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NA AB20241019165115351991
Blue Cross and Blue Shield of Kansas City is an independent licensee of the Blue Cross and Blue Shield Association.
(DT - OMB control number: 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration Date: 5/31/2022)(HHS - OMB control
number: 0938-1146/Expiration Date: 10/31/2022)

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  01/01/2025 - 12/31/2025
Coverage for: Individual | Plan Type: Standard PPO

Burns & McDonnell, Inc. : PCB PPO $750 

This Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is
only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-833-578-1131. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or www.cciio.cms.gov or call 1-833-578-1131  to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

In-Network $750 person/$2,250 family. 
Out-of-Network  $3,000 person/$9,000 family.  

Generally, you must pay all the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible. 

Are there services
covered before you meet
your deductible?

Yes. In-Network preventive care services are
covered before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. 
But a copayment or coinsurance may apply.  For example, this plan covers preventive
services without cost-sharing and before you meet your deductible.  See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No. You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

In-Network $2,000 person/$6,000 family.
Out-of-Network $6,000 person/$18,000 family. 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges and health care
this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes.  See https://www.MyHealthToolkitKC.com/
or call 1-800-810-BLUE (2583) for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to
see a specialist? No. You can see the specialist you choose without a referral.
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 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
If you visit a health care
provider’s office or
clinic

Primary care visit to treat an
injury or illness

$25 Copay/ visit;
deductible does not apply

40% Coinsurance Teladoc visits are covered with a $40 Copay. Onsite clinic
visits are covered with a $10 Copay. In-Network allergy
injections are covered with a $5 Copay. In-Network labs
are covered at No Charge. In-Network x-rays, dialysis,
surgeries and second surgical opinions are covered with
20% Coinsurance.

Specialist visit $40 Copay/ visit;
deductible does not apply

40% Coinsurance Teladoc dermatology visits are covered with 20%
Coinsurance. Onsite clinic visits are covered with a $10
Copay. In-Network allergy injections are covered with a
$5 Copay. In-Network labs are covered at No Charge.
In-Network x-rays, dialysis, surgeries and second surgical
opinions are covered with 20% Coinsurance.

Preventive care/screening/
immunization

No Charge 40% Coinsurance See www.healthcare.gov  for preventive care guidelines.
There may be additional benefits available. See your
Employer for details.
You may have to pay for services that aren’t preventive. 
Ask your provider if the services needed are preventive. 
Then check what your plan will pay for.

If you have a test Diagnostic test (x-ray, blood
work)

20% Coinsurance 40% Coinsurance In-Network independent labs are covered at No Charge.

Imaging (CT/PET scans, MRIs) 20% Coinsurance 40% Coinsurance Pre-authorization is required.

If you need drugs to
treat your illness or
condition 

Generic drugs (Retail) $12 Copay/ prescription;
deductible does not apply

$12 Copay/ prescription
; deductible does not
apply

34 day supply. Onsite pharmacy: 90 day supply.

Generic drugs (Mail Order) $24 Copay/ prescription;
deductible does not apply

Not Covered 102 day supply.

Preferred brand drugs (Retail) $35 Copay/ prescription;
deductible does not apply

$35 Copay/ prescription
; deductible does not
apply

34 day supply. Onsite pharmacy: 90 day supply.
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
More information about
prescription drug
coverage is available at
https://www.MyHealthTool
kitKC.com/

Preferred brand drugs (Mail
Order)

$70 Copay/ prescription;
deductible does not apply

Not Covered 102 day supply.

Non-preferred brand drugs
(Retail)

$60 Copay/ prescription;
deductible does not apply

$60 Copay/ prescription
; deductible does not
apply

34 day supply. Onsite pharmacy: 90 day supply.

Non-preferred brand drugs
(Mail Order)

$120 Copay/ prescription;
deductible does not apply

Not Covered 102 day supply.

Specialty drugs $60 Copay/ prescription;
deductible does not apply

Not Covered 34 day supply. Onsite pharmacy: 90 day supply.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

20% Coinsurance 40% Coinsurance Pre-authorization is required. Penalty for not obtaining
pre-authorization is denial of all charges Out-of-Network.

Physician/surgeon fees 20% Coinsurance 40% Coinsurance None

If you need immediate
medical attention

Emergency room care $75 Copay/ visit then 20%
Coinsurance

$75 Copay/ visit then
20% Coinsurance

Copayment will be waived if admitted.

Emergency medical
transportation

20% Coinsurance 20% Coinsurance None

Urgent care $40 Copay/ visit;
deductible does not apply

40% Coinsurance None

If you have a 
hospital stay

Facility fee (e.g., hospital room) 20% Coinsurance 40% Coinsurance Pre-authorization is required.

Physician/surgeon fees 20% Coinsurance 40% Coinsurance None

If you need mental
health, behavioral
health, or substance
abuse services

Mental/behavioral health
outpatient services

20% Coinsurance 40% Coinsurance Teladoc behavioral health visits are covered with a $25
Copay. In-Network office visits are covered with a $25
Copay.

Substance use disorder
outpatient services

20% Coinsurance 40% Coinsurance

https://www.MyHealthToolkitKC.com/
https://www.MyHealthToolkitKC.com/
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information

Mental/behavioral health
inpatient services

20% Coinsurance 40% Coinsurance Pre-authorization is required.

Substance use disorder
inpatient services

20% Coinsurance 40% Coinsurance

If you are pregnant Office visits $40 Copay/ visit;
deductible does not apply

40% Coinsurance Pre-authorization for facility services is required. 

Depending on the type of services, a copayment,
coinsurance, or deductible may apply.
Cost sharing does not apply for preventive services.

Childbirth/delivery professional
services

20% Coinsurance 40% Coinsurance Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

20% Coinsurance 40% Coinsurance

If you need help
recovering or have other
special health needs

Home health care 20% Coinsurance 40% Coinsurance 120 combined visits with Private Duty Nursing/benefit
year. Pre-authorization is required. Penalty for not
obtaining pre-authorization is denial of all charges.

Rehabilitation services 20% Coinsurance 40% Coinsurance 60 combined visits/benefit year for Occupational Therapy
and Physical Therapy. Pre-authorization is required for
Out-of-Network chiropractic services. Penalty for not
obtaining pre-authorization is denial of all charges.

Habilitation services 20% Coinsurance 40% Coinsurance 60 combined visits/benefit year for Occupational Therapy
and Physical Therapy. Pre-authorization is required for
Out-of-Network chiropractic services. Penalty for not
obtaining pre-authorization is denial of all charges.

Skilled nursing care 20% Coinsurance 40% Coinsurance 90 days/benefit year. Pre-authorization is required.

Durable medical equipment 20% Coinsurance 40% Coinsurance Purchase or rentals of $500 or more require
pre-authorization. Penalty for not obtaining
pre-authorization is denial of all charges. Hearing aids are
limited to 2 aids/36 months. Diabetic shoes are limited to
1 pair/3 inserts/benefit year.
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
Hospice services 20% Coinsurance 40% Coinsurance In-Network Inpatient hospice is limited to 14 days/lifetime

benefit. Pre-authorization is required. Penalty for not
obtaining pre-authorization is denial of all charges for
In-Network Outpatient and all Out-of-Network services.

If your child needs dental
or eye care

Children's eye exam $15 Copay/ visit;
deductible does not apply

40% Coinsurance Limited to one exam/benefit year.

Children's glasses Not Covered Not Covered See your Employer for benefit details.

Children's dental check-up Not Covered Not Covered See your Employer for benefit details.

        Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture • Dental Care (Adult) • Routine Foot Care

• Bariatric Surgery • Dental Care (Child)

• Cosmetic Surgery • Long-Term Care

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

• Chiropractic Care • Non-emergency care when traveling outside the U.S. • Routine Eye Care (Child)

• Hearing Aids • Private-Duty Nursing, 120 visits/calendar year
combined with Home Health

• Weight Loss Programs

• Infertility Treatment, $20,000/lifetime • Routine Eye Care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:  
The Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa. Other coverage options may be
available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: 1-833-578-1131 or visit us at https://www.MyHealthToolkitKC.com/, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or https://www.dol.gov/agencies/ebsa.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services: 

Spanish: Para obtener asistencia en español, llame al número de atención al cliente que aparece en la primera página de esta notificación.
Tagalog: Upang makakuha ng tulong sa Tagalog, tawagan ang numero ng customer service na makikita sa unang pahina ng paunawang ito.

Chinese:

Navajo:

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number.  The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to
average 0.08 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this  plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care

and a hospital delivery)
n The plan’s overall deductible $750

n Specialist Copayment $40

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $750
Copayments $0
Coinsurance $1,300

What isn't covered
Limits or exclusions $60
The total Peg would pay is $2,110

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition)
n The plan’s overall deductible $750

n Specialist Copayment $40

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $5,600

In this example, Joe would pay:
Cost Sharing

Deductibles $100
Copayments $1,400
Coinsurance $0

What isn't covered
Limits or exclusions $20
The total Joe would pay is $1,520

Mia's Simple Fracture
(in-network emergency room visit and

follow up care)
n The plan’s overall deductible $750

n Specialist Copayment $40

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing

Deductibles $750
Copayments $200
Coinsurance $300

What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,250

Note: These numbers assume the patient does not participate in the  plan’s  wellness program. If you participate in the  plan’s  wellness program, you may be able to reduce
your costs. For more information about the wellness program, please contact:1-833-578-1131.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation or health status in our health plans, when we enroll
members or provide benefits.

If you or someone you're assisting is disabled and needs interpretation assistance, help is available at the contact number posted on our website or listed in the materials
included with this notice (TDD: 711). 

Free language interpretation support is available for those who cannot read or speak English by calling one of the appropriate numbers listed below. 

If you think we have not provided these services or have discriminated in any way, you can file a grievance by emailing contact@hcrcompliance.com or by calling our

Compliance area at 1-800-832-9686 or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-537-7697 (TDD).

SBCMGNA3 / Foreign Language Access
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SBCMGNA3 / Foreign Language Access
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NA AB20241021143505043088
Blue Cross and Blue Shield of Kansas City is an independent licensee of the Blue Cross and Blue Shield Association.
(DT - OMB control number: 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration Date: 5/31/2022)(HHS - OMB control
number: 0938-1146/Expiration Date: 10/31/2022)

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  01/01/2025 - 12/31/2025
Coverage for: Individual | Plan Type: Standard PPO

Burns & McDonnell, Inc. : Personal Blue HRA $1750 

This Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is
only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-833-578-1131. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or www.cciio.cms.gov or call 1-833-578-1131  to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

In-Network $1,750 person/$3,500 family. 
Out-of-Network  $3,000 person/$6,000 family.  

Generally, you must pay all the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible. 

Are there services
covered before you meet
your deductible?

Yes. In-Network preventive care services are
covered before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. 
But a copayment or coinsurance may apply.  For example, this plan covers preventive
services without cost-sharing and before you meet your deductible.  See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No. You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

In-Network $3,750 person/$7,500 family.
Out-of-Network $7,500 person/$15,000 family. 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges and health care
this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes.  See https://www.MyHealthToolkitKC.com/
or call 1-800-810-BLUE (2583) for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to
see a specialist? No. You can see the specialist you choose without a referral.
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 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
If you visit a health care
provider’s office or
clinic

Primary care visit to treat an
injury or illness

20% Coinsurance 40% Coinsurance Teladoc visits are covered. Onsite clinic visits are covered
at No Charge.

Specialist visit 20% Coinsurance 40% Coinsurance Teladoc dermatology visits are covered. Onsite clinic
visits are covered at No Charge.

Preventive care/screening/
immunization

No Charge 40% Coinsurance See www.healthcare.gov  for preventive care guidelines.
There may be additional benefits available. See your
Employer for details.
You may have to pay for services that aren’t preventive. 
Ask your provider if the services needed are preventive. 
Then check what your plan will pay for.

If you have a test Diagnostic test (x-ray, blood
work)

20% Coinsurance 40% Coinsurance None

Imaging (CT/PET scans, MRIs) 20% Coinsurance 40% Coinsurance Pre-authorization is required.

If you need drugs to
treat your illness or
condition 

Generic drugs (Retail) $12 Copay/ prescription;
deductible does not apply

$12 Copay/ prescription
; deductible does not
apply

34 day supply. Onsite pharmacy: 90 day supply.

Generic drugs (Mail Order) $24 Copay/ prescription;
deductible does not apply

Not Covered 102 day supply.

Preferred brand drugs (Retail) $35 Copay/ prescription;
deductible does not apply

$35 Copay/ prescription
; deductible does not
apply

34 day supply. Onsite pharmacy: 90 day supply.

More information about
prescription drug
coverage is available at
https://www.MyHealthTool
kitKC.com/

Preferred brand drugs (Mail
Order)

$70 Copay/ prescription;
deductible does not apply

Not Covered 102 day supply.

Non-preferred brand drugs
(Retail)

$60 Copay/ prescription;
deductible does not apply

$60 Copay/ prescription
; deductible does not
apply

34 day supply. Onsite pharmacy: 90 day supply.

https://www.MyHealthToolkitKC.com/
https://www.MyHealthToolkitKC.com/


Page 3 of 9

Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information

Non-preferred brand drugs
(Mail Order)

$120 Copay/ prescription;
deductible does not apply

Not Covered 102 day supply.

Specialty drugs $60 Copay/ prescription;
deductible does not apply

Not Covered 34 day supply. Onsite pharmacy: 90 day supply.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

20% Coinsurance 40% Coinsurance Pre-authorization is required. Penalty for not obtaining
pre-authorization is denial of all charges Out-of-Network.

Physician/surgeon fees 20% Coinsurance 40% Coinsurance None

If you need immediate
medical attention

Emergency room care 20% Coinsurance 20% Coinsurance None

Emergency medical
transportation

20% Coinsurance 20% Coinsurance None

Urgent care 20% Coinsurance 40% Coinsurance None

If you have a 
hospital stay

Facility fee (e.g., hospital room) 20% Coinsurance 40% Coinsurance Pre-authorization is required.

Physician/surgeon fees 20% Coinsurance 40% Coinsurance None

If you need mental
health, behavioral
health, or substance
abuse services

Mental/behavioral health
outpatient services

20% Coinsurance 40% Coinsurance Teladoc behavioral health visits are covered.

Substance use disorder
outpatient services

20% Coinsurance 40% Coinsurance

Mental/behavioral health
inpatient services

20% Coinsurance 40% Coinsurance Pre-authorization is required.

Substance use disorder
inpatient services

20% Coinsurance 40% Coinsurance
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information

If you are pregnant Office visits 20% Coinsurance 40% Coinsurance Pre-authorization for facility services is required. 

Depending on the type of services, a coinsurance or
deductible may apply.
Cost sharing does not apply for preventive services.

Childbirth/delivery professional
services

20% Coinsurance 40% Coinsurance Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

20% Coinsurance 40% Coinsurance

If you need help
recovering or have other
special health needs

Home health care 20% Coinsurance 40% Coinsurance 120 combined visits with Private Duty Nursing/benefit
year. Pre-authorization is required. Penalty for not
obtaining pre-authorization is denial of all charges.

Rehabilitation services 20% Coinsurance 40% Coinsurance 60 combined visits/benefit year for Occupational Therapy
and Physical Therapy. Pre-authorization is required for
Out-of-Network chiropractic services. Penalty for not
obtaining pre-authorization is denial of all charges.

Habilitation services 20% Coinsurance 40% Coinsurance 60 combined visits/benefit year for Occupational Therapy
and Physical Therapy. Pre-authorization is required for
Out-of-Network chiropractic services. Penalty for not
obtaining pre-authorization is denial of all charges.

Skilled nursing care 20% Coinsurance 40% Coinsurance 90 days/benefit year. Pre-authorization is required.

Durable medical equipment 20% Coinsurance 40% Coinsurance Purchase or rentals of $500 or more require
pre-authorization. Penalty for not obtaining
pre-authorization is denial of all charges. Hearing aids are
limited to 2 aids/36 months. Diabetic shoes are limited to
1 pair/3 inserts/benefit year.

Hospice services 20% Coinsurance 40% Coinsurance In-Network Inpatient hospice is limited to 14 days/lifetime
benefit. Pre-authorization is required. Penalty for not
obtaining pre-authorization is denial of all charges for
In-Network Outpatient and all Out-of-Network services.

If your child needs dental
or eye care

Children's eye exam $15 Copay/ visit;
deductible does not apply

40% Coinsurance Limited to one exam/benefit year.

Children's glasses Not Covered Not Covered See your Employer for benefit details.
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
Children's dental check-up Not Covered Not Covered See your Employer for benefit details.

        Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture • Dental Care (Adult) • Routine Foot Care

• Bariatric Surgery • Dental Care (Child)

• Cosmetic Surgery • Long-Term Care

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

• Chiropractic Care • Non-emergency care when traveling outside the U.S. • Routine Eye Care (Child)

• Hearing Aids • Private-Duty Nursing, 120 visits/benefit year combined
with Home Health

• Weight Loss Programs

• Infertility Treatment, $20,000/lifetime • Routine Eye Care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:  
The Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa. Other coverage options may be
available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: 1-833-578-1131 or visit us at https://www.MyHealthToolkitKC.com/, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or https://www.dol.gov/agencies/ebsa.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
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Language Access Services: 

Spanish: Para obtener asistencia en español, llame al número de atención al cliente que aparece en la primera página de esta notificación.
Tagalog: Upang makakuha ng tulong sa Tagalog, tawagan ang numero ng customer service na makikita sa unang pahina ng paunawang ito.

Chinese:

Navajo:

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number.  The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to
average 0.08 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this  plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care

and a hospital delivery)
n The plan’s overall deductible $1,750

n Specialist Coinsurance 20%

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $1,750
Copayments $0
Coinsurance $2,000

What isn't covered
Limits or exclusions $60
The total Peg would pay is $3,810

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition)
n The plan’s overall deductible $1,750

n Specialist Coinsurance 20%

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $5,600

In this example, Joe would pay:
Cost Sharing

Deductibles $1,100
Copayments $1,100
Coinsurance $0

What isn't covered
Limits or exclusions $20
The total Joe would pay is $2,220

Mia's Simple Fracture
(in-network emergency room visit and

follow up care)
n The plan’s overall deductible $1,750

n Specialist Coinsurance 20%

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing

Deductibles $1,750
Copayments $10
Coinsurance $200

What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,960

Note: These numbers assume the patient does not participate in the  plan’s  wellness program. If you participate in the  plan’s  wellness program, you may be able to reduce
your costs. For more information about the wellness program, please contact:1-833-578-1131.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation or health status in our health plans, when we enroll
members or provide benefits.

If you or someone you're assisting is disabled and needs interpretation assistance, help is available at the contact number posted on our website or listed in the materials
included with this notice (TDD: 711). 

Free language interpretation support is available for those who cannot read or speak English by calling one of the appropriate numbers listed below. 

If you think we have not provided these services or have discriminated in any way, you can file a grievance by emailing contact@hcrcompliance.com or by calling our

Compliance area at 1-800-832-9686 or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-537-7697 (TDD).

SBCMGNA3 / Foreign Language Access
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SBCMGNA3 / Foreign Language Access



Health Reimbursement Account Opt-Out Notice 

In order to comply with health care reform, the Personal Blue HRA plan allows you to permanently 
opt out of and waive any right to reimbursements from your Health Reimbursement 
Account (“HRA”) for expenses incurred after the opt-out election takes effect.  Burns & 
McDonnell will not contribute to your HRA after a permanent opt-out election takes effect.  If 
you elect to opt-out, you will not be allowed to re-enroll to receive reimbursements from the HRA 
Plan.   

If you will be enrolled in the Personal Blue HRA plan in 2025 and wish to 
permanently opt-out of your HRA during this annual opt-out opportunity, please 
contact Human Resources and request an opt-out election form.  You must return the 
completed election form to Human Resources no later than November 15, 2024.  This opt-
out election will be effective on January 1, 2025. 

Please note that an opt-out election does not affect your coverage and enrollment rights under the Burns & McDonnell, 
health plan.  The opt-out election only applies to your ability to receive reimbursements from your HRA. 
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NA AB20241021143328097222
Blue Cross and Blue Shield of Kansas City is an independent licensee of the Blue Cross and Blue Shield Association.
(DT - OMB control number: 1545-0047/Expiration Date: 12/31/2019)(DOL - OMB control number: 1210-0147/Expiration Date: 5/31/2022)(HHS - OMB control
number: 0938-1146/Expiration Date: 10/31/2022)

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  01/01/2025 - 12/31/2025
Coverage for: Individual | Plan Type: Standard PPO

Burns & McDonnell, Inc. : BlueSaver $1650 

This Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is
only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-833-578-1131. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the
Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary or www.cciio.cms.gov or call 1-833-578-1131  to request a copy.

Important Questions Answers Why this Matters:

What is the overall 
deductible?

In-Network $1,650 person/$3,300 family. 
Out-of-Network  $2,500 person/$5,000 family.  

Generally, you must pay all the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the policy, the overall family
deductible must be met before the plan begins to pay. 

Are there services
covered before you meet
your deductible?

Yes. In-Network preventive care services are
covered before you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. 
But a copayment or coinsurance may apply.  For example, this plan covers preventive
services without cost-sharing and before you meet your deductible.  See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No. You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

In-Network $3,500 person/$7,000 family.
Out-of-Network $7,000 person/$14,000 family. 

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, the overall family out-of-pocket limit must be met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges and health care
this plan doesn't cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you
use a network provider?

Yes.  See https://www.MyHealthToolkitKC.com/
or call 1-800-810-BLUE (2583) for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you get services. 

Do you need a referral to
see a specialist? No. You can see the specialist you choose without a referral.
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 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
If you visit a health care
provider’s office or
clinic

Primary care visit to treat an
injury or illness

20% Coinsurance 40% Coinsurance Teladoc visits are covered. Onsite clinic visits are covered
with a $35 Copay. Once deductible is met, Onsite clinic
visits are covered with a $10 Copay.

Specialist visit 20% Coinsurance 40% Coinsurance Teladoc dermatology visits are covered. Onsite clinic
visits are covered with a $35 Copay. Once deductible is
met, Onsite clinic visits are covered with a $10 Copay.

Preventive care/screening/
immunization

No Charge 40% Coinsurance See www.healthcare.gov  for preventive care guidelines.
There may be additional benefits available. See your
Employer for details.
You may have to pay for services that aren’t preventive. 
Ask your provider if the services needed are preventive. 
Then check what your plan will pay for.

If you have a test Diagnostic test (x-ray, blood
work)

20% Coinsurance 40% Coinsurance None

Imaging (CT/PET scans, MRIs) 20% Coinsurance 40% Coinsurance Pre-authorization is required.

If you need drugs to
treat your illness or
condition 

Generic drugs (Retail) 20% Coinsurance/
prescription

20% Coinsurance/
prescription

34 day supply. Onsite pharmacy: 90 day supply.

Generic drugs (Mail Order) 20% Coinsurance/
prescription

Not Covered 102 day supply.

Preferred brand drugs (Retail) 20% Coinsurance/
prescription

20% Coinsurance/
prescription

34 day supply. Onsite pharmacy: 90 day supply.

More information about
prescription drug
coverage is available at
https://www.MyHealthTool
kitKC.com/

Preferred brand drugs (Mail
Order)

20% Coinsurance/
prescription

Not Covered 102 day supply.

Non-preferred brand drugs
(Retail)

20% Coinsurance/
prescription

20% Coinsurance/
prescription

34 day supply. Onsite pharmacy: 90 day supply.

https://www.MyHealthToolkitKC.com/
https://www.MyHealthToolkitKC.com/
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information

Non-preferred brand drugs
(Mail Order)

20% Coinsurance/
prescription

Not Covered 102 day supply.

Specialty drugs 20% Coinsurance/
prescription

Not Covered 34 day supply. Onsite pharmacy: 90 day supply.

If you have outpatient
surgery

Facility fee (e.g., ambulatory
surgery center)

20% Coinsurance 40% Coinsurance Pre-authorization is required. Penalty for not obtaining
pre-authorization is denial of all charges Out-of-Network.

Physician/surgeon fees 20% Coinsurance 40% Coinsurance None

If you need immediate
medical attention

Emergency room care 20% Coinsurance 20% Coinsurance None

Emergency medical
transportation

20% Coinsurance 20% Coinsurance None

Urgent care 20% Coinsurance 40% Coinsurance None

If you have a 
hospital stay

Facility fee (e.g., hospital room) 20% Coinsurance 40% Coinsurance Pre-authorization is required.

Physician/surgeon fees 20% Coinsurance 40% Coinsurance None

If you need mental
health, behavioral
health, or substance
abuse services

Mental/behavioral health
outpatient services

20% Coinsurance 40% Coinsurance Teladoc behavioral health visits are covered.

Substance use disorder
outpatient services

20% Coinsurance 40% Coinsurance

Mental/behavioral health
inpatient services

20% Coinsurance 40% Coinsurance Pre-authorization is required.

Substance use disorder
inpatient services

20% Coinsurance 40% Coinsurance
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information

If you are pregnant Office visits 20% Coinsurance 40% Coinsurance Pre-authorization for facility services is required.
Depending on the type of services, a coinsurance or
deductible may apply.
Cost sharing does not apply for preventive services.

Childbirth/delivery professional
services

20% Coinsurance 40% Coinsurance Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

20% Coinsurance 40% Coinsurance

If you need help
recovering or have other
special health needs

Home health care 20% Coinsurance 40% Coinsurance 120 combined visits with Private Duty Nursing/benefit
year. Pre-authorization is required. Penalty for not
obtaining pre-authorization is denial of all charges.

Rehabilitation services 20% Coinsurance 40% Coinsurance 60 combined visits/benefit year for Occupational Therapy
and Physical Therapy. Pre-authorization is required for
Out-of-Network chiropractic services. Penalty for not
obtaining pre-authorization is denial of all charges.

Habilitation services 20% Coinsurance 40% Coinsurance 60 combined visits/benefit year for Occupational Therapy
and Physical Therapy. Pre-authorization is required for
Out-of-Network chiropractic services. Penalty for not
obtaining pre-authorization is denial of all charges.

Skilled nursing care 20% Coinsurance 40% Coinsurance 90 days/benefit year. Pre-authorization is required.

Durable medical equipment 20% Coinsurance 40% Coinsurance Purchase or rentals of $500 or more require
pre-authorization. Penalty for not obtaining
pre-authorization is denial of all charges. Hearing aids are
limited to 2 aids/36 months. Diabetic shoes are limited to
1 pair/3 inserts/benefit year.

Hospice services 20% Coinsurance 40% Coinsurance In-Network inpatient hospice is limited to 14 days/lifetime
benefit. Pre-authorization is required. Penalty for not
obtaining pre-authorization is denial of all charges for
In-Network Outpatient and all Out-of-Network services.

If your child needs dental
or eye care

Children's eye exam 20% Coinsurance 40% Coinsurance Limited to one exam/benefit year.

Children's glasses Not Covered Not Covered See your Employer for benefit details.
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Common What You Will Pay

Medical Event Services You May Need In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)
Limitations,  Exceptions, & Other Important

Information
Children's dental check-up Not Covered Not Covered See your Employer for benefit details.

        Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

• Acupuncture • Dental Care (Adult) • Routine Foot Care

• Bariatric Surgery • Dental Care (Child) • Weight Loss Programs

• Cosmetic Surgery • Long-Term Care

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

• Chiropractic Care • Non-emergency care when traveling outside the U.S. • Routine Eye Care (Child)

• Hearing Aids • Private-Duty Nursing, 120 days combined with Home
Health

• Infertility Treatment, $20,000/lifetime • Routine Eye Care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:  
The Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or https://www.dol.gov/agencies/ebsa. Other coverage options may be
available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: 1-833-578-1131 or visit us at https://www.MyHealthToolkitKC.com/, the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or https://www.dol.gov/agencies/ebsa.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.



Page 6 of 9

Language Access Services: 

Spanish: Para obtener asistencia en español, llame al número de atención al cliente que aparece en la primera página de esta notificación.
Tagalog: Upang makakuha ng tulong sa Tagalog, tawagan ang numero ng customer service na makikita sa unang pahina ng paunawang ito.

Chinese:

Navajo:

––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next page.––––––––––––––––––––––

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid
OMB control number.  The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to
average 0.08 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.



Page 7 of 9

About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this  plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care

and a hospital delivery)
n The plan’s overall deductible $1,650

n Specialist Coinsurance 20%

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $1,650
Copayments $0
Coinsurance $1,900

What isn't covered
Limits or exclusions $60
The total Peg would pay is $3,560

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a

well-controlled condition)
n The plan’s overall deductible $1,650

n Specialist Coinsurance 20%

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $5,600

In this example, Joe would pay:
Cost Sharing

Deductibles $1,650
Copayments $0
Coinsurance $800

What isn't covered
Limits or exclusions $20
The total Joe would pay is $2,470

Mia's Simple Fracture
(in-network emergency room visit and

follow up care)
n The plan’s overall deductible $1,650

n Specialist Coinsurance 20%

n Hospital (facility) Coinsurance 20%

n Other Coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing

Deductibles $1,650
Copayments $0
Coinsurance $200

What isn't covered
Limits or exclusions $0
The total Mia would pay is $1,850

Note: These numbers assume the patient does not participate in the  plan’s  wellness program. If you participate in the  plan’s  wellness program, you may be able to reduce
your costs. For more information about the wellness program, please contact:1-833-578-1131.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, sexual orientation or health status in our health plans, when we enroll
members or provide benefits.

If you or someone you're assisting is disabled and needs interpretation assistance, help is available at the contact number posted on our website or listed in the materials
included with this notice (TDD: 711). 

Free language interpretation support is available for those who cannot read or speak English by calling one of the appropriate numbers listed below. 

If you think we have not provided these services or have discriminated in any way, you can file a grievance by emailing contact@hcrcompliance.com or by calling our

Compliance area at 1-800-832-9686 or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-537-7697 (TDD).

SBCMGNA3 / Foreign Language Access
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SBCMGNA3 / Foreign Language Access



WOMEN’S HEALTH AND CANCER RIGHTS NOTICE 

Burns & McDonnell Employee Health Care Plan is required by law to provide you with the following notice: 

The Women’s Health and Cancer Rights Act of 1998 (“WHCRA”) provides certain protections for individuals 
receiving mastectomy-related benefits. Coverage will be provided in a manner determined in consultation with 
the attending physician and the patient for:  

• All stages of reconstruction of the breast on which the mastectomy was performed;
• Surgery and reconstruction of the other breast to produce a symmetrical appearance;
• Prostheses; and
• Treatment of physical complications of the mastectomy, including lymphedemas.

The Burns & McDonnell Employee Health Care Plan provide(s) medical coverage for mastectomies and the 
related procedures listed above, subject to the same deductibles and coinsurance applicable to other medical and 
surgical benefits provided under this plan. Therefore, the following deductibles and coinsurance apply: 

PPO In-Network Out-of-Network 

Individual Deductible $750 $3,000 

Family Deductible $2,250 $9,000 

Coinsurance 80% 60% 

HRA In-Network Out-of-Network 

Individual Deductible $1,750 $3,000 

Family Deductible $3,500 $6,000 

Coinsurance 80% 60% 

QHDHP In-Network Out-of-Network 

Individual Deductible $1,650 $2,500 

Family Deductible $3,300 $5,000 

Coinsurance 80% 60% 

If you would like more information on WHCRA benefits, please refer to your Summary Plan Description or 
contact your Plan Administrator at: 

Robin Bub 
Total Rewards Director
816-601-2420



BURNS & MCDONNELL EMPLOYEE HEALTH CARE PLAN 
NOTICE OF SPECIAL ENROLLMENT RIGHTS 

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 later 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).  

Loss of eligibility includes but is not limited to: 

• Loss of eligibility for coverage as a result of ceasing to meet the plan’s eligibility requirements (e.g., divorce,
cessation of dependent status, death of an employee, termination of employment, reduction in the number of
hours of employment);

• Loss of HMO coverage because the person no longer resides or works in the HMO service area and no other
coverage option is available through the HMO plan sponsor;

• Elimination of the coverage option a person was enrolled in, and another option is not offered in its place;
• Failing to return from an FMLA leave of absence; and
• Loss of eligibility under Medicaid or the Children’s Health Insurance Program (CHIP).

Unless the event giving rise to your special enrollment right is a loss of eligibility under Medicaid or CHIP, you 
must request enrollment within 31 days after your or your dependent’s(s’) other coverage ends (or after the 
employer that sponsors that coverage stops contributing toward the coverage).   

If the event giving rise to your special enrollment right is a loss of coverage under Medicaid or CHIP, you may 
request enrollment under this plan within 60 days of the date you or your dependent(s) lose such coverage under 
Medicaid or CHIP. Similarly, if you or your dependent(s) become eligible for a state-granted premium subsidy 
toward this plan, you may request enrollment under this plan within 60 days after the date Medicaid or CHIP 
determine that you or the dependent(s) qualify for the subsidy.  

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 31 days after 
the marriage, birth, adoption, or placement for adoption.  

To request special enrollment or obtain more information, contact: 

Robin Bub  
Total Rewards Director
816-601-2420

* This notice is relevant for healthcare coverages subject to the HIPAA portability rules.



IMPORTANT NOTICE FROM BURNS & MCDONNELL ABOUT 
YOUR PRESCRIPTION DRUG COVERAGE AND MEDICARE 

Please read this notice carefully and keep it where you can find it. This notice has information about your current 
prescription drug coverage with Burns & McDonnell and about your options under Medicare’s prescription drug 
coverage.  This information can help you decide whether you want to join a Medicare drug plan.  Information 
about where you can get help to make decisions about your prescription drug coverage is at the end of this notice. 

If neither you nor any of your covered dependents are eligible for or have Medicare, this notice does not apply to 
you or your dependents, as the case may be.  However, you should still keep a copy of this notice in the event you 
or a dependent should qualify for coverage under Medicare in the future.  Please note, however, that later notices 
might supersede this notice.  

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare.  You can get this
coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or
PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage
set by Medicare. Some plans may also offer more coverage for a higher monthly premium.

2. Burns & McDonnell has determined that the prescription drug coverage offered by the Burns & McDonnell
Employee Health Care Plan (“Plan”) is, on average for all plan participants, expected to pay out as much as
standard Medicare prescription drug coverage pays and is considered “creditable” prescription drug coverage.
This is important for the reasons described below.
____________________________________________________________

Because your existing coverage is, on average, at least as good as standard Medicare prescription drug coverage,
you can keep this coverage and not pay a higher premium (a penalty) if you later decide to enroll in a Medicare
drug plan, as long as you later enroll within specific time periods.

Enrolling in Medicare—General Rules
As some background, you can join a Medicare drug plan when you first become eligible for Medicare. If you
qualify for Medicare due to age, you may enroll in a Medicare drug plan during a seven-month initial enrollment
period. That period begins three months prior to your 65th birthday, includes the month you turn 65, and
continues for the ensuing three months. If you qualify for Medicare due to disability or end-stage renal disease,
your initial Medicare Part D enrollment period depends on the date your disability or treatment began. For more
information you should contact Medicare at the telephone number or web address listed below.

Late Enrollment and the Late Enrollment Penalty
If you decide to wait to enroll in a Medicare drug plan you may enroll later, during Medicare Part D’s annual
enrollment period, which runs each year from October 15 through December 7. But as a general rule, if you delay
your enrollment in Medicare Part D, after first becoming eligible to enroll, you may have to pay a higher
premium (a penalty).

If after your initial Medicare Part D enrollment period you go 63 continuous days or longer without
“creditable” prescription drug coverage (that is, prescription drug coverage that’s at least as good as
Medicare’s prescription drug coverage), your monthly Part D premium may go up by at least 1 percent of the
premium you would have paid had you enrolled timely, for every month that you did not have creditable
coverage.

For example, if after your Medicare Part D initial enrollment period you go 19 months without coverage, your
premium may be at least 19% higher than the premium you otherwise would have paid. You may have to pay this
higher premium for as long as you have Medicare prescription drug coverage. However, there are some
important exceptions to the late enrollment penalty.



Special Enrollment Period Exceptions to the Late Enrollment Penalty 
There are “special enrollment periods” that allow you to add Medicare Part D coverage months or even years 
after you first became eligible to do so, without a penalty.  For example, if after your Medicare Part D initial 
enrollment period you lose or decide to leave employer-sponsored or union-sponsored health coverage that 
includes “creditable” prescription drug coverage, you will be eligible to join a Medicare drug plan at that time.  

In addition, if you otherwise lose other creditable prescription drug coverage (such as under an individual policy) 
through no fault of your own, you will be able to join a Medicare drug plan, again without penalty.  These special 
enrollment periods end two months after the month in which your other coverage ends.  

Compare Coverage 
You should compare your current coverage, including which drugs are covered at what cost, with the coverage 
and costs of the plans offering Medicare prescription drug coverage in your area.  See the Burns & McDonnell 
Plan’s summary plan description for a summary of the Plan’s prescription drug coverage. If you don’t have a 
copy, you can get one by contacting us at the telephone number or address listed below. 

Coordinating Other Coverage With Medicare Part D 
Generally speaking, if you decide to join a Medicare drug plan while covered under the Burns & McDonnell Plan 
due to your employment (or someone else’s employment, such as a spouse or parent), your coverage under the 
Burns & McDonnell Plan will not be affected. For most persons covered under the Plan, the Plan will pay 
prescription drug benefits first, and Medicare will determine its payments second. For more information about 
this issue of what program pays first and what program pays second, see the Plan’s summary plan description or 
contact Medicare at the telephone number or web address listed below. 

If you do decide to join a Medicare drug plan and drop your Burns & McDonnell prescription drug coverage, be 
aware that you and your dependents may not be able to get this coverage back. To regain coverage you would 
have to re-enroll in the Plan, pursuant to the Plan’s eligibility and enrollment rules. You should review the Plan’s 
summary plan description to determine if and when you are allowed to add coverage. 

For More Information About This Notice or Your Current Prescription Drug Coverage… 
Contact the person listed below for further information, or call 816-601-2420.  NOTE: You’ll get this notice 
each year. You will also get it before the next period you can join a Medicare drug plan, and if this coverage 
through Burns & McDonnell changes. You also may request a copy.  

For More Information About Your Options Under Medicare Prescription Drug Coverage… 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & 
You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare.   You may also be 
contacted directly by Medicare drug plans.  

For more information about Medicare prescription drug coverage: 
• Visit www.medicare.gov.
• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the

“Medicare & You” handbook for their telephone number) for personalized help,
• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. 
For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 
1-800-772-1213 (TTY 1-800-325-0778).

http://www.medicare.gov/
http://www.socialsecurity.gov/


Remember:  Keep this Creditable Coverage notice.  If you decide to join one of the Medicare drug plans, 
you may be required to provide a copy of this notice when you join to show whether or not you have 
maintained creditable coverage and whether or not you are required to pay a higher premium (a penalty). 

Date: 
Name of Entity/Sender: 

Contact—Position/Office: 
Address: 

Phone Number: 

January 1, 2025
Robin Bub  
Total Rewards Director, Human Resources 
9400 Ward Parkway 
Kansas City, MO 64114  
816-601-2420

Nothing in this notice gives you or your dependents a right to coverage under the Plan. Your (or your 
dependents’) right to coverage under the Plan is determined solely under the terms of the Plan. 



BURNS & MCDONNELL  
IMPORTANT NOTICE 

COMPREHENSIVE NOTICE OF PRIVACY POLICY AND PROCEDURES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW 

IT CAREFULLY. 

This notice is provided to you on behalf of: 

Burns & McDonnell Inc. Health and Welfare Benefits Plan* 

* This notice pertains only to healthcare coverage provided under the plan.

The Plan’s Duty to Safeguard Your Protected Health Information 
Individually identifiable information about your past, present, or future health or condition, the provision of 
health care to you, or payment for the health care is considered “Protected Health Information” (“PHI”). The Plan 
is required to extend certain protections to your PHI, and to give you this notice about its privacy practices that 
explains how, when, and why the Plan may use or disclose your PHI. Except in specified circumstances, the Plan 
may use or disclose only the minimum necessary PHI to accomplish the purpose of the use or disclosure. 

The Plan is required to follow the privacy practices described in this notice, though it reserves the right to change 
those practices and the terms of this notice at any time. If it does so, and the change is material, you will receive a 
revised version of this Notice either by hand delivery, mail delivery to your last known address, or some other 
fashion. This notice, and any material revisions of it, will also be provided to you in writing upon your request 
(ask your Human Resources representative, or contact the Plan’s Privacy Official, described below), and will be 
posted on any website maintained by Burns & McDonnell that describes benefits available to employees and 
dependents. 

You may also receive one or more other privacy notices from insurance companies that provide benefits under 
the Plan. Those notices will describe how the insurance companies use and disclose PHI and your rights with 
respect to the PHI they maintain. 

How the Plan May Use and Disclose Your Protected Health Information 
The Plan uses and discloses PHI for a variety of reasons. For its routine uses and disclosures it does not require 
your authorization, but for other uses and disclosures, your authorization (or the authorization of your personal 
representative (e.g., a person who is your custodian, guardian, or has your power-of-attorney) may be required. 
The following offers more description and examples of the Plan’s uses and disclosures of your PHI. 

• Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations.
• Treatment: Generally, and as you would expect, the Plan is permitted to disclose your PHI for purposes

of your medical treatment. Thus, it may disclose your PHI to doctors, nurses, hospitals, emergency
medical technicians, pharmacists, and other health care professionals where the disclosure is for your
medical treatment. For example, if you are injured in an accident, and it’s important for your treatment
team to know your blood type, the Plan could disclose that PHI to the team in order to allow it to more
effectively provide treatment to you.

• Payment: Of course, the Plan’s most important function, as far as you are concerned, is that it pays for
all or some of the medical care you receive (provided the care is covered by the Plan). In the course of its
payment operations, the Plan receives a substantial amount of PHI about you. For example, doctors,



hospitals, and pharmacies that provide you care send the Plan detailed information about the care they 
provided, so that they can be paid for their services. The Plan may also share your PHI with other plans 
in certain cases. For example, if you are covered by more than one health care plan (e.g., covered by this 
Plan and your spouse’s plan or covered by the plans covering your father and mother), we may share 
your PHI with the other plans to coordinate payment of your claims. 

• Health care Operations: The Plan may use and disclose your PHI in the course of its “health care
operations.” For example, it may use your PHI in evaluating the quality of services you received or
disclose your PHI to an accountant or attorney for audit purposes. In some cases, the Plan may disclose
your PHI to insurance companies for purposes of obtaining various insurance coverages. However, the
Plan will not disclose, for underwriting purposes, PHI that is genetic information.

• Other Uses and Disclosures of Your PHI Not Requiring Authorization. The law provides that the Plan
may use and disclose your PHI without authorization in the following circumstances:
• To the Plan Sponsor: The Plan may disclose PHI to the employers (such as Burns & McDonnell) who

sponsor or maintain the Plan for the benefit of employees and dependents. However, the PHI may only
be used for limited purposes, and may not be used for purposes of employment-related actions or
decisions or in connection with any other benefit or employee benefit plan of the employers. PHI may be
disclosed to: the human resources or employee benefits department for purposes of enrollments and
disenrollments, census, claim resolutions, and other matters related to Plan administration; payroll
department for purposes of ensuring appropriate payroll deductions and other payments by covered
persons for their coverage; information technology department, as needed for preparation of data
compilations and reports related to Plan administration; finance department for purposes of reconciling
appropriate payments of premium to and benefits from the Plan, and other matters related to Plan
administration; internal legal counsel to assist with resolution of claim, coverage, and other disputes
related to the Plan’s provision of benefits.

• To the Plan’s Service Providers: The Plan may disclose PHI to its service providers (“business
associates”) who perform claim payment and plan management services. The Plan requires a written
contract that obligates the business associate to safeguard and limit the use of PHI.

• Required by Law: The Plan may disclose PHI when a law requires that it report information about
suspected abuse, neglect, or domestic violence, or relating to suspected criminal activity, or in response
to a court order. It must also disclose PHI to authorities that monitor compliance with these privacy
requirements.

• For Public Health Activities: The Plan may disclose PHI when required to collect information about
disease or injury, or to report vital statistics to the public health authority.

• For Health Oversight Activities: The Plan may disclose PHI to agencies or departments responsible for
monitoring the health care system for such purposes as reporting or investigation of unusual incidents.

• Relating to Decedents: The Plan may disclose PHI relating to an individual’s death to coroners, medical
examiners, or funeral directors, and to organ procurement organizations relating to organ, eye, or tissue
donations or transplants.

• For Research Purposes: In certain circumstances, and under strict supervision of a privacy board, the
Plan may disclose PHI to assist medical and psychiatric research.

• To Avert Threat to Health or Safety: In order to avoid a serious threat to health or safety, the Plan may
disclose PHI as necessary to law enforcement or other persons who can reasonably prevent or lessen the
threat of harm.

• For Specific Government Functions: The Plan may disclose PHI of military personnel and veterans in
certain situations, to correctional facilities in certain situations, to government programs relating to
eligibility and enrollment, and for national security reasons.

• Uses and Disclosures Requiring Authorization: For uses and disclosures beyond treatment, payment, and
operations purposes, and for reasons not included in one of the exceptions described above, the Plan is
required to have your written authorization. For example, uses and disclosures of psychotherapy notes, uses
and disclosures of PHI for marketing purposes, and disclosures that constitute a sale of PHI would require
your authorization. Your authorization can be revoked at any time to stop future uses and disclosures, except
to the extent that the Plan has already undertaken an action in reliance upon your authorization.

• Uses and Disclosures Requiring You to Have an Opportunity to Object: The Plan may share PHI with
your family, friend, or other person involved in your care, or payment for your care. We may also share PHI



with these people to notify them about your location, general condition, or death. However, the Plan may 
disclose your PHI only if it informs you about the disclosure in advance and you do not object (but if there is 
an emergency situation and you cannot be given your opportunity to object, disclosure may be made if it is 
consistent with any prior expressed wishes and disclosure is determined to be in your best interests; you must 
be informed and given an opportunity to object to further disclosure as soon as you are able to do so). 

Your Rights Regarding Your Protected Health Information 
You have the following rights relating to your protected health information: 
• To Request Restrictions on Uses and Disclosures:  You have the right to ask that the Plan limit how it uses

or discloses your PHI. The Plan will consider your request, but is not legally bound to agree to the restriction.
To the extent that it agrees to any restrictions on its use or disclosure of your PHI, it will put the agreement in
writing and abide by it except in emergency situations. The Plan cannot agree to limit uses or disclosures that
are required by law.

• To Choose How the Plan Contacts You: You have the right to ask that the Plan send you information at an
alternative address or by an alternative means. To request confidential communications, you must make your
request in writing to the Privacy Official. We will not ask you the reason for your request. Your request must
specify how or where you wish to be contacted. The Plan must agree to your request as long as it is
reasonably easy for it to accommodate the request.

• To Inspect and Copy Your PHI: Unless your access is restricted for clear and documented treatment
reasons, you have a right to see your PHI in the possession of the Plan or its vendors if you put your request
in writing. The Plan, or someone on behalf of the Plan, will respond to your request, normally within 30 days.
If your request is denied, you will receive written reasons for the denial and an explanation of any right to
have the denial reviewed. If you want copies of your PHI, a charge for copying may be imposed but may be
waived, depending on your circumstances. You have a right to choose what portions of your information you
want copied and to receive, upon request, prior information on the cost of copying.

• To Request Amendment of Your PHI: If you believe that there is a mistake or missing information in a
record of your PHI held by the Plan or one of its vendors you may request in writing that the record be
corrected or supplemented. The Plan or someone on its behalf will respond, normally within 60 days of
receiving your request. The Plan may deny the request if it is determined that the PHI is: (i) correct and
complete; (ii) not created by the Plan or its vendor and/or not part of the Plan’s or vendor’s records; or (iii)
not permitted to be disclosed. Any denial will state the reasons for denial and explain your rights to have the
request and denial, along with any statement in response that you provide, appended to your PHI. If the
request for amendment is approved, the Plan or vendor, as the case may be, will change the PHI and so
inform you, and tell others that need to know about the change in the PHI.

• To Find Out What Disclosures Have Been Made: You have a right to get a list of when, to whom, for what
purpose, and what portion of your PHI has been released by the Plan and its vendors, other than instances of
disclosure for which you gave authorization, or instances where the disclosure was made to you or your
family. In addition, the disclosure list will not include disclosures for treatment, payment, or health care
operations. The list also will not include any disclosures made for national security purposes, to law
enforcement officials or correctional facilities, or before the date the federal privacy rules applied to the Plan.
You will normally receive a response to your written request for such a list within 60 days after you make the
request in writing. Your request can relate to disclosures going as far back as six years. There will be no
charge for up to one such list each year. There may be a charge for more frequent requests.

How to Complain About the Plan’s Privacy Practices 
If you think the Plan or one of its vendors may have violated your privacy rights, or if you disagree with a 
decision made by the Plan or a vendor about access to your PHI, you may file a complaint with the person listed 
in the section immediately below. You also may file a written complaint with the Secretary of the U.S. 
Department of Health and Human Services. The law does not permit anyone to take retaliatory action against you 
if you make such complaints. 

Notification of a Privacy Breach 



Any individual whose unsecured PHI has been, or is reasonably believed to have been used, accessed, acquired or 
disclosed in an unauthorized manner will receive written notification from the Plan within 60 days of the 
discovery of the breach.   

If the breach involves 500 or more residents of a state, the Plan will notify prominent media outlets in the state. 
The Plan will maintain a log of security breaches and will report this information to HHS on an annual basis. 
Immediate reporting from the Plan to HHS is required if a security breach involves 500 or more people. 

Contact Person for Information, or to Submit a Complaint 
If you have questions about this notice please contact the Plan’s Privacy Official or Deputy Privacy Official(s) 
(see below). If you have any complaints about the Plan’s privacy practices, handling of your PHI, or breach 
notification process, please contact the Privacy Official or an authorized Deputy Privacy Official. 

Privacy Official 
The Plan’s Privacy Official, the person responsible for ensuring compliance with this notice, is: 

Robin Bub 
Total Rewards Director, Human Resources 
816-601-2420

Effective Date 
The effective date of this notice is: January 1, 2025. 



GENERAL COBRA NOTICE 

Model General Notice of COBRA Continuation Coverage Rights 
(For use by single-employer group health plans) 

** Continuation Coverage Rights Under COBRA** 
Introduction 
You’re getting this notice because you recently gained coverage under a group health plan (the Plan).  This notice 
has important information about your right to COBRA continuation coverage, which is a temporary extension of 
coverage under the Plan.  This notice explains COBRA continuation coverage, when it may become 
available to you and your family, and what you need to do to protect your right to get it.  When you become 
eligible for COBRA, you may also become eligible for other coverage options that may cost less than COBRA 
continuation coverage. 

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA).  COBRA continuation coverage can become available to you and other 
members of your family when group health coverage would otherwise end.  For more information about your 
rights and obligations under the Plan and under federal law, you should review the Plan’s Summary Plan 
Description or contact the Plan Administrator. 

You may have other options available to you when you lose group health coverage.  For example, you may 
be eligible to buy an individual plan through the Health Insurance Marketplace.  By enrolling in coverage through 
the Marketplace, you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs.  
Additionally, you may qualify for a 30-day special enrollment period for another group health plan for which you 
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees. 

What is COBRA continuation coverage? 

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life 
event.  This is also called a “qualifying event.”  Specific qualifying events are listed later in this notice.  After a 
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”  
You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is 
lost because of the qualifying event.  Under the Plan, qualified beneficiaries who elect COBRA continuation 
coverage must pay for COBRA continuation coverage. 

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of 
the following qualifying events: 

• Your hours of employment are reduced, or
• Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the 
Plan because of the following qualifying events: 

• Your spouse dies;
• Your spouse’s hours of employment are reduced;
• Your spouse’s employment ends for any reason other than his or her gross misconduct;
• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
• You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the 
following qualifying events: 

• The parent-employee dies;
• The parent-employee’s hours of employment are reduced;
• The parent-employee’s employment ends for any reason other than his or her gross misconduct;
• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
• The parents become divorced or legally separated; or
• The child stops being eligible for coverage under the Plan as a “dependent child.”



[If the Plan provides retiree health coverage, add the following paragraph:]
Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying 
event.  If a proceeding in bankruptcy is filed with respect to Burns & McDonnell and that bankruptcy results in 
the loss of coverage of any retired employee covered under the Plan, the retired employee will become a 
qualified beneficiary.  The retired employee’s spouse, surviving spouse, and dependent children will also 
become qualified beneficiaries if bankruptcy results in the loss of their coverage under the Plan.

When is COBRA continuation coverage available? 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator 
has been notified that a qualifying event has occurred.  The employer must notify the Plan Administrator of the 
following qualifying events: 

• The end of employment or reduction of hours of employment;
• Death of the employee;
• Commencement of a proceeding in bankruptcy with respect to the employer;]; or
• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent 
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 
60 days after the qualifying event occurs.  You must provide this notice in writing to the Plan 
Administrator. Any notice you provide must state the name of the plan or plans under which you lost or 
are losing coverage, the name and address of the employee covered under the plan, the name(s) and 
address(es) of the qualified beneficiary(ies), and the qualifying event and the date it happened. The Plan 
Administrator will direct you to provide the appropriate documentation to show proof of the event. 

How is COBRA continuation coverage provided? 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage 
will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will have an independent right to 
elect COBRA continuation coverage.  Covered employees may elect COBRA continuation coverage on behalf of 
their spouses, and parents may elect COBRA continuation coverage on behalf of their children. 
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to 
employment termination or reduction of hours of work.  Certain qualifying events, or a second qualifying event 
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage. 

There are also ways in which this 18-month period of COBRA continuation coverage can be extended: 
Disability extension of 18-month period of COBRA continuation coverage 
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you 
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an 
additional 11 months of COBRA continuation coverage, for a maximum of 29 months.  The disability would 
have to have started at some time before the 60th day of COBRA continuation coverage and must last at least 
until the end of the 18-month period of COBRA continuation coverage.  If you believe you are eligible for this 
extension, contact the Plan Administrator. 

Second qualifying event extension of 18-month period of continuation coverage 
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the 
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation 
coverage, for a maximum of 36 months, if the Plan is properly notified about the second qualifying event.  This 
extension may be available to the spouse and any dependent children getting COBRA continuation coverage if 
the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); 
gets divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent 
child.  This extension is only available if the second qualifying event would have caused the spouse or dependent 
child to lose coverage under the Plan had the first qualifying event not occurred. 

Are there other coverage options besides COBRA Continuation Coverage? 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and 
your family through the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health Insurance 
Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through what is called a 
“special enrollment period.”  Some of these options may cost less than COBRA continuation coverage.  You can 
learn more about many of these options at www.healthcare.gov. 



Are there other coverage options besides COBRA Continuation Coverage? 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and 
your family through the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health Insurance 
Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through what is called a 
“special enrollment period.”  Some of these options may cost less than COBRA continuation coverage.  You can 
learn more about many of these options at www.healthcare.gov. 

Can I enroll in Medicare instead of COBRA continuation coverage after my group health plan coverage 
ends? 
In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are still employed, 
after the Medicare initial enrollment period, you have an 8-month special enrollment period1 to sign up for 
Medicare Part A or B, beginning on the earlier of 

• The month after your employment ends; or
• The month after group health plan coverage based on current employment ends.

If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B 
late enrollment penalty and you may have a gap in coverage if you decide you want Part B later.  If you elect 
COBRA continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation 
coverage ends, the Plan may terminate your continuation coverage.  However, if Medicare Part A or B is 
effective on or before the date of the COBRA election, COBRA coverage may not be discontinued on account of 
Medicare entitlement, even if you enroll in the other part of Medicare after the date of the election of COBRA 
coverage. 

1 https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods. 

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first 
(primary payer) and COBRA continuation coverage will pay second.  Certain plans may pay as if secondary to 
Medicare, even if you are not enrolled in Medicare. 
For more information visit https://www.medicare.gov/medicare-and-you. 

If you have questions 
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact 
or contacts identified below.  For more information about your rights under the Employee Retirement Income 
Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws 
affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s 
Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  (Addresses and 
phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)  For more 
information about the Marketplace, visit www.HealthCare.gov. 
Keep your Plan informed of address changes 

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family 
members.  You should also keep a copy, for your records, of any notices you send to the Plan Administrator. 
Plan contact information 

For additional information regarding your COBRA continuation coverage rights, please contact the Plan 
Administrator below: 

Robin Bub 
Total Rewards Director
9400 Ward Parkway 
Kansas City, MO  64114 
816-601-2420

https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.dol.gov/ebsa/www.healthcare.gov
https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods


Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP) 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or 
CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium 
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.  
For more information, visit www.healthcare.gov. 

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your 
State Medicaid or CHIP office to find out if premium assistance is available. 

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you 
pay the premiums for an employer-sponsored plan. 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is 
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible 
for premium assistance.  If you have questions about enrolling in your employer plan, contact the Department of Labor 
at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan 
premiums.  The following list of states is current as of July 31, 2024.  Contact your State for more information on 
eligibility – 

ALABAMA – Medicaid 

Website: http://myalhipp.com/
Phone: 1-855-692-5447 

ALASKA – Medicaid 

The AK Health Insurance Premium Payment Program 
Website: http://myakhipp.com/
Phone: 1-866-251-4861 
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:  
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS – Medicaid 

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447) 

CALIFORNIA – Medicaid 

Health Insurance Premium Payment (HIPP) Program Website: 
http://dhcs.ca.gov/hipp
Phone: 916-445-8322 
Fax: 916-440-5676 
Email: hipp@dhcs.ca.gov

COLORADO – Health First Colorado 
(Colorado’s Medicaid Program) & Child Health 

Plan Plus (CHP+) 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center: 
1-800-221-3943/State Relay 711
CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.mycohibi.com/
HIBI Customer Service: 1-855-692-6442 

FLORIDA – Medicaid 

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
y.com/hipp/index.html
Phone: 1-877-357-3268 
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GEORGIA – Medicaid

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp
Phone: 678-564-1162, Press 1 
GA CHIPRA Website: 
https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-reauthorization-
act-2009-chipra
Phone: 678-564-1162, Press 2 

INDIANA – Medicaid

Health Insurance Premium Payment Program 
All other Medicaid 
Website: https://www.in.gov/medicaid/
http://www.in.gov/fssa/dfr/
Family and Social Services Administration 
Phone: 1-800-403-0864 
Member Services Phone: 1-800-457-4584 

IOWA – Medicaid and CHIP (Hawki)

Medicaid Website: 
Iowa Medicaid | Health & Human Services
Medicaid Phone: 1-800-338-8366 
Hawki Website:  
Hawki - Healthy and Well Kids in Iowa | Health & Human 
Services
Hawki Phone: 1-800-257-8563 
HIPP Website: Health Insurance Premium Payment (HIPP) | 
Health & Human Services (iowa.gov)
HIPP Phone: 1-888-346-9562 

KANSAS – Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884 
HIPP Phone: 1-800-967-4660 

KENTUCKY – Medicaid

Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov
KCHIP Website: https://kynect.ky.gov
Phone: 1-877-524-4718 
Kentucky Medicaid Website: 
https://chfs.ky.gov/agencies/dms

LOUISIANA – Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or  
1-855-618-5488 (LaHIPP)

MAINE – Medicaid

Enrollment Website:  
https://www.mymaineconnection.gov/benefits/s/?language=en
_US
Phone: 1-800-442-6003 
TTY: Maine relay 711 
Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-977-6740 
TTY: Maine relay 711 

MASSACHUSETTS – Medicaid and CHIP

Website: https://www.mass.gov/masshealth/pa 
Phone: 1-800-862-4840 
TTY: 711 
Email: masspremassistance@accenture.com

MINNESOTA – Medicaid

Website:  
https://mn.gov/dhs/health-care-coverage/
Phone: 1-800-657-3672 

MISSOURI – Medicaid

Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005 
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MONTANA – Medicaid

Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 
Email: HHSHIPPProgram@mt.gov 

NEBRASKA – Medicaid

Website: http://www.ACCESSNebraska.ne.gov 
Phone: 1-855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178  

NEVADA – Medicaid

Medicaid Website: http://dhcfp.nv.gov 
Medicaid Phone: 1-800-992-0900 

NEW HAMPSHIRE – Medicaid

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext. 
15218 
Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov

NEW JERSEY – Medicaid and CHIP

Medicaid Website:  
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/
Phone:  1-800-356-1561 
CHIP Premium Assistance Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710 (TTY: 711) 

NEW YORK – Medicaid

Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100 

NORTH DAKOTA – Medicaid

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742 

OREGON – Medicaid and CHIP

Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-800-699-9075 

PENNSYLVANIA – Medicaid and CHIP

Website: https://www.pa.gov/en/services/dhs/apply-for-
medicaid-health-insurance-premium-payment-program-
hipp.html
Phone: 1-800-692-7462 
CHIP Website: Children's Health Insurance Program (CHIP) 
(pa.gov)
CHIP Phone: 1-800-986-KIDS (5437) 

RHODE ISLAND – Medicaid and CHIP

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or  
401-462-0311 (Direct RIte Share Line)

SOUTH CAROLINA – Medicaid

Website: https://www.scdhhs.gov
Phone: 1-888-549-0820 

SOUTH DAKOTA - Medicaid

Website: http://dss.sd.gov
Phone: 1-888-828-0059 
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TEXAS – Medicaid

Website:  Health Insurance Premium Payment (HIPP) 
Program | Texas Health and Human Services
Phone: 1-800-440-0493 

UTAH – Medicaid and CHIP

Utah’s Premium Partnership for Health Insurance (UPP) 
Website: https://medicaid.utah.gov/upp/
Email: upp@utah.gov
Phone: 1-888-222-2542 
Adult Expansion Website: 
https://medicaid.utah.gov/expansion/
Utah Medicaid Buyout Program Website: 
https://medicaid.utah.gov/buyout-program/
CHIP Website: https://chip.utah.gov/

VERMONT– Medicaid

Website: Health Insurance Premium Payment (HIPP) Program 
| Department of Vermont Health Access
Phone: 1-800-250-8427 

VIRGINIA – Medicaid and CHIP

Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select

https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924 

WASHINGTON – Medicaid

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022 

WEST VIRGINIA – Medicaid and CHIP

Website: https://dhhr.wv.gov/bms/
http://mywvhipp.com/

Medicaid Phone: 304-558-1700 
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

WISCONSIN – Medicaid and CHIP

Website:  
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
Phone: 1-800-362-3002 

WYOMING – Medicaid

Website: 
https://health.wyo.gov/healthcarefin/medicaid/programs-and-
eligibility/
Phone: 1-800-251-1269 

To see if any other states have added a premium assistance program since July 31, 2024, or for more information on 
special enrollment rights, contact either: 

U.S.  Department of Labor 
Employee Benefits Security Administration 
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S.  Department of Health and Human Services 
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext.  61565

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number.  The Department notes 
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and 
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it 
displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, notwithstanding any other provisions of law, no person 
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a 
currently valid OMB control number.  See 44 U.S.C.  3512. 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.  
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office 
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or 
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2026) 
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://www.hca.wa.gov/
https://dhhr.wv.gov/bms/
http://mywvhipp.com/
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov


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, or from an out-of-network air ambulance service, 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. 

For information about state-enacted balance billing protections that might be applicable to you, see the last page 
of this notice. 

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, 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. 

For information about state-enacted balance billing protections that might be applicable to you, see the last page 
of this notice. 

When balance billing isn’t allowed, you also have the following protections: 



• 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.

• 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 U.S. Department of Labor’s Employee Benefit 
Security Administration at 1-866-444-3272 or the Health and Human Services Administration at: 1-800-985-3059. 

Visit here for more information about your rights under federal law. 

State-enacted balance billing protections that might be applicable to you: 

For information about additional, state-enacted surprise billing protections that might be applicable to you, see 
one or more of the following links for the state in which you live or work. Please note that whether you have 
protections under state law will depend on whether the state has enacted such protections and the scope of those 
protections and may also depend on whether your group health insurance benefits are provided under an insured 
plan, a self-insured plan, or a self-insured plan that has opted into relevant state-enacted protections.  

Some of the links below are to a state’s general department of insurance website because the state did not have a 
webpage devoted to surprise billing information at the time this notice was prepared: 

Arizona: 
See here and here for information about potential surprise billing and other protections under Arizona law, or 
contact the Arizona Department of Insurance and Financial Institutions at (602) 364-3100. . 

California: 
See here for information about potential surprise billing and other protections under California law. In California, if 
you do not agree with your health plan’s response or they take more than 30 days to fix the problem, you can file a 
complaint with the Department of Managed Health Care, the state regulator of health plans. You can file a 
complaint by visiting www.HealthHelp.ca.gov or by calling 1-888-466-2219. 

Colorado: 
See here for information about potential surprise billing and other protections under Colorado law. In Colorado, if 
you believe you’ve been wrongly billed you may also call the Colorado Assistance Program at 1-303-839-1261 or 
visit the Colorado Consumer Health Initiative website at www.cohealthinitiative.org.  

Connecticut: 
See here for information about potential surprise billing and other protections under Connecticut law, and here for 
information from  Connecticut regarding federal protections. In Connecticut, if you believe you’ve been wrongly 
billed you may also call the Connecticut Insurance Department at (800) 203-3447. 

https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/no-surprises-act
https://difi.az.gov/soonbdr
https://difi.az.gov/arizonas-surprise-out-network-billing-dispute-resolution-soonbdr-program
https://dmhc.ca.gov/portals/0/healthcareincalifornia/factsheets/fsab72.pdf
http://www.healthhelp.ca.gov/
https://cohealthinitiative.org/need-help/surprise-medical-bills/
http://www.cohealthinitiative.org/
https://www.cga.ct.gov/2020/rpt/pdf/2020-R-0204.pdf
https://portal.ct.gov/CID/General-Consumer-Information/No-Surprises-Act


Delaware: 
See here for information about potential surprise billing protections under Delaware law, and here for information 
from Delaware regarding federal protections. In Delaware, if you believe you have been wrongly billed, you may 
also call the Delaware Department of Insurance at (302) 259-7552. 

Florida: 
See here for information about potential surprise billing protections under Florida law. In Florida, if you believe 
you’ve been wrongly billed you may contact the Office of Insurance Regulation. 

Georgia: 
See here for information about potential surprise billing protections under Georgia law. In Georgia, if you believe 
you’ve been wrongly billed you may also contact the Office of Commissioner of Insurance at (800) 656-2298 or file 
a complaint here.  

Illinois: 
See here for information about potential surprise billing protections under Illinois law, and see  here for 
information from Illinois regarding federal protections. In Illinois, if you believe you have been wrongly billed you 
may also contact the Illinois Department of Insurance at 866-445-5364.  

Indiana: 
See here for information about potential surprise billing protections under Indiana law. In Indiana, you may also 
contact the Indiana Department of Insurance here. 

Iowa: 
See here for information about potential surprise billing protections under Iowa law, and here for information 
from Iowa regarding federal protections. You may also contact the Iowa Division of Insurance at 515-654-6600. 

Maine: 
See here for the Maine law regarding surprise billing. You may also file a complaint with the Maine Bureau of 
Insurance at 800-300-5000 or 207-624-8475, or here.  

Maryland: 
See here for information about potential surprise billing protections under Maryland law, and here for information 
from Maryland regarding federal protections. If you have questions, concerns or wish to file a complaint, the 
Maryland Insurance Administration can be reached at 1-800-492-6116, or you can file a complaint online here. 

Massachusetts: 
See here for information about potential surprise billing and other protections under Massachusetts law. You may 
also contact the Massachusetts Health Policy Commission at (617) 979-1400. 

Minnesota: 
See here for information about potential surprise billing and other protections under Minnesota law, and here for 
information from Minnesota regarding federal protections. You may also contact the Minnesota Department of 
Health at 1-800-657-3916. 

Mississippi: 
See here and here for information about potential surprise billing and other protections under Mississippi law. You 
may also call the Mississippi Insurance Department at 1-800-562-2957.  

Missouri: 
See here for information about potential surprise billing and other protections under Missouri law. You may also 
contact the Missouri Department of Commerce and Insurance at 573-751-4126. 

https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://insurance.delaware.gov/wp-content/uploads/sites/15/2021/12/domestic-foreign-insurers-bulletin-no127.pdf
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://oci.georgia.gov/insurance-resources/complaints-fraud
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.team-iha.org/files/non-gated/finance/no-surprises-act-member-memo-020121.aspx?ext=.pdf
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.in.gov/idoi/
http://www.legis.iowa.gov/docs/publications/BF/1069201.pdf
https://iid.iowa.gov/no-surprises-act
https://legislature.maine.gov/statutes/22/title22sec1718-D-1.html
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://insurance.maryland.gov/Consumer/Pages/Federal-No-Surprises-Act.aspx
https://insurance.maryland.gov/Consumer/Pages/FileAComplaint.aspx
https://www.mass.gov/doc/out-of-network-billing-in-massachusetts-chartpack/download
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.health.state.mn.us/facilities/insurance/managedcare/faq/nosurprisesact.html
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.mid.ms.gov/healthcare/questionsanswers/TopicTwo.pdf
https://insurance.mo.gov/consumers/health/documents/NSA-ConsumerBulletin-Dec2021.pdf


Michigan: 
See here for information about potential surprise billing and other protections under Michigan law. You may also 
contact the Michigan Office of Insurance and Financial Services by calling the Office Monday through Friday 8 a.m. 
to 5 p.m. at 877-999-6442 or filing a complaint here. 

Nebraska: 
See here for information about potential surprise billing and other protections under Nebraska law. You may also 
contact the Nebraska Department of Insurance at 1-877-564-7323. Additional information is available here.  

Nevada: 
See here for information about potential surprise billing and other protections under Nevada law. You may also 
contact the Nevada Division of Insurance at (888)-872-3234. 

New Hampshire: 
See here for information about potential surprise billing and other protections under New Hampshire law. You may 
also contact the New Hampshire Insurance Department at that same site.  

New Jersey: 
See here for information about potential surprise billing and other protections under New Jersey law. You may also 
contact the New Jersey Department of Banking and Insurance by calling the Department at 609-292-7272. 

New Mexico: 
See here for information about potential surprise billing and other protections under New Mexico law. You may 
also contact the New Mexico Superintendent of Insurance by calling 855-427-5674 or filing a complaint here. 

New York: 
See here for information about potential surprise billing and other protections under New York law. You may also 
contact the New York Department of Financial Services by calling the Department at (800) 342-3736, or you may 
file a complaint here. 

North Carolina: 
See here for information about potential surprise billing and other protections under North Carolina law, and here 
for general information regarding health insurance protections. You may also contact the North Carolina 
Department of Insurance at (855)-408-1212. 

Ohio: 
See here for information about potential surprise billing and other protections under Ohio law. In Ohio, if you have 
surprise billing questions or concerns, you may also contact the Department of Insurance at 1-800-686-1526, here 
and here. 

Oregon: 
See here for information about potential surprise billing and other protections under Oregon law. In Oregon, you 
may also contact Oregon’s Division of Financial Regulation to speak with a consumer advocate or file a complaint 
in any of the following ways: 
• Phone: 888-877-4894 (toll-free)
• Email: DFR.InsuranceHelp@dcbs.oregon.gov
• Website: Division of Financial Regulation: File a complaint: File a complaint or check a license: State of Oregon

Pennsylvania: 
See here for information about potential surprise billing and other protections under Pennsylvania law, and here 
for information from Pennsylvania about federal protections. You may also contact the Pennsylvania Insurance 
Department at 1-877-881-6388 or TTY/TDD at 717-783-3898. 

https://www.michigan.gov/difs/0,5269,7-303-13222_13250-561696--,00.html
https://www.michigan.gov/difs/0,5269,7-303-12902_12907---,00.html
https://doi.nebraska.gov/sites/doi.nebraska.gov/files/doc/ConsumerFactSheetBalanceBillingandOutofNetworkProviders.pdf
http://www.doi.nebraska.gov/
https://doi.nv.gov/Consumers/Health_and_Accident_Insurance/Balance_Billing_FAQs/
https://www.nh.gov/insurance/consumers/documents/balance_billing_surprise_billing.pdf
https://www.state.nj.us/dobi/division_consumers/insurance/outofnetwork.html
https://rrobserver.com/state-law-protects-you/
https://www.osi.state.nm.us/index.php/managed-healthcare-complaint/
https://www.dfs.ny.gov/consumers/health_insurance/surprise_medical_bills
https://www.dfs.ny.gov/complaint
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.ncdoi.gov/consumers/health-insurance
https://insurance.ohio.gov/strategic-initiatives/surprise-billing/resources/01-surprise-billing-toolkit
mailto:.%20consumer.complaint@insurance.ohio.gov
http://www.insurance.ohio.gov/
https://www.oregon.gov/newsroom/pages/newsdetail.aspx?newsid=64697
mailto:DFR.InsuranceHelp@dcbs.oregon.gov
https://dfr.oregon.gov/help/complaints-licenses/Pages/file-complaint.aspx
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.insurance.pa.gov/Coverage/health-insurance/no-surprises-act/Pages/default.aspx


Rhode Island: 
See here for information about potential surprise billing and other protections under Rhode Island law, and here 
for general information about health insurance protections in the state. You may also contact the Insurance 
Division of the Rhode Island Department of Business Regulation at (401) 462-9520. 

Texas: 
See here for information about potential surprise billing and other protections under Texas law, and here for 
information regarding health care providers’ obligations to comply with Texas requirements. You may also contact 
the Texas Department of Insurance at this site or by calling 800-252-3439. 

Vermont:  
See here for the Vermont law supplying balance billing protection, and here for general information about 
potential surprise billing and other protections under Vermont law. You may also contact the Vermont Department 
of Financial Regulation at 833-DFR-HOTLINE. 

Virginia: 
See here for information about potential surprise billing and other protections under Virginia law. Consumers 
covered under (i) a fully-insured policy issued in Virginia, (ii) the Virginia state employee health benefit plan, or (iii) 
a self-funded group that opted-in to the Virginia protections are also protected from balance billing under Virginia 
law. You may also contact the Virginia State Corporation Commission Bureau of Insurance here or by calling 1-877-
310-6560.

Washington: 
See here for information about potential surprise billing and other protections under Washington law. You may 
also file a complaint with the Office of the Insurance Commissioner in Washington State here. 

West Virginia: 
See here for information about potential surprise billing and other protections under West Virginia law, and here 
for information from West Virginia regarding federal protections. You may also contact the West Virginia Offices of 
the Insurance Commissioner at 1-888-TRY-WVIC (1-888-879-9842). 

https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://dbr.ri.gov/divisions/insurance/
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.tdi.texas.gov/medical-billing/providers.html
https://www.tdi.texas.gov/medical-billing/providers.html#:%7E:text=Starting%20January%201%2C%202022%2C%20the,have%20a%20choice%20of%20doctors.
https://legislature.vermont.gov/statutes/chapter/33/065
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://scc.virginia.gov/pages/Balance-Billing-Protection
https://scc.virginia.gov/pages/File-Complaint-Consumers
https://www.insurance.wa.gov/arbitration-and-using-balance-billing-protection-act-data-set
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://www.commonwealthfund.org/publications/maps-and-interactives/2021/feb/state-balance-billing-protections
https://www.wvinsurance.gov/Portals/0/pdf/pol_leg/IB_22-01_Consumers_No_Surprises_Act.pdf?ver=2022-01-04-164343-027
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For additional information: 
1-866-4US-WAGE (1-866-487-9243) TTY: 1-877-889-5627
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EMPLOYEE RIGHTS AND RESPONSIBILITIES 
UNDER THE FAMILY AND MEDICAL LEAVE ACT 

Basic Leave Entitlement 
FMLA requires covered employers to provide up to 12 weeks of unpaid, job-
protected leave to eligible employees for the following reasons:  
• For incapacity due to pregnancy, prenatal medical care or child birth;
• To care for the employee’s child after birth, or placement for adoption

or foster care;
• To care for the employee’s spouse, son or daughter, or parent, who has

a serious health condition; or
• For a serious health condition that makes the employee unable to

perform the employee’s job.

Military Family Leave Entitlements 
Eligible employees with a spouse, son, daughter, or parent on active duty or 
call to active duty status in the National Guard or Reserves in support of a 
contingency operation may use their 12-week leave entitlement to address 
certain qualifying exigencies.  Qualifying exigencies may include attending 
certain military events, arranging for alternative childcare, addressing certain 
financial and legal arrangements, attending certain counseling sessions, and 
attending post-deployment reintegration briefings. 

FMLA also includes a special leave entitlement that permits eligible 
employees to take up to 26 weeks of leave to care for a covered 
servicemember during a single 12-month period.  A covered servicemember 
is a current member of the Armed Forces, including a member of the 
National Guard or Reserves, who has a serious injury or illness incurred in 
the line of duty on active duty that may render the servicemember medically 
unfit to perform his or her duties for which the servicemember is undergoing 
medical treatment, recuperation, or therapy; or is in outpatient status; or is on 
the temporary disability retired list. 

Benefits and Protections 
During FMLA leave, the employer must maintain the employee’s health 
coverage under any “group health plan” on the same terms as if the employee 
had continued to work.  Upon return from FMLA leave, most employees 
must be restored to their original or equivalent positions with equivalent pay, 
benefits, and other employment terms. 

Use of FMLA leave cannot result in the loss of any employment benefit that 
accrued prior to the start of an employee’s leave. 

Eligibility Requirements  
Employees are eligible if they have worked for a covered employer for at 
least one year, for 1,250 hours over the previous 12 months, and if at least 50 
employees are employed by the employer within 75 miles. 

Definition of Serious Health Condition 
A serious health condition is an illness, injury, impairment, or physical or 
mental condition that involves either an overnight stay in a medical care 
facility, or continuing treatment by a health care provider for a condition that 
either prevents the employee from performing the functions of the 
employee’s job, or prevents the qualified family member from participating 
in school or other daily activities. 

Subject to certain conditions, the continuing treatment requirement may be 
met by a period of incapacity of more than 3 consecutive calendar days 
combined with at least two visits to a health care provider or one visit and a 
regimen of continuing treatment, or incapacity due to pregnancy, or 
incapacity due to a chronic condition.  Other conditions may meet the 
definition of continuing treatment. 

Use of Leave 
An employee does not need to use this leave entitlement in one block.  Leave 
can be taken intermittently or on a reduced leave schedule when medically 
necessary.  Employees must make reasonable efforts to schedule leave for 
planned medical treatment so as not to unduly disrupt the employer’s 
operations.  Leave due to qualifying exigencies may also be taken on an 
intermittent basis. 

Substitution of Paid Leave for Unpaid Leave 
Employees may choose or employers may require use of accrued paid leave 
while taking FMLA leave.  In order to use paid leave for FMLA leave, 
employees must comply with the employer’s normal paid leave policies. 

Employee Responsibilities 
Employees must provide 30 days advance notice of the need to take FMLA 
leave when the need is foreseeable.  When 30 days notice is not possible, the 
employee must provide notice as soon as practicable and generally must 
comply with an employer’s normal call-in procedures. 

Employees must provide sufficient information for the employer to 
determine if the leave may qualify for FMLA protection and the anticipated 
timing and duration of the leave.  Sufficient information may include that the 
employee is unable to perform job functions, the family member is unable to 
perform daily activities, the need for hospitalization or continuing treatment 
by a health care provider, or circumstances supporting the need for military 
family leave.  Employees also must inform the employer if the requested 
leave is for a reason for which FMLA leave was previously taken or certified. 
Employees also may be required to provide a certification and periodic 
recertification supporting the need for leave.  

Employer Responsibilities 
Covered employers must inform employees requesting leave whether they 
are eligible under FMLA.  If they are, the notice must specify any additional 
information required as well as the employees’ rights and responsibilities.  If 
they are not eligible, the employer must provide a reason for the ineligibility. 

Covered employers must inform employees if leave will be designated as 
FMLA-protected and the amount of leave counted against the employee’s 
leave entitlement.  If the employer determines that the leave is not FMLA-
protected, the employer must notify the employee. 

Unlawful Acts by Employers 
FMLA makes it unlawful for any employer to: 
• Interfere with, restrain, or deny the exercise of any right provided under

FMLA;
• Discharge or discriminate against any person for opposing any practice

made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement 
An employee may file a complaint with the U.S. Department of Labor or 
may bring a private lawsuit against an employer.  

FMLA does not affect any Federal or State law prohibiting discrimination, or 
supersede any State or local law or collective bargaining agreement which 
provides greater family or medical leave rights. 

FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered 
employers to post the text of this notice.  Regulations 29 
C.F.R. § 825.300(a) may require additional disclosures.



Health Insurance Marketplace Coverage 
Options and Your Health Coverage 

Form Approved 
OMB No. 1210-0149 
(expires 12-31-2026) 

PART A: General Information 

Even if you are offered health coverage through your employment, you may have other coverage options through the 
Health Insurance Marketplace (“Marketplace”). To assist you as you evaluate options for you and your family, this notice 
provides some basic information about the Health Insurance Marketplace and health coverage offered through your 
employment. 

What is the Health Insurance Marketplace? 

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace 
offers "one-stop shopping" to find and compare private health insurance options in your geographic area. 

Can I Save Money on my Health Insurance Premiums in the 
Marketplace? 

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer 
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum 
value standards (discussed below). The savings that you're eligible for depends on your household income. You may also 
be eligible for a tax credit that lowers your costs. 

Does Employment-Based Health Coverage Affect Eligibility for 
Premium Savings through the Marketplace? 

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain 
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your 
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a 
tax credit, and advance payments of the credit that lowers your monthly premium, or a reduction in certain cost-sharing, if 
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet 
minimum value standards. If your share of the premium cost of all plans offered to you through your employment is more 
than 9.12%1 of your annual household income, or if the coverage through your employment does not meet the "minimum 
value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if 
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered 
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family members does not 
exceed 9.12% of the employee’s household income..12

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your 
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also, 
this employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded 
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on 
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the 
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You 
should consider all of these factors in determining whether to purchase a health plan through the Marketplace. 

1 Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.  
2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the 
plan is no less than 60 percent of such costs. For purposes of eligibility for the premium tax credit, to meet the “minimum value standard,” the health plan must 
also provide substantial coverage of both inpatient hospital services and physician services. 

https://www.irs.gov/pub/irs-drop/rp-22-34.pdf


When Can I Enroll in Health Insurance Coverage through the 
Marketplace? 

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open 
Enrollment varies by state but generally starts November 1 and continues through at least December 15. 

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment 
Period. In general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as getting 
married, having a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special 
Enrollment Period type, you may have 60 days before or 60 days following the qualifying life event to enroll in a 
Marketplace plan. 

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or 
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of 
the nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the 
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As 
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be 
eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human 
Services is offering a temporary Marketplace Special Enrollment period to allow these individuals to enroll in 
Marketplace coverage. 

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update 
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of 
Medicaid or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means 
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in 
Marketplace coverage within 60 days of when you lost Medicaid or CHIP coverage.  In addition, if you or your family 
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date 
to make sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the 
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance 
Coverage? 

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health 
plan), you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain 
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost  that coverage. 
Generally, you have 60 days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but 
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can 
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline 
with your employer or your employment-based health plan. 

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace 
or applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details. 

How Can I Get More Information? 

For more information about your coverage offered through your employment, please check your health plan’s summary 
plan description or contact 
________________________________________________________________________________________________________
______________.  
The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health 
insurance coverage and contact information for a Health Insurance Marketplace in your area. 

https://healthcare.gov/


PART B: Information About Health Coverage Offered by Your 
Employer  

This section contains information about any health coverage offered by your employer. If you decide to complete an 
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to 
correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number 

7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

Here is some basic information about health coverage offered by this employer: 
• As your employer, we offer a health plan to:

All employees.  Eligible employees are: 

Some employees. Eligible employees are: 

• With respect to dependents:
We do offer coverage. Eligible dependents are: 

We do not offer coverage. 

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be 
affordable, based on employee wages. 

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount 
through the Marketplace. The Marketplace will use your household income, along with other factors, to 
determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to 
week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed mid-
year, or if you have other income losses, you may still qualify for a premium discount. 

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the 
employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthly 
premiums. 

http://www.healthcare.gov/
http://www.healthcare.gov/


The information below corresponds to the Marketplace Employer Coverage Tool.  Completing this section is optional for 
employers, but will help ensure employees understand their coverage choices. 

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

Yes (Continue) 
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the 

employee eligible for coverage?     (mm/dd/yyyy) (Continue) 
No (STOP and return this form to employee) 

14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15) No (STOP and return form to employee) 

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay  if  he/ she
received the  maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.
a. How much would the employee have to pay in premiums for this plan?  $
b. How often?  Weekly     Every 2 weeks     Twice a month     Monthly     Quarterly Yearly 

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know, 
STOP and return form to employee. 

16. What change will the employer make for the new plan year?
Employer won't offer health coverage 
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan 
available only to the employee that meets the minimum value standard.* (Premium should reflect the 
discount for wellness programs. See question 15.) 

• An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the plan is no less than
60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986) 

a. How much would the employee have to pay in premiums for this plan?  $
b. How often?  Weekly     Every 2 weeks     Twice a month     Monthly     Quarterly Yearly 



Item EHB Benefit EHB Category
Benchmark Page

 # Reference

1 Accidental Injury -- Dental Ambulatory Pgs. 10 & 17 Yes

2 Allergy Injections and Testing Ambulatory Pg. 11 Yes

3 Bone anchored hearing aids Ambulatory Pgs. 17 & 35 Yes

4 Durable Medical Equipment Ambulatory Pg. 13 Yes

5 Hospice Ambulatory
Pg. 28 

Yes

6 Infertility (Fertility) Treatment Ambulatory Pgs. 23 - 24 Yes

7 Outpatient Facility Fee (e.g., Ambulatory Surgery Center) Ambulatory
Pg. 21

Yes

8
Outpatient Surgery Physician/Surgical Services (Ambulatory Patient 
Services)

Ambulatory Pgs. 15 - 16 Yes

9 Private-Duty Nursing Ambulatory Pgs. 17 & 34 Yes

10 Prosthetics/Orthotics Ambulatory Pg. 13 Yes

11 Sterilization (vasectomy men) Ambulatory Pg. 10 Yes

12 Temporomandibular Joint Disorder (TMJ) Ambulatory Pgs. 13 & 24 Yes

13
Emergency Room Services
(Includes MH/SUD Emergency)

Emergency services Pg. 7 Yes

14 Emergency Transportation/ Ambulance Emergency services Pgs. 4 & 17 Yes

15 Bariatric Surgery (Obesity) Hospitalization Pg. 21 No

16 Breast Reconstruction After Mastectomy Hospitalization Pgs. 24 - 25 Yes

17 Reconstructive Surgery Hospitalization Pgs. 25 - 26, & 35 Yes

18 Inpatient Hospital Services (e.g., Hospital Stay) Hospitalization Pg. 15 Yes

19 Skilled Nursing Facility Hospitalization Pg. 21 Yes

20
Transplants - Human Organ Transplants (Including transportation & 
lodging)

Hospitalization Pgs. 18 & 31 Yes

21 Diagnostic Services Laboratory services Pgs. 6 & 12 Yes

22
Intranasal opioid reversal agent associated with opioid 
prescriptions

MH/SUD Pg. 32 Yes

23
Mental (Behavioral) Health Treatment (Including Inpatient 
Treatment)

MH/SUD Pgs. 8 -9, 21 Yes

Plan Year: 2025

2020-2024 Illinois Essential Health Benefit (EHB) Listing (P.A. 102-0630)

Ten (10) Essential Health Benefit (EHB) Categories:

Employer Plan 
Covered Benefit?

- Ambulatory patient services (outpatient care you get without being admitted to a hospital)
- Emergency services
- Hospitalization (like surgery and overnight stays)
- Laboratory services
- Mental health and substance use disorder (MH/SUD) services, including behavioral health treatment (this includes counseling and psychotherapy)
- Pediatric services, including oral and vision care (but adult dental and vision coverage aren’t essential health benefits)
- Pregnancy, maternity, and newborn care (both before and after birth)
- Prescription drugs
- Preventive and wellness services and chronic disease management
- Rehabilitative and habilitative services and devices (services and devices to help people with injuries, disabilities, or chronic conditions gain or recover mental and physical
skills)

Name of Issuer:

Plan Marketing Name:

Employer Name:

Employer State of Situs:

Blue Cross Blue Shield of South Carolina (National Alliance)

Burns & McDonnell Health and Welfare Plan

Burns & McDonnell

Missouri
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24 Opioid Medically Assisted Treatment (MAT) MH/SUD Pg. 21 Yes

25 Substance Use Disorders (Including Inpatient Treatment) MH/SUD Pgs. 9 & 21 Yes

26 Tele-Psychiatry MH/SUD Pg. 11 Yes

27 Topical Anti-Inflammatory acute and chronic pain medication MH/SUD Pg. 32 Yes

28 Pediatric Dental Care Pediatric Oral and Vision Care See AllKids Pediatric Dental Document Yes

29 Pediatric Vision Coverage Pediatric Oral and Vision Care Pgs. 26 - 27 Yes

30 Maternity Service Pregnancy, Maternity, and Newborn Care Pgs. 8 & 22 Yes

31 Outpatient Prescription Drugs Prescription drugs Pgs. 29 - 34 Yes

32 Colorectal Cancer Examination and Screening Preventive and Wellness Services Pgs. 12 & 16 Yes

33 Contraceptive/Birth Control Services Preventive and Wellness Services Pgs. 13 & 16 Yes

34 Diabetes Self-Management Training and Education Preventive and Wellness Services
Pgs. 11 & 35

Yes

35 Diabetic Supplies for Treatment of Diabetes Preventive and Wellness Services Pgs. 31 - 32 Yes

36 Mammography - Screening Preventive and Wellness Services Pgs. 12, 15, & 24 Yes

37 Osteoporosis - Bone Mass Measurement Preventive and Wellness Services Pgs. 12 & 16 Yes

38
Pap Tests/ Prostate- Specific Antigen Tests/ Ovarian Cancer 
Surveillance Test

Preventive and Wellness Services Pg. 16 Yes

39 Preventive Care Services Preventive and Wellness Services Pg. 18 Yes

40 Sterilization (women) Preventive and Wellness Services Pgs. 10 & 19 Yes

41 Chiropractic & Osteopathic Manipulation Rehabilitative and Habilitative Services and Devices Pgs. 12 - 13 Yes

42 Habilitative and Rehabilitative Services Rehabilitative and Habilitative Services and Devices Pgs. 8, 9, 11, 12, 22, & 35 Yes

Special Note: Under Pub. Act 102-0104, eff. July 22, 2021, any EHBs listed above that are clinically appropriate and medically necessary to deliver via telehealth services must be covered in the same 
manner as when those EHBs are delivered in person.
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, DEPARTMENT OF 
LABOR AND INDUSTRY 

Nursing Mothers, Lactating Employees, and Pregnancy 
Accommodations employee notice 
Minnesota’s Nursing Mothers, Lactating Employees, and Pregnancy Accommodations law (Minnesota Statutes § 
181.939) gives pregnant and lactating employees certain legal rights. 

Pregnant employees have the right to request and receive reasonable accommodations, which may include, but 
are not limited to, more frequent or longer breaks, seating, limits to heavy lifting, temporary transfer to another 
position, temporary leave of absence or modification in work schedule or tasks. An employer cannot require an 
employee to take a leave or accept an accommodation. 

Lactating employees have the right to reasonable paid break times to express milk at work unless they are 
expressing milk during a break that is not usually paid, such as a meal break. Employers should provide a clean, 
private and secure room that is not a bathroom near the work area that includes access to an electrical outlet 
for employees to express milk. 

It is against the law for an employer to retaliate, or to take negative action, against a pregnant or lactating 
employee for exercising their rights under this law. 

Employees who believe their rights have been violated under this law can contact the Minnesota Department of 
Labor and Industry’s Labor Standards Division at dli.laborstandards@state.mn.us or 651-284-5075 for help. 
Employees also have the right to file a civil lawsuit for relief. For more information about this law, visit 
dli.mn.gov/newparents.

mailto:dli.laborstandards@state.mn.us
http://www.dli.mn.gov/newparents


IMPORTANT: Voya Hospital Indemnity Plan 
This is a fixed indemnity policy, NOT Health Insurance

This is a fixed indemnity policy may pay you a limited dollar amount if you’re 
sick or hospitalized. You’re still responsible for paying the cost of your care.

• The payment you get isn’t based on the size of your medical bill.

• There might be a limit on how much this policy will pay each year.

• This policy isn’t a substitute for comprehensive health insurance.

• Since this policy isn’t health insurance, it doesn’t have to include most
Federal consumer protections that apply to health insurance.

Looking for comprehensive health insurance? 
• Visit HealthCare.gov or call 1-800-318-2596 (TTY: 1-855-889-4325) to find

health coverage options.
• To find out if you can get health insurance through your job, or a family

member’s job, contact the employer.

Questions about this policy?
• For questions or complaints about this policy, contact your State

Department of Insurance. Find their number on the National Association of
Insurance Commissioners’ website (naic.org) under “Insurance
Departments.”

• If you have this policy through your job, or a family member’s job, contact
the employer.
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