergency medical condition and get emergency services from an out-of-network provider or 
facility, the most the provider or facility may bill you is your plan’s in-network cost-sharing amount (such as copayments and 
coinsurance). You can’t be balance billed for these emergency services. This includes services you may get after you’re in stable 
condition, unless you give written consent and give up your protections not to be balanced billed for these post-stabilization 
services. 
- Certain services at an in-network hospital or ambulatory surgical center - When you get services from an in-network hospital or 
ambulatory surgical center, certain providers there may be out-of-network. In these cases, the most those providers may bill you is 
your plan’s in-network cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology, laboratory, 
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neonatology, assistant surgeon, hospitalist, or intensivist services. These providers can’t balance bill you and may not ask you to give 
up your protections not to be balance billed.  If you get other services at these in-network facilities, out-of-network providers can’t 
balance bill you, unless you give written consent and give up your protections. 
 
You’re never required to give up your protections from balance billing. You also aren’t required to get care out-of-network. You 
can choose a provider or facility in your plan’s network. 
 
When balance billing isn’t allowed, you also have the following protections: 
o You are only responsible for paying your share of the cost (like the copayments, coinsurance, and deductibles that you would 

pay if the provider or facility was in-network). Your health plan will pay out-of-network providers and facilities directly. 
o Your health plan generally must: 

o Cover emergency services without requiring you to get approval for services in advance (prior authorization). 
o Cover emergency services by out-of-network providers. 
o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider or facility and 

show that amount in your explanation of benefits. 
o Count any amount you pay for emergency services or out-of-network services toward your deductible and out-of-

pocket limit. 
 
If you believe you’ve been wrongly billed, you may contact the No Surprises Helpdesk, operated by the U.S. Department of Health 
and Human Services, at 1-800-985-3059.  Visit https://www.cms.gov/files/document/memo-no-surprises-act-phone-number-and-
website-url-clean-508-mm2.pdf for more information about your rights under federal law. 
 

Women’s Health & Cancer Rights Act (WHCRA) 
Do you know that your plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides benefits for mastectomy-
related services including all stages of reconstruction and surgery to achieve symmetry between the breasts, prostheses, and 
complications resulting from a mastectomy, including lymphedema? For more information, contact your plan administrator at: 
 
 

Mental Health Parity & Addiction Equity Act (MHPAEA) 
The Mental Health Parity and Addiction Equity Act of 2008 generally requires group health plans and health insurance issuers to 
ensure that financial requirements (such as co-pays and deductibles) and treatment limitations (such as annual visit limits) 
applicable to mental health or substance use disorder benefits are no more restrictive than the predominant requirements or 
limitations applied to substantially all medical/surgical benefits. For information, please contact your plan administrator at:  
 
 

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

Genetic Information Nondiscrimination Act (GINA) 
The Genetic Information Nondiscrimination Act of 2008 (“GINA”) protects employees against discrimination based on their genetic 
information.  Unless otherwise permitted, your Employer may not request or require any genetic information from you or your 
family members.  
The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from 
requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this 
law. To comply with this law, we are asking that you not provide any genetic information when responding to this request for 
medical information. ‘Genetic information,” as defined by GINA, includes an individual’s family medical history, the results of an 
individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic 
services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by 
an individual or family member receiving assistive reproductive services. 
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Uniformed Services Employment & Reemployment Right Act (USERRA) 
USERRA protects the job rights of individuals who voluntarily or involuntarily leave employment positions to undertake military 
service or certain types of service in the National Disaster Medical System. USERRA also prohibits employers from discriminating 
against past and present members of the uniformed services, and applicants to the uniformed services. 
 
Reemployment Rights 
You have the right to be reemployed in your civilian job if you leave that job to perform service in the uniformed service and: you 
ensure that your employer receives advance written or verbal notice of your service; you have five years or less of cumulative 
service in the uniformed services while with that particular employer; you return to work or apply for reemployment in a timely 
manner after conclusion of service; and you have not been separated from service with a disqualifying discharge or under other than 
honorable conditions.  If you are eligible to be reemployed, you must be restored to the job and benefits you would have attained if 
you had not been absent due to military service or, in some cases, a comparable job. 
 
Right to be Free from Discrimination and Retaliation 
If you: are a past or present member of the uniformed service; have applied for membership in the uniformed service; or are 
obligated to serve in the uniformed service; then an employer may not deny you: initial employment; reemployment; retention in 
employment; promotion; or any benefit of employment because of this status.  In addition, an employer may not retaliate against 
anyone assisting in the enforcement of USERRA rights, including testifying or making a statement in connection with a proceeding 
under USERRA, even if that person has no service connection. 
 
Health Insurance Protection 
o If you leave your job to perform military service, you have the right to elect to continue your existing employer-based health 

plan coverage for you and your dependents for up to 24 months while in the military. 
o Even if you don’t elect to continue coverage during your military service, you have the right to be reinstated in your employer’s 

health plan when you are reemployed, generally without any waiting periods or exclusions (e.g., pre-existing condition 
exclusions) except for service-connected illnesses or injuries. 

 
Enforcement 
o The U.S. Department of Labor, Veterans Employment and Training Service (VETS) is authorized to investigate and resolve 

complaints of USERRA violations. 
o For assistance in filing a complaint, or for any other information on USERRA, contact VETS at 1-866-4-USA-DOL or visit its 

website at http://www.dol.gov/vets.  
o If you file a complaint with VETS and VETS is unable to resolve it, you may request that your case be referred to the Department 

of Justice or the Office of Special Counsel, as applicable, for representation. 
o You may also bypass the VETS process and bring a civil action against an employer for violations of USERRA. 
 
The rights listed here may vary depending on the circumstances. The text of this notice was prepared by VETS and may be viewed on 
the internet at this address: http://www.dol.gov/vets/programs/userra/poster.htm.  Federal law requires employers to notify 
employees of their rights under USERRA, and employers may meet this requirement by displaying the text of this notice where they 
customarily place notices for employees.  
 

Michelle’s Law Notice 
Note: Pursuant to Michelle’s Law, you are being provided with the following notice because the group health plan provides 
dependent coverage beyond age 26 and bases eligibility for such dependent coverage on student status. Please review the following 
information with respect to your dependent child's rights under the plan in the event student status is lost. 
 
When a dependent child loses student status for purposes of group health plan coverage as a result of a medically necessary leave of 
absence from a post-secondary educational institution, ___________________  ___________________ will continue to provide 
coverage during the leave of absence for up to one year, or until coverage would otherwise terminate under the 
___________________  ___________________ group health plan, whichever is earlier. 
 
In order to be eligible to continue coverage as a dependent during such leave of absence: 

• The group health plan must receive written certification by a treating physician of the dependent child which states that 
the child is suffering from a serious illness or injury and that the leave of absence (or other change of enrollment) is medically 
necessary 
 
To obtain additional information, please contact:  
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Patient Protection Notice 
___________________  ___________________  generally requires the designation of a primary care provider.  You have the right to 
designate any primary care provider who participates in our network and who is available to accept you or your family members.  
For children, you may designate a pediatrician as the primary care provider.  For information on how to select a primary care 
provider, and for a list of the participating primary care providers, contact the plan administrator at:  
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