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ARTICLE TWO: ADMINISTRATIVE SERVICE PROVIDERS, NETWORK DESCRIPTIONS, NO 
SURPRISES ACT, AND WELLNESS PROGRAM 
The Plan has contracted with the following third-party administrative services providers to assist with the delivery of Benefits to 
Participants and Beneficiaries: 

• BlueCross BlueShield of Florida (BCBSF) – Medical Benefits 

• BlueCross BlueShield of Florida (BCBSF) – Prescription Drug Benefits (see Article Four) 

• Aetna – Behavioral Health Benefits and Employee Assistance Plan (EAP) 

• Teladoc – Telemedicine 

• SurgeryPlus – supplemental expert surgeon benefit for Medically Necessary non-emergent surgical procedures 

• Hinge Health – virtual exercise therapy program designed to address back, knee, hip, neck, shoulder, and other 
musculoskeletal pain. 

• Virta – type 2 diabetes reversal program. 

YOUR IDENTIFICATION CARDS 
The Blue Cross and Blue Shield suitcase on Your BCBSF PPO Identification (ID) Card is recognized throughout the country. You are 
encouraged to carry Your ID Card with You at all times, destroy any previously issued cards, and show this card to the Hospital or 
other Professional Provider whenever You need Medical Care. This card covers RxBin, RxGroup, ICUBAcares, pharmacy help desk, 
and buy and bill services. 
The Aetna ID card is recognized throughout the country. You are encouraged to carry Your ID Card with You at all times, destroy any 
previously issued cards, and show this card to the Hospital or other Professional Provider whenever You need Behavioral Health Care, 
Substance Use Disorder, and Autism treatment or care.  
The SurgeryPlus ID card should be presented when using the supplemental expert surgeon benefit. 
Non-English-speaking members have access to a translator by calling BCBSF Customer Service at 1-855-258-9029. Non-English-
speaking members can access Behavioral Health and EAP care by utilizing the same phone numbers dedicated to the ICUBA 
programs 877-398-5816. This line allows 
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The Aetna card includes: 

• Verbiage at top of card that states "BEHAVIORALHEALTH & SUBSTANCE ABUSE COVERAGE ONLY" 

• the Aetna website address www.aetna.com on the front of the card 

• On the back of the card it states the following: "See your plan documents for all plan requirements, including 

http://www.myhealthtoolkitfl.com/
http://www.aetna.com/


9 
 

• You may be responsible for paying the difference, if any, between the Provider’s actual charge and the BCBSF payment 
and/or Aetna payment, as applicable. 

• You may be responsible for filing Your Claim. 

NetworkBlue (BlueCard PPO) 

• This Network is available only in the State of Florida. 

• If You go outside the State of Florida for benefits, You may use the BCBSF Traditional Indemnity Provider as in-Network. 
Such claims submitted for services received from these Providers will be treated as in-Network under the NetworkBlue 
(BlueCard PPO) medical plan. 

For help with a Claim or a question about Your Medical benefits, You can call 1-855-258-9029 or log onto BCBSF’s website 
www.MyHealthToolkitFL.com. A BCBSF customer service representative can also help You with any coverage inquiry. 
Representatives are trained to answer Your questions quickly, politely, and accurately. 

http://icubabenefits.org/
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(iii) (iii) 
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same terms and conditions as would be applicable had the termination not occurred, beginning on the date the Plan’s notice of 
termination is provided and ending 90 days later or when the Covered Person ceases to be a continuing care patient, whichever is 
sooner. 
For purposes of this provision, “continuing care patient” means an individual who:  

1. is undergoing a course of treatment for a serious and complex condition from a specific Provider, 
2. is undergoing a course of institutional or Inpatient care from a specific Provider, 
3. is scheduled to undergo non-elective surgery from a specific Provider, including receipt of postoperative care with 

respect to the surgery, 
4. is pregnant and undergoing a course of treatment for the Pregnancy from a specific Provider, or 
5. is or was determined to be terminally ill and is receiving treatment for such illness from a specific Provider. 

Note that during continuation, although Plan benefits will be processed as if the termination had not occurred and the law requires the 
Provider to continue to accept the previously-contracted amount, the contract itself will have terminated, and thus the Plan may be 
unable to protect the Covered Person if the Provider pursues a balance bill. 
If a Covered Person is under the care of a Non-Network Provider at the time of joining the Plan, there are a limited number of medical 
conditions that may qualify for transition of care. If transitional care is appropriate, specific treatment by a Non-Network Provider may 
be covered at the Network level of benefits for a limited period of time. The Third Party Administrator will review and approve or deny 
such requests. 

Transparency Requirements 
BCBSF and Aetna provide at their websites, www.MyHealthToolkitFL.com and www.aetna.com protections with respect to 
Surprise Billing Claims by Providers, including information on how to contact state and federal agencies if You believe a Provider has 
violated the No Surprises Act. You can find this information directly at www.MyHealthToolkitFL.com and www.aetna.com. 
You may also obtain the following information on BCBSF’s and Aetna’s websites or by calling the phone number on the back of Your 
BCBSF Identification Card, 1-855-258-9029, for BCBSF, 

http://www.myhealthtoolkitfl.com/
http://www.aetna.com/
http://www.myhealthtoolkitfl.com/
http://www.aetna.com/
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SurgeryPlus:  To access the supplemental network of expert surgeons for non-emergent surgical procedures, contact SurgeryPlus 
at 1-855-200-2119 or logon to http://ICUBAbenefits.org and click the link for SurgeryPlus. 

Virta: To check eligibility and book a consultation, visit virtahealth.com/join.icuba.  

Care Connected:
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• Addressing complex social barriers that may impact your ability to get the best care. 
• Help you manage the costs associated with your condition by making the most of your health insurance benefits. 
• Your case manager will be your support and guide through your cancer journey. 
• Your case manager will have that extra time you need to discuss your questions and coordinate your care you need. 

You can reach an Oncology case manager by calling 1-800-790-5770 (case managers are available Monday through Friday 8:00 AM – 
5:00 PM).  
RenalCare: Coping with kidney failure can be complicated. You will need to make changes in your lifestyle, medications, and diet. 
RenalCare offers a program, at no cost to you, that will help coordinate your care, assist you in best managing your chronic condition 
while maintaining your best quality of life. This program will link you with your own personal case manager, a registered nurse with 
extensive hands-on experience with kidney disease. This program is available if you have been diagnosed with chronic kidney disease 
stage 4, stage 5, or end stage renal disease. Your case manager will assist you with: 

• Securing and maintaining placement on the kidney transplant list. 
• Education with maintaining a healthy lifestyle.  
• Assistance with maintaining your diet and fluid intake. 
• Collaborating with the dialysis clinic. 
• Provide support, education, and how best to manage your needs during treatment, including diet education, symptom 

management, answering your questions, and advocating for you. 
• Addressing complex social barriers that may impact your ability to get the best care. 
• Help you manage the costs associated with your condition by making the most of your health insurance benefits. 
• Your case manager will be your support and guide through this complex condition.  
• Your case manager will have that extra time you need to discuss your questions and coordinate your care you need. 

You can reach a Renal case manager by calling 1-800-790-5770 (case managers are available Monday through Friday 8:00 AM – 5:00 
PM).  
Maternity Care:  Maternity Care is a confidential program that provides individualized support to expectant mothers based on answers 
to a maternity assessment survey. A maternity nurse will work with You and Your doctor to coordinate Your care and provide You with 
information to help You make the best decisions for You and Your baby. Covered Persons eighteen years of age and older who enroll 
in this program will receive a program kit. For more information and to enroll call 1-855-838-5897. 
Telemedicine:  Teladoc® provides access 24 hours a day, 7 days a week to a U.S. board-certified doctor through the convenience of 
phone, video, or Your mobile phone application. 
You may call 1-800-Teladoc (855-2362) or login at www.Teladoc.com to request a consultation. Follow these easy steps to register for 
Teladoc®: 

1. Visit: www.Teladoc.com  
2. Register as a Member 
3. Enter Your general information 
4. Select “I do not have a username” 
5. Enter Company Name: ICUBA 

Once You have registered with Teladoc® You can access the website through BCBSF’s website (as described below), and You can 
download the Teladoc® application on Your mobile device. 
Telemedicine for Mental Health and Substance Use Disorder. Aetna Behavioral Health / Resources for Living provides a virtual 
care through a service called Meru which combines digital content and human support to offer coaching that focuses on stress, 
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resilience, and mental health prevention.  There are face to face interactions through telephonic and texting capabilities and a coach is 
assigned to work with the member to complete the eight week program.   
Talkspace is an online therapy platform that makes it easy and convenient for You to connect with a network of 2,500+ licensed 
therapists from anywhere, anytime. With Talkspace, You can send unlimited text, video, and audio messages to Your dedicated 
therapist, via web browser or talk through the Talkspace mobile app.  
Aetna also provides access to virtual care through Resources for Living, Talkspace and AbleTo all of which can be accessed by calling 
877-398-5816. 
BCBSF’S Website:  Visit www.MyHealthToolkitFL.com for a wide range of health-related information, interactive tools, and services. 
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it as a part of You
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ARTICLE THREE: SCHEDULE OF MEDICAL AND BEHAVIORAL HEALTH BENEFITS, INCLUDING 
EMPLOYEE ASSISTANCE PROGRAM, TELADOC, SURGERYPLUS, HINGE HEALTH, AND 
UTILIZATION REVIEW 
All Benefits below are subject to the Plan’s terms and conditions, including Deductibles, Coinsurance, Network discounts and 
Reasonable and Customary charges. Benefit percentages payable by the Plan may change depending upon whether Covered 
Services are obtained from a Network Provider. The list of Network Providers may change from time to time. 
It is Your responsibility to verify that the Provider who is treating You is currently a Network Provider. If You receive services 
from a Provider outside the Network, You may be billed by the Provider for any charges not covered by the Plan. This is 
commonly referred to as balanced billing. Please see Article Two for information regarding the No Surprises Act and its 
application to Non-Network Providers and balanced billing in certain situations. 
A list of Network Physicians, Hospitals and other health care Professionals may be found on the BCBSF website, by logging onto 
www.MyHealthToolkitFL.com or calling 1-855-258-9029. Remember to always confirm with the Provider or facility that they are in the 
BCBSF BlueCard PPO Network. 
A list of Network Behavioral Health and Substance Use Disorder and other mental health care Professionals may be found on the 
Aetna website, www.aetna.com for outpatient Behavioral Health Services. 
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Network independent clinical lab services performed at a Network physician’s office located within a participating Network hospital or 
outpatient facility, where only the Coinsurance applies. 

2. If there is a Copayment with a Deductible and Coinsurance Percentage, the Copayment applies first, then the Deductible 
and Coinsurance. 

3. Deductibles, Medical Copayments and Coinsurance apply toward the Out-of-Pocket Maximum. 

4. Out-of-Pocket Maximums and Deductibles are not combined for Network and Non-Network services and Out-of-Pocket 
Maximums are not available for use in another Plan should a Plan change occur during the Plan Year (April 1 to March 
31) (e.g., because You experience a Change in Status that allows for a Plan change between Open Enrollment periods). 
In addition, treatment or dollar maximums do not carry over to another Plan during the same Plan Year (April 1 to March 
31). Out-of-Pocket Maximums and Deductibles renew each Plan Year (April 1 to March 31), effective April 1. 

5. Beneficiaries are financially responsible for all Non-Network bills more than Reasonable and Customary charges. 

6. Covered Services obtained from a Non-Network Provider will be covered at Network percentages and rates if the Covered 
Person was referred to a Non-Network Provider by the treating Network Provider and only if there are no viable Network 
Providers available within a 50-mile radius. In such a case, the Covered Services are subject to receipt of a letter of Medical 
Necessity by the referring Network Provider. This may require advance approval from BCBSF or Aetna. All services billed 
by an in-Network facility will be paid at the in-Network benefit level. 

7. Covered Services will also be considered at Network levels if an Accident, Injury, or Illness occurs, and immediate services 
are required inside or outside the Network service area. 

8. Non-Network Providers of Ancillary Services such as assistant surgeons (paid at the assistant surgeon rate), lab, radiology, 
anesthesia, Durable Medical Equipment, and emergency room Physicians will be paid at the Network level when rendered 
at a Network facility, or if the services were performed outside the patient’s control or election. 

9. Network and Non-Network services apply to the same treatment maximum, wherever such a limitation occurs. Treatment 
maximums do not carry over to another Plan during the Plan Year (April 1 to March 31). 

10. Transplant Benefit: There is a $10,000 per transplant Benefit for travel, meals, and lodging for the transplant recipient and 
travel companion. All expenses must be pre-approved by BCBSF Care Management Services. 
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Physician Office Visits - This is a visit to a Physician who is a family, internist, OB/GYN, or pediatric Physician. These Physicians 
provide a broad range of preventive medical services and recommend patients to Specialists, Hospitals, and other Providers, as 
necessary. 
Specialist Office Visits - These are visits to Physicians whose practice is limited to treating a specific disease (e.g., oncologists), 
specific parts of the body (e.g., ear, nose, and throat), a specific age group other than children (e.g., gerontologist), or specific 
procedures (e.g., oral surgery). You may obtain services directly from a Specialist and do not need to be referred by a Primary Care 
Physician. 

OTHER TERMS YOU SHOULD KNOW 
Allowable Charge (also called “Provider’s Reasonable Charge”) - The dollar amount that Your PPO has determined is reasonable 
for Covered Services provided under Your program. This is an important term to know if You go outside the Network for care. The 
amount Your program pays for Non-
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Post-Service Claim – This is a request for payment or reimbursement of the charges or costs associated with a Covered Service that 
You have already received. These are typical Claims. If You use a Network Provider, Post-Service Claims will be submitted by the 
Provider. If You use a Non-Network Provider, You will be responsible for submitting the Post-Service Claim. 
Experimental or Investigative - The use of any Experimental or Investigative treatment, service, procedure, facility, equipment, drug, 
device, or supply (collectively, Intervention) that is determined by The Plan to not be medically effective for the condition being treated 
will not be covered. The Plan will consider an Intervention to be Experimental or Investigative if: (1) the Intervention does not have FDA 
approval to be marketed for the specific relevant indication(s); (2) available scientific evidence does not permit conclusions concerning 
the effect of the Intervention on health outcomes; (3) the Intervention is not proven to be as safe and as effective in achieving an 
outcome equal to or exceeding the outcome of alternative therapies; (4) the Intervention does not improve health outcomes; or (5) the 
Intervention is not proven to be applicable outside the research setting. If an Intervention, as defined above, is determined to be 
Experimental or Investigative at the time of the service, it will not receive retroactive coverage, even if it is found to be in 
accordance with the above criteria later. 
The Plan recognizes that situations may occur when You elect to pursue Experimental or Investigative treatment. If You are to receive 
a service that the Plan may consider to be Experimental or Investigative, You or the Hospital and/or Provider may contact BCBSF’s 
Member Service (1-855-258-9029), BCBSF’s Essential Advocate team (1-888-521-2583), and/or Aetna Behavioral Services (1-877-
398-5816) to determine whether the Plan considers such service to be Experimental or Investigative. If the Plan determines the 
treatment is Experimental or Investigative, the treatment will not be covered. 
Medically Necessary and Appropriate - Services or supplies provided by a Provider are Medically Necessary and Appropriate if the 
Plan determines they are: (1) appropriate for the symptoms and diagnosis or treatment of Your condition, Illness, disease or Injury; (2) 
provided for the diagnosis or the direct care and treatment of Your condition, Illness, disease or Injury; (3) provided in accordance with 
standards of good medical practice; (4) not primarily for Your or Your 
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SCHEDULE OF BENEFITS – PREFERRED PPO 

Benefits 
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Benefits Preferred PPO Network Preferred PPO Non
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Benefits
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SCHEDULE OF BENEFITS – HIGH DEDUCTIBLE PPO PLAN 

Benefits 
High Deductible PPO Plan 

 Network 
High Deductible PPO Plan 

Non-Network 
Covered Person Pays Covered Person Pays
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Benefits 
High Deductible PPO Plan 

 Network 
High Deductible PPO Plan 

Non-Network 
Covered Person Pays Covered Person Pays 

Hospital Expenses Inpatient6 30% after Deductible 50% after Deductible 
Hospital Expenses Outpatient 30% after Deductible 50% after Deductible Outpatient 

Surgery 
Office Surgery 

Office Setting - Physician 
0% after $15 Copayment; 
Deductible does not apply 

50% after Deductible 

Outpatient Surgery 
Office Setting - Specialist 

0% after $35 Copayment; 
Deductible does not apply 

50% after Deductible 

Outpatient Facility 30% after Deductible 50% after Deductible 
Related Professional Services 30% after Deductible 50% after Deductible 
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Benefits 
High Deductible PPO Plan 

 Network 
High Deductible PPO Plan 

Non-Network 
Covered Person Pays Covered Person Pays 

Intensive Outpatient Sessions (IOP) These 
planned and structured programs are usually 2-3 
hours /day (or evening), and 3-7 days per week. 
Programs are designed to address mental health or 
a substance use disorder-related disorder. They 
may include group, individual, family, or multi- family 
group psychotherapy, psycho- 
educational services, and other services. 

 
0% after $15 Copayment; 
Deductible does not apply 

 

http://www.resourcesforliving.com/


http://www.aetna.com/
http://www.resourcesforliving.com/


http://icubabenefits.org/


mailto:hello@hingehealth.com
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UTILIZATION REVIEW PROCESS 

Precertification (also known as Preauthorization or Prior Authorization) is required for Plan Benefits to be covered. This 
means that a Covered Person or Provider is required to call the Precertification Provider number on the Participant ID 
Card (1-888-376-6544 for Medical; 1-877-398-5816 for Behavioral Health). The purpose of a Precertification is to 
determine (1) that an Inpatient stay in the Hospital or other facility service is Medically Necessary and Appropriate and 
not Experimental or Investigative; (2) that the facility is the appropriate facility for the service; and (3) the standard length 
of stay allowed for the condition. 

 

CAUTION 

Please remember that Precertification does not verify a Covered Person’s eligibility for Benefits nor guarantee 
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DISCHARGE PLANNING 

Discharge planning is a process that begins prior to Your 

http://icubabenefits.org/
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additional specific information, or (B) the date BCBSF or Aetna, or its designated agent informed You that it must receive 
the additional specific information. 

3. In those cases where Your Urgent Care Claim request seeks to extend a previously approved course of treatment and is 
made at least 24 hours prior to the expiration of the previously approved course of treatment, the timeframe may be 
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ARTICLE FOUR: PRESCRIPTION DRUG BENEFITS 
The Prescription Drug Benefits below are covered under each ICUBA Medical Plan through BCBSF. For more specific details regarding 
excluded Prescription Drugs see below. You may also call BCBSF at 1-855-258-9029.  
If the actual cost is less than the Copayment, the Covered Person will pay the actual cost. The prescribing Physician must obtain prior 
authorization from BCBSF prior to prescribing certain Prescription Drugs. To confirm whether You need clinical prior authorization 
and/or to request approval, call 1-855-258-9029. 
Prescription Drug Copayments are payable in full at the time a prescription is filled. 

Copayments Prescription-Fill Methods* 
 

Tier 

Retail: Up to
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insurance company; encourage Covered Persons to use therapeutically appropriate, cost-effective therapy; as well as to assist 
Covered Persons with any medication-related questions. To speak with a Pharmacist Advocate, You can contact ICUBAcares at 1-
877-286-3967 M-F 9am-5pm EST. 

b. Mail Service Pharmacy: By using BCBSF Home Delivery Service Pharmacy or a Retail 90 Network Pharmacy, You will only have 
to order Your prescription four times per year. We recommend that if You have medications that You take every day, You utilize the 
90-day supply to save money and decrease the likelihood of missed doses because You 
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• Acne • Hepatitis C (Step) 
• Actiq® • 
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• Opiate dependence medications such as Subutex® or Suboxone® 

• Botox injections for migraines 
Note: Drug names are the property of their respective owners. 
If this occurs Your retail or mail order pharmacist will receive an onscreen computer message requesting that Your medical Provider 
contact BCBSF clinical staff to determine if Your medical condition warrants that You receive the Prescription Drug. If You have any 
questions, You may contact BCBSF at 1-855-258-9029for additional information. 

l. Generic Substitution: Many Brand-Name Drugs are available as Generic Drugs, which are just as effective, but less costly. If Your 
Physician prescribes a Brand-Name Drug that is available in generic form, and: 

• Your Physician requires that only the Brand-Name Drug may be used, You will receive the 30-day supply of the Brand-
Name Drug at retail or a 90-day supply of the Brand-Name Drug through retail or mail order. 

• Your Physician approves a Generic Drug substitution to be allowed, You will receive the Generic Drug substitution 
through Retail, or Mail Order. If You still want to receive the Brand-Name Drug, You will be responsible for paying the 
Brand-Name Drug Copayment plus the difference between the cost of the Brand-Name Drug and the Generic Drug, but in 
no case more than the cost of the Brand-Name Drug. 

m. Specialty Drugs
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Note: Drug names are the property of their respective owners. In addition to providing access to these medications, 

file://lockton.com/shared/seshared/Employee%20Benefits/Clients/ICUBA/April.%202023%20-%20March.%202024/Compliance/www.MyHealthToolkitFL.com
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Retail Pharmacies: You



http://www.optumrx.com/
http://www.optumrx.com/
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drug plan and drop Your ICUBA prescription drug coverage, be aware that You and Your Dependents may not be able to get this 
coverage back. Please contact us for more information about what happens to Your coverage if You enroll in a Medicare prescription 
drug plan. 
You should also know that if You drop or lose Your coverage with ICUBA and do not enroll in Medicare prescription drug coverage after 
Your current coverage ends, You may pay more (a penalty) to enroll in Medicare prescription drug coverage later. If You go 63 days or 
longer without prescription drug coverage that is at least as good as Medicare’s prescription drug coverage (i.e., Creditable Coverage), 
Your monthly premium will go up at least 1% per month for every month that You did not have that coverage. For example, if You go 
nineteen months without coverage, Your premium will always be at least 19% higher than what many other people pay. You will have 
to pay this higher premium if You have Medicare prescription drug coverage. In addition, You may have to wait until the following 
October to enroll. 

For more information about this notice or Your current prescription drug coverage: 

Contact Your Division office for further information. You will receive this notice annually and at other times in the future such as before 
the next period You can enroll in Medicare prescription drug coverage, and if this coverage through ICUBA changes. You also may 
request a copy at any time. For more information about Your options under Medicare prescription drug coverage: The “Medicare and 
You” handbook provides detailed information about Medicare plans that offer prescription drug coverage. You will get a copy of the 
handbook in the mail every year from Medicare. You may also be contacted directly by Medicare prescription drug plans. For more 
information about Medicare prescription drug plans: 

• Visit www.medicare.gov  

• Call Your State Health Insurance Assistance Program (see Your copy of the Medicare and Your handbook for their 
telephone number) for personalized help. 

• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. For people with limited income and 
resources, extra help paying for Medicare prescription drug coverage is available. Information about this extra help is 
available from the Social Security Administration (SSA) online at www.socialsecurity.gov or You can call them at 1-800-
772-1213 (TTY 1-800-325-0778). 

Remember: If You enroll in one of the plans approved by Medicare which offer prescription drug coverage, You may be required to 
provide a copy of this notice when You join to show that You are not required to pay a higher premium amount.  

http://www.optumrx.com/
http://www.optumrx.com/
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ARTICLE FIVE: ENROLLMENT AND CONTRIBUTIONS 

PARTICIPANT ENROLLMENT AND ELIGIBILITY 

I. The “Benefits Effective Date” for an Employee shall be the first day of the month following or coinciding with the date of 
hire; provided that: 

• The Employee meets the requirements for Eligibility and enrolls in the Plan within 30 days of the date of Eligibility; 
and 

• The Employer and Employee make any required contributions toward the cost of coverage for the Participant and 
any Covered Dependent(s). The formula used for allocating the required contributions shall be determined by 
such Employee’s Employer and the premium to be collected must be approved by the ICUBA Board of Directors. 
The amount of the respective contributions shall be set forth in notices from the Plan Administrator and may be 
changed at any time by the ICUBA Board of Directors. 

II. Covered Active Employees Age 65 or Over 

If You are age 65 or older and Actively at Work, You will remain covered under the Plan and be eligible for the same Benefits that 
are available to Employees under age 65. In such case, the following shall apply: 

• The Plan shall pay all eligible Benefits first. 

• Medicare will then pay for Medicare eligible expenses, if any, that were not paid by the Plan. 

• If You are age 65 or older and Actively at Work, You may elect not to be covered under the Plan. In such case, 
Medicare will be Your only coverage. If You choose this option, You will not be eligible for any Benefits under the 
Plan. 

• If You are Actively at Work, Your spouse has the same choices for Benefit coverage as indicated above for an 
Employee age 65 or older. 

• Regardless of the choice made by You or Your spouse, each one of You should apply for Medicare Part A 
coverage about three months prior to turning age 65. If You choose the Plan as primary, You may wait to enroll 
in Medicare Part B. You will be able to enroll in Medicare Part B later during special enrollment periods without 
penalty. 

III. The ICUBA Prescription Drug Benefit is Creditable Coverage, which means that You will receive credit towards Medicare 
Part D upon Your retirement if You choose to enroll in Medicare Part D. Creditable Coverage means that the amount the 
Plan expects to pay on average for Prescription Drugs for individuals covered under the Plan in the applicable year is the 
same or more than what standard Medicare Prescription Drug coverage would be expected to pay on average. This is 
important because the Medicare Modernization Act (MMA) imposes a late enrollment penalty on individuals who do not 
maintain Creditable Coverage for a period of 63 days or longer following their initial enrollment period for the Medicare 
Part D Prescription Drug benefit. MMA mandates that certain entities offering Prescription Drug coverage, including 
employer and union group health plan sponsors, disclose to all Medicare eligible individuals with Prescription Drug 
coverage under the Plan whether such coverage is “creditable”. This information is essential to an individual’s decision 
whether to enroll in a Medicare Part D Prescription Drug plan. The Plan pays for other health expenses in addition to 
Prescription Drugs. If You or Your Dependent enroll in a Medicare Part D Prescription Drug plan, You and Your eligible 
Dependents will still be able to receive all Your current health and Prescription Drug benefits under this Plan. 
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DEPENDENT ENROLLMENT AND ELIGIBILITY 

Initial Enrollment. If an Employee enrolls a Dependent within 30 days of his or her date of hire, the Dependent’s Benefits Effective 
Date shall be the same day as the Participant’s Benefits Effective Date. 

Participant or Dependent Contributions. A Participant or Dependent may be required to make periodic contributions toward the 
cost of coverage under the Plan in an amount determined by the Employer or the Plan Administrator. The amount of the respective 
contributions shall be set forth in notices from the Plan Administrator and may be changed from time to time by ICUBA. 

SPECIAL ENROLLMENT 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) provides special enrollment opportunities for certain 
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3. The coverage of the Employee or Dependent enrolled during the Special Enrollment Period will be effective: (i) in the 
case of marriage, from the date of marriage; (ii) in the case of a Dependent’s birth, as of the date of birth; (iii) in the 
case of a Dependent’s adoption or placement for adoption, the date of the adoption or placement for adoption; (iv) in 
the case of foster children, as of the date of placement in the residence; and (v) in the case of children in court-ordered 
custody of the Employee, as of the date of the order; provided, however, that in each case, the individual is enrolled 
within 30 days of becoming eligible for such enrollment and the Employee substantiates within that timeframe by 
providing the necessary documentation to the Plan Administrator or Employer. 

4. If a Dependent is acquired other than at the time of birth, due to a court order, decree, or marriage, that Dependent 
will be considered a Dependent from the date of such court order, decree, or marriage, provided that this new 
Dependent is properly enrolled as a Dependent within 30 days of the court order, decree, or marriage and proof of the 
court order, decree, or marriage is provided to the Plan Administrator or Employer within that timeframe. 

In order to change benefits mid-

http://www.aetnanavigator.com/
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The Plan will not discriminate against Participants or Beneficiaries eligible to participate in the Plan’s Wellbeing programs and do 
not require individuals to meet any standards related to a health factor to obtain a reward, as specified in 29 CFR 2590.702(f)(2)(iii). 
Rewards for completion of a PHA are available whether the individual answers the questions regarding genetic information (e.g., 
family history). 

If it is unreasonably difficult due to a medical condition for You to achieve the standards of the reward by attending a health fair 
under this program, call ICUBA at 1-866-377-5102 and we will work with You to develop another way to qualify for the reward. 

OPEN ENROLLMENT 

The Plan shall conduct an Open Enrollment each year. During Open Enrollment, Participants may make any of the following 
changes regarding participation in the Plan, subject to other governing provisions of this Plan Document. 

• Enroll as a Late Enrollee; 

• Add Dependents not able to enroll during the Plan Year of April 1 through March 31 as Special Enrollees; and; 

• Make such other changes as permitted by this Plan Document (including dropping coverage). 

ELIGIBLE RETIREE’S PARTICIPATION 

Retirees must meet a Member Institution’s definition of Eligible Retiree to be covered under the ICUBA Retiree Plan. Retirees and 
their Dependents MUST enroll in medical coverage within 30 days of retirement unless the Eligible Retiree or Dependent chooses 
COBRA Continuation Coverage in lieu of the Retiree Plan. See Article Six for COBRA Continuation Coverage enrollment rights. 

An Eligible Retiree Dependent shall participate in the Plan as of the date of the Eligible Retiree’s retirement from a Member 
Institution, subject to the following: 

• If Your Dependent spouse is not a Covered Person at the time You become an Eligible Retiree, Your Dependent spouse 
may not thereafter become a Covered Person in the Plan unless You and Your spouse acquire a new Dependent by 
adoption, placement for adoption, or birth (see Dependent Enrollment for further information) or Your Dependent spouse 
submits a request for Special Enrollment in writing to the Plan Administrator no later than 30 days after the date of a 
qualifying event (e.g., spouse loss of employer provided coverage); 

• During any open enrollment period an Eligible Retiree may elect any ICUBA Retiree Plan if the Eligible Retiree was covered 
in an ICUBA Retiree Plan prior to the open enrollment period; 

• Upon Your death, any Covered Dependent may remain a Dependent for the applicable period of COBRA Continuation 
Coverage set forth in Article Six, provided that the Covered Dependent complies with the conditions therein; and 

• If You terminate participation in the Plan for any reason other than for death, Your eligible Dependents shall terminate 
participation in the Plan as of Your termination date. 

ELIGIBLE RETIREE’S PREMIUM 

An Eligible Retiree will be offered coverage at a premium rate, which is based upon attained age at the time of retirement. An 
Eligible Retiree who is under the age of 65 will be offered the Active Employee Plan at 100% cost. Upon attainment of age 65, the 
Eligible Retiree shall be the AmWins Medicare Supplement Plan. 

The AmWins Medicare Supplement Plan pays secondary to Medicare and is age banded. Upon attainment of an age in a different 
age band, an Eligible Retiree’s premium will change on the first day of the Plan Year following his or her attainment of an age in a 
new age band. 

 



51 
 

ARTICLE SIX: CONTINUATION OF COVERAGE 
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• Children born to or placed for adoption with a Participant during COBRA period. Children born to, adopted 
by, or placed for adoption with a Participant during a period of COBRA Continuation Coverage is a Qualified 
Beneficiary provided that, if the Participant is a Qualified Beneficiary, the Participant has elected COBRA 
Continuation Coverage for himself or herself. The child’s COBRA coverage begins when the child is enrolled in 
the Plan, whether through Special Enrollment or Open Enrollment, and it lasts for as long as COBRA Continuation 
Coverage lasts for other Family members of the Participant. To be enrolled in the Plan, the child must satisfy the 
otherwise applicable Plan requirements. 

• Tag along of children. A Participant who enrolls a child during Special Enrollment pursuant to subsection (c)(2) 
above may at the same time enroll any other Dependent children of the Participant who are not already enrolled 
in the Plan but who are eligible for coverage. Any such individuals so added shall nonetheless not be Qualified 
Beneficiaries. 

d. Duty to Notify COBRA Administrator of Qualifying Events. A Participant or Dependent must timely notify the COBRA 
Administrator in writing that a Qualifying Event has occurred to be eligible for COBRA Continuation Coverage. 

1. Notice must be given by the Member Institution within thirty (30) days of the following events: 

• Termination of Employment of a Participant; 

• Reduction of hours of employment of a Participant; 

• Death of a Participant; 

• Commencement of a bankruptcy by the Member Institution; or 

• Enrollment of a Participant in Medicare. 

2. Notice must be given by the Plan Participant or Qualified Beneficiary within sixty (60) days of the following events: 

• Divorce or legal separation of a Participant; 

• Dependent child loses Eligibility for coverage as a Dependent child. 

If the following 
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• If a Dependent loses or will lose coverage under the Plan because of a divorce or ceasing to be a Dependent, 
the Participant or Dependent is responsible for notifying the COBRA Administrator within 60 days of the divorce 
or loss of Dependent status. Failure to make timely notification will terminate the Dependent’s rights to COBRA 
Continuation Coverage under this Article. 

• A Participant or Dependent must complete, sign, and return the required enrollment materials within 60 days 
from the later of: 

• Loss of coverage, or 

• The date the COBRA Administrator or its authorized representative sends notice of eligibility for COBRA 
Continuation Coverage 

• You will be given the option to continue Your Health Care Spending Account (HCSA) through COBRA at 102% 
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9. Extension of COBRA Continuation Coverage Period for Disabled Dependents. The period of continuation 
shall be extended to 29 months (measured from the date of the Qualifying Event) in the event the Dependent is 
Disabled as determined by the Social Security Administration within 60 days after the date of the Qualifying Event 
and the individual provides written evidence to the Plan Administrator or its authorized representative of such 
Social Security determination 60 days after the date of such determination and prior to the expiration of the initial 
18 months of COBRA Continuation Coverage. In such event, the Plan may charge the individual up to 150% of 
the cost of the coverage from all months after the 18 months of coverage. 

g. Cost of Continuation Coverage. Generally, each Qualified Beneficiary is required to pay the entire cost of COBRA 
Continuation Coverage. The amount a Qualified Beneficiary may be required to pay may not exceed 102% of the cost to 
the group health plan (including both Employer and Employee contributions) for coverage of a similarly situated Plan 
Participant or Beneficiary who is not receiving COBRA Continuation Coverage (or in the case of an extension of COBRA 
Continuation Coverage due to a Disability, 150%). COBRA premiums may be increased if the costs to the Plan increase 
but generally must be fixed in advance of each 12-month premium cycle. 

h. Non-sufficient Funds. 

• If a Participant sends a check for a monthly COBRA premium that is returned for non-sufficient funds (NSF), the 
Participant is notified by letter and asked to resubmit the payment plus a bank fee of $15. The Participant is advised 
that an NSF check is considered non-payment of premium and is given 15 days from the date of the letter to send 
replacement payment. The payment is adjudicated by the postmark. 

• If a second check is also returned for Non-Sufficient Funds, the Participant is sent a second letter and asked to re-
submit payment plus a fee of $15 within 15 days of the date of the second letter. The Participant is advised that a 
Non-Sufficient Funds check is considered non-payment, and that their coverage has been cancelled until payment 
plus the bank fee is received and funds are verified. The Participant is notified that any further NSF checks will result 
in termination of COBRA coverage with no reinstatement. If there are any further Non-Sufficient Funds payments, 
coverage is terminated and there is no opportunity for reinstatement of coverage. This notice is sent certified 
mail/return receipt. 

USERRA COVERAGE 

Your Rights Under COBRA and USERRA (Uniformed Services Employment and Reemployment Rights Act). 
Your rights under COBRA and USERRA are similar but not identical. Any election that You make pursuant to COBRA 
will also be an election under USERRA. COBRA and USERRA will both apply with respect to the continuation coverage 
elected. If COBRA or USERRA give You or Covered Dependents different rights or protections, the law that provides 
the greater benefit will apply. USERRA does not provide coverage for Dependents. 

The Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA) established requirements that employers 
must meet for certain employees who are involved in the Uniformed Services (as defined below). In addition to the rights that You 
have under COBRA, You are entitled under USERRA to continue the coverage You had under the Plan. 

Uniformed Services means the U.S. Armed Services (including the Coast Guard), the Army National Guard and the Air National 
Guard (when engaged in active duty for training, inactive duty training, or full-
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a. Employee must give advance notice. A Participant leaving for Service in the Uniformed Services must give the Member 
Institution/Employer advance notice of the absence from employment for Service. Notices can be written or oral. No such 
notice is required if the notice is precluded by military necessity or if the giving of notice is impossible or unreasonable 
under the circumstances. 

b. Employee absence must not exceed 5 years. The cumulative length of absence and all previous absences from the 
employment of the current Employer for periods of Service in the Uniformed Services must not exceed 5 years. The 5-
year period does not include periods when an individual: 

• is required to complete an initial period of obligated service; 

• is unable to obtain release orders through no fault of his or her own; 

• required to complete specific training requirements; 

• is ordered to, or retained on, active duty because of war or national emergency declared by the President or by 
Congress; 

• is ordered to active duty in support of an operational mission or in support of a critical mission; or 

• is called into Service as a member of the National Guard. 

c. Employee must report to work within specific timeframes after service ends. Upon completion of Service in the 
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• Separation from service with a dishonorable or bad conduct discharge; 

• Certain less-than-honorable circumstances as characterized by the Department of Labor; 

• For a commissioned officer, dismissal in connection with a court-martial; and 

• The dropping of a commissioned officer from the rolls because of an unauthorized absence for at least three months 
or because of a sentence imposed after a court-
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An Eligible Employee can take up to 12 weeks of unpaid leave in a 12-month period as the result of any qualifying exigency because 
the Employee’s spouse, son, daughter, or parent is on active duty or has been notified of an impending call of duty in the Armed 
Forces in support of a “contingency operation.” 

If an Employee is on a leave provided for under the National Defense Authorization Act, the Employee may continue coverage 
under the Plan as if the Employee were Actively at Work if the following conditions are met:  

• 
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ARTICLE SEVEN: COVERED EXPENSES 

COVERED EXPENSES 

http://www.bcbs.com/why-bcbs/blue-distinction
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• Prosthesis and treatment of physical complications including lymph edemas. 

• External breast prostheses and bras. 

 
Notice. The Women’s Health and Cancer Rights Act of 1998  
The Plan includes coverage for a Medically Necessary mastectomy and patient-elected reconstruction after 
the mastectomy. Specifically, for You or Your Dependent who is receiving mastectomy-related Benefits, 
coverage will be provided in a manner determined in consultation with the attending Physician and the 
Covered Person for:  

1. All stages of reconstruction of the breast on which a mastectomy was performed. 
2. Surgery and reconstruction of the other breast to produce a symmetrical appearance. 
3. Prostheses treatment of physical complication of all sates of mastectomies, including lymphedema. 

The coverage will be subject to the same annual Deductible, Coinsurance, and/or Copayment provisions 
otherwise applicable under the Plan. If You have any questions about coverage for mastectomies and post-
operative reconstructive surgery, please contact the Plan Administrator. 

g. Cardiac Care. Blue Distinction Centers for Cardiac Care provide a full range of cardiac care services, including Inpatient 
cardiac care, cardiac rehabilitation, cardiac catheterization, and cardiac surgery (including coronary artery bypass graft 

http://www.bcbs.com/why-bcbs/blue-distinction
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i. Consumable Medical Supplies. Ostomy supplies and urinary tract catheters. 

j. Contact Lenses after Cataract Surgery
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• Genetic testing for the purposes of explaining current signs and symptoms of a possible hereditary disease. 

o. 
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• Drugs and medicines for the Terminal Illness that are legally obtainable only upon a Physician’s written prescription 
and insulin while receiving Hospice Care on an Inpatient basis only; 

• Medical supplies normally used for Hospital Inpatients, such as oxygen, catheters, needles, syringes, dressing, 
materials used in aseptic techniques, irrigation solutions, intravenous solutions, and other medical supplies including 
splints, trusses, braces, or crutches; 

• Rental of Durable Medical Equipment; 

• Family counseling of immediate family members; 

• Respite care; 

• Professional medical, psychological, social, and pastoral counseling services provided by salaried employees of 
Hospice; and 

• Supportive services to the bereaved immediate family members for up to 3 months following the death of the 
Covered Person. 
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• Extraction of teeth in preparation for radiation therapy; 

• Mandibular staple implant when not done to prepare the mouth for dentures; 

• Mandibular frenectomy; 

• Facility Provider and anesthesia services rendered in conjunction with non-covered dental procedures when 
determined by the Plan to be Medically Necessary and Appropriate due to the age and/or medical condition of the 
Covered Person; 

• Accidental Injury to the jaw or structures contiguous to the jaw; 

• The correction of a non-dental physiological condition which has resulted in a severe functional impairment; 

• Treatment for tumors and cysts requiring pathological examination of the jaw, cheeks, lips, tongue, roof, and floor of 
the mouth; and 

• Orthodontic treatment of congenital cleft palates involving the maxillary arch, performed in conjunction with bone graft 
surgery to correct the bony deficits associated with extremely wide clefts affecting the alveolus. 

hh. Organ Transplant. Medically Necessary and Appropriate organ or tissue transplant procedures for kidney, cornea, heart, 
heart/lung, liver, lung, pancreas, or bone marrow (including autologous bone marrow transplants) and all related Covered 
Expenses when incurred at designated facilities throughout the United States as a BCBSF transplant facility by a Covered 
Person who is the recipient of such transplant, provided such Organ Transplants are “human to human” and not 
Experimental Procedures. 

Blue Distinction Centers for Transplants have demonstrated their commitment to quality care, resulting in better overall outcomes 
for transplant patients. Each facility meets stringent clinical criteria, established in collaboration with expert Physicians’ and medical 
organizations’ recommendations, including the Center for International Blood and Marrow Transplant Research (CIBMTR), the 
Scientific Registry of Transplant Recipients (SRTR) and the Foundation for the Accreditation of Cellular Therapy (FACT), and is 
subject to periodic reevaluation as criteria continue to evolve. 

Blue Distinction Centers for Transplants provide a range of services for transplant, including Heart; lung (deceased and living 
donor); combination heart/lung; liver (deceased and living donor); simultaneous pancreas kidney (SPK); pancreas (PAK/PTA); and 
bone marrow/stem cell (autologous and allogeneic). 

Organ Transplant Coverage is subject to the following conditions and limitations:  

• Coverage includes the recipient’s medical, surgical and Hospital Services;  

• Inpatient immunosuppressive medications; and 

• Costs for organ procurement. 

Organ procurement costs are limited to costs directly related to the procurement of an organ from a cadaver or live donor 
and shall consist of the surgery necessary for organ removal, organ transportation, and the transportation, hospitalization, 
and surgery of the live donor. Compatibility testing undertaken prior to procurement is covered if Medically Necessary. In 
addition, the Plan will pay, subject to limitations in the Schedule of Medical Benefits, the travel expenses incurred by the 
Participant or Dependent and one companion to accompany the recipient, for transportation, lodging and food associated 
with a pre-approved organ/tissue transplant during evaluation, candidacy, transplant event, or post-transplant care. The 
term companion includes spouse, domestic partner, family member, legal guardian of the Dependent recipient, or any 
person not related to the recipient but actively involved as a caregiver. 

The following conditions also apply: 

• When both the recipient and donor are covered by this Plan, services will be covered for each patient; 

• When only the recipient is covered by this Plan, Benefits are provided for services for both the recipient and donor, 
provided Benefits to the donor are not furnished under some other form of surgical/medical coverage; and 
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examinations, well child visits, immunizations, allergy extract/injections, and a full scope of diagnostic testing. This schedule is 
reviewed and updated periodically; therefore, the frequency and eligibility of services is subject to change. 

• Adult Care. Examinations, including a complete medical history, height, and weight measurement, physical examinations 
(only when performed by a Network Provider), and selected Diagnostic Services based on age, sex, and other criteria 
(e.g., colonoscopies, bone mineral density test, etc.). 

• Allergy Extract/Injections. Allergy extract and allergy injections administered in a Network Physician’s office are covered 
by the Plan at 100%. 

• Bone Mineral Density Test and Colonoscopy or Sigmoidoscopy. The Plan will cover bone mineral density tests, 
colonoscopies, and sigmoidoscopies at 100%. 

• Echocardiograms and Electrocardiograms. Echocardiograms and electrocardiograms are covered by the Plan at 
100%. 

• Flu Shots. Flu shots are covered by the Plan at 100%. 

• Lab Work. Lab In-Network at Quest Diagnostics is covered by the Plan at 100%. 

• Urinalysis. Urinalyses are covered by the Plan at 100%. 

• Immunizations and Therapeutic Injections. Immunizations for Covered Persons 18 years of age and older and 
therapeutic injections required in the diagnosis, prevention, and treatment of an Injury or Illness or for foreign travel if 
obtained in the United States are covered by the Plan at 100%. 

• Preventive Gynecological Examination and Pap Test. All female Covered Persons, regardless of age, are covered for 
preventive gynecological examination, including a pelvic and clinical breast examination. The preventive Papanicolaou 
smear (pap test) is covered by the Plan at 100%. 

• Venipunctures. Venipunctures are covered by the Plan at 100%.  

• Blood Stool Tests. Blood stool tests are covered by the Plan at 100%.  

• Prostate Screening. PSAs are covered by the Plan at 100%. 

• Mammographic Screening. Mammography is covered by the Plan at 100%. Ultrasound of the breast when prescribed 
by a Physician is covered by the Plan at 100%. 
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ELIGIBLE PROVIDERS 
Eligible Network Providers include facilities, general practitioners, internists, obstetricians/gynecologists, and a wide range of 
Specialists: 
Hospital; 
Psychiatric Hospital; 
Rehabilitation Hospital; 
Ambulance Service; 
Ambulatory surgical facility; 
Birthing Center; 
Day/night psychiatric facility; 
Freestanding dialysis facility; 
Freestanding nuclear magnetic resonance facility/magnetic 
resonance imaging facility; 

 
Home Health Care Agency; 
Home infusion therapy Provider; 
Hospice; 
Outpatient Substance Use Disorder Treatment Facility; 
Outpatient physical rehabilitation facility; 
Outpatient psychiatric facility; 
Pharmacy Provider; 
Skilled Nursing Facility; and 
Substance Use Disorder Treatment Facili

 
Professional Providers include: 
Audiologist; 
Certified registered nurse; 
Chiropractor; 
Clinical laboratory; 
Dentist; 
Licensed practical nurse; 
Nurse-midwife; 
Occupational therapist; 
Optometrist; 

Physical therapist; 
Physician; 
Podiatrist; 
Psychologist; 
Registered nurse; 
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ARTICLE EIGHT: LIMITATIONS AND EXCLUSIONS 

LIMITATIONS AND EXCLUSIONS 

The Plan shall not pay for any service, procedure or supply incurred by a Covered Person, unless it is specifically listed as a 
Covered Expense under Article Seven, Covered Expenses. Services that are not Medically Necessary and Appropriate, except for 
those that are for Preventive Care, are not Covered Expenses under the Plan. For example, reports, evaluations, examinations, or 
hospitalizations not required for health reasons, such as employment, insurance, or government licenses and court ordered forensic 
or custodial evaluations are not Covered Expenses. The Plan will not provide Benefits for any services, supplies or charges that 
are: 

1. Not Medically Necessary and Appropriate (as determined by BCBSF or Aetna). 

2. Not prescribed by, or performed by or upon the direction of, a Professional Provider. 

3. Rendered by an entity or individual other than facility Providers, Professional Providers, or other professional Providers, 
or suppliers. 

4. Experimental or Investigative in nature. 

5. Rendered prior to Your Benefits Effective Date of coverage. 

6. Incurred after the date of termination of Your coverage, except as otherwise provided in the Plan Document. 

7. Artificial aids, including, but not limited to, orthopedic shoes, orthotics, arch supports, elastic stockings, dentures, and wigs. 

8. For losses sustained or expenses incurred while on active duty as a member of the armed forces of any nation, or losses 
sustained or expenses incurred because of an act of war, whether declared or undeclared. 

9. For which You would have no legal obligation to pay. 

10. For services or supplies provided by a non-licensed provider. 

11. For non-Prescription Drugs, medications, and supplies, which do not require a Physician’s prescription and are not 
otherwise specifically listed as a Covered Expense. 

12. For non-professional care including Medical or surgical care that is not performed according to generally accepted 
professional standards. 

13. For services or supplies that are not Medically Necessary and Appropriate for the diagnosis or treatment of an Illness or 
Injury, unless covered as a Preventive Benefit. 

14. For non-medical ancillary services such as vocational rehabilitation, behavioral training, biofeedback, neurofeedback, 
hypnosis, hypnotic anesthesia, sleep therapy, employment counseling, back to school, work hardening, driving safety and 
services, training, and educational therapy. Unless such services are provided as a part of an inpatient treatment for certain 
mental health conditions. 

15. Orthognathic surgery, which means any service or supply for correction of deformities of the jaw. This consists of surgical 
repositioning of portions of the upper or lower jaws or the bodily repositioning of the entire jaw, unless otherwise listed as 
a Covered Expense. 

16. For Consumable Medical Supplies, other than ostomy supplies and urinary catheters. Excludable supplies include 
bandages and other disposable medical supplies, and skin preparations. 
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37. For Custodial Care, domiciliary care, residential care, protective and supportive care, including educational services, rest 
cures, and convalescent care. 

38. For Outpatient therapy and rehabilitation services for which there is no expectation of restoring or improving a level of 
function or when no additional functional progress is expected to occur, unless Medically Necessary and Appropriate. 

39. For respite care. 

40. Directly related to the care, filling, removal, or replacement of teeth, the treatment of injuries to or diseases of the teeth, 
gums, or structures directly supporting or attached to the teeth. These include, but are not limited to, apicoectomy (dental 
root resection), root canal treatments, soft tissue impactions, alveolectomy and treatment of periodontal disease, except 
for dental expenses otherwise covered because of accidental bodily Injury to sound natural teeth and for orthodontic 
treatment for congenital cleft palates as provided herein. 

41. For oral surgery procedures, except for the treatment of accidental Injury to the jaw, sound and natural teeth, mouth, or 
face, except as provided herein. 

42. For any service for the treatment of dysfunction or derangement of the temporomandibular join, regardless of cause. This 
exclusion also applies to orthognathic surgery for the treatment of dysfunction or derangement of the temporomandibular 
join, regardless of cause, except as specified on the Schedule of Benefits. 

43. For palliative or cosmetic foot care including flat foot conditions, supportive devices for the foot, corrective shoes, the 
treatment of subluxations of the foot, care of corns, bunions, (except capsular or bone surgery), calluses, toenails (except 
surgery for ingrown toenails), fallen arches, weak feet, chronic foot strain, and symptomatic complaints of the feet, except 
,78 (c)5.7 .2  (t)0.8ax 
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67. 
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84. For complications from a Covered Person’s receipt or use of services, Medical Supplies, or other treatment that are not 
covered Benefits, including complications arising from a Covered Person’s use of Discount Services. 

85. For accounts payable (whether in the form of initiation fees, annual dues, or otherwise) for membership or use of any gym, 
work out center, fitness center, club, golf course, weakness center, health club, weight control organization or other similar 
entity or payable to a trainer of any type, except as specified on the Schedule of Benefits. 

86. 
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ARTICLE NINE: COORDINATION OF BENEFITS 
How are benefits from this Plan coordinated with other plans? 
When two or more plans, including Medicare, may be paying benefits in a specific situation, there are rules, called coordination of 
benefits rules, which establish the order of payment. 
The coordination of benefits will be on a Non-Duplication basis: the claims administrator determines what would have been paid 
had they been the primary claims administrator then subtracts the other claims administrator’s paid amount. Both participating 
Providers and Non-Network Providers are processed based on the in-network level of benefits. 
The term benefit plan as used in this section means this Plan or any one of the following plans: 
Group or group-type plans, including franchise or blanket benefit plans 
Group practice and other group prepayment plans 
Federal government plans or programs, including Medicare 
Other plans required or provided by law (not including Medicaid or any benefit plan like it that, by its terms, does not allow coordination) 
No fault auto insurance, by whatever names it is called, when not prohibited by law. 
If coverage is provided under two or more plans, coordination of benefits (“COB”) determinates which plan is primary and which plan is 
secondary:  
Plans that do not have a coordination provision will pay first. Plans that have a coordination provision will pay their benefits by the 
following rules, up to the allowable charges: 
The plan that covers the person directly (that is, as an employee, member, or subscriber) ("Plan A") will determine its benefits before 
the plan that covers the person as a Dependent ("Plan B") 

o Note: If the person covered directly is a Medicare beneficiary, and Medicare is secondary to Plan B and primary 
to Plan A (for example, if the person is retired), then Plan B will pay before Plan A. 

The benefits of a benefit plan that covers a person as an employee who is neither laid off nor retired are determined before 
those of a benefit plan which covers that person as a laid-off or retired employee. The benefits of a benefit plan that covers a 
person as a Dependent of an employee who is neither laid off nor retired are determined before those of a benefit plan which 
covers a person as a Dependent of a laid off or retired employee. If the other benefit plan does not have this rule, and if, as a 
result, the plans do not agree on the order of benefits, this rule does not apply. 
The benefits of a benefit plan that covers a person as an employee who is neither laid off nor retired or as a Dependent of an 
employee who is neither laid off nor retired are determined before those of a plan that covers the person as a COBRA beneficiary 
When a child is covered as a Dependent and the parents are not separated or divorced, these rules will apply: 

The benefit plan of the parent whose birthday falls earlier in a year will determine benefits before the benefit plan of the parent whose 
birthday falls later in that year 
If both parents have the same birthday, the benefits of the plan that has covered the parent for the longer time are determined before 
those of the benefit plan that covers the other parent 
When a child's parents are divorced or legally separated, these rules will apply: 
If there is a court decree that states which parent is financially responsible for medical and dental benefits of the child, the benefit plan 
of that parent will be considered before other plans that cover the child as a Dependent. If the court decree states that the parents will 
share joint custody, without stating which one is responsible for the healthcare expenses of the child, the plans covering the child will 
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Medicare will pay primary, secondary or last to the extent stated in federal law. When Medicare is to be the primary payer, this Plan will 
base its payment upon benefits that would have been paid by Medicare under Parts A and B, regardless of whether the person was 
enrolled under both or either of these parts. Generally, coverage under this Plan will be primary if the plan member is an active 
employee or the Spouse of an active employee (except for patients with end-stage renal disease (ESRD), in which case coverage 
under this Plan will be primary only during the first 30 months of Medicare coverage). Coverage under this Plan will generally be 
secondary if the plan member has been entitled to benefits under Medicare for more than 30 months for ESRD or is a retired employee 
or the Dependent of a retired employee 
If a plan member is under a disability extension from a previous benefit plan, that benefit plan will pay first and this Plan will pay 
second. 
Finally, if none of the above rules determines which plan is primary or secondary, the allowable expenses shall be shared equally 
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this Plan has the right to recover the payments it made as described under the “Subrogation” section of this SPD. This Plan reserves 
its right to exercise its recovery rights even if: 
The Workers’ Compensation benefits are in dispute or are made by means of settlement or compromise 
No final determination is made that bodily injury or sickness was sustained during or resulted from the plan member’s employment 
The amount of Workers’ Compensation due to medical or healthcare is not agreed upon or defined by the plan member or the Workers’ 
Compensation carrier 
The medical or healthcare benefits are specifically excluded from the Workers’ Compensation settlement or compromise. 

When a Covered Person Qualifies for Medicare 
Determining Which Plan is Primary 
To the extent permitted by law, this Plan will pay Benefits second to Medicare when You become eligible for Medicare, even if 
You don't elect it. There are, however, Medicare-eligible individuals for whom the Plan pays Benefits first and Medicare pays 
benefits second:  
Employees with active current employment status age 65 or older and their Spouses age 65 or older (however, Domestic Partners are 
excluded as provided by Medicare); and 
Individuals with end-stage renal disease, for a limited period; and 
Disabled individuals under age 65 with current employment status and their Dependents under age 65. 





84 
 

• Signing and/or delivering such documents as the Plan or our agents (including attorneys) reasonably request to secure 
the subrogation and reimbursement claim. 

• Responding to requests for information about any accident or Injuries. 

• Making court appearances. 

• Obtaining our consent or our agents’ consent before releasing any party from liability or payment of medical expenses. 

• Complying with the terms of this section. 
Your failure to cooperate with the Plan is considered a breach of the Plan. As such, the Plan has the right to terminate or deny future 
benefits, take legal action against You, and/or set off from any future benefits the value of benefits the Plan has paid relating to any 
Illness or Injury alleged to have been caused or caused by any third party to the extent not recovered by the Plan due to You or Your 
representative not cooperating with the Plan. If the Plan incurs attorneys’ fees and costs to collect third party settlement funds held by 
You or Your representative, the Plan has the right to recover those fees and costs from You. You will also be required to pay interest 
on any amounts You hold that should have been returned to the Plan. 
The Plan has a priority right to receive payment on any claim against a third party before You (or Your attorney or other representative) 
receive payment from that third party. Further, our priority right to payment is superior to all claims, debts, or liens asserted by any 
medical providers, including, but not limited to, Hospitals or Emergency treatment facilities, that assert a right to payment from funds 
payable from or recovered from an allegedly responsible third party and/or insurance carrier. 
The Plan’s subrogation and reimbursement rights apply to full and partial settlements, judgments, or any other recoveries paid or 
payable to You, Your representative, Your estate, Your heirs, or Your beneficiaries, no matter how those proceeds are captioned or 
characterized. Payments include, but are not limited to, insurance payments, benefit payments, economic damages (e.g., loss of future 
earnings, medical expenses, and benefits), non-economic damages (e.g., pain and suffering, reputational damage, loss of enjoyment 
of activities, mental anguish), pecuniary damages (e.g., loss of wages, property damage), damages for loss of consortium, punitive 
damages, and attorney’s fees or expenses. The Plan is not required to help You to pursue Your claim for damages or personal Injuries 
and no amount of assocai 
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Upon the Plan’s request, You will assign to the Plan all rights of recovery against third parties, to the extent of the Covered Expenses 
the Plan has paid for the Illness or Injury. 
The Plan may, at its option, take necessary and appropriate action to preserve the Plan’s rights under these provisions, including, but 
not limited to, providing or exchanging medical payment information with an insurer, the insurer’s legal representative, or other third 
party; filing an ERISA reimbursement lawsuit to recover the full amount of medical benefits You receive for the Illness or Injury out of 
any settlement, judgment, or other recovery from any third party; and filing suit in Your name (or Your Dependent’s name) or Your 
estate’s name, which does not obligate the Plan in any way to pay You part of any recovery the Plan might obtain. Any ERISA 
reimbursement lawsuit stemming from a refusal to refund benefits as required under the terms of the Plan is governed by a six-year 
statute of limitations. 
You may not accept any settlement that does not fully reimburse the Plan, without its prior written approval. 
The Plan has the authority and discretion to resolve all disputes regarding the interpretation of the language stated herein. 
In the case of Your death, giving rise to any wrongful death or survival claim, the provisions of this Section apply to Your estate, the 
personal representative of Your estate, and Your heirs or beneficiaries. In the case of Your death, the Plan’s right of reimbursement 
and right of subrogation will apply if a claim can be brought on behalf of You or Your estate that can include a claim for past medical 
expenses paid by the Plan or damages. The obligation to reimburse the Plan is not extinguished by a release of claims or settlement 
agreement of any kind. 
No allocation of damages, settlement funds, or any other recovery, by You, Your estate, the personal representative of Your estate, 
Your heirs, Your beneficiaries, or any other person or party will be valid if it does not reimburse the Plan for 100% of its interest unless 
the Plan provides written consent to the allocation. 
The provisions of this Section apply to the parents, guardian, or other representative of a Dependent Child who incurs an Illness or 
Injury caused by any third party. If a parent or guardian may bring a claim for damages arising out of a minor’s Illness or Injury, the 
terms of this subrogation and reimbursement clause will apply to that claim. 
If any third party causes or is alleged to have caused You to suffer an Illness or Injury or
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ARTICLE TEN: COORDINATION OF BENEFITS WITH MEDICARE 

ELIGIBILITY FOR MEDICARE 
A Participant may have coverage under the Plan and under Medicare. Medicare means benefits offered under Title XVII of the Social 
Security Act and includes all the benefits provided by Parts A and B of Medicare. When a Participant has coverage under both the Plan 
and Medicare, the Plan will pay Benefits primary to Medicare for: 
An active Employee who is age 65 or over; 
An active Employee’s covered spouse who is age 65 or over; 
An active Employee or covered spouse who is under age 65 and entitled to Medicare because of a Disability; or 
The first 30 months of treatment for end stage renal disease received by any Participant. 
If a Participant does not fall into one or more of the categories above, the Plan will pay Benefits secondary to Medicare. When the Plan 
pays secondary to Medicare, the Participant must first submit a claim to Medicare. After Medicare makes payment, the Participant may 
submit the Claim to the Plan for payment. 
When a Participant files for Social Security benefits, the Participant automatically becomes eligible for Medicare Part A Hospital 
coverage, which has no premium expense. A Participant must voluntarily enroll in Medicare Part B medical coverage and pay 
premiums. 

ELECTION BY PARTICIPANT 
A Participant who is covered under Medicare and the Plan, and who falls into one of the categories above, may elect to waive coverage 
under the Plan. If coverage is waived under the Plan, the Plan will no longer provide coverage for that person. If a Participant waives 
coverage under the Plan, the Participant may later reapply for coverage under the Plan during Open Enrollment as a Late Enrollee. 
However, the rules governing Late Enrollees will apply. If a Participant elects Medicare as the primary coverage, the Participant will 
have no further coverage under this Plan. 

HEALTH CARE FINANCING ADMINISTRATION REGULATION 
This Article is based on regulations issued by the Health Care Financing Administration (HCFA) now known as Centers for Medicare 
and Medicaid Services (CMS) and may be amended or changed at any time. It is the intent of the Plan to abide by the Medicare 
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Retirees 
Note: The Plan requires that all retired Covered Persons eligible for Medicare enroll in Medicare Parts A and B and pay any 
associated premiums. The Plan will pay Benefits based on the premise that the retired Covered Person has elected 
coverage under Medicare Parts A and B, regardless of whether the retired Covered Person has done so. 

Plan coverage is available for Eligible Retirees. If You retire before the attaining age 65, You will be provided with the opportunity to 
remain covered under the Plan. Upon attaining age 65, You will be offered the AmWins Retiree Supplemental Plan and You have thirty 
(30) days to enroll. The premium for the AmWins Plan is age banded and Your premium will change the first day of the plan year 
following Your birthday if Your birthday results in a change of Your age band. 
Under the comprehensive benefits program, health care Benefits are provided under one integrated program. These Benefits include 
coverage for Hospital Services, Physician services, and many other Covered Services. Most Benefits are subject to Deductible and 
Coinsurance provisions which require You to share a portion of the medical costs. Below are the specific Benefit levels. These Benefits 
will be applied after Medicare Parts A and B have paid their portion for Covered Services. 
As a Medicare Participant, You have a right to access and to review a fee schedule with a complete listing of fees used by Medicare to 
pay doctors or other providers/suppliers. This comprehensive listing of fee maximums is used to reimburse a Physician and/or other 
Providers on a fee-for-service basis. CMS develops fee schedules for Physicians, Ambulance Services, clinical laboratory services, 
and Durable Medical Equipment, prosthetics, orthotics, and supplies. This fee schedule is available at 
http://www.cms.hhs.gov/FeeScheduleGenInfo/.  
The ICUBA Prescription Drug benefit is Creditable Coverage, so You will receive credit towards Medicare Part D upon Your retirement 
if You choose to elect Medicare Part D. Creditable Coverage means that the amount the Plan expects to pay on average for 
Prescription Drugs for individuals covered under the Plan in the applicable year is the same or more than what standard Medicare 
Prescription Drug coverage would be expected to pay on average. This is important because the Medicare Modernization Act (MMA) 
imposes a late enrollment penalty on individuals who do not maintain Creditable Coverage for a period of 63 days or longer following 
their initial enrollment period for the Medicare Prescription Drug benefit. MMA mandates that certain entities offering Prescription Drug 
coverage, including employer and union group health plan sponsors, disclose to all Medicare eligible individuals with Prescription Drug 
coverage under the plan whether such coverage is ‘creditable.” This information is essential to an individual’s decision whether to enroll 
in a Medicare Part D Prescription Drug plan. The Plan pays for other health expenses in addition to Prescription Drugs. If You or Your 
Dependent enroll in a Medicare Prescription Drug plan, You and Your eligible Dependents will still be able to receive all Your current 
health and Prescription Drug Benefits. 
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ADDITIONAL INFORMATION ON HOW TO FILE A CLAIM 

a. Covered Person Inquiries: General inquiries regarding Your eligibility for coverage and Benefits that do not involve the 
filing of a Claim should be made by directly contacting BCBSF Member Service for Medical at 1-855-258-9029 or Aetna 
for Behavioral Health at 1-877-398-5816. 

b. Filing Benefit Claims: 

Authorized Representatives: When You see a Network Provider, they will usually bill us directly. When You see a Non-Network 
Provider, we may choose to pay You or to pay the Provider directly. Unless prohibited by law or with regards to the Plan’s 
subrogation/reimbursement rights, You may not assign your rights, benefits or any other interest to a Network or Non-Network provider 
or any other third-party or individual. The payment of benefits directly to a Provider, if any, will be done as a convenience to You and 
will not constitute an assignment of rights, benefits or any other interest under this Plan or a waiver of this anti-assignment provision. 
Requests for Precertification and Other Pre-Service Claims: For a description of how to file a request for Precertification or other Pre-
Service Claim, and for a description of the time frames in which such requests will be determined by BCBSF or Aetna, as applicable, 
and the notice that You will receive concerning its decision (whether adverse or not), see the Utilization Review Process Information 
Section in Article Three. Please review the Covered Expenses as detailed in Article 7 prior to requesting Precertification or Pre-Service 
Claims to ensure that the procedure You are planning is a Covered Expense under the Plan. If the planned procedure is listed under 
the Limitations and Exclusions in Article 8, the procedure will not be covered except as otherwise explained herein. If the Plan does not 
require Precertification for the Claim for which the approval is being requested, it is not a “claim for benefits” governed by ERISA and 
the Department of Labor Regulations. 
Requests for Reimbursement and Other Post-Service Claims: When a Participating Provider (e.g., Hospital, Physician, etc.) submits its 
own reimbursement Claim, the amount paid to that Participating Provider will be determined in accordance with the Participating 
Provider’s agreement with BCBSF, the local Blue Cross Blue Shield Plan or Aetna serving Your area. BCBSF or Aetna will notify You 
of the amount that was paid to the Participating Provider. Any remaining amounts that You are required to pay in the form of a 
Copayment, Coinsurance, or program Deductible will also be identified in that Explanation of Benefits (EOB) or notice. If You believe 
that the Copayment, Coinsurance, or Deductible amount identified in that EOB or notice is not correct, or that any portion of those 
amounts are covered under Your Benefit program, You should contact BCBSF Member Service at 1-855-258-9029 for Medical/Rx or 
Aetna at 1-877-398-5816 for Behavioral Health/Substance Use Disorder. 

c. Deadline: To be eligible for coverage, You must submit all requests for reimbursement and other Post-Service Claims 
within 12 (twelve) months from the Date of Service. 

DEFINITIONS 

1. Claim. A Claim is any request for a Plan Benefit or Benefits made in accordance with these Claims and Appeals 
Procedures. A communication regarding Benefits that is not made in accordance with these Claims and Appeals 
Procedures will not be treated as a Claim. Any request for Plan Benefits that is not made in accordance with these Claims 
and Appeals Procedures is called an Incorrectly Filed Claim. 

2. Claimant. A Claimant is an individual who makes a request for a Plan Benefit or Benefits in accordance with these Claims 
and Appeals Procedures. 

3. Incorrectly Filed Claim. Any request for Benefits that is not made in accordance with these Claims and Appeals 
Procedures is called and Incorrectly Filed Claim. 

4. Day. When used in these Claims and Appeals Procedures, the term Day means a calendar day. 

5. Authorized Representative. When You see a Network Provider, they will usually bill us directly. When You see a Non-
Network Provider, we may choose to pay You or to pay the Provider directly. Unless prohibited by law or with regards to 
the Plan’s subrogation/reimbursement rights, You may not assign your rights, benefits or any other interest to a Network 
or Non-Network provider or any other third-party or individual. For Urgent Care Claims, the Plan will recognize a health 
care Professional with knowledge of the Claimant’s medical condition (i.e., the treating Physician) as the Claimant’s 
Authorized Representative unless the Claimant provides specific written direction otherwise. The payment of benefits 
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extension notice shall include a description of the missing information and shall specify a timeframe, no less than 45 days, 
in which the necessary information must be provided. The timeframe for deciding the Claim shall be suspended from the 
date the extension notice is received by the Claimant until the date the missing necessary information is provided to BCBSF 
or Aetna. If the requested information is provided, BCBSF or 



94 
 

which has two levels (each level is referred to as a “level of review”) with the exception of Urgent Care Claims (which are subject to one 
level of review): (1) the first level of review (Your first opportunity to appeal an Adverse Benefit Decision); and (2) the second level of 
review (Your second opportunity to appeal an Adverse Benefit Decision). Medical Claim Appeals are the responsibility of BCBSF and 
Behavioral and Substance Use Disorder Claims are the responsibility of Aetna. If you are appealing an Adverse Benefit Decision 
associated with a mental health parity claim under the MHPAEA, then your Claim appeal will be the responsibility of the ICUBA Plan 
Administrator.  

HOW TO APPEAL AN ADVERSE BENEFIT DECISION 
First Level of Review. If the Claimant is dissatisfied with an Adverse Benefit Decision by BCBSF or Aetna, the Claimant may request 
a first level of review by BCBSF or Aetna, as applicable. The first level of review is Your first opportunity to appeal the Adverse Benefit 
Decision. 
How to File Your Appeal. Except for Urgent Care Claims, discussed below, the first level of review of an Adverse Benefit Decision is 
filed when a Claimant (or Authorized Representative) submits a written request for review to BCBSF or Aetna at the address listed 
below: 

BCBSF 
Columbia Service Center 
Attention: Appeals Coordinator AX-830  
P. O. Box 100121 
Columbia, SC 29202-3121 

Aetna 
P.O. Box 14079 
Lexington, KY 40512 4079 

 

To file an appeal for a first level of review of an Adverse Benefit Decision, the request must pertain to a Covered Expense as detailed in 
Article 7 of the Plan and not listed as a Limitation or Exclusion as detailed in Article 8 of the Plan. The Claimant should state why the 
appeal should be approved and include any information supporting the appeal. The appeal will be reviewed, and the decision made by 
a Claims reviewer not involved in the initial decision. Appeals involving Medical Necessity or clinical appropriateness will be considered 
by a health care Professional.  
Important Deadline to Request First Level of Review. The appeal of an Adverse Benefit Decision must be filed within 180 
days following the Claimant’s receipt of the notification of Initial Adverse Benefit Decision, except that the appeal of a 
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external review.  If You wish to file Your Claim in court, You must do so within one year of the date of the Notice of the Denial on 
Review, or if later, within one year of the date of the final decision on external review.  If You do not follow and complete these 
procedures, a review of Your Claim in court will be subject to dismissal for Your failure to exhaust Your Claim and review rights under 
this Plan.  

HOW YOUR APPEAL WILL BE DECIDED 
The first level of review of an Adverse Benefit Decision will be performed by the BCBSF or Aetna appeals board, as applicable, which 
may include a medical director or other Clinician. If the Claimant’s appeal under the first level of review results in another Adverse 
Benefit Decision by BCBSF or Aetna, as applicable, the Claimant may then request a second level of review by an Independent 
Review Organization (IRO) or BCBSF or Aetna, as applicable.  
If the Claimant is appealing an Adverse Benefit Decision based on a mental health parity claim under the MHPAEA, such Claimant 
must directly notify the ICUBA Plan Administrator. Such mental health parity claim shall be referred to an Independent Review 
Organization (IRO).  
Generally, the person(s) who reviews and decides an appeal will be a different individual than the person who made the initial Adverse 
Benefit Decision and will not be a subordinate of the person who made the initial Adverse Benefit Decision. If applicable, under the 
second level of review, the procedures to be followed by an IRO regarding claims submitted for external review will be carried out in 
accordance with applicable law.   
Independent External Review 
For adverse benefit determination involving medical judgment, consideration of whether the Plan is complying with the surprise billing 
and cost-sharing protections set forth in the No Surprises Act, or a rescission, you or your authorized representative may make a 
request for an independent external review or expedited external review of an adverse benefit determination or final internal adverse 
benefit determination by an independent review organization (IRO). 
Requesting an External Review 
Within four months after the date of receipt of a final Notice of Denial on Review from the Claims Administrator, you or your authorized 
representative must file your request for standard (or “independent”) external review. If there is no corresponding date four months after 
the date of receipt of such a notice, then the request must be filed by the first day of the fifth month following the receipt of the notice. 
For example, if the date of receipt of the notice is October 30, because there is no February 30, the request must be filed by March 1. If 
the last filing date would fall on a Saturday, Sunday, or federal holiday, the last filing date is extended to the next day that is not a 
Saturday, Sunday, or federal holiday. 
Preliminary Review 
Within five business days following the date of receipt of the external review request, the Claims Administrator must complete a 
preliminary review of the request to determine whether your request is eligible for external review. 
You will be notified within one business day after the preliminary review is completed if your request is eligible or if further information 
or documents are needed. You will have the remainder of the four- month appeal period (or 48 hours following receipt of the notice), 
whichever is later, to perfect the appeal request. If your claim is not eligible for external review, the reasons it is ineligible and contact 
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If the Claims Administrator does not reverse this determination, the IRO will continue the external review process and provide you with 
written notice of the final external review decision. 
Reversal of Plan’s Decision 
Upon receipt of a notice of a final external review decision reversing the adverse benefit determination or final internal adverse benefit 
determination, the Claims Administrator immediately must provide coverage or payment (including immediately authorizing or 
immediately paying benefits) for the claim. 
Expedited External Review 
Request for Expedited External Review 

The Claims Administrator must allow you or your authorized representative to make a request for an expedited external review with 
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ARTICLE TWELVE: HIPAA PRIVACY NOTICE 

INDEPENDENT COLLEGES AND UNIVERSITIES BENEFITS ASSOCIATION, INC. MEDICAL, BEHAVIORAL HEALTH, AND 
PRESCRIPTION DRUG PLAN 

NOTICE OF PRIVACY PRACTICES 

Effective Date of Notice: April 2024 
The Independent Colleges and Universities Benefits Association, Inc. Medical, Behavioral Health and Prescription Drug Plan (the 
“Plan”) is required by law to take reasonable steps to ensure the privacy of Your personally identifiable health information and to inform 
You about: 
the Plan’s uses and disclosures of Protected Health Information (PHI); Your privacy rights with respect to Your PHI; 
Your right to file a complaint with the Plan and with the Secretary of the U.S. Department of Health and Human Services; and 
the person or office to contact for further information about the Plan’s privacy practices. 
The term “Protected Health Information” (PHI) includes all individually identifiable health information transmitted or maintained by the 
Plan, regardless of form (oral, written, or electronic). 
The American Recovery and Reinvestment Act of 2009, (the Act) requires that the Plan provide notice within 60 days to affected 
individuals if there is a breach involving unsecured protected health information that is PHI which is not secured using a technology or 
methodology specified by the Secretary of Health and Human Services (HHS). The notice must contain: 
a description of what happened; the types of PHI involved; 
the steps that You should take to protect Yourself; and 
the steps that the Plan is taking to investigate and mitigate harm; and contact information for follow-up questions. 
If You have any questions about this Notice, please address them to:  

Privacy and Security Officer ICUBA 
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For Treatment (as described in applicable regulations). We may use or disclose Your PHI to facilitate medical treatment or services by 
Providers. We may disclose Your PHI to Providers, including doctors, nurses, technicians, medical students, or other hospital 
personnel who are involved in taking care of You. For example, we might disclose information about Your prior prescriptions to a 
pharmacist to determine if a pending prescription is contraindicative with prior prescriptions. Likewise, we might disclose information 
about Your prior treatment to Your campus wellness program or health center if medical history is necessary to determine a course of 
treatment. 
For Payment (as described in applicable regulations). We may use and disclose Your PHI to determine Your eligibility for Plan 
Benefits, to facilitate payment for the treatment and services You receive from health care Providers, to determine benefit responsibility 
under the Plan, or to coordinate Plan coverage. For example, we may tell Your health care Provider about Your medical history to 
determine whether a particular treatment is experimental, investigational, or Medically Necessary and Appropriate or to determine 
whether the Plan will cover the treatment. 
We may also share Your PHI for utilization review, the adjudication or subrogation of health claims, or to another medical plan to 
coordinate benefit payments. 
For Health Care Operations (as described in applicable regulations). We may use and disclose Your PHI for health care operations. 
These uses and disclosures are necessary to run the Plan and include, but are not limited to, quality assessment and improvement; 
reviewing competence or qualifications of health care professionals; underwriting, premium rating, and other insurance activities 
relating to creating or renewing insurance contracts; submitting claims for stop-loss (excess loss) coverage; conducting or arranging for 
medical review, legal services, and auditing functions, including fraud and abuse compliance programs; business planning and 
development such as cost management; and business management and general Plan administrative activities. For example, the Plan 
may use information about Your claims to refer You to a disease management program, project future benefit costs or audit the 
accuracy of its claims processing functions. The Plan is prohibited from using or disclosing Your PHI that is genetic information for 
underwriting purposes. 
As Required By Law. We will disclose Your PHI when required to do so by federal, state, or local law. For example, we may disclose 
medical information when required by a court order in a litigation proceeding such as a malpractice action. 
To Avert a Serious Threat to Health or Safety. We may use and disclose 
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We may deny Your request to inspect and copy in certain very limited circumstances. If You are denied access to Your PHI, You may 
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COMPLAINTS 

If You believe that Your privacy rights have been violated, You may complain to the Plan in care of the Privacy Officer: 

Privacy and Security Officer ICUBA 
P.O. Box 616927  
Orlando, FL 32861 

In addition, You may file a complaint with the Secretary of the U.S. Department of Health and Human Services, Hubert H. Humphrey 
Building, 200 Independence Avenue, S.W., Washington, D.C. 20201. 
The Plan will not retaliate against You for filing a complaint. 

WHOM TO CONTACT AT THE PLAN FOR MORE INFORMATION 

If You 
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ARTICLE THIRTEEN: YOUR RIGHTS UNDER ERISA 

STATEMENT OF PARTICIPANTS RIGHTS 

As a Participant in the Plan, You are entitled to certain rights under the Employee Retirement Income Security Act of 1974 (ERISA). 
ERISA provides that all Plan Participants are entitled to: 

a. The right to receive information about Your Plan and Benefits, including the right to examine, without charge, at the Plan 
Administrator’s office and at other specified locations, such as worksites, all documents governing the Plan, including 
insurance contracts and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department 
of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration. 

b. The right to obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the 
Plan, including insurance contracts and copies of the latest annual report (Form 5500 Series) and an updated Summary 
Plan Description (SPD). The Plan Administrator may make a reasonable charge for the copies. 

c. The right to receive a summary of the Plan’s annual financial report. 

d. The right to continue group health plan coverage under COBRA should You, Your Spouse, or Your Dependent lose 
coverage because of a Qualifying Event. You or Your Dependents may have to pay for such coverage. Review this SPD 
and the documents governing the Plan regarding the rules about Your COBRA continuation coverage rights. 

PRUDENT ACTIONS BY PLAN FIDUCIARIES 

In addition to creating rights for Plan Participants, ERISA imposes duties upon the people who are responsible for the operation of 
the Plan. The people who operate the Plan, called “fiduciaries” of the Plan have a duty to do so prudently, and in the sole interest 
of You and other Plan Participants and Beneficiaries. No one, including Your employer, or any other person, can terminate You or 
otherwise discriminate against You in any way to prevent You from obtaining a Plan Benefit or exercising Your rights under ERISA. 

HOW TO ENFORCE YOUR RIGHTS 

a. If Your Claim for a Benefit is denied or ignored, in whole or in part, You have a right to know why this was done, to obtain 
copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules 
and as set forth within this Plan Document. 

b. Under ERISA, there are steps You can take to enforce Your above-listed rights. For instance, if You request a copy of 





106 
 

ARTICLE FOURTEEN: GENERAL PLAN PROVISIONS 
RIGHT OF RECOVERY 
If, for any reason, any Benefit under the Plan is erroneously paid or exceeds the amount appropriately payable under the Plan to a 
Covered Person, the Participant shall be responsible for refunding the overpayment to the Plan. In addition, if the Plan makes any payment 
that, according to the terms of the Plan, should not have been made, the insurer, the Plan Administrator, or ICUBA (or designee) may 
recover that incorrect payment, whether it was made due to the insurer’s or Plan Administrator’s (or its designee’s) own error, from the 
person to whom it was made or from any other appropriate party. The Covered Person will cooperate with the Plan Administrator, the 
insurer, or ICUBA in the repayment of any benefit overpayment or erroneous payment. As may be permitted in the sole discretion of the 
Plan Administrator, the refund or repayment may be in one or a combination of the following methods: (a) in the form of a single lump-
sum payment, (b) as a reduction of the amount of future Benefits otherwise payable under the Plan, (c) as automatic deductions from 
pay, or (d) any other method as may be required or permitted in the sole discretion of the Plan Administrator or the insurer. The Plan may 
also seek recovery of the erroneous payment or benefit overpayment from any other appropriate party. 

VERIFICATION 
The Plan Administrator shall be entitled to require reasonable information to verify any Claim or the status of any person as a 
Covered Person. If the Covered Person does not supply the requested information within the applicable time limits or provide a 
release for such information, such Covered Person shall not be entitled to Benefits under the Plan. 
LIMITATION OF RIGHTS 
Nothing appearing in, or done pursuant to, the Plan shall be held or construed: 

a. To give any person any legal or equitable right against a Member Institution, ICUBA, the Board of Directors of ICUBA, or 
any of their employees, or person connected therewith, except as provided by law; or 

b. To give any person any legal or equitable right to any assets of the Plan or any related Trust, except as expressly provided 
herein or as provided by law. 

SEVERABILITY 



107 
 

ARTICLE FIFTEEN: PLAN ADMINISTRATOR DUTIES AND POWERS 

APPOINTMENT OF PLAN ADMINISTRATOR 

ICUBA shall appoint a Plan Administrator to administer the Plan and keep records of proceedings and Claims. The Plan 
Administrator will serve until resignation or dismissal by ICUBA, and any vacancy or vacancies shall be filled in the same manner 
as the original appointments. ICUBA may dismiss any person or persons serving as Plan Administrator at any time with or without 
cause. If ICUBA chooses to appoint more than one (1) person to act as Plan Administrator, a majority vote of such persons shall 
be necessary for the transaction of business. In the event only two (2) persons are named as Plan Administrator, the transaction 
of business shall require the unanimous vote of both parties. 

POWERS OF PLAN ADMINISTRATOR 

Subject to the limitations of the Plan, the Plan Administrator will from time to time establish rules for the administration of the Plan 
and transaction of its business. The Plan Administrator will rely on the records of ICUBA or the Member Institutions, as applicable, 
with respect to all 
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OUTSIDE ASSISTANCE 

The Plan Administrator may employ such counsel, accountants, Claims Administrators, consultants, actuaries and other person or 
persons, as the Plan Administrator shall deem advisable. ICUBA shall pay the compensation of such counsel, accountants, and 
other person or persons and any other reasonable expenses incurred by the Plan Administrator in the administration of the Plan. 

DELEGATION OF POWERS 

In accordance with the provisions hereof, the Plan Administrator has been delegated certain administrative functions relating to the 
Plan with all powers necessary to enable the Plan Administrator to properly carry out such duties. The Plan Administrator as such 
shall have no power in any way to modify, alter, add to, or subtract from any provisions of the Plan other than expressly provided 
in this Article. 

Clerical errors 
Clerical errors by the Plan Administrator or the claims processor will not invalidate coverage that is valid or continue coverage that 
has been terminated. Equitable adjustments will be made as soon as any error is discovered. If the Plan makes an overpayment 
due to a clerical error, the Plan has the right to that overpayment, which may be deducted from future benefit payments. 
Misrepresentations 
In the absence of fraud, all statements made by a plan member relating to eligibility for coverage in this Plan will be deemed to be 
representations and not warranties. No such representations will void the benefits or be used in defense to a claim under the Plan 
unless a copy of the document that contains the representation is or has been furnished to the plan member or to a beneficiary, if 
any. 
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ARTICLE SIXTEEN: AMENDMENTS, TERMINATIONS AND MERGERS 



110 
 

ARTICLE SEVENTEEN: YOUR RIGHTS AND PROTECTIONS AGAINST SURPRISE MEDICAL BILLS 
When You get emergency care or get treated by a Non-Network Provider at a Network hospital or ambulatory surgical center, You 

http://www.dol.gov/ebsa
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ARTICLE EIGHTEEN: ERISA PLAN INFORMATION 
NAME OF THE PLAN Independent Colleges and Universities Benefits Association, Inc. 

Medical, Behavioral Health and Prescription Drug Plan 

TYPE OF PLAN Welfare benefit plan 

NAMED FIDUCIARY AND PLAN 
ADMINISTRATOR 

The Board of Directors of the Independent Colleges and Universities 
Benefits Association, Inc. 

CLAIMS ADMINISTRATION AND PLAN 
FUNDING 

Blue Cross Blue Shield of Florida (BCBSF) is the claims administrator and 
processes claims under the Medical program through BCBSF. BCBSF is 

http://www.socialsecurity.gov/
http://www.aetna.com/
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GLOSSARY: DEFINITIONS 

The following terms, as used in the Plan, shall have the meaning specified in this Glossary, unless a different meaning is clearly 
required by the context in which it is used: 

ACA is the Affordable Care Act of 2010, as amended. 

Accident shall mean a non-occupational, unexpected, unforeseen, and unintended event that may result in Injury or Illness. 

Accreditation shall mean certification that an organization meets the reviewing organization’s standards. Examples: Accreditation 
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• 299.00 Autistic Disorder Current of Active 

• 299.01 Autistic Disorder Residual State 

• 299.10 Childhood Disintegrative Disorder Current or Active 

• 299.11 Childhood Disintegrative Disorder Residual State 

• 299.80 Other Specified Pervasive Developmental Disorder 

• 299.81 Other Specified Pervasive Developmental Disorder Residual State 

• 299.90 Unspecified Pervasive Developmental Disorder Current or Active Status 

• 299.91 Unspecified Pervasive Developmental Disorder Residual State 

Beneficiary shall mean a person who is Eligible to receive Benefits under the Plan. Sometimes “Beneficiary” is used for Eligible 
Dependents enrolled under the Plan; “Beneficiary” can also be used to mean any person Eligible for Benefits, including Employees, 
Retirees, and Eligible Dependents. 

Benefits shall mean Medical Care, Mental Health Care Services, or Medical Supplies that are the portion of the cost of Covered 
Services paid by the Plan and are: 

• Medically Necessary and Appropriate;  

• Preauthorized (when required under this Plan of Benefits or the Schedule of Benefits); 

• Included in Article Seven of this Plan of Benefits; and 

• Not limited or excluded under the terms of this Plan of Benefits. 

For example, if the Plan pays the remainder of a Physician’s bill after an office visit Copayment has been made, the amount that 
the Plan pays is the “Benefit.” Or, if the Plan pays 80% of the Reasonable and Customary cost of Covered Services, that 80% 
payment is the “Benefit.” 

Benefits Effective Date shall mean the first day of coverage under this Plan for Participants and Dependents as set forth in Article 
Five, “Enrollment and Contributions.” 

Billed Charges shall mean the actual charges as billed by the Provider. 

Brand-Name Drug shall mean a drug manufactured by a pharmaceutical company, which has chosen to patent the drug’s formula 
and register its brand name. 

Breast Implant shall mean an insertion of a silicone bag (prosthesis) under the breast (sub-mammary) or under the breast and 
chest muscle (subpectoral) and then filling the bag with saline (salt water) or silicone. 

Care Coordination is available through BCBSF aiding a Participant who is at risk of developing medical complexities or for whom 
a health incident has precipitated a need for rehabilitation or additional health care support. The program strives to attain a balance 
between quality-and cost-effective care while maximizing the Participant’s quality of life. It typically involves coordination of services 
to help meet a Participant’s health care needs, usually when the Participant has a condition which requires multiple services from 
multiple Providers. This term is also used to refer to coordination of care during and after a Hospital stay. 

Change in Status shall mean the ability to modify or revoke elections mid-Plan Year due to one of the following events: 

• Change in legal marital status, including marriage, death of spouse, divorce, legal separation, or annulment; 
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• Change in number of Dependents, including birth, adoption, placement for adoption, and death of a spouse or other 
Dependent; 

• A Dependent satisfying or ceasing to satisfy the requirements for coverage due to age; 

• Change in employment status of the Employee, the Employee’s spouse or other Dependent, including termination or 
commencement of employment, taking, 



118 
 

Copayment (Co-pay) shall mean the Covered Person’s portion of the payment for Benefits indicated in the Schedule of Benefits. 
It represents the fixed dollar amount You are required to pay each time a particular service is used. This payment may be requested 
at the time of service. Copayments do not count toward the satisfaction of Deductibles. 

Covered Expenses shall mean those expenses listed as covered in Article Seven of this Plan Document. 

Covered Person shall mean a Participant or Dependent covered under the Plan. 

Covered Services shall mean Hospital, Medical, Behavioral Health Care, and other health care services, behavioral health 
services, and/or substance use disorder services incurred by a Covered Person that are entitled to a payment of Benefits under 
the Plan. The term defines the type and amount of expense that will be considered in the calculation of Benefits. 

Custodial Care shall mean non-medical aid consisting of services and supplies, provided to an individual in or out of an institution, 
primarily to assist such person in Activities of Daily Living, whether Disabled. The care is not meant to be curative or providing 
medical treatment. 

Date of Service shall mean the date a service or treatment was provided to a Covered Person as specified on the Claim and 
should be the date such service or treatment was received. 

Day Treatment or Partial Hospitalization shall mean an Outpatient treatment program that offers intensive, multidisciplinary 
services not otherwise offered in an Outpatient setting, twenty or more daytime hours or 12 or more evening hours per week. The 
program is designed to treat patients with serious mental, nervous and chemical dependency disorders and offers major diagnostic, 
psycho-social, and prevocational modalities. Such programs must be in a less restrictive, less expensive alternative to Inpatient 
treatment. 

Deductible shall mean a flat amount a Covered Person must pay before the Plan will make any Benefit payments associated with 
specific plan provisions. 

Dentist shall mean an individual licensed as a Dentist in the jurisdiction where services are provided. 

Dependent shall mean a person Eligible for coverage because of that person’s relationship to a Participant. For purposes of 
coverage under this Plan, if both parents are Participants, a Dependent shall only be covered as a Dependent under this Plan by 
one parent. 

A Dependent may be one of the persons described below. 

1. The legally recognized spouse of a Participant. A spouse that is legally separated or divorced from the Participant shall 
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A child shall be deemed a Dependent until the date in which such child: 
Reaches the end of the calendar year in which the age of twenty-six was attained; 
Becomes a Participant; 
Serves on extended active duty in the Armed Forces; or 
Is over 26 years of age and is no longer continuously incapable of self-support because of a Disability 
A child of a Participant shall be deemed a Dependent until the last day of calendar year in which such child attains 26 years of age. The 
child may be married, live outside the home, and/or be employed. 
Diabetes Treatment shall mean treatment that is to provide insulin therapy in a manner that mimics the natural pancreas. 
Disability (or Disabled) shall mean any congenital or acquired physical or mental Illness, defect, or characteristic preventing or 
restricting an individual from participating in normal life or limiting the individual’s capacity to work. Such Disability must be certified by a 
Physician. The Participant must provide proof of such Disability within the 30-day period after the date the child would otherwise lose 
Dependent status. 
Diagnostic Services shall mean services ordered by a Physician to help diagnose or monitor a Covered Person’s condition or 
disease. Diagnostic Services include radiology, ultrasound, nuclear medicine, laboratory, and pathology services or tests. 
Disabled Child shall mean an unmarried enrolled Dependent child with a mental or physical disability which reaches age 26, when 
coverage would otherwise end on December 31st following the child’s 26th birthday, the Plan will continue to cover the child, if: 
the child is unable to be self-supporting due to a mental or physical disability;  
the child depends mainly on You for support;  
You provide to ICUBA proof of the child's incapacity and dependency within 31 days of the date coverage would have otherwise ended 
because the child reached age 26 during the calendar year; and   
You provide proof, upon ICUBA's request, that the child continues to meet these conditions.  
The proof will include a recent examination and certification by the treating physician of a child’s continued disability. However, You will 
not be asked for this information more than once a year. If You do not supply such proof within 30 days, the Plan will no longer pay 
Benefits for that child. 
Coverage will continue, if the enrolled Dependent is incapacitated and dependent upon You, unless coverage is otherwise terminated 
in accordance with the terms of the Plan. 
Durable Medical Equipment shall mean equipment prescribed by a Physician, which meets all the following requirements: 
Is Medically Necessary and Appropriate; 
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Eligible Retiree shall mean each Employee who:  
1. is a Participant in the Plan during the 3-month period immediately prior to retirement from a Member Institution;  
2. was Actively At Work on the day prior to retirement; and  
3. meets the following age and service requirements:
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Enteral Formulae shall mean food administered through a tube placed in the nose, the stomach, or the small intestine. A tube in the 
nose is called a nasogastric tube or nasoenteral tube. A tube that goes through the skin into the stomach is called a gastrostomy or 
percutaneous endoscopic gastrostomy (PEG). A tube into the small intestine is called a jejunostomy or percutaneous endoscopic 
jejunostomy (PEJ) tube. 
ERISA shall mean the Employee Retirement Income Security Act of 1974, as amended from time to time. 
Essential Advocates shall mean a team of BCBSF health experts comprised of nurses, plan benefit specialists and community 
resources professionals that can assist You in pricing services and resolving claims. Essential Advocates are available 24 hours a day 
by calling 1-888-521-2583. 
Exclusions shall mean specific conditions or services that are not covered under the Plan. 
Experimental or Investigative shall have the meaning set forth in the Section entitled “Other Terms You Should Know” in Article 
Three. 
Experimental or Investigational Procedure shall mean any drug, device, procedure, service, or treatment that is the subject of 
ongoing Phase I or II clinical trials to determine maximum tolerated dose, toxicity, safety, efficacy, or efficacy as compared to other 
treatments. A drug, device, procedure, service, or treatment will not be considered experimental if it is the subject of ongoing Phase III 
clinical trials and the Covered Person meets the Phase III protocol requirements to participate. A drug, devic
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o Licensed Practical Nurse (L.P.N.) 
o Home Health Aide 
o Occupational and Physical Therapist 
o Licensed Vocational Nurse (L.V.N.) 
o Physical Therapist Assistant (P.T.A.) 
o Certified Occupational Therapist Assistant (C.O.T.A.); 

Private duty nursing services of a Registered Nurse (R.N.) or Licensed Practical Nurse (L.P.N.); 
Social work; and 
Nutrition services, including special meals. 
Home Infusion Therapy shall mean services that introduce a solution into the body through a vein. An infusion is the therapeutic 
introduction of a fluid other than blood into a vein. 
Hospice shall mean a public agency or a private organization, which provides care and services for Terminally Ill persons and their 
families. Such agency or organization must be qualified to receive Medicare payments, or satisfy the following requirements: 
Provides and has available 24 hours per day: 

o Palliative and supportive care for Terminally Ill persons; 

o Services which encompass the physical, psychological, and spiritual needs of Terminally Ill persons and their 
families; and 

o Acute Inpatient Care, Outpatient Care, and Home Health Care. Care and counseling must be furnished directly 
by, or under the arrangement of, such agency or organization. 

Has a medical director who is a Physician; 
Has an interdisciplinary team to coordinate care and services, which includes at least one Physician, one R.N., and one social worker; 
and 
Is licensed or accredited as a Hospice if the laws of the jurisdiction in which it is located allow for the licensing or accreditation of 
Hospices. 
Hospice Care shall mean care rendered by a Hospice in response to the special physical, psychological, and spiritual needs of 
Terminally Ill Covered Persons and/or their family members. 
Hospital shall mean an institution, which makes charges and is engaged primarily in providing Medical Care to sick and injured 
persons on an Inpatient basis at the Participant’s expense which fully meets all the requirements set forth below: 
It is an institution operating in accordance with the law of the jurisdiction in which it is located pertaining to institutions identified as 
Hospitals. It is primarily engaged in providing Medical Care of injured and sick persons by or under the supervision of a staff of 
Physicians or surgeons for compensation from its patients on an Inpatient basis. It continuously provides 24-hour nursing services by 
Registered Nurses and maintains facilities on the premises for major operative surgery. It is not, other than incidentally, a nursing 
home, a place for rest, a place for the aged, a place for the mentally ill or emotionally disturbed, or a place for the treatment of 
substance use disorder. 
It is accredited by the Joint Commission on Accreditation of Hospitals (JCAH) or is recognized by the American Hospital Association 
(AHA) and is qualified to receive payments under the Medicare program. 
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Injury 
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Medicare Part B shall mean Medicare-administered medical insurance that helps pay for certain Medically Necessary practitioner 
services and Outpatient Hospital Services and supplies not covered by Part A Hospital insurance of Medicare coverage. Physicians’ 
services are covered under Part B even if they are provided to a Covered Person in an Inpatient setting. 
Medicare Part D shall mean retail Prescription Drug benefits available to Medicare-eligible beneficiaries. 
Mental disorder as defined in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM) of the 
American Psychiatric Association is a syndrome characterized by clinically significant disturbance in an individual’s cognition, emotion 
regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental 
functioning. Mental disorders are usually associated with significant distress or disability in social, occupational, or other important 
activities. 
Mental Health Care Services shall mean services provided to treat a mental or nervous disorder such as neurosis, psychoneurosis, 
psychopathy, psychosis, or psychiatrics
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Audiologist 
Anesthesiologist 
Certified Nurse Practitioner 
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Prescription Drugs shall mean drugs or medicines obtainable only upon a Physician’s written prescription, including any medication 
compounded by the pharmacist that contains a prescription legend drug, insulin, and insulin needles and syringes. 
Preventive Care shall mean medical services aimed at early detection and intervention. 
Primary Care shall mean the basic, comprehensive, preventive level of health care typically provided by a person’s general or family 
practitioner, internist, or pediatrician. 
Primary Care Physician (PCP) shall mean a Physician, usually a family or general practitioner, internist, or pediatrician, who provides 
a broad range of preventive medical services and recommends patients to Specialists, Hospitals, and other Providers, as necessary. 
OB-GYN is considered a PCP. 
Private Duty Nursing Services 
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Specialists 
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RIDERS TO THE INDEPENDENT COLLEGES AND UNIVERSITIES BENEFITS ASSOCIATION, INC. 
MEDICAL, BEHAVIORAL HEALTH, AND PRESCRIPTION DRUG PLAN DOCUMENT 

 

Twenty-seven riders accompany this Plan.  

Depending upon Your Employer, these riders may or may not apply to You. 

It is important that You read the riders and determine whether they apply to You or not. 
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RIDER 1 – INDEMNIFICATION  

The Following Rider to The Independent Colleges and Universities Benefits Association, Inc. Medical, Behavioral Health, and 
Prescription Drug Plan Document amends the coverages of the Plan for the Participants, Dependents, and Beneficiaries for All 
Member Institutions: 

Barry University, Beacon College, The Bolles School, Central Florida AHEC, Corbett Preparatory School of IDS, Edward Waters 
University, Everglades AHEC, Florida Institute of Technology, Good Shepherd Episcopal School, Grace Episcopal Day School, 
Jacksonville Country Day School, Nova Southeastern University, Palm Beach Atlantic University, The Poynter Institute, Rollins 
College, Saint Edward’s School, Saint Paul’s School, Saint Leo University, Saint Stephen’s Episcopal School, San Jose Episcopal 
Day School, St. Thomas University, Tampa Preparatory School, Unity School, The University of Tampa, Warner University and 
Westminster Christian Private School, Inc. 

PURPOSE OF RIDER:  This Rider amends the Plan to specify the indemnification provisions that apply between ICUBA 
and the Member Institutions. For purposes of this Rider, ICUBA and each Member Institution are referred to individually 
as a “Party” and collectively as the “Parties.” 

I. INDEMNIFICATION. 

A. INDEMNIFICATION BY THE MEMBER. Notwithstanding anything to the contrary contained in the Membership and 
Adoption Agreement between the Parties (the “Agreement”) or any Plan documents and without prejudice to other rights 
that ICUBA or the Board may have under the Agreement, Plan documents, or applicable law, the Member (the “Member 
Indemnifying Party”) shall defend, indemnify and hold ICUBA, its officers, directors, employees and agents, the Board and 
its respective directors, and the Plan (each, an “ICUBA Indemnified Party” and collectively, the “ICUBA Indemnified 
Parties”), harmless from any and all liabilities and claims, including but not limited to damages, court costs, reasonable 
legal fees and costs of investigation, which arise from the Member Indemnifying Party’s (i) failure to perform (whether in 
whole or in part) any obligation required to be performed by the Member Indemnifying Party (or any person or 
representative designated by the Member Indemnifying Party) under the Agreement or any of the Plan documents; (ii) 
incorrect or incomplete data provided by the Member Indemnifying Party (or any person or representative designated by 
the Member Indemnifying Party) to ICUBA with regard to its Participants; (iii) a failure to follow the terms of the Plan or any 
of the Plan documents; or (iv) any breach of the Health Insurance Portability and Accountability Act (“HIPAA”) that occurs 
as a result of the Member Indemnifying Party’s actions or inactions; provided however, that (a) the Member Indemnifying 
Party shall not indemnify the ICUBA Indemnified Parties for any indirect, special consequential, or exemplary damages; 
and (b) the Member Indemnifying Party shall not indemnify the ICUBA Indemnified Parties for any Indemnified Damages 
that result from the ICUBA Indemnified Parties’ own fraud, misconduct, or gross negligence. 

B. INDEMNIFICATION BY ICUBA. Notwithstanding anything to the contrary contained in the Agreement or any Plan 
documents and without prejudice to other rights that the Member may have under the Agreement, Plan documents, or 
applicable law, ICUBA (the “ICUBA Indemnifying Party”) shall defend, indemnify and hold the Member, its officers, 
directors, employees and agents (each, a “Member Indemnified Party” and collectively, the “Member Indemnified Parties”), 
harmless from any and all liabilities and claims, including but not limited to damages, court costs, reasonable legal fees 
and costs of investigation, which arise from the ICUBA Indemnifying Party’s (i) a failure to perform (whether in whole or in 
part) any obligation required to be performed by the ICUBA Indemnifying Party (or any person or representative designated 
by the ICUBA Indemnifying Party) under the Agreement; (ii) a failure to follow the terms of the Plan or any of the ICUBA 
Plan documents; or (iii) any breach of HIPAA that occurs as a result of the ICUBA Indemnifying Party’s actions or inactions 
(collectively, the “Indemnified Damages”); provided, however, that (a) the ICUBA Indemnifying Party shall not indemnify 
the Member Indemnified Parties for any indirect, special consequential, or exemplary damages; (b) the ICUBA 
Indemnifying Party shall not indemnify the Member Indemnified Parties for any Indemnified Damages that result from the 
Member Indemnified Parties’ own fraud, misconduct, or gross negligence; and (c) the amount of any Indemnified Damages 
payable to the Member Indemnified Parties shall not exceed the amount, if any, that is recovered by ICUBA from insurance 
so that none of ICUBA’s assets are utilized in the payment of any such Indemnified Damages. 
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RIDER 22 – COVERED EXPENSES: EMERGENCY CONTRACEPTIVES 

The Following Rider to The Independent Colleges and Universities Benefits Association, Inc. Medical, Behavioral Health, and 
Prescription Drug Plan Document amends the coverages of the Plan for the Participants, Dependents, and Beneficiaries for the 
following Institutions: 

Beacon College, The Bolles School, Central Florida AHEC, Corbett Preparatory School of IDS, Edward Waters University, 
Everglades AHEC, Florida Institute of Technology, Grace Episcopal Day School, Jacksonville Country Day School, Nova 
Southeastern University, The Poynter Institute, Rollins College, Saint Stephen’s Episcopal School, San Jose Episcopal Day School, 
Tampa Preparatory School, Unity School, The University of Tampa, and Westminster Christian Private School, Inc. 

PURPOSE OF RIDER:  This Rider amends the Covered Expenses under the Plan. 

Generic emergency contraceptives with a quantity limit of two courses per plan year shall be covered at no out- of-pocket cost to 
eligible members. 
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RIDER 23 – LIMITATIONS AND EXCLUSIONS: ABORTION 

The Following Rider to The Independent Colleges and Universities Benefits Association, Inc. Medical, Behavioral Health, and 
Prescription Drug Plan Document amends the coverages of the Plan for the Participants, Dependents, and Beneficiaries for the 
following Institutions: 

Beacon College, The Bolles School, Central Florida AHEC, Everglades AHEC, Florida Institute of Technology, Nova Southeastern 
University, The Poynter Institute, Rollins College, Tampa Preparatory School, Unity School, and The University of Tampa 

PURPOSE OF RIDER:  The Plan recognizes a limited number of issues are of a sensitive political, theological, or 
academic nature. The Plan allows the individual Member Institutions to elect coverages with respect to these issues. 

ARTICLE EIGHT, LIMITATIONS AND EXCLUSIONS (ABORTION) 
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RIDER 26 – RELAXED DEADLINES FOR COVID 19 PANDEMIC 
The Following Rider to The Independent Colleges and Universities Benefits Association, Inc. Medical, Behavioral Health, and 
Prescription Drug Plan Document amends the coverages of the Plan for the Participants, Dependents, and Beneficiaries for the 
following Institutions: 
Barry University, Beacon College, The Bolles School, Central Florida AHEC, Corbett Preparatory School of IDS, Edward Waters 
University, Everglades AHEC, Florida Institute of Technology, Good Shepherd Episcopal School, Grace Episcopal Day School, 
Jacksonville Country Day School, Nova Southeastern University, Palm Beach Atlantic University, The Poynter Institute, Rollins College, 
Saint Edward’s School, Saint Paul’s School, Saint Leo University, Saint Stephen’s Episcopal School, San Jose Episcopal Day School, 
Tampa Preparatory School, Unity School, The University of Tampa, Warner University and Westminster Christian Private School, Inc. 

PURPOSE OF RIDER:  This Rider amends the Plan to specify relaxed deadlines for certain enrollments, claims 
submissions, appeals and COBRA-related events due to the COVID Pandemic. 
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