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IMPORTANT NOTICES

Your Benefits

This booklet describes your benefits.  Do not rely on statements made by individuals. The only authorized information 
concerning your benefits must be in writing from the Board of Trustees acting in their official capacity and whose sole 
decision regarding benefits is final. If you have any questions regarding your benefits, write to the Assistant Plan Manager 
and you will receive a written response.

The Trustees reserve the right to change or discontinue (1) the type and amounts of benefits under this Plan and (2) the 
eligibility rules, including those rules providing extended or accumulated eligibility, even if the eligibility has already been
accumulated.

GENERAL INFORMATION

This document describes the medical, dental, optical, disability, life insurance, hearing aid, COBRA, Legal, Professional
Education Benefit (PEB), Quality Improvement Educational Benefit (QI), HIPAA and ERISA benefits provided to you 
through the Voluntary Hospitals House Staff Benefits Plan (VHHSBP) for you and your covered dependent(s). The Plan 
described in this document is effective June 1, 2015, and replaces and supersedes all other summary plan descriptions 
previously provided to you. You should review it and also show it to those members of your family who are or will be 
covered by the Plan. It describes:

�  the coverage provided; 
�  the procedures to follow when submitting claims; and
�  your responsibilities to provide necessary information to the Benefits Office

Be sure to read the General Exclusions and Glossary sections as well as exclusions in the Medical, Dental, PEB, 
QI, Life, Accidental Dismemberment and Disability benefits sections. For Legal Services benefits, consult the 
General Benefits Summary section and separate legal brochure. 

*** Remember, not every expense you incur for health care is covered by the Plan. ***

Be sure to keep this document, along with notices of any Plan changes, and your SPD booklet in a safe and convenient 
place where you and your family can find and refer to them. For your convenience there will be a SPD booklet on the 
website: www.cirseiu.org

NOTICE OF GRANDFATHERED HEALTH PLAN

VHHSBP believes it is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable 
Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health 
coverage that was already in effect when that law was enacted.  Being a grandfathered health plan means that your plan 
may not include certain consumer protections of the Affordable Care Act that apply to other plans, for example, the 
requirement for the provision of preventive health services without any cost sharing.  However, grandfathered health plans 
must comply with certain other consumer protections in the Affordable Care Act, for example, following the appeals 
process. 

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what 
might cause a plan to change from grandfathered health plan status can be directed to the Assistant Plan Manager at the 
Plan Office at 212-356-8180.  You may also contact the Employee Benefits Security Administration, U.S. Department of 
Labor at 1-866-444-3272 or http://www.dol.gov/ebsa/healthreform/. This website has a table summarizing which 
protections do and do not apply to grandfathered health plans.
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June 1, 2015
Dear Participant:

We are pleased to present you with this Summary Plan Description (SPD). The SPD 
describes the benefits available to you through the Voluntary Hospitals House Staff 
Benefits Plan (VHHSBP) of the Committee of Interns and Residents (CIR).  The SPD is 
intended as a summary of your benefits. For additional details about each benefit, check 
the Plan document at the Benefits Department at 520 Eighth Ave, Suite 1200, New York, 
NY 10018, call the insurance carrier furnishing the benefit (e.g. Empire Blue Cross Blue 
Shield at 1-800-553-9603) or call or e-mail the Benefits Plan Office at (212) 356-8180 or 
benefits@cirseiu.org.

VHHSBP (the Plan) is a joint labor-management employee benefit trust fund, financed by 
contributions fixed by Collective Bargaining or other written agreements, and
administered by an equal number of Trustees designated by the contributing Employers 
and by the Union pursuant to an Agreement and Declaration of Trust (Trust Agreement) 
which may be amended from time to time. The Trust Agreement gives the Board of 
Trustees authority and discretion to determine benefits, and the Trustees have 
accordingly adopted this plan of benefits described in this SPD. Under the Trust 
Agreement and the Plan document, the Trustees may, in their discretion, revise, 
discontinue, improve, reduce, modify or make changes in the plan, the types and 
amounts of benefits provided, coverage and eligibility provisions, conditions and rules at 
any time. In carrying out their responsibilities under the Plan, the Board of Trustees or its 
delegate, other Plan fiduciaries, and the insurers or administrators of the Plan, have full 
discretionary authority to interpret the terms of the Plan and to determine eligibility and 
entitlement to Plan benefits in accordance with the terms of the Plan. Any interpretation 
or determination made under that discretionary authority will be given full force and 
effect, unless it can be shown that the interpretation or determination was arbitrary or 
biased. Any questions of interpretation, construction, application or enforcement of the 
terms of the Plan and this SPD and all determinations on benefit claims and appeals are 
subject to the discretion of the Board of Trustees, whose determinations are final and 
binding.  

The VHHSBP is currently funded by these voluntary employers: Boston Medical Center, 
Bronx-Lebanon Hospital Center, Brookdale University Hospital and Medical Center, 
Brooklyn Hospital Center, CarePoint Health Christ Hospital, CarePoint Health- Hoboken 
University Medical Center, CIR and HSBP Employers, Flushing Hospital Medical Center, 
Institute for Family Health-Harlem, Interfaith Medical Center, Jamaica Hospital, 
Kingsbrook Jewish Hospital, Maimonides Medical Center, New York Methodist Hospital, 
Montefiore Medical Center North, St. Barnabas Hospital, St. Johnʼs Episcopal Hospital, 
St Lukeʼs-Roosevelt Hospital Center, and Wyckoff Heights Medical Center.  The 
VHHSBP receives its funds pursuant to the terms of the collectively bargained 
agreements (CBA) negotiated by CIR on your behalf.  The CBAs require your employer 
to make contributions into the Plan at a fixed rate per house staff officer or, in the case of 
CIR and HSBP, per employee.

This SPD and the detailed Plan document describe the benefits to which you and your 
eligible dependent(s) are entitled, eligibility guidelines, rules and regulations, procedures 
to follow to obtain benefits, and information provided in compliance with government 
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regulations under the Employee Retirement Income Security Act of 1974 (ERISA),
COBRA, and other regulations.  The operation of the Plan is governed by the Plan 
documents. For more information about the plan documents, refer to the section, 
“Statement of Rights under ERISA.”  Medical benefits are self-insured and administered 
by Empire and has a separate Insurance certificate. Prescription benefits are self-insured 
and administered by Express Scripts, Hearing benefit is self-insured and administered by 
EPIC Hearing. Dental, Vision, Long Term Disability and Life Insurance are insured 
through their respective carriers and have separate Insurance certificates.  The benefits 
described in this booklet are not a complete benefit comparison or contract, and should 
only be viewed as a brief summary to assist you in understanding your benefits.  A 
detailed benefits description, including coordination of benefits, limitations and 
exclusions, and claims and appeals is contained within each of the insurersʼ Certificate of 
Insurance or the Empireʼs Blue Cross Blue Shield DirectShareSM POS Plan Booklet.  
The terms, conditions, limits and exclusions shown in the Certificate of 
Insurance/Coverage shall govern.  If you would like a copy of the Certificates, please 
contact the Planʼs Benefit Office at benefits@cirseiu.org or via phone (212) 356-8180.

This SPD does not create a contract of employment.  The Plan makes no representation 
that employment with a contributing employer represents lifetime security or a guarantee 
of continued employment.  Further, your eligibility or rights to benefits under this Plan 
should not be interpreted as a guarantee of employment. The Board of Trustees, as Plan 
Sponsor, intends that the terms of this Plan described in this document, including those 
relating to coverage and benefits, are legally enforceable, and that the Plan is maintained 
for the exclusive benefit of participants, as defined by law. 

We urge you to read this booklet carefully and keep it handy. The Trustees believe that 
your benefits will be a valuable asset to you and your family.  If you have any questions 
regarding this material, please contact the VHHSBP Office at benefits@cirseiu.org or via 
phone (212) 356-8180.

Sincerely,

BOARD OF TRUSTEES
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BENEFITS BY HOSPITAL - COMPARISON CHART

Hospitals -
Benefit

NY/NJ
Voluntary 
Hospitals1

Boston 
Medical
Center

CIR,
HSBP
Staff

Montefiore
North

St. 
Barnabas 
Hospital

Bronx 
Lebanon, 
Wyckoff, 

Brookdale

Medical Benefits √ √ √

Prescription 
Benefits √ √ √

Dental Benefits √ √

Optical Benefits √ √

Life Insurance √ √

Short Term 
Disability Benefit √ √ √ √

Accidental 
Dismemberment

Insurance
√ √

Long Term 
Disability
Insurance

√ √ √ √

Legal Services
Benefits √ √ √ √

Hearing Aid
Benefits √ √

PEB √ √

QI Training √ √ √ √ √ √

Employee 
Assistance 

Program (EAP) 
√ √

Future Moms √ √ √

                                                                   1NY/NJ Voluntary Hospitals

1) Brooklyn Hospital Center 7) New York Methodist Hospital
2) CarePoint Health – Christ Hospital 8) Jamaica Hospital
3) CarePoint Health - Hoboken University Medical Center 9)  Kingsbrook Jewish Hospital
4) Flushing Hospital Medical Center 10) Maimonides Medical Center
5) Institute for Family Health – Harlem                    11) St. Johnʼs Episcopal Hospital

             6) Interfaith Medical Center 12) St. Lukeʼs Roosevelt Hospital Center
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VHHSBP GENERAL BENEFITS SUMMARY

Medical – Administered by Empire Blue 
Cross Blue Shield Direct Share Point of 
Service (POS)
Group# - 720070
Website – www.empireblue.com
Customer service – (800) 553-9603
CIR Website – www.cirseiu.org

For Member/Spouse/Dependent

IN-NETWORK OUT-OF-NETWORK

                   1) Online Doctor Visits
                 2) Doctor Office Visits
                 3) Specialist Office Visits

1) $20 per visit
2) $20 per visit
3) $20 per visit

You must meet your annual 
deductible first.  Then Empire will pay 
20% of the allowed amount

Deductible

Coinsurance N/A

Deductible
• $100 Individual / $200 Family

Coinsurance
• 20% Coinsurance of allowed 

amount after deductible is met

Annual Out-of-Pocket Maximum (AOPM)

Lifetime Maximum
N/A

Annual Out-of-Pocket Max
• $500 per person of Reasonable & 

Customary charges (Deductible 
included)

Lifetime Max
• Unlimited (Reasonable & 

Customary)

Dental – Insured by Guardian
(Choice of Two Plans)
Group# G417733
Website – www.guardianlife.com
Customer service – (888) 600-1600
CIR Website – www.cirseiu.org

For Member/Spouse/Dependent

IN-NETWORK OUT-OF-NETWORK

Managed DentalGuard (MDG)
1) Preventative & Basic Services
2) Major Services
3) Orthodontic Services
4) Annual Maximum

1) 100%
2) Fixed Cost
3) Estimated at $3,100
4) Unlimited

Not Covered

DentalGuard Preferred (DGP)
1) Preventative 
2) Basic Services
3) Major Services
4) In-Network Annual Maximum
5) Orthodontic services

1) 100%
2) 80% Variable
3) 50% Variable
4) $2,000
5) Not covered

                   4) $1,000
                   5) Not covered

NOTE: SPD is a quick reference guide to your benefits through the VHHSBP.  For additional details see the 
Plan Documents.  A detailed benefits description, including coordination of benefits, limitations and exclusions, 
and claims and appeals is contained within Empire or Guardianʼs Certificate of Insurance/Coverage.  The 
terms, conditions, limits and exclusions shown in the Certificate of Insurance/Coverage shall govern.  If you 
would like a copy, please contact the Plan
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VHHSBP GENERAL BENEFITS SUMMARY – CONTINUED

Pharmacy (Rx) – Insured by 
Express Scripts Incorporated 
(ESI)
Group# K4DA
Website – www.express-
scripts.com
Customer Service –
(866) 439-3658
CIR Website – www.cirseiu.org

For Member/Spouse/Dependent 

IN-NETWORK OUT-OF-NETWORK

Retail
1) Generic
2) Brand
3) Non-Formulary

1) $5   for 30 day supply
2) $15 for 30 day supply
3) $30 for 30 day supply

Reimbursements minus 
copay only

Mail Order
1) Generic
2) Brand
3) Non-Formulary

1) $10 for 90 day supply
2) $30 for 90 day supply
3) $60 for 90 day supply

N/A

Vision – Insured by Davis Vision 
Group# 2189
Website – www.davisvision.com
Customer Service –
(877) 923-2847
CIR Website – www.cirseiu.org

For Member/Spouse/Dependent 

IN-NETWORK OUT-OF-NETWORK

Eye exam Free every July 1

Covered up to $40Contact Lens Evaluation & Fitting 
Fee Every July 1 at 15% discount

Spectacle Lenses Free every July 1

Covered up to $60 for 
materials reimbursement

Frames

Covered EVERY OTHER July 1. 
• $0 copay for Fashion Frame selection
• $15 copay for “Designer” Frame 

selection
• $40 copay for “Premier” frame 

selection

Contact Lenses $100 allowance towards supplies plus 15% 
off the balance

Mail Order Discount for contact lenses at
www.LENS123.com

Discount for contact lenses 
at www.LENS123.com

Hearing Aid – Self-insured by 
VHHSBP
Administered by EPIC
Customer Service
(866) 956-5400
CIR Website – www.cirseiu.org

For Member/Spouse/Dependent

IN-NETWORK ONLY

Maximum per Plan Year $1,500 per ear per lifetime

8 9



10

Short-Term Disability –
Self-insured by VHHSBP
Benefit Office – (212) 356-8180
CIR Website – www.cirseiu.org

For Member Only

Weekly Income Benefit 60% of basic weekly salary up to $692

Maximum Weekly Benefit 
Payment Period

Up to 26 weeks after 7th day minus integrated income (New York State 
income, etc.)

Long-Term Disability 
Insured by Guardian 
Group# 348566
Benefits Office – (212) 356-8180
CIR Website – www.cirseiu.org

For Member Only

Maximum Monthly Benefit and
Payment Period

60% of monthly earnings to a max of $3,500 up to age 65. Up to five years 
of coverage for mental health and/or substance abuse, non-hospitalized and 
emotional disorders.

Life Insurance
Insured by Guardian
Group# 348566
Benefit Office – (212) 356-8180
CIR Website – www.cirseiu.org

For Member/Spouse or Registered Domestic Partner

Member Spouse or Registered 
Domestic Partner only

Term Life $125,000 $20,000

Accidental Dismemberment $50,000 N/A

Legal Service (CIRLS) 
Self Insured by VHHSBP
Legal Office – (212) 356-8195
CIR Website – www.cirseiu.org

For Member/Spouse/Dependent

CIR Legal Department

Free Medical Licensure, immigration, landlord tenant problems, family matters, consumer protection, wills, 
powers of attorney, estate matters, bankruptcy, credit rating, name changes, unemployment benefits, document 
review and criminal matters (limited coverage). For more details, please refer to the website or Plan Benefit 
Office for a copy of the CIRLS benefits brochure.

Future Moms – Insured by 
Empire
Customer Service – (800) 828-
5891
Website: www.empireblue.com

For Member/Spouse/Dependent

IN-NETWORK OUT-OF-NETWORK

Maternity Care

• Enroll as soon as you find out youʼre 
pregnant  - FREE

• 24/7 access to talk to a nurse coach –
FREE

• Receive a maternity care diary - FREE
• Guide to a Healthy Pregnancy – FREE
• Access to dietitians, pharmacists and 

social workers as needed - FREE

N/A
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Employee Assistance Program 
(EAP) – Insured by Guardian –
100% CONFIDENTIAL
Customer Service 800-386-7055
Website – www.ibhworklife.com
Username: Matters
Password: wlm70101

For Member/Spouse/Dependent

BENEFIT

• Behavioral Health Counselors
• Behavioral Health Consumer 

Information
• Chat with a Counselor
• Email a Counselor
• WorkLife Resources: 

(Balancing, Thriving, Working, 
Living, Relaxation Videos, 
Yoga@Work Videos, 
Recognizing Stress Videos, 
Parenting, Aging)

24 HOURS / 7 DAYS A WEEK
CONFIDENTIAL 
FREE ACCESS

Professional Education Benefit 
(PEB) – Insured by VHHSBP
Benefit Office – (212) 356-8180
Website – www.cirseiu.org

For Member Only

BENEFITS

Eligible Hospitals
1. Bronx-Lebanon Hospital Center
2. Brookdale University Hospital and Medical Center
3. St. Barnabas Hospital
4. Wyckoff Heights Medical Center

Eligible Benefits

• All items must be work-related and medical in nature
• Audio & videos tapes, DVDs, CDs, MP3s
• Board Exam Fees
• Book and eBooks
• Dues & Journals for Medical Specialty Societies
• Equipment (i.e.: scrubs, stethoscope, etc.)
• License Application and Examination Fees
• Software or electronic medical apps
• Mobile electronic Medical Devices 

o Tablet Computer, 
 iPad, 
 Laptops: MacBook, Dell, HP 

o Smart Phones:
 iPhone, Samsung Galaxy – 75% reimbursed

• No reimbursement if purchased in the last 6 months of your 
residency

$650 Annual Reimbursement
1. Brookdale University Hospital and Medical Center
2. St. Barnabas Hospital
3. Wyckoff Heights Medical Center

$450 Annual Reimbursement 1. Bronx-Lebanon Hospital Center

Education Purchases Improve language skills that are utilized in performing current job 
assignments, duties or responsibilities

Rosetta Stone
• Choice of language must relate to current work assignment
• Qualify for only one course or program in each Plan Year from July 1 –

June 30

Rosetta Stone Maximum Benefit • $125 per plan year

11
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Quality Improvements (QI)
Insured by VHHSBP
Benefits Office – (212) 356-8180
CIR Website – www.cirseiu.org

For Member Only

BENEFITS

Types of Quality Improvements 
Conferences

1. QI/Patient Safety Conference
• $100,000 funding per plan year July 1 – June 30
• The Plan will fund a series of QI/Patient Safety Learning Events to 

disseminate QI/ Patient Safety resource information
• All covered employees will be invited to attend the events and will 

be able to access resources created.
• There will be no registration fee for eligible covered employees

to attend these events or to access QI/Patient Safety resource
information.

2. QI/Patient Safety Education and Training Scholarships
• Scholarships will be awarded for eligible covered employees
• Up to $3,000 reimbursement to attend one Patient Safety

Education and Training Program
• Claim form: QI Training & Education Scholarship Application

List of U.S. sponsored events:
1. Agency for Healthcare Quality and Research (AHRQ) Annual 

Conference
2. American Association of Medical Colleges (AAMC) Integrating 

Quality Conference
3. American College of Medical Quality (ACMQ) Annual Meeting
4. Annual Quality and Safety Educators Academy (QSEA)
5. Association for Graduate Medical Education (ACGME) Annual 

Conference
6. Institute for Healthcare Improvement (IHI) Annual National 

Forum on Quality Improvement in Healthcare, or other IHI 
events

7. Lown Institute Annual Conference
8. National Association for Health Quality (NAHQ) Annual 

Educational Conference
9. National Quality Forum (NQF) Annual Conference
10. NPSF National Patient Safety Conference
11. Telluride Patient Safety Roundtable
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ELIGIBILITY
Effective Date of Eligibility 

If you commence employment and complete an enrollment form at Brookdale University Hospital and Medical 
Center, CarePoint Health – Christ Hospital, CarePoint Health – Hoboken University Medical Center, Flushing 
Hospital Medical Center, Institute for Family Health - Harlem, Jamaica Hospital, St. Johnʼs Episcopal Hospital, 
St. Lukeʼs-Roosevelt Hospital Center or CIR or HSBP:

• You and your eligible dependent(s) will become eligible on your first day of work. 
• Residents who rotate off a VHHSBP payroll and rotate back will be able to recommence immediately. 

If you commence employment at Boston Medical Center, Bronx-Lebanon Hospital Center, Brooklyn Hospital 
Center, Interfaith Medical Center,  Kingsbrook Jewish Hospital, Maimonides Medical Center, Montefiore 
Medical Center North, New York Methodist Hospital, St. Barnabas Hospital, or Wyckoff Heights Medical Center 
and complete an enrollment form, the following rules apply: 

• If you start working and go on your employerʼs payroll between the 1st of the month and the 15th of the 
month and contributions are required to be made to this Plan on your behalf, you will become eligible 
for benefits on the day you commence working.  

• If you start working and go on your employerʼs payroll between the 16th of the month and the last day 
of the month and contributions are required to be made to this Plan on your behalf, you will become 
eligible for benefits on the first of the following month. Residents who rotate off a VHHSBP payroll and 
rotate back will be able to recommence immediately.

Enrollment Information 

• You and your eligible dependent(s) may receive the following benefits (depending on your employer
and the number of hours you work): medical, prescription, dental, vision, life insurance, short and long 
term disability, accidental dismemberment, hearing aid, legal services, EAP, Future Moms, PEB and 
QI. By completing an enrollment form and working at least 20 hours per week, you will automatically 
be enrolled in these benefits, at no cost to you (depending on your employer and the number of hours 
you work). Follow the instructions on the enrollment form to complete your enrollment.

• This form must be received by the Plan Office within 31 days of the date you start working. If 
the completed form is received within the necessary time frame, benefits are effective as described 
above.  If you do not enroll when first eligible, you will be able to enroll during one of the two Open 
Enrollment periods offered by the Plan, or if you are eligible for Special Enrollment (as described later 
in this section).  

• Any information that you provide about yourself and/or eligible dependent(s) will be kept strictly 
confidential. Attach clear copies of any legal documents that need to accompany your enrollment form 
(do not send originals).  For details regarding each benefit, refer to this Summary Plan Description 
(SPD), visit us online at www.cirseiu.org or contact the Benefits Office at (212) 356-8180.  

A person who is not duly enrolled has no right to any coverage for benefits or services under this Plan.  

Coordination of Benefits

• No individual may be covered under this Plan both as an employee and as a dependent, nor may any 
dependent(s) child be covered as the dependent(s) of more than one employee.

• In cases where employees are married to each other and have eligible dependent(s), the Plan will 
designate as primary the employee whose birthday comes earlier in the year. 

• The secondary employee will remain as primary for employee only benefits, for life insurance and 
disability. 

• Medical, prescription, dental and vision coverage will be covered under the primary member.
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Dependent(s) Eligibility

• Your spouse and dependent child(ren) are eligible for the same benefits as you, at no cost to you, with 
the exception of Short Term Disability, Long Term Disability, and Accidental Dismemberment Benefits.  
Term life insurance in the amount of $20,000 is available to your enrolled spouse or registered 
domestic partner only. 

• Coverage of your eligible dependent(s) begins on the same day your coverage begins as long as you 
enroll them when you complete your enrollment form and provide sufficient proof of eligibility.

• We will not provide benefits to your eligible dependent(s) without a completed enrollment form 
and the required documents.

Your eligible dependent(s) include:
• Your spouse
• Your dependent child(ren)
• Your registered domestic partner (see below for specific details)

For the purposes of this Plan, a dependent child is any child(ren) (whether married or unmarried), up to their 
26th birthday (end of calendar year), including:

• your biological child;
• your legally adopted child or a child placed for adoption (placed for adoption assumes retention by the 

Participant of a legal obligation for total or partial support of such child in anticipation of adoption);
• a step-child or foster-child;
• your domestic partnerʼs child
• an unmarried individual whom the employee has legal guardianship under a court order and who is 

eligible for tax-free health coverage as a “qualifying child” or “qualifying relative” under the Internal 
Revenue Code Section 152(c) or 152(d) or who will be claimed as a dependent on the employeeʼs tax 
return each plan year for which coverage is provided;

• A child named as an “alternate recipient” under a Qualified Medical Child Support Order.

A spouse or child of a Dependent Child is not eligible for coverage under the Plan.

Child(ren) will be covered up to the end of the year they turn 26 years old for medical, prescription,
dental, hearing and vision benefits.  

Unmarried Disabled Dependents(s)
• Unmarried disabled dependent(s) regardless of age who are incapable of self-sustaining employment by 

reason of mental illness, developmental disability, mental retardation (as defined in the mental hygiene 
law), or physical handicap, and who became disabled prior to reaching the age limit of the Plan can 
continue to stay on coverage.

• Medical, prescription, dental, hearing and vision coverages shall not terminate while the employeeʼs 
coverage remains in effect, and the dependent(s) remains disabled and is chiefly dependent on the 
employee for support and maintenance.

• The employee must submit proof of such dependentʼs incapacity within 31 days of dependentʼs 
attainment of age limit.

Enrolling Eligible Dependent(s)

Enroll Spouse
1) Complete an enrollment form
2) Provide your spouseʼs name, social security number 
3) Provide a copy of your marriage certificate or a current tax return
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Enroll Dependent Child(ren)
1) Complete an enrollment form 
2) Provide the child(ren) full name(s)
3) Social Security Number for each child(ren)
4) Attach a copy of their birth certificate

Enroll Child(ren) Who Are Adopted/Guardianship  
1) Complete an enrollment form
2) Provide the child(ren) full name(s)
3) Social Security Number for each child(ren)
4) Attach a copy of their birth certificate
5) Attach a copy of their Adoption or guardianship papers 

Enroll Stepchild(ren)
1) Complete an enrollment form 
2) Provide the child(ren) full name(s) 
3) Social Security Number for each child(ren)
4) Attach a copy of their birth certificate
5) A copy of your marriage certificate between you and the child(ren)ʼs parent

Without the above documentation your dependent(s) will NOT have benefit coverage.

Enroll Domestic Partner
1. You must complete an enrollment form and a Domestic Partnership Application furnished by VHHSBP. 
2. If you do not enroll your domestic partner during your initial enrollment in the Plan, you will be able to enroll 

them during one of the two Open Enrollment periods (July or December).
3. You must provide proof that you are registered as domestic partners in the City of New York. 
4. The domestic partnership application must be signed by both partners and notarized. 
5. By law you are responsible for paying taxes on the value of your domestic partner benefit. 
6. You will be notified of the amount by your employer towards the end of the year. 
7. The value of your domestic partner benefits are approximately $5,000 per year.  
8. Without this documentation your partner will NOT be covered.

Opposite and/or Same Sex Domestic Partnerʼs Coverage
Same Sex Domestic Partnerships Coverage Hospitals

Bronx-Lebanon Hospital 
Center

CarePoint Health -
Christ Hospital

Flushing Hospital and 
Medical Center Jamaica Hospital

Montefiore Medical Center
North

New York Methodist 
Hospital St. Barnabas Hospital Wyckoff Heights Medical 

Center

Same Sex & Opposite Sex Domestic Partnerships Coverage Hospitals
Brookdale Hospital

Medical Center
Brooklyn Hospital 

Center
CarePoint Health –
Hoboken University 

Medical Center
Interfaith Medical Center

Kingsbrook Jewish 
Hospital

Maimonides Medical 
Center

St. Johnʼs Episcopal 
Hospital

St. Lukeʼs-Roosevelt 
Hospital Center

CIR and HSBP Employers
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CHANGE IN FAMILY STATUS
You should notify the VHHSBP Office within 31 days by completing a Change Form and send to 
benefits@cirseiu.org when you have a change in family status and/or want to change your life insurance 
beneficiary.  A change in family status occurs when:

• You get married.
• You commence a qualified domestic partnership relationship.
• A child is born, adopted or placed for adoption.
• A death occurs in your family.
• You are legally separated, divorced, your marriage is annulled, or you terminate your domestic 

partnership relationship.
• Your child is legally separated, divorced, or their marriage is annulled.  

Other Changes

You should notify the VHHSBP Office within 31 days by completing a Change Form and send it to
benefits@cirseiu.org when any of the following occurs:

• You change your name.
• You change your address.
• You move out of your health or dental planʼs coverage area.
• You receive or change your Social Security Number.
• Your dependent child(ren) reaches the Planʼs age limit for dental and vision benefits 
• Your dependent child(ren) becomes physically or mentally handicapped. 
• You or your eligible dependent(s) becomes enrolled in, or loses coverage under Medicare.
• You or your eligible dependent(s) becomes enrolled in, or loses coverage under another medical or 

dental plan.
• Social Security disability benefits are awarded or terminated for you or your eligible dependent(s).

All changes in status require copies of the appropriate documents to be attached to the Change Form
before returning the Change Form back to the Plan Office at benefits@cirseiu.org. Without the appropriate 
document(s) the benefits coverage may be disrupted.

Newborn Child(ren) (Special Rule for Coverage)
• A newborn baby or an adopted baby (see exceptions below) will automatically be covered under the plan if 

you have family coverage through the first 31 days of the childʼs birth.

• You will need to complete an Change Form within 31 days of birth or adoption in order to continue the 
coverage beyond the 31 days.

• If you do not have family coverage
o Complete a Change Form and send it to benefits@cirseiu.org within 31 days from the date of birth to 

change to family coverage

• The Plan will provide retroactive coverage during this period, provided you submit the appropriate forms and 
documentation.

• Otherwise, coverage will begin during the next Open Enrollment period which is July and December.

Adopted newborns will not be covered from the moment of birth if:
• The infant has coverage from one of the natural parents for the newbornʼs initial hospital stay;
• A notice revoking the adoption has been filed; or
• One of the natural parents revokes their consent to the adoption.
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OPEN ENROLLMENT
This Plan has an Open Enrollment period twice each year on January 1st and July 1st. The enrollment for most 
participants is July 1st. However, if you have not enrolled yourself and/or your dependent(s) when you are first 
eligible for coverage within 31 days of your hire date, you may enroll yourself and your eligible dependent(s) during 
either of the Open Enrollment periods.  During Open Enrollment, you will also be able to switch between dental 
options.

Opt-Out

• If you elect not to participate in the VHHSBP you will be opting-out of all your benefits for yourself and all 
your eligible dependent(s) which include: Medical, Prescription, Dental, Hearing Aid, QI, Vision, Life Insurance, 
Short and Long Term Disability, and Legal Service benefits. You will be required to complete an Opt-Out Form 
and provide proof of other coverage.  Remember, that a dependent(s) may not be enrolled for coverage unless 
you (the employee) are also enrolled. 

• If you elect not to cover your dependent(s) under the VHHSBP they will be opting-out of their benefits which 
include: Medical, Prescription, Dental, Hearing Aid, Vision, Life Insurance, and Legal Services. If you initially 
enrolled your dependent(s) and later wish to dis-enroll any or all of your dependent(s), your (s) will be required to 
complete an Opt-Out Form and provide proof of other medical coverage.

• If, at a later date, you want the coverage you declined for yourself and/or your dependent(s), you may enroll only 
under the special enrollment provisions described below or during the Open Enrollment periods in January and 
July of each year. 

• Note that no additional compensation is paid to you if you waive/decline benefit coverage.

Special Life Event Enrollment 

If you did not enroll during July or January and have a Special Life Event you will have up to 31 days from 
the event to submit an Eligibility Update Form for the following events:

• Marriage
• Birth
• Adoption or placement for adoption
• Loss of medical coverage from another health insurance coverage

Once the Benefit Office receives your Eligibility Update Form within the 31 days your benefits will be 
retroactive back to the date of the event.

If you did not enroll yourself or your dependent(s) in the Plan when first eligible, you may enroll yourself or 
your dependent(s) if they have coverage through Medicaid or a State Child(ren)ʼs Health Insurance 
Program (SCHIP) and lose eligibility for that coverage. 

In addition, you may also enroll yourself and/or your dependent(s) in this plan if you and/or they become 
eligible for a premium assistance program through Medicaid or SCHIP. However, you must request 
enrollment within 60 days after the loss of coverage through Medicaid or SCHIP or eligibility for a premium 
assistance program through Medicaid or SCHIP. 

To submit your Special Life Event information or obtain more information, contact:

520 Eighth Avenue, Suite 1200, 
New York, New York 10018

Phone:  (212) 356-8180    
Fax:  (212) 356-8181

Email: benefits@cirseiu.org
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QUALIFIED MEDICAL CHILD SUPPORT ORDERS 
(QMCSO)

A Qualified Medical Child Support Order is a court judgment, decree or order that creates or recognizes the 
rights of a child, also called the “alternate recipient,” to receive benefits under a group health plan. The 
QMCSO typically:

• Designates one parent to pay for a childʼs health plan coverage;
• Indicates the name and last known address of the parent required to pay for the coverage and the 

name and mailing address of each child covered by the QMCSO;
• Contains a reasonable description of the type of coverage to be provided under the designated 

parentʼs health care plan or the manner in which such type of coverage is to be determined;
• States the period for which the QMCSO applies; and
• Identifies each health care plan to which the QMCSO applies.

An order is not a QMCSO if it requires the Plan to provide any type of benefit that the Plan does not otherwise 
provide, except as required by a stateʼs Medicaid-related child support laws.  For a state administrative agency 
order to be a QMCSO, state statutory law must provide that such an order will have the force and effect of law, 
and the order must be issued through an administrative process established by state law.

If the Plan determines that the Order is a QMCSO, and if the employee is covered or eligible for coverage by 
the Plan, the parents and each child will be advised of the procedures to follow in order to provide coverage to
the Dependent Child(ren).

Enrollment Related to a Valid QMCSO

If the Plan determines a QMCSO is valid, it will accept enrollment of the alternate recipient as of the earliest 
date following the date the Plan determined the order was valid, without regard to typical enrollment 
restrictions.

• If the employee is already a Participant, the QMCSO may require the Plan to provide coverage for the 
employeeʼs dependent child(ren) and to accept contributions for that coverage from a parent who is not a 
Plan participant. The Plan will accept a Special Enrollment of the alternate recipient specified by the 
QMCSO from either the employee or the custodial parent. Coverage of the alternate recipient will become 
effective as of the date specified on the QMCSO or if not specified, the first day of the month after the 
Special Enrollment request is received. 

• If the employee is not a Participant when the QMCSO is received and the QMCSO orders the employee to 
provide coverage for the alternate recipient, the Plan will accept a Special Enrollment of the employee and 
the alternate recipient specified by the QMCSO. Coverage of the employee and the alternate recipient will 
become effective as of the date specified on the QMCSO, or if not specified, the first day of the month after 
the Special Enrollment request is received. 

• Coverage will be subject to all terms and provisions of the Plan, including any, limits on selection of 
provider and requirements for authorization of services, as permitted by applicable law.

Generally coverage under the Plan terminates for an alternate recipient when the period of coverage required 
under the QMCSO ends or for the same reasons coverage terminates under the Plan for other dependent
child(ren).  When coverage terminates, alternate recipients may be eligible for COBRA Continuation Coverage.  
For COBRA eligibility and enrollment requirements, see the COBRA section of this document.   

For additional information regarding the Planʼs procedures for administration of QMCSOs, contact the Benefits
Office.
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TERMINATION AND EXTENSION OF COVERAGE
Termination of Coverage: When Coverage Ends

Your coverage ends on the last day of the month in which:

• your employment ends; or
• you are no longer eligible to participate in the Plan.

Coverage of your covered dependent(s)s ends on the last day of the month in which:

• your own coverage ends; or
• your covered spouse or dependent child(ren) no longer meet the definition of spouse or dependent

child(ren).

Your coverage may be terminated retroactively (rescinded) due to any of the following:

• in cases of fraud or intentional misrepresentation 
• due to non-payment of premiums (including COBRA premiums)

In all other cases, the Plan will provide you with a 30-day advance written notice prior to the date of the 
rescission of your coverage. 

Failure to provide complete, updated and accurate information to the Plan Office on a timely basis regarding 
your marital status, employment status of a spouse or child, the existence of other coverage or, in the case of 
adult child(ren), eligibility for other employer-sponsored coverage constitutes intentional misrepresentation of 
material fact to the Plan. 

You, your Spouse, or any of your Dependent Child(ren) must notify the Plan no later than 60 days after:

• The date your Spouse ceases to meet the Planʼs definition of Spouse (such as in a divorce);
• The date on which your Dependent Child ceases to meet the Planʼs definition of Dependent(s) (such 

as when the Dependent Child reaches the Planʼs limiting age or the Dependent(s) Child ceases to 
have any physical or mental handicap);

Failure to give the Plan timely notice will cause your Spouse, and/or Dependent Child(ren) to lose their 
right to obtain COBRA Continuation Coverage or will cause the coverage of a Dependent Child to end when it 
otherwise might continue because of a physical or mental handicap. If you fail to provide notice to the Plan and 
your dependent(s) remains covered, you will be responsible for reimbursing the Plan for any claims or any 
premiums that are paid on behalf of your dependent child(ren), spouse, or domestic partner who is no longer 
an eligible Dependent(s).

If you have questions about the definitions used in this section, please refer to the section on Eligibility earlier 
in this book, or email or call the Plan Office @ benefits@cirseiu.org or (212) 356-8180.

Certificate of Creditable Coverage

When your coverage ends you and/or your covered dependent(s) are entitled by law to, and will be provided 
with, a certificate of creditable coverage. Certificates of creditable coverage indicate the period of time you 
and/or your dependent(s) were covered under the Plan (including, if applicable, COBRA coverage), as well as 
certain additional information required by law. This certificate may be necessary if you and/or your 
dependent(s) become eligible for coverage under another group health plan, or if you buy for yourself and/or 
your covered dependent(s) a health insurance policy within 63 days after your coverage under this Plan ends.

This certificate will be provided to you shortly after the Plan knows, or has reason to know, that coverage 
(including COBRA coverage) for you and/or your covered dependent(s) has ended.
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The certificate will be sent to you (or to any of your covered dependent(s)) by first class mail shortly after your 
or their coverage under this Plan ends.  If you (or any of your covered dependent(s)) elect COBRA coverage, 
another certificate will be sent to you (or them if COBRA coverage is provided only to them) by first class mail 
shortly after the COBRA coverage ends for any reasons.

You can also contact the Plan to receive a copy of this certificate, provided that the Plan Office receives the 
request within two years after the later of the date your coverage under this Plan ended or the date your 
COBRA coverage ended.

Please address all requests for Certificates of Creditable Coverage to:

Voluntary Hospitals House Staff Benefits Plan Office
520 Eighth Avenue, Suite 1200, New York, New York 10018

Phone: (212) 356-8180, Fax: (212) 356-8181
benefits@cirseiu.org

Extension and Continuation of Coverage

Your Plan does not provide benefits for any expenses incurred after coverage ends.  However, under certain 
circumstances:

• Your medical and dental coverage may be extended for certain expenses incurred after coverage 
ends; and

• Your medical and dental coverage may be continued for a limited period of time under certain 
circumstances.

Refer to sections on COBRA Continuation Coverage, Family and Medical Leave, Extension and Continuation 
of Coverage Under Disability, and USERRA for more information.
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FAMILY AND/OR MEDICAL LEAVE
If you have completed at least 12 months of employment and have 1250 hours of service in the previous 12 
months, you are entitled by law to up to 12 weeks each year of unpaid Family or Medical Leave for specified 
family or medical purposes, such as the birth, adoption or placement of adoption of a child, for the care of a 
spouse, child or parent who is seriously ill, or for your own serious illness.  While you are on Family or Medical 
Leave, you can keep your medical and dental coverage in effect.

You are generally eligible for Family or Medical Leave if you work at a location where at least 50 employees 
are employed by the employer within 75 miles.

Your coverage under the Plan will remain in effect until the end of your leave, provided your employer properly 
grants the leave and makes the required notification to the Benefits Plan Office by email: benefits@cirseiu.org
or by phone: (212) 356-8180.

If you return to work promptly at the end of that Leave, your medical and dental coverage will continue just as if 
you were working. This is also true for any of your dependent(s) who were covered by the Plan at the time you 
took your Leave.  Of course, any changes in the Planʼs terms, rules or practices that went into effect while you 
were away on that Leave will apply to you and your dependent(s) in the same way they apply to all other 
employees and their dependent(s).

Health Coverage While on Leave 

To find out more about Family or Medical Leave and the terms on which you may be entitled to it, contact your 
employerʼs Human Resources Department. To find out more about your benefits during Family and Medical 
Leave, contact the Benefits Plan Office.

REINSTATEMENT OF COVERAGE AFTER LEAVES OF ABSENCE
• If your coverage ends while you are on an approved leave of absence for family, medical or military 

leave, your coverage will be reinstated on the first day of the month following your return to active 
employment, if you return within 14 days after your leave of absence ends, subject to all accumulated 
Overall and Annual Maximum Benefits that were incurred prior to the leave of absence.

• If your coverage ends while you are on an approved leave of absence other than family, medical, or 
military leave, your coverage will be reinstated on the first day of the month following your return to active 
employment, if you return immediately after your leave of absence ends, subject to any Overall and Annual 
Maximum Plan Benefits that were incurred prior to the leave of absence. 

Any period of any approved leave of absence, including a leave of absence under the provisions of the Family 
and Medical Leave Act or the Uniformed Service Employment and Reemployment Rights Act, will not be 
counted as a Break in Coverage.  Questions regarding your entitlement to an approved leave of absence and 
to the continuation of medical and dental coverage should be referred to your employer.
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MEDICAL

THIS BENEFIT IS PROVIDED BY EMPIRE BLUE CROSS BLUE SHIELD

INTRODUCTION

DirectShare POS
Your health insurance carrier is Empire Blue Cross Blue Shield. The DirectShare POS (Point-of-Service) plan 
is a group health plan administered by Empire Blue Cross Blue Shield. Empire provides administrative claims 
payment services only and does not assume any financial risk or obligation with respect to claims.

With your DirectShare POS plan, you have access to flexible, quality healthcare coverage. 
This section summarizes:

• How you get healthcare services,
• What your health plan covers 
• How you can make the most of your plan. 

It offers a network of healthcare providers available to you throughout Empire network providers. Think about it 
this way: your town includes doctors, hospitals, laboratories and other medical facilities that provide healthcare 
services – those are the “providers” in your town. Some healthcare providers contract with health plans like 
Empire to provide services to members. When grouped together, these providers form the health planʼs 
“network”.

WHATʼS THE ADVANTAGE OF EMPIREʼS DIRECTSHARE POS PLAN?
With Empireʼs DirectShare POS plan, when you need healthcare services, you have a choice. Depending on 
the care you need, you are free to get care from providers participating in Empireʼs POS network (in-network 
providers) or you can choose to use a provider outside of the network (out-of-network providers). You are 
covered for medically necessary services no matter which you choose. Choices such as this allow you to make 
smart decisions about your healthcare. 

Other advantages of your plan include:
• The freedom to self-refer to the network specialist of your choice;
• Lower costs when you use in-network providers;
• Coverage when outside of the Empire DirectShare POS service area;
• Access to one of the largest networks of doctors and hospitals in New York State;
• Providers that are rigorously reviewed to meet Empireʼs high standards of quality;
• A comprehensive website, www.empireblue.com, for fast, personalized healthcare information and 

management in a confidential environment.

Preferred Provider Organization (PPO)
• If you reside outside the 28 contiguous counties of New York, New Jersey and Connecticut you will be 

enrolled in the Preferred Provider Organization (PPO) Plan. 
• Proof of residence is required. 
• Levels of coverage and costs are similar to the POS Direct Share plan.
• For specific details relating to the PPO Plan contact the Benefits Plan Office at 212-356-8180 or email 

benefits@cirseiu.org.
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HELPING YOU MANAGE YOUR HEALTH

Empireʼs Medical Management Program
Managing your health includes getting the information you need to make informed decisions, and making 
sure you get the maximum benefits the plan will pay.   Empireʼs Medical Management program works with 
your provider to help:

• Confirm the medical necessity of services and help you make sound healthcare decisions.  
• Help you manage your health, by pre-certifying hospital admission and certain treatments and 

procedures.
• Ensure that you receive access to quality care for the right length of time, in the right setting and with 

maximum coverage.

To help you manage your health, Empire provides three important services: Medical Management, Case 
Management and HealthLine Nurse Access.

In Empireʼs service area, network physicians, hospitals, outpatient facilities, vendors and other network 
providers are responsible for calling Empireʼs Medical Management Program to pre-certify certain services 
covered by the plan.  

For services provided out of Empireʼs service area, or for services provided by out-of-network providers in 
their service area, it is your responsibility to pre-certify certain services covered by the plan.

Empireʼs Medical Management Program
When you call Empireʼs Medical Management Program at 1-800-845-4742, you reach a team of 
professionals who know how to help you manage your benefits to your best advantage. They can help you 
to:
• Learn more about your healthcare options
• Avoid unnecessary hospitalization and the associated risks, whenever possible
• Choose the most appropriate healthcare setting or service (e.g., hospital or same-day surgery unit)
• Arrange for any required (and covered) discharge services

To help ensure that you receive quality care, Empireʼs Medical Management Program works with you and your 
provider to:

• Pre-certify all planned inpatient and same day surgery admissions and emergency hospital 
admissions

• Review ongoing hospitalization
• Perform individual case management
• Coordinate discharge planning
• Pre-certify outpatient cardiac rehabilitation therapy
• Pre-certify inpatient admissions and outpatient services for physical therapy
• Pre-certify services for MRIs/MRAs, CAT scans, PET scans and Nuclear Cardiology
• Coordinate purchase and replacement of durable medical equipment, prosthetics and orthotics
• Review high risk pregnancies and admissions for illness or injury to newborns
• Pre-certify care in a hospice, skilled nursing facility, home healthcare and home infusion therapy
• Pre-certify outpatient occupational and speech outpatient therapy services
• Pre-certify air ambulance services or within 48 hours after you are admitted or treated at the

hospital, or as soon as reasonably possible
Remember: 
* For services provided by an in-network provider, pre-certification is the responsibility of the network 

providers.
*For services provided by an out-of-network provider, you are responsible for obtaining precertification.
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The following chart shows which healthcare services must be pre-certified with Empireʼs Medical Management 
Program before you receive them.

WHO CALLS TO PRE-CERTIFY
CALL TO PRE-CERTIFY … IN-NETWORK PROVIDER OUT-OF-NETWORK PROVIDER

ALL HOSPITAL ADMISSIONS
• At least two weeks prior to any planned surgery or 

hospital admission
• At least two weeks prior to all ambulatory surgery
• Within 48 hours of an emergency hospital admission, 

or as soon as reasonably possible
• For illness or injury to newborns

In-network provider YOU

PREGNANCY 
• Within the first three months of a pregnancy In-network provider YOU

BEFORE YOU RECEIVE
• Inpatient physical therapy or outpatient physical 

therapy services
• Skilled nursing facility or hospice care (prior to 

receiving care)
• Occupational or speech therapy
• Emergency air ambulance service or within 48 hours 

after a covered member is admitted or treated in the 
hospital, or as soon as reasonably possible

• Same-day surgery for medically necessary 
cosmetic/reconstructive surgery, outpatient transplants 
and ophthalmological or eye-related procedures

• Outpatient Cardiac rehabilitation therapy
• Outpatient occupational and speech therapy services
• A magnetic resonance imaging or magnetic resonance 

angiography scan (MRI or MRA) *

In-network provider YOU

BEFORE YOU RECEIVE
• Home healthcare services
• Home Infusion therapy

In-network provider YOU

BEFORE YOU
• Rent, purchase or replace prosthetics, orthotics or 

durable medical equipment
In-network provider YOU

*   It is the providerʼs responsibility to call Empire for precertification of all in-network MRIs/ MRAs, however, you 
also need a referral from your primary care physician. It is your responsibility to call Empire for pre-
certification of out-of-network MRI/ MRA services.

REMEMBER

A call must be made to the Medical Management Program to pre-certify services, in order for 
you to receive maximum benefits and helpful advice about your options.

For mental healthcare and alcohol and substance abuse services, the Behavioral Healthcare 
Management Program must be contacted to receive maximum benefits.

IF SERVICES ARE NOT PRE-CERTIFIED

When you call to pre-certify services as needed, you will receive maximum benefits. If the admission or 
procedure is not medically necessary, no benefits will be paid.
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Tips for Pre-Certifying Services with Medical Management
Have the following information about the patient ready when you call:

• Name, birth date and sex
• Address and telephone number
• Empire I.D. card number
• Name and address of the hospital/facility
• Name and telephone number of the admitting doctor
• Reason for admission and nature of the services to be performed

When the vendor or provider is required to call Empireʼs Medical Management Program for pre-certification, 
be sure they know about the pre-certification requirement and that they have the Medical Management 
telephone number at 1-800-845-4742.

Initial Decisions
Empire will comply with the following time frames in processing pre-certification, concurrent and retrospective 
review of requests for services:
• Pre-certification Requests- Pre-certification means that either your PCP/or specialist or you contact 

Empireʼs Medical Management Program for approval before you receive certain healthcare services. We 
will review all requests for pre-certification within three (3) business days of receipt of the necessary 
information but not to exceed 15 calendar days from the receipt of the request. If we do not have enough 
information to make a decision within three (3) business days, we will notify you in writing of the additional 
information we need, and you and your provider will have 45 calendar days to respond. We will make a 
decision within three (3) business days of our receipt of the requested information, or if no response is 
received, within three (3) business days after the deadline for a response.

• Urgent Pre-certification Requests- If the need for the service is urgent, we will render a decision as soon 
as possible, taking into account the medical circumstances, but in any event within 72 hours of our receipt 
of the request.  If the request is urgent and we require further information to make our decision we will notify 
you within 24 hours of receipt of the request and you and your provider will have 48 hours to respond. We 
will make a decision within 48 hours of our receipt of the requested information, or if no response is 
received, within 48 hours after the deadline for a response.

• Concurrent Requests- Concurrent review means that Empire reviews your care during your treatment to 
be sure you get the right care in the right setting and for the right length of time. We will complete all 
concurrent reviews of services within 24 hours of our receipt of the request.

• Retrospective Requests- Retrospective review is conducted after you receive medical services. We will 
complete all retrospective reviews of services already provided within 30 calendar days of our receipt of the 
claim. If we do not have enough information to make a decision within 30 calendar days, we will notify you 
in writing of the additional information we need, and you and your provider will have 45 calendar days to 
respond. We will make a decision within 15 calendar days of our receipt of the requested information, or if 
no response is received from the provider, within 15 calendar days after the deadline for a response.  If 
Empireʼs Medical Management Program does not meet the above time frames, the failure should be 
considered a denial.  You or your doctor may immediately appeal.

IF A REQUEST IS DENIED

All denials of benefits will be rendered by qualified medical personnel.  If a request for care or services is 
denied for lack of medical necessity, or because the service has been determined to be experimental or 
investigational, Empireʼs Medical Management Program will send a notice to you and your doctor in writing 
with the reasons for the denial.  You will have the right to appeal. Refer to the section in this booklet titled 
“Medical Claims and Appeals” for more information.

If Empireʼs Medical Management Program denies benefits for care of services without discussing the decision 
with your doctor, your doctor is entitled to ask Medical Management to reconsider their decision. A response 
will be provided by telephone and in writing within one business day of making the decision.
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New Medical Technology
REQUESTING COVERAGE

Empire uses a committee composed of Empire Medical Directors, who are doctors, and participating network 
physicians to continuously evaluate new medical technology that has not yet been designated as a covered 
service. If you want to request certification of a new medical technology before beginning treatment, your 
provider must contact Empireʼs Medical Management Program. The provider will be asked to do the following:

• Provide full supporting documentation about the new medical technology.
• Explain how standard medical treatment has been ineffective or would be medically inappropriate.
• Send us scientific peer reviewed literature that supports the effectiveness of this particular technology. The 

literature must not be in the form of an abstract or individual case study.

Empireʼs staff will evaluate the proposal in light of your contract and Empireʼs current medical policy. Empire 
will then review the proposal, taking into account relevant medical literature, including current peer review 
articles and reviews. Empire may use outside consultants, if necessary. If the request is complicated, Empire 
may refer your proposal to a multi-specialty team of physicians or to a national ombudsman program designed 
to review such proposals. Empire will send all decisions to the member and/or provider.

Case Management
If you need additional support for serious illness
The Medical Management Programʼs Case Management staff can provide assistance and support when you or 
a member of your family faces a chronic or catastrophic illness or injury. Empire's nurses can help you and 
your family:

• Find appropriate, cost-effective healthcare options
• Reduce medical cost
• Assure quality medical care

A Case Manager serves as a single source for patient, provider, and insurer – assuring that the treatment, 
level of care, and facility are appropriate for your needs. For example, Case Management can help with cases 
such as:

• Cancer
• Stroke
• AIDS

• Chronic illness
• Hemophilia
• Spinal cord and other traumatic injuries

Assistance from Case Management is evaluated and provided on a case-by-case basis. In some situations, 
Empireʼs Medical Management Program staff will initiate a review of a patient's health status and the attending 
doctor's plan of care. They may determine that a level of benefits not necessarily provided by the DirectShare 
POS is desirable, appropriate and cost-effective. If you would like Case Management assistance following an 
illness or surgery, contact Empireʼs Medical Management Program at 1-800-845-4742.
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Future Moms

The award-winning Future Moms program helps mothers-to-be have healthier pregnancies and longer-term 
babies. Through individualized nurse interventions, expectant members learn about prenatal care, the 
prevention of pre-term labor and how to best follow their physician's plan of care.

The following is available to you when you sign up:
• A toll-free number you can use to talk to a maternity nurse coach anytime, any day.
• A maternity diary packed with tips for a healthy pregnancy and notes for your doctor visits.
• A book to show you what changes you can expect over the next nine months.
• A health assessment to make sure you and your baby stay as healthy as possible.
• Free phone calls with specialists, such as dietitians and lactation consultants as needed.

***THERE IS NO EXTRA COST TO SIGN UP***

26 27



28

EMPIRE: KEY CONTACTS
Getting Answers Your Way

Empire gives you many choices for contacting them with your customer service questions.  Use the internet, 
phone or mail to get the information you need, when you need it.

ON THE INTERNET
Do you have customer service inquiries and need an instant response? 
Visit www.empireblue.com. At Empire, they understand that getting answers quickly is important to you.  
Most benefit, claims or membership questions can be addressed online quickly, simply and confidentially.
Concerned about using your personal computer for important healthcare questions or transactions?  Empire 
has addressed that too!  Just “click to talk” to a representative or send Empire an e-mail.

BY TELEPHONE
WHAT WHY WHERE

MEMBER SERVICES For questions about your benefits, claims or 
membership.

1-800-553-9603
TDD for hearing impaired: 
1-800-682-8786
8:30 a.m. to 5:00 p.m. (EST)
Monday – Friday

MEDICAL MANAGEMENT PROGRAM
Precertification of hospital admissions and 
certain surgeries, therapies, diagnostic 
tests and medical supplies.

1-800-845-4742
8:30 a.m. to 5:00 p.m. (EST)
Monday – Friday

HEALTHLINE SM NURSE ACCESS AND 
HEALTHLINE RECORDED TOPICS 

Speak with a specially trained nurse to get 
health information and instructions on how 
to listen to the tapes.

1-877-TALK-2RN  (825-5276)
24 hours a day, 7 days a week

BEHAVIORAL HEALTHCARE 
MANAGEMENT

To locate a participating behavioral 
healthcare provider in your area.
Precertification of mental health and 
alcohol/substance abuse care.

1-800-626-3643
NON-EMERGENCY CARE 
8:30 a.m. to 5:00 p.m. (EST)
Monday – Friday
EMERGENCY CARE
24 hours a day, 7 days a week

FRAUD HOTLINE Help prevent health insurance fraud.
1-800-I-C-FRAUD  (423-7283)
9:00 a.m. to 5:00 p.m. (EST)
Monday – Friday

IN WRITING:
Empire BlueCross BlueShield
DirectShare POS Member Services
P.O. Box 1407
Church Street Station
New York, NY 10008-1407

FINDING PROVIDERS AND YOUR PAYMENTS TO THEM
How to Locate Network Providers
Empireʼs network gives you access to providers within the planʼs service area consisting of 28 eastern New 
York State counties, and within the contiguous counties of New Jersey and Connecticut. To locate a provider in 
Empireʼs service area, visit www.empireblue.com and look for the DirectShare POS plan. You can search for 
providers by name, address, language spoken, specialty and hospital affiliation. The search results include a 
map and directions to the providerʼs office. You can also request that a directory be mailed to you free of 
charge by calling Empire Member Services at 1-800-553-9603.
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Need to See a Specialist?
Your DirectShare POS plan allows you to self-refer to any specialist of your choice. To locate a network 
specialist, check your Provider Directory or visit www.empireblue.com. You may also call Empire Member 
Services at 1-800-553-9603.

The following chart shows specific plan information. For additional services and for details and 
definitions of terms, see the Summary Plan Description or call Empire Member Services.

IN-NETWORK OUT-OF-NETWORK

CO-PAYMENT (including Specialist 
visits)
(for office visits and certain covered 
services)

$20 per visit
$20 for Behavioral healthcare visits

Not applicable

CO-PAYMENT For Urgent Care Center $20 Not applicable

CO-PAYMENT For 
Emergency Room $35 per visit (waived if admitted to hospital within 24 hours)

Annual Well-Woman Care Visits $0
After deductible, you pay 20% of 
allowed amount. Plan pays 80% of 
allowed amount.

Annual Well-Man Care Visits $0
After deductible, you pay 20% of 
allowed amount. Plan pays 80% of 
allowed amount.

Well-Child Care Visits $0
After deductible, you pay 20% of 
allowed amount. Plan pays 80% of 
allowed amount.

DEDUCTIBLE $0
$100/Individual
$200/Family

COINSURANCE $0
After deductible, you pay 20% of 
allowed amount. Plan pays 80% of 
allowed amount. (50% of allowed 
amount for Behavioral healthcare)

ANNUAL OUT-OF-POCKET 
COINSURANCE MAXIMUM $0 $500 per person (Deductible Included)

per plan year

LIFETIME MAXIMUM Unlimited Unlimited (Reasonable and 
Customary)

ADDITIONAL HEALTH INSURANCE INFORMATION

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



Womenʼs Health and Cancer Rights Act

An eligible participant or beneficiary receiving benefits for a medically necessary mastectomy who elects 
breast reconstruction after the mastectomy, will also receive coverage for:

• Reconstruction of the breast on which the mastectomy has been performed.
• Surgery and reconstruction of the other breast to produce a symmetrical appearance.
• Prostheses
• Treatment of physical complications of all stages of mastectomy, including lymphedemas.

This coverage will be provided in consultation with the attending physician and the patient, and will be 
subject to the same annual deductibles and coinsurance provisions that apply for the mastectomy.

For contact information at Empire, see the section called “Empire: Key Contacts.”

SPD is a quick reference guide to your benefits through the Voluntary House Staff Benefits Plan. 
For additional detail, see the Plan Documents.
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Your Empire Benefits at a Glance
The following is a brief overview of Empireʼs benefits.  Contact the Plan Benefits Office for the Plan Document 
which has more details. When you see this sign , youʼll know that you or your doctor will need to pre-certify
these services with Empireʼs Medical Management Program. If you receive services from a provider in the 
network, the provider or supplier of services is responsible for pre-certification.  If you receive services from a 
provider or supplier of services who is not in the network, you are responsible for pre-certification.  See the 
Health Management section for details.

YOU PAY

HOME, OFFICE, OUTPATIENT SERVICES IN-NETWORK OUT-OF-NETWORK

OFFICE VISITS (Primary Care) $20 co-payment per visit Deductible and 20% coinsurance

SPECIALIST VISITS $20 co-payment per visit Deductible and 20% coinsurance

CHIROPRACTIC CARE $20 co-payment per visit Deductible and 20% coinsurance

SECOND OR THIRD SURGICAL OPINION * $20 co-payment per visit Deductible and 20% coinsurance

DIABETES EDUCATION AND MANAGEMENT $20 co-payment per visit Deductible and 20% coinsurance

ALLERGY TESTING

ALLERGY TREATMENT (co-payment waived for treatment)

$20 co-payment per visit

$0

Deductible and 20% coinsurance

Deductible and 20% coinsurance

DIAGNOSTIC PROCEDURES
• All lab tests
• X-rays and other imaging

• MRIs/MRAs**

• Nuclear cardiology services 

• PET/CAT scans

$0 Deductible and 20% coinsurance

SURGERY $0 Deductible and 20% coinsurance

ANESTHESIA $0
Deductible and 20% coinsurance

PRE-SURGICAL TESTING $0 Deductible and 20% coinsurance

CHEMOTHERAPY & RADIATION THERAPY $0 Deductible and 20% coinsurance

* Co-payment is waived if second opinion is arranged through Empire’s Medical Management Program.
** It is the provider’s responsibility to call Empire for precertification of all in-network MRIs/ MRAs, however, you also need a referral from your 
primary care physician. It is your responsibility to call Empire for precertification of out-of-network MRI/ MRA services. Please refer to the Medical 
Management section for details.
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YOU PAY

HOME, OFFICE, OUTPATIENT SERVICES IN-NETWORK OUT-OF-NETWORK

CARDIAC REHABILITATION (outpatient) $20 co-payment per visit Deductible and 20% coinsurance

CARDIAC REHABILITATION (office) $20 co-payment per visit Deductible and 20% coinsurance

SECOND OR THIRD MEDICAL OPINION FOR 
CANCER DIAGNOSIS * $20 co-payment per visit Deductible and 20% coinsurance

X-RAY, RADIUM AND RADIONUCLIDE THERAPY $0 Deductible and 20% coinsurance

KIDNEY DIALYSIS $0 Deductible and 20% coinsurance

PREVENTIVE CARE IN-NETWORK OUT-OF-NETWORK
ANNUAL PHYSICAL OFFICE EXAM
• One per calendar year

$0 co-payment per visit Deductible and 20% coinsurance

DIAGNOSTIC SCREENING TESTS
• Cholesterol: 1 every 2 years
• Diabetes (if pregnant or considering pregnancy)
• Colorectal cancer

– Fecal occult blood test if age 40 or over: 1 per year
– Sigmoidoscopy if age 40 or over: 1 every 2 years

• Routine Prostate Specific Antigen (PSA) in 
asymptomatic males
– Between ages 40-75: 1 every 2 years
– Over age 75: 1 per year

• Diagnostic PSA: 1 per year

$0
$0
$0

$0

$0

Deductible and 20% coinsurance

WELL-WOMAN CARE
• Annual office exam (one per calendar year)
• Outpatient visit
• Pap smears
• Bone Density testing and treatment

– Ages 52 through 65 - 1 baseline 
– Age 65 and older - 1 every 2 years (if baseline before         

age 65 does not indicate osteoporosis) 
– under Age 65 - 1 every 2 years (if baseline before age 65 

indicates osteoporosis)** 
• Mammogram (based on age and medical history)

– Ages 35 through 39 – 1 baseline
– Age 40 and older – 1 per year

$0
$0
$0
$0

$0

Deductible and 20% coinsurance

* Co-payment is waived if second opinion is arranged through Empire’s Medical Management Program.
** See preventive care section for more details 
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YOU PAY
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YOU PAY

HOME, OFFICE, OUTPATIENT SERVICES IN-NETWORK OUT-OF-NETWORK

WELL-CHILD CARE (covered services and the number of 
visits are based on the prevailing clinical standards of the 
American Academy of Pediatrics) 
• In-hospital visits

– Newborn: 2 in-hospital exams at birth following vaginal 
delivery

– Newborn: 4 in-hospital exams at birth following C-
section delivery

• Office visits and associated lab services provided within 5 
days of office visit
– From birth up to age 1: 7 visits
– Ages 1 through 4:  7 visits
– Ages 5 through 11: 7 visits
– Ages 12 through 17th birthday: 6 visits
– Ages 18 through 19th birthday: 2 visits

• Lab tests ordered at the well-child visits and performed in 
the office or in the laboratory 

• Certain immunizations (office visits are not required)

$0

Deductible and 20% coinsurance

EMERGENCY CARE IN-NETWORK OUT-OF-NETWORK

Urgent Care Centers $20 In-network only

Nurse Line 24/7 (877) 825-5276 In-network only

EMERGENCY ROOM $35 per visit co-payment
(waived if admitted to the same hospital within 24 hours)

EMERGENCY AIR AMBULANCE

• Transportation to nearest acute care hospital for 
emergency inpatient admissions

$0 In-network only

EMERGENCY AMBULANCE

• Local professional ground ambulance to 
nearest hospital

$0 up to the allowed amount; you 
pay the difference between the 
allowed amount and the total 
charge.

In-network only

MATERNITY CARE AND INFERTILITY TREATMENT IN-NETWORK OUT-OF-NETWORK

PRENATAL AND POSTNATAL CARE (In doctorʼs office)

$20 co-payment for first visit only. 
(No co-payments for subsequent 
visits.)  

Deductible and 20% coinsurance

LAB TESTS, SONOGRAMS AND OTHER DIAGNOSTIC
PROCEDURES (in the office) $0 Deductible and 20% coinsurance

ROUTINE NEWBORN NURSERY CARE 
(In hospital) $0 20% coinsurance

OBSTETRICAL CARE (In hospital or birthing center) $0 Deductible and 20% coinsurance

INFERTILITY TREATMENT (includes artificial insemination 
but not in vitro fertilization)
Office
Outpatient facility

$20 (Office)
$0 (Outpatient facility)

Deductible and 20% coinsurance
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YOU PAY

HOSPITAL SERVICES* 2 IN-NETWORK OUT-OF-NETWORK

SEMI-PRIVATE ROOM AND BOARD

GENERAL, SPECIAL AND CRITICAL NURSING CARE

INTENSIVE CARE

SERVICES OF LICENSED PHYSICIANS AND SURGEONS

SURGERY (Inpatient and Outpatient) **

SURGICAL ASSISTANT

OXYGEN

ANESTHESIA

$0
Deductible and 20% coinsurance

BLOOD, BLOOD PRODUCTS & BLOOD DERIVATIVES &

SERVICES
$0 Deductible and 20% coinsurance

CHEMOTHERAPY & RADIATION THERAPY $0 Deductible and 20% coinsurance

DIAGNOSTIC X-RAYS AND LAB TESTS $0 Deductible and 20% coinsurance

DRUGS AND MEDICATIONS $0 Deductible and 20% coinsurance

DRESSINGS $0 Deductible and 20% coinsurance

X-RAY, RADIUM AND RADIONUCLIDE THERAPY $0 Deductible and 20% coinsurance

KIDNEY DIALYSIS $0 Deductible and 20% coinsurance

* Does not include inpatient or outpatient behavioral healthcare or physical therapy/rehabilitation.  Inpatient admissions and certain outpatient 
hospital surgeries need to be precertified.

2      Residential treatment services are not covered.
** For a second procedure performed during an authorized surgery through the same incision, Empire pays for the procedure with the higher allowed 

amount. For a second procedure done through a separate incision, Empire will pay the allowed amount for the procedure with the higher allowance 
and up to 50% of the allowed amount for the other procedure.
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YOU PAY

DURABLE MEDICAL EQUIPMENT AND SUPPLIES IN-NETWORK OUT-OF-NETWORK

DURABLE MEDICAL EQUIPMENT (i.e. hospital-type bed, 
wheelchair, sleep apnea monitor)

$0

https://www.edgepark.com/
In-network only

ORTHOTICS $0 In-network only

PROSTHETICS (i.e. artificial arms, legs, eyes, ears) $0 In-network only

MEDICAL SUPPLIES (i.e. catheters, oxygen, syringes) $0 In-network only

NUTRITIONAL SUPPLEMENTS (enteral formulas and 
modified solid food products)** $0 Deductible and 20% coinsurance

SKILLED NURSING AND HOSPICE CARE IN-NETWORK OUT-OF-NETWORK

SKILLED NURSING FACILITY 
Up to 60 days per calendar year $0 Deductible and 20% coinsurance

HOSPICE

Up to 210 days per lifetime
$0 Deductible and 20% coinsurance

HOME HEALTHCARE IN-NETWORK OUT-OF-NETWORK

HOME HEALTHCARE

Up to 200 visits per calendar year (a visit equals 
4 hours of care) *

$0 20% coinsurance only.
No deductible

HOME INFUSION THERAPY $0 Deductible and 20% coinsurance

PHYSICAL, OCCUPATIONAL, 
SPEECH OR VISION THERAPY IN-NETWORK OUT-OF-NETWORK

PHYSICAL THERAPY AND REHABILITATION

• Up to 30 days of inpatient service per calendar year †

• Up to 30 visits combined in home, office or outpatient 
facility visits per calendar year

$0

$0

Deductible and 20% coinsurance

Deductible and 20% coinsurance

OCCUPATIONAL, SPEECH, VISION THERAPY†

• Up to 30 visits combined in home or office visits per 
calendar year

• Up to 30 outpatient facility visits per calendar year

$20 PCP co-payment per visit

$20 specialist co-payment per visit

Deductible and 20% coinsurance

Deductible and 20% coinsurance

 

                                                           
** $2,500 combined in – and out-of-network limit for modified solid food products in any continuous 12-month period. 
* Treatment maximums are combined for in-network and out-of-network care. 
† Vision therapy does not require precertification. 

35



YOU PAY
BEHAVIORAL HEALTHCARE IN-NETWORK OUT-OF-NETWORK

OUTPATIENT*

• Unlimited visits per calendar year 
$20 co-payment per visit Deductible and 20% coinsurance

INPATIENT 

Unlimited visits per calendar year $0 Deductible and  20% coinsurance

ALCOHOL OR SUBSTANCE ABUSE TREATMENT IN-NETWORK OUT-OF-NETWORK

OUTPATIENT
• Unlimited visits per calendar year, including up to 

20 visits for family counseling **
$0 Deductible and 20% coinsurance

INPATIENT

• Unlimited visits for detoxification per calendar year 
• Unlimited visits for rehabilitation per calendar year 

$0
Deductible and  20% coinsurance
Deductible and  20% coinsurance

Transgender Surgery IN-NETWORK OUT-OF-NETWORK
You must meet all the criteria in the guidelines $0 In-network Only
 

 

SPD is a quick reference guide to your benefits through the Voluntary Hospitals House Staff Benefits 
Plan. For additional details, see the VHHSBP Plan Documents. A detailed benefits description, including 
coordination of benefits, limitations and exclusions, and claims and appeals is contained within Empire or 
Guardianʼs Certificate of Insurance/Coverage.  The terms, conditions, limits and exclusions shown in the 
Certificate of Insurance/Coverage shall govern. If you would like a copy, please contact the Plan Office. 
 

                                                           
*Out-of-network outpatient behavioral health visits do not require precertification. 
** Treatment maximums are combined for in-network and out-of-network care. 
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Exclusions and Limitations
EXCLUSIONS 
In addition to services mentioned under “Whatʼs Not Covered” in the prior sections, your plan does not cover 
the following:
CUSTODIAL CARE EXCLUSIONS

Care or services which are custodial in nature, including assistance in activities of daily living such as 
bathing, feeding or changing; or services that do not require performance by skilled personnel.

DENTAL SERVICES EXCLUSIONS

Dental services, including but not limited to:
− Cavities and extractions
− Care of gums
− Bones supporting the teeth or periodontal 

abscess
− Orthodontia
Dental Services Limitations

− False teeth
− Treatment of TMJ that is dental in nature
− Orthognathic surgery that is dental in nature

However, your plan does cover:
• Surgical removal of impacted teeth
• Treatment of sound natural teeth injured by accident if treated within 12 months of the injury
• Dental care or treatment necessary due to congenital disease or anomaly

EXPERIMENTAL/INVESTIGATIONAL TREATMENTS EXCLUSIONS

Technology, treatments, procedures, drugs, biological products or medical devices that in Empireʼs judgment 
are:
− Experimental or investigative − Obsolete or ineffective

Any hospitalization in connection with experimental or investigational treatments.  “Experimental” or 
“investigative” means that for the particular diagnosis or treatment of the covered personʼs condition, the 
treatment is:

• Not of proven benefit.
• Not generally recognized by the medical community (as reflected in published medical literature).

Government approval of a specific technology or treatment does not necessarily prove that it is 
appropriate or effective for a particular diagnosis or treatment of a covered personʼs condition. Empire 
may require that any or all of the following criteria be met to determine whether a technology, 
treatment, procedure, biological product, medical device or drug is experimental, investigative, 
obsolete or ineffective:

• There is final market approval by the U.S. Food and Drug Administration (FDA) for the patientʼs 
particular diagnosis or condition, except for certain drugs prescribed for the treatment of cancer. 
Once the FDA approves use of a medical device, drug or biological product for a particular 
diagnosis or condition, use for another diagnosis or condition may require that additional criteria be 
met.

• Published peer review medical literature must conclude that the technology has a definite positive 
effect on health outcomes.

• Published evidence must show that over time the treatment improves health outcomes (i.e., the 
beneficial effects outweigh any harmful effects).

• Published proof must show that the treatment at the least improves health outcomes or that it can 
be used in appropriate medical situations where the established treatment cannot be used. 
Published proof must show that the treatment improves health outcomes in standard medical 
practice, not just in an experimental laboratory setting.

However, your plan will cover an experimental or investigational treatment approved by an External Appeal 
agent certified by the state.
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GOVERNMENT HOSPITAL SERVICES EXCLUSIONS

Services covered under government programs, except Medicaid or where otherwise noted.
Government hospital services, except:

• Specific services covered in a special agreement between Empire and a government hospital.
• United States Veteranʼs Administration or Department of Defense Hospitals, except services in 

connection with a service-related disability. In an emergency, Empire will provide benefits until the 
government hospital can safely transfer the patient to a participating hospital.

Home Care Limitation
Services performed at home, except for those services specifically noted elsewhere in this SPD as available
either at home or as an emergency.

Inappropriate Billing Exclusion
Services usually given without charge, even if charges are billed.
Services performed by hospital or institutional staff which are billed separately from other hospital or 

institutional
services, except as specified.

Medically Unnecessary Services Exclusion
Services, treatment or supplies not medically necessary in Empireʼs judgment. See Definitions section for more 
information.

PRESCRIPTION DRUGS EXCLUSION
All over the counter drugs, vitamins, appetite suppressants, or any other type of medication, unless specifically
indicated.

SERVICES PROVIDED PURSUANT TO A PROHIBITED REFERRAL EXCLUSION

We will not pay for pharmacy services, clinical laboratory services, or x-ray or imaging services furnished by any 
provider pursuant to a referral prohibited by §238-a of the New York State Public Health Law.  Generally, §238-a
prohibits physicians and other healthcare practitioners from making referrals for pharmacy services, clinical 
laboratory services or x-ray and imaging services to a provider or facility in which the referring physician or 
practitioner or an immediate family member has a financial interest or relationship.

STERILIZATION/REPRODUCTIVE TECHNOLOGIES EXCLUSION
Reversal of elective sterilization, including vasectomies and tubal ligations.

Assisted reproductive technologies.  We will not pay benefits for services related to or in connection with:
− In-vitro fertilization
− Gamete intra-fallopian transfer (GIFT)
− Zygote intra-fallopian transfer (ZIFT)
− Sex change procedures
− Cloning
− Intracytoplasmic sperm injection

− Medical or surgical services or procedures that 
are experimental

− Services to diagnose or treat infertility, if we 
determine, in our sole judgment, that the service 
was not medically necessary

TRAVEL EXCLUSION

Travel, even if associated with treatment and recommended by a doctor.
VISION CARE LIMITATION

Eyeglasses, contact lenses and the examination for their fitting except following cataract surgery, unless 
specifically indicated.

WAR EXCLUSION

Services for illness or injury received as a result of war.
WORKERSʼCOMPENSATION EXCLUSION

Services covered under Workersʼ Compensation, no-fault automobile insurance and/or services covered by 
similar statutory programs.

LIMITATION AS INDEPENDENT CONTRACTOR

The relationship between Empire Blue Cross Blue Shield and hospitals, facilities or providers is that of 
independent contractors. Nothing in this contract shall be deemed to create between Empire and any hospital, 

facility or provider (or agent or employee thereof) the relationship of employer and employee or of principal and
agent. Empire will not be liable in any lawsuit, claim or demand for damages incurred or injuries that you may 
sustain resulting from care received either in a hospital/facility or from a provider.
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MEDICAL CLAIMS AND APPEALS
Claims  
If you receive services from a member of the Empire DirectShare or Empire POS network you generally do not 
have to file a claim. However, you will have to file a claim for reimbursement for covered services received out-
of-network, from a non-participating provider, or if you have a medical emergency out of the Local Network 
Area. 

• Visit www.empireblue.com click on Customer Support, and scroll down to the claim section and click 
on the sixth title down called “Health Insurance Claim Form (Member Submitted) Downstate” and print 
out a claim form immediately or contact Empire Member Services at 1-800-553-9603 Monday – Friday 
9 am to 5 pm and listen to the prompts for customer service.

• File claims within 90 days of date of service.
• Complete all information requested on the form. 
• Submit all claims in English or with an English translation. 
• Attach original bills or receipts. Photocopies will not be accepted and should be kept for your records.
• If Empire is the secondary payer, submit the original or a copy of the primary payerʼs Explanation of 

Benefits (EOB) with your itemized bill. 
• Keep a copy of your claim form and all attachments for your records. 

You may send your Empire Blue Cross Blue Shield (hospital, surgical or medical) claims forms to:

Hospital Claims:

Empire Blue Cross Blue Shield
P.O. Box 1407
Church Street Station
New York, NY 10008-1407
Attention: Institutional Claims Department

Medical/Surgical Claims:

Empire Blue Cross Blue Shield
P.O. Box 1407
Church Street Station
New York, NY 10008-1407
Attention: Medical Claims Department

APPEALS
Level 1 Appeals
A Level 1 Appeal is your first request for review of the initial reduction or denial of services. You have 60 
calendar days from the date on your Explanation of Benefits to file an appeal. An appeal submitted beyond the 
60-calendar-day limit may not be accepted for review.

If the services have already been provided, Empire will acknowledge receipt of your appeal in writing within 15 
calendar days from the initial receipt date.  Qualified clinical professionals who did not participate in the original 
decision will review your appeal.
Empire will make a decision within the following timeframes for Level 1 Appeals:

• Pre-certification - Empire will complete their review of a pre-certification appeal (other than an expedited 
appeal) within 15 calendar days of receipt of the appeal.

• Concurrent - Empire will complete their review of a concurrent appeal (other than an expedited appeal) within 
15 calendar days of receipt of the appeal.

• Retrospective - Empire will complete their review of a retrospective appeal within 30 calendar days of receipt 
of the appeal.

Empire will provide a written notice of their determination to you or your representative, and your provider, 
within two business days of reaching a decision. If Empireʼs Medical Management Program does not make a 
decision within 60 calendar days of receiving all necessary information to review your appeal, Empire will 
approve the service. 
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Expedited Level 1 Appeals
You can file an expedited Level 1 Appeal and receive a quicker response if:

•      You want to continue healthcare services, procedures or treatments that have already started.
• You need additional care during an ongoing course of treatment.
• Your provider believes an immediate appeal is warranted because delay in treatment would pose an 

imminent or serious threat to your health or ability to regain maximum function, or would subject you to 
severe pain that cannot be adequately managed without the care or treatment that is the subject of the 
claim.

Expedited Appeals May Be Filed by Telephone and in Writing.
Please note that appeals of claims decisions made after the service has been provided cannot be expedited. 
To file an Expedited Appeal, call the phone number on Empire's initial denial letter or call 203-677-9100.  
When you file an expedited appeal, Empire will respond as quickly as possible given the medical 
circumstances of the case, subject to the following maximum timeframes:

• You or your provider will have reasonable access to their clinical reviewer within one business day of 
Empireʼs receipt of the request.

• Empire will make a decision within two business days of receipt of all necessary information but in any 
event within 72 hours of receipt of the appeal.

• Empire will notify you immediately of the decision by telephone, and within 48 hours in writing.
If Empireʼs Medical Management Program does not make a decision within 2 business days of receiving all 
necessary information to review your appeal, Empire will approve the service. 

Level 1 Appeals should be sent in writing to:
Empire HealthChoice Assurance, Inc.
P.O. Box 1407
Church Street Station
New York, NY 10008-1407
Attention:  Member Services

If your complaint, grievance or appeal concerns behavioral healthcare, call 1-800-635-6626 or write to:
Empire Blue Cross Blue Shield
Grievance and Appeals 
P.O. Box 2100
North Haven, CT 06473
Attention: Behavioral Healthcare Program

If you are dissatisfied with the outcome of your Level 1 Appeal, you can file a Level 2 Appeal directly to the 
Board of Trustees. By mail to:

CIR/SEIU Benefit Plan
520 8th Avenue, Suite 1200
New York, NY 10018
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PRESCRIPTION DRUG BENEFITS
             INSURED THROUGH EXPRESS SCRIPTS INC. (ESI) – Group K4DA

Prescription drugs provided by the Plan are self-insured and administered by Express Scripts, Inc. (ESI). You will 
receive an Express Scripts identification card when you first become eligible for Plan coverage. 

To help you understand the program the following explanations may be useful:

• Co-payment – The amount you (and not the Plan) pay for a prescription drug.

• Generic – A generic drug is defined by its official chemical name and is an equivalent to a brand name 
medication. All drugs, including generics, must meet the same Food and Drug Administration (FDA) 
standards for quality, strength, purity, effectiveness, stability, and safety.

• Formulary Brand Name – A formulary is a list of preferred medications. The list has been put together by 
doctors and pharmacists and will be regularly updated and maintained by them. The list contains brand 
name drugs used to treat all illnesses. In fact, many of the drugs you are already taking are probably 
included on the list.

• Non-Formulary Brand Name – A non-formulary drug is a medication that is not listed on the formulary.

• Maintenance Drug – A drug used to treat a condition on an ongoing or long-term basis.  If you are taking
a drug that is on the Planʼs maintenance drug list, you should use the mail order program for refills, as 
described at the end of this section.

How to Obtain Your Prescription Drugs

Express Scripts has established a network of pharmacies through which you may fill prescriptions. If you use one 
of Express Scriptsʼ Participating Pharmacies, your out-of-pocket costs may be lower than if you use a Non-
Participating Pharmacy. 

The ESI network consists of over 55,000 pharmacies nationally, including chain drugstores like CVS, Rite Aid,
Walgreens and Duane Reade. You may contact ESI customer service at 1-866-439-3658, Monday – Friday 9 am 
to 5 pm to find a Participating Pharmacy in your area. You can also locate a Participating Pharmacy on ESIʼs 
web site at www.express-scripts.com.

Mobile App
1. View your ID card right on your device, 
2. View all of your medications as well as view lower-cost prescription options 
3. Locate a pharmacy
4. Order and track your medication delivered to your home 
5. Set reminders to take or reorder your prescription

Available Devices - iPhone, Android, Windows phone and BlackBerry mobile devices.
With the Express Scripts mobile app, you can skip the pharmacy trip. From up-to-the-minute order status to a 
handy "medicine cabinet" to keep track of prescriptions.

For service, simply present your identification card and a valid prescription at any Participating Pharmacy for 
service. The Participating Pharmacy will dispense a prescription in a quantity not to exceed a 30-day supply and 
collect the applicable co-payment. You will be asked to sign a signature log to verify that you picked up the 
medication. While a pharmacy can usually check eligibility online through ESI, if you purchase a prescription at a 
Participating Pharmacy without your ID card, you might need to pay for the prescription and submit the 
prescription drug receipt to ESI for direct reimbursement.

If you purchase a prescription at a Non-Participating Pharmacy, you will have to submit a claim along with the 
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prescription drug receipt to ESI for reimbursement. You must submit the receipt(s) no later than 45 days from 
date of purchase in order to receive reimbursement. Please note any difference in the cost of the prescription 
and the amount allowed by the Plan is your responsibility. It is always to your advantage to use a Participating 
Pharmacy.

You may obtain the most updated list of Participating Pharmacies by visiting the Express Scripts web site at 
www.express-scripts.com. You can also call Express Scripts at 1-866-439-3658.

PRESCRIPTION BENEFITS CHART
Express Scripts (ESI)
Customer Service: (800) 451-6245
TDD for hearing impaired: (800) 972-4348
Pharmacist only: (800) 235-4357
Mobile App available on: Apple store, Google Play, Windows Phones, BlackBerry World
Website: www.express-scripts.com

Employee/Spouse/Dependent(s)

RETAIL PHARMACY & MAIL ORDER IN-NETWORK OUT-OF-NETWORK

                 RETAIL
                        Generic
                        Brand
                        Non-Formulary

                     MAIL ORDER
                       Generic
                       Brand
                       Non-Formulary

$5 co-pay per 30 day supply
$15 co-pay per 30 day supply
$30 co-pay per 30 day supply

$10 co-pay per 90 day supply
$30 co-pay per 90 day supply
$60 co-pay per 90 day supply

Member reimbursed at billed/submitted 
amount minus their applicable co-pay

Not covered

Submit pharmacy claims to
Express Scripts, Inc.

P.O. Box 66583
St. Louis, MO 66583

Mail Order Co-Pay
The mail order program is designed to be more convenient and less expensive for you to obtain drugs that you 
use on a long-term basis, such as those that are prescribed for high blood pressure, diabetes, asthma, or similar 
long-term conditions. Maintenance drugs are used for these types of long-term conditions. Using the mail order 
program saves you money because you receive three months of drugs for two co-payments. 

2 Ways Your Doctor Can Fax To Express Scripts
1. Before you go to your doctor, download the physician fax form and ask him/her to fill it out and fax it to 

the number indicated on the form.  Only your physician office can fax the completed form to Express 
Scripts.

2. You can speak to Express Scripts customer service and give them your doctorʼs phone and fax number.  
The name(s) of your prescriptions with the exact dosage.  Express Scripts will make 3 attempts to fill 
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your order.  If the doctorʼs office doesnʼt respond you will have to either physically make an appointment 
with your doctor or mail in your prescription.

Order By Regular Mail
Fill out all of the information on the mail order envelope (which you may request from ESI), including any 
allergies and relevant medical conditions. Enclose your co-payment for each prescription (see the co-payment 
chart above) and be sure to write your return address on the envelope, including your apartment number. Mail 
order forms are also available at www.express-scripts.com.

Ordering Refills at Retail Pharmacy or Online
• Prescriptions filled at a retail pharmacy are available for refill when you have 25% supply left.  
• Mail order prescriptions are available for refill when you have a 30 day supply left.  You can refill your 

mail order prescriptions anytime on the internet at www.express-scripts.com. You can also refill your 
prescriptions over the telephone by calling 1-866-439-3658 and following the instructions.  To check the 
status of a mail order prescription, you can call ESI or check the website.

Use of the Formulary
Express Scripts has negotiated preferred pricing on certain drugs, included on a list called a Formulary. As a 
result of this preferred pricing (which is often on drugs by different manufacturers for the same medical 
condition), lower co-payments can be offered on formulary drugs. Use of these drugs saves both you and the 
Plan money and their use is encouraged.

You or your physician can obtain a copy of the Formulary by going on the website at www.express-scripts.com
or by contacting customer service at (866) 439-3658.

Covered Prescription Drugs
Coverage is provided only for those drugs and medicines that are:

• Approved by the US Food and Drug Administration (FDA) as requiring a prescription;
• FDA approved for the condition, dose, route, duration and frequency for which they are prescribed; 
• Prescribed by a physician or other health care provider authorized by law to prescribe them; and
• Not otherwise specifically excluded in this chapter.

Limitations and Exclusions
• Prescriptions written by members for themselves are not covered under our plan. 
• The maximum you can spend on infertility medications every year is $10,000 per year (plan year is July 

1 through June 30).
• For a complete list of exclusions, see section on “Exclusions”.

Prior Authorization
A number of drugs require prior authorization by ESIʼs clinical staff. ESI maintains the list of drugs that require 
prior authorization and will intervene at the point of service if prior authorization is needed. Contact ESI for 
information on drugs needing prior authorization and for information on which drugs have a limit to the quantity
payable by this Plan. Your doctor may initiate the prior authorization process by calling Express Scripts toll-free 
at 1-800-417-8164 or by going online to www.express-scripts.com/pa and downloading a Prior Authorization 
form, and faxing it to Express Scripts at 1-800-357-9577.

Medications requiring prior authorization may include, but are not limited to:
• brand-name medications with a generic equivalent
• medications with age limitations, and
• medications prescribed for a quantity exceeding normal limits.
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Step Therapy 

Certain prescription medications are subject to Step Therapy review.  Step Therapy is developed under the 
direction of independent doctors, pharmacists and medical experts. The program guides members and doctors 
into using lower-cost “front-line” medications that provide the same medical benefits as more expensive 
alternatives. If you attempt to fill a prescription for a second-line (higher-cost or brand) medication without having 
tried the front-line medication first, or 130 days have passed since your last refill, your prescription will not be 
covered. If this happens, your pharmacist can call your doctor to ask if you can switch to a front-line alternative, or 
your doctor must contact the Express Scripts Prior Authorization hotline for approval.  

EXCLUSIONS
Prescription drug benefits are not payable for:

• Non-prescription drugs (or non-legend or over-the counter drugs or medicines) except insulin;

• Pharmaceuticals requiring a prescription that have not been approved by the US Food and 
Drug Administration (FDA); or are not approved by the FDA for the condition, dose, route and 
frequency for which they are prescribed (i.e., are used “off-label”); or are experimental or 
investigational;

• Serums, Toxoids and Vaccines;

• Diagnostic agents;

• Supplies and devices including respiratory therapy supplies, ostomy supplies and peak flow 
meters;

• Intravenous drugs;

• Rh immune globulin human agents;

• Blood products;

• Vitamin A derivatives (retinoids) for dermatological use are excluded after the patient reaches 
age 24 (subject to prior authorization before that age).

The following Drug/Drug Categories are excluded under the VHHSBP 
Prescription Benefit:
DEPIGMENTATION AGENTS
PHOTO-AGED SKIN PRODUCTS
INJECTABLE COSMETICS
LEGEND HAIR GROWTH AGENTS
LEGEND HOMEOPATHIC DRUGS
MYOBLOC

CONTRACEPTIVES - IMPLANTS
IUDʼS
PLAN-B AGE>=17 YEARS OLD
YOHIMBINE
PROLASTIN
ARALAST

RAPTIVA
STELARA
DYSPORT
REMICADE
ORENCIA
LEGEND MEDICAL FOOD
ZEMAIRA

The Board of Trustees will review this list from time to time, in light of new drugs approved by the FDA and other 
considerations, and revise the list of covered and non-covered drugs based on criteria established by ESI. Please 
contact ESI for the most up-to-date information on which drugs are not covered by the Plan.
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Prescription Drug Benefits for Employees and Their Eligible Dependent(s) Who Are Medicare Eligible

Medicare covers prescription drug benefits under Part D Prescription Drug Plan. If you, as an active employee,
and/or your eligible dependent(s) are enrolled in either Part A or B of Medicare, you are eligible for Medicare Part 
D Prescription Drug Plan. For active employees and their eligible dependent(s) who are Medicare-eligible, this 
Plan offers “Creditable Coverage.” This means that this Planʼs prescription drug benefits are expected to pay out, 
on average, as much or more as the standard Medicare prescription drug benefits will pay. Since this Planʼs 
coverage is as good as Medicare, you do not need to enroll in a Medicare Prescription Drug Plan while you have 
this Planʼs prescription drug coverage as an eligible employee in order to avoid a late penalty under Medicare. 
When you lose coverage under this Plan, you may enroll in a Medicare Prescription Drug Plan either during a 
special enrollment period or during Medicareʼs annual enrollment period (November 15 - December 31 of each 
year). For more information about Creditable Coverage see the Planʼs Notice of Creditable Coverage that will be 
mailed to you from the Plan once a year. You may request another copy of this Notice by emailing the Benefits 
Office at Benefits@cirseiu.org or by calling the Benefits Office at (212) 356-8180 and asking for one. 
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PRESCRIPTION CLAIMS AND APPEALS

CLAIMS FOR PRESCRIPTION DRUG BENEFITS
If you purchase a prescription at a Non-Participating Pharmacy, you will have to submit a claim along with the 
prescription drug receipt to ESI for reimbursement. You must submit the receipt(s) no later than 45 days from 
date of purchase in order to receive reimbursement. Please note any difference in the cost of the prescription 
and the amount allowed by the Plan is your responsibility. It is always to your advantage to use a Participating 
Pharmacy. Claim forms may be obtained at www.express-scripts.com or by CIR website at www.cirseiu.org or 
by contacting Express Scripts customer service.

Mail all claims to:

Express Scripts, Inc.
Attn: STD ACCTS
PO Box 66583
St. Louis, MO 63166-6583

APPEALS 
If you are dissatisfied with the outcome of a claim for prescription benefits, you have the right to appeal to ESI (or 
the external UM Company). Your request for review must be made in writing within 45 days after you receive 
notice of denial to:

Mail Appeals to:

Express Scripts, Inc.
Attn: Pharmacy Appeals - K4DA
6625 West 78th Street, Mail Route BL0390 
Bloomington, MN 55439  

If you are dissatisfied with the outcome from ESI (or the external UM Company) you can file a Level 2 Appeal 
directly to the Board of Trustees. Refer to the Claims and Appeals section of this booklet for more information.

Level 2 Appeal:

CIR/SEIU Benefits Plans
520 8th Ave, Suite 1200
New York, NY 10018
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EMPLOYEE ASSISTANCE / 
WORKLIFEMATTERS PROGRAM

Balancing your work and home is not always easy. With WorkLifeMatters, your confidential employee assistance 
program through Guardian and Integrated Behavioral Health (IBH) is a free service to you and your family.
You donʼt have to face lifeʼs challenges alone. WorkLifeMatters provides support and guidance for matters that 
range from personal issues you might be facing, to providing information on everyday topics that affect your life. 

WorkLifeMatters can offer support with:

FREE SERVICE AND CONFIDENTIAL
Connect to a counselor for free support services: 1-800-386-7055 

9am – 8pm, M-F (EST)
Emergency access 24/7

Visit http://ibhworklife.com
User name: Matters 

Password: wlm70101

Lifestyle & Fitness Management
• Anxiety and depression
• Divorce and separation
• Relationship issues
• Drugs and alcohol
• Grief & loss
• Health and well-being
• Pet care

Working Smarter
• Balancing work and home life
• Career & training development
• Effective managing
• Relocation
• Workspace diversity

Support and guidance are just a phone call away
You have unlimited access to consult with a professional counselor via telephone. Face-to-face counseling 
sessions are available, if needed, with an IBH network provider and up to three sessions are free of charge as 
part of WorkLifeMatters. 

For legal and financial topics, you are eligible to receive a free initial 30 minute office or telephone consultation 
with an attorney or seasoned financial professional and certified public accountant (CPA). Local referrals are 
available for more complex legal or financial issues for a fee.

A variety of training resources — webinars, video and PowerPoint presentations — are also available to help you 
manage your quality of life.

WorkLifeMatters Program services are provided by Integrated Behavioral Health, Inc., and its contractors. 
Guardian does not provide any part of WorkLifeMatters program services. Guardian is not responsible or liable 
for care or advice given by any provider or resource under the program. This information is for illustrative 
purposes only. It is not a contract. Only the Administration Agreement can provide the actual terms, services, 
limitations and exclusions. Guardian and IBH reserve the right to discontinue the WorkLifeMatters program at 
any time without notice. Legal services provided through WorkLifeMatters will not be provided in connection with 
or preparation for any action against Guardian, IBH, or your employer. 
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DENTAL BENEFITS
INSURED BY GUARDIAN DENTAL INSURANCE – GROUP #417733

DENTAL EXPENSE COVERAGE
Guardian Life Insurance Company administers the dental plan which has two options from which you can choose 
for yourself and your eligible dependent(s). Managed DentalGuard (MDG) is a Dental Managed Organization 
plan which functions much like an HMO does for health care.  The alternate plan is called DentalGuard Preferred 
(DGP) which is a Preferred Provider Organization which will allow you to use either a dentist who is participating 
in the plan or any dentist you choose, whether or not he or she is participating in the plan with Guardian. You 
must choose one Plan, either Managed DentalGuard or DentalGuard Preferred.

Either plan will cover many of the dental expenses incurred by you and those of your dependent(s) who are 
covered for dental benefits under this plan. However, the most economical plan for you and your dependent(s)
will be the Managed DentalGuard, while the DentalGuard Preferred plan will allow you greater choice of dentists. 
If you choose the DentalGuard Preferred plan, your costs will be less if you choose dentists who are participating 
in the network over those who are not. 

Guardian decides: (a) the requirements for services to be paid; and (b) what benefits are to be paid by either 
plan. Guardian also interprets how the plan is to be administered. What Guardian covers and the terms of 
coverage are explained below. 

Dependent(s) Covered Up To Age 26
Child(ren) will be covered Up to the end of the year they turn 26.

Managed DentalGuard (MDG)
This plan is designed to provide quality dental care while controlling the cost of such care. To do this, this plan 
requires members to seek dental care from participating dentists that belong to the MDG network. Except for 
emergency dental services, in no event will Guardian pay for dental care provided to a member by a non-
participating dentist. 

The MDG network is made up of participating dentists in a memberʼs geographic area. A "participating dentist" is 
a dentist that has an MDG participation agreement in force with Guardian. 

When a member enrolls in this plan, he or she will get information about Guardianʼs current participating general 
dentists. Each member must select from this list of participating general dentists a primary care dentist (PCD) 
who will be responsible for coordinating all of the memberʼs dental care. If a member does not select a dentist for 
themselves or eligible dependent(s) they will automatically be defaulted to the provider closest to their home 
address under the Managed DentalGuard Plan. If a memberʼs address is outside of the tri-state area they 
must select a PCD within the tri-state area or select the Dental Guard Preferred plan. Guardian cannot 
automatically default you to the provider closest to your home address. If a member does not complete an 
enrollment card within thirty days from their date of hire they will not be able to select the MDG until the next 
Open Enrollment Period (January or July). After enrollment, a member will receive a MDG ID card. A member 
must present this ID card when he or she goes to his or her PCD. All dental services covered by this plan must 
be coordinated by the PCD whom the member selects and is assigned to upon enrolling in this plan. What 
Guardian covers is based on all the terms of this plan. Read this plan carefully for specific benefit levels, 
exclusions, coverage limits and patient charges. 

Choice of Dentists 
A member may select any available participating general dentist within the tri-state area as his or her PCD. A 
request to change PCDs must be made to Guardian. Any such change will be effective the first day of the month 
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following approval. Guardian may require up to 30 days to process and approve any such request. All fees and 
patient charges due to the memberʼs current PCD must be paid in full prior to such transfer.

Guardian compensates participating general dentists through an advance payment agreement by which they are 
paid a fixed amount of money each month based upon the number of members that select them as their PCD. In 
addition, Guardian may make supplemental payments on a limited number of specific dental procedures, office 
visit payments and annual guarantee payments. These are the only forms of compensation the participating 
general dentist receives from Guardian. The dentists also receive compensation from plan members who may 
pay an office visit charge for each office visit and a defined patient charge for specific dental services. The 
schedule of patient charges is shown below.

Specialty Referrals 
A memberʼs PCD is responsible for providing all covered services. But, certain services may be eligible for 
referral to a participating specialist. Guardian will pay for covered services for specialty care, less any applicable 
patient charges, when such specialty services are provided in accordance with the specialty referral process. 

All specialty referral services must be:
A) Pre-authorized by Guardian; AND
B) Coordinated by a memberʼs PCD.  

Any member who elects specialist care without prior referral by his or her Primary Care Dentist and approval by 
Guardian is responsible for all charges incurred.  

Guardian compensates their participating specialists the difference between their contracted fee and the patient 
charge shown in the Covered Dental Services and Patient Charges section. This is the only form of 
compensation that participating specialists receive from Guardian.

Emergency Dental Services
Guardian provides for emergency dental services 24/7, to all members. A member should contact his or her 
assigned Primary Care Dentist (PCD), who will make arrangements for such care. 

During normal business hours: If a member is unable to reach his or her PCD in an emergency during normal 
business hours, he or she must call our Member Services Department for instructions at 1-888-600-1600.

After normal business hours: If a member is unable to reach his or her PCD in an emergency after normal 
business hours, the member may seek emergency dental services from any dentist. Then, within 2 business 
days, the member should call Guardian to advise of the emergency claim. 

The member must submit to Guardian: (a) the bill incurred as a result of the emergency; (b) evidence of 
payment; (c) a brief explanation of the emergency; and (d) a description of the attempts to reach his or her PCD. 
This must be done within 90 days, or as soon as is reasonably possible. Guardian will reimburse the member for 
the cost of the emergency dental services, less any patient charge which may apply.

Out-Of-Area Emergency Dental Services
If a member is more than 50 miles from his or her home and emergency dental services are required, he or she 
should seek care from a dentist. Then he or she must file a claim within 90 days, or as soon as is reasonably 
possible. He or she must present an acceptable detailed statement from the treating dentist. The statement must 
list all services provided. Guardian will reimburse the member within 30 days for any covered emergency dental 
services, up to a maximum of $50.00 per incident, after payment of any patient charge which may apply.
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Managed DentalGuard (MDG) – Covered Dental Services & Patient Charges 

The services covered by this Plan are named in the list on the following page. If a procedure is not listed,
it is not covered. All services must be provided by the Memberʼs Primary Care Dentist (PCD).

The Member must pay the listed Patient Charge. Guardian covers the rest of the Participating Dentistʼs charge 
for the service. The benefits Guardian provides are subject to all the terms of this Plan, including the Limitations 
on Benefits for Specific Covered Services, Additional Conditions on Covered Services and Exclusions.
These Patient Charges are only valid for covered services rendered by Participating Dentists in the Managed 
DentalGuard network.
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DentalGuard Preferred (DGP)

DentalGuard Preferred 
DentalGuard Preferred is the alternate plan to Managed DentalGuard. DentalGuard Preferred is a Preferred 
Provider Organization which allows the member and eligible dependent(s) greater freedom in choice of dentists, 
but will also incur greater costs for the services rendered. This plan is designed to provide high quality dental 
care while controlling the cost of such care. To do this, the plan encourages a covered person to seek dental 
care from dentists and dental care facilities that are under contract with Guardianʼs dental preferred provider 
organization (PPO).

This plan usually pays a higher level of benefits for covered treatment furnished by a preferred provider. 
Conversely, it usually pays less for covered treatment furnished by a non-preferred provider.

The DentalGuard Preferred is made up of preferred providers in a covered personʼs geographic area. Use of the 
DentalGuard Preferred is voluntary. A covered person may receive dental treatment from any dental provider he 
or she chooses. And he or she is free to change providers anytime.

When an employee enrolls in this plan, he or she and his or her dependent(s) receive a dental plan ID card and 
information about current preferred providers. 

A covered person must present his or her ID card when he or she uses a preferred provider. Most preferred 
providers prepare necessary claim forms for the covered person, and submit the forms to Guardian. Guardian
sends the covered person an explanation of this planʼs benefit payments, but any benefit payable by Guardian is 
sent directly to the preferred provider.

What Guardian pays is based on all of the terms of this plan. Please read this plan carefully for specific benefit 
levels, deductibles, payment rates and payment limits.

A covered person may call Guardian at the number shown on his or her ID card should he or she have any 
questions about this plan.

COVERED CHARGES
If a covered person uses the services of a preferred provider, covered charges are the charges listed in the fee
schedule. The preferred provider has agreed to accept as payment in full, for the dental services listed in this 
planʼs List of Covered Dental Services.

If a covered person uses the services of a non-preferred provider, covered charges are reasonable and 
customary charges for the dental services listed in this planʼs List of Covered Dental Services (see chart on 
following page).

To be covered by this plan, a service must be: (a) necessary; (b) appropriate for a given condition; and (c) 
included in the List of Covered Dental Services. 

Guardian may use the professional review of a dentist to determine the appropriate benefit for a dental 
procedure or course of treatment.

By “reasonable,” Guardian means the charge is the dentistʼs usual charge for the service furnished. By 
“customary,” Guardian means the charge made for the given dental condition isnʼt more than the usual charge 
made by most other dentists. But, in no event will the covered charge be greater than the 90th percentile of the 
prevailing fee data for a particular service in a geographic area.

When certain comprehensive dental procedures are performed, other less extensive procedures may be 
performed prior to, at the same time or at a later date. For benefit purposes under this plan, these less extensive 
procedures are considered to be part of the more comprehensive procedure. Even if the dentist submits 
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separate bills, the total benefit payable for all related charges will be limited to the maximum benefit payable for 
the more comprehensive procedure. For example, osseous surgery includes the procedure scaling and root 
planning. If the scaling and root planning is performed one or two weeks prior to the osseous surgery, Guardian 
may only pay benefits for the osseous surgery.

Guardian only pays benefits for covered charges incurred by a covered person while he or she is insured by this 
plan. A covered charge for a crown, bridge or cast restoration is incurred on the date the tooth is initially prepared. 
A covered charge for any other dental prosthesis is incurred on the date the first master impression is made. A 
covered charge for root canal treatment is incurred on the date the pulp chamber is opened. All other covered 
charges are incurred on the date the services are furnished. If a service is started while a covered person is 
insured, Guardian will only pay benefits for services which are completed within 31 days of the date his or her 
coverage under this plan ends. These are sample rates by percentage:

LIST OF COVERED DENTAL SERVICES UNDER DENTALGUARD PREFERRED

Group I Services (Basic Services) Preferred Provider Non-Preferred Provider

Annual Deductible None None
Include: prophylaxis and fluoride treatments, office 
visits, examinations and evaluations, X-rays and 

dental sealant treatments
100% 100% of Usual and 

Customary Rate (UCR)

Group II Services (Basic Services) Preferred Provider Non-Preferred Provider

Annual Deductible None $25 for each covered person
Include: diagnostic, restorative, crown and 

prosthodontic restorative, endodontic, periodontal, 
periodontal surgery, non-surgical extractions, 

surgical extractions and other surgical services
80% 80% UCR

Group III Services (Major Services) Preferred Provider Non-Preferred Provider

Annual Deductible None $25 for each covered person
Include: major restorative services and 

prosthodontic services 50% 50%

Benefit Year Payment Limit for Non-Orthodontic 
Services Up to $2,000 Up to $1,000

Orthodontic Services None None

Note: A covered person may be eligible for a rollover of a portion of his/her unused Benefit Year Payment Limit for 
Non-Orthodontic Services.
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MAXIMUM ROLLOVER PROVISIONS APPLYING ONLY TO
DENTALGUARD PREFERRED MEMBERS

Maximum Rollover Account (MRA):
With the Maximum Rollover Account, Guardian will rollover $350 for services rendered by a DentalGuard 
Preferred provider or $250 for an out-of-network provider in to a Maximum Rollover Account for every year that 
Guardian dental payouts are under $500 per insured.

If you continue to have less than $500 worth of annual claims, Guardian will rollover the $350 or $250 up to $1000 
in your account. The MRA can be used in future years towards non-Orthodontic Services.

To qualify, a member must submit a claim and not exceed $500 threshold during the benefit year. The employee 
and each insured dependent(s) maintain separate MRAs based on their own claim activity.  Guardians will only 
rollover up to a cumulative maximum amount of $1000 into your MRA.

Type of Provider
Max Claims 

Paid by 
Guardian

Amount 
Rollover to the 

Next Year

Max Amount 
Qualified for 

Rollover

Annual Limit 
Paid By 

Guardian

Max Amount 
Allowed in 

MRA
DentalGuard 

Preferred Provider $500 $350 $1000 $2000 $3000

Out-of-Network 
Provider $500 $250 $1000 $1000 $2000

• An employee joining the plan as a new hire with 3 months or less remaining in the benefit year: the MRA 
accumulation will begin as of the first full benefit year. (Example: For an Employee joining in November of 
2013, claim activity in 2014 will be used and applied to MRAs for use in 2015).

• If you claims are more than $500 for the year, Guardian will not rollover any funds.

Out-of-Pocket Charges
• Guardian will be paid for services only up to the maximum fee level established with our contracted network 

dentists. Any amount that is charged over the fee schedule is the responsibility of the patient.
• Dental Claims - P. O. Box 2459, Spokane, WA 99210-2459, phone: 1-800-541-7846, fax: 509-468-4590.

How Much Do I Owe Before the Services are Rendered?
• Pre-determination Review - Guardian will gladly assist you and your dentist by determining what benefits 

could be payable for services and procedures over $300.  
• Have your dentist fax your treatment plan to Guardian, note that it is a pre-determination review and we will 

let your dentist know what benefits would be payable. 

Special Limitation
• Teeth lost or missing before a covered person becomes insured by this plan.  A covered person may have 

one or more congenitally missing teeth or have lost one or more teeth before he or she became insured by 
this plan.  We wonʼt pay for a prosthetic device which replaces such teeth unless the device also replaces 
one or more natural teeth lost or extracted after the covered person became insured by this plan.     
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DENTAL CLAIMS AND APPEALS

If you receive services from a dentist of the Guardian Managed Dental Guard (MDG) you do not have to submit a 
claim form. 

If you have selected Dental Guard Preferred (DGP) a covered person must present his or her ID card when he or 
she uses a preferred provider.  Most preferred providers prepare necessary claim forms for the covered person, 
and submit the forms to Guardian.  Guardian sends the covered person an explanation of this Planʼs benefit 
payments, but any benefit payable by Guardian is sent directly to the preferred provider.  Otherwise, you must 
submit a claim form to Guardian within one year from the date of service.

You may send your dental claim forms for Dental Guard Preferred services to:
Guardian
P.O. Box 14094
Lexington, KY 40512-4094
ATT: DENTAL CLAIMS PROVISIONS

Dental Claims Provisions
Your right to make a claim for any dental benefits provided by this plan, is governed as follows:

Notice 
You must send us written notice of an injury or services for which a claim is being made within 20 days of the date 
the injury occurs or the services starts. This notice should include your name and plan number. If the claim is being 
made for one of your covered dependent(s), his or her name should also be noted.

Proof of Service
Weʼll furnish you with forms for filing proof of services rendered within 15 days of receipt of notice. But if we donʼt 
furnish the forms on time, weʼll accept a written description and adequate documentation of the injury or sickness 
that is the basis of the claim as proof of loss. You must detail the nature and extent of the loss for which the claim 
is being made. You must send us written proof within 90 days of the loss.

Late Notice of Proof 
We wonʼt void or reduce your claim if you canʼt send us notice and proof of service rendered within the required 
time. But you must send us notice and proof as soon as reasonably possible. 

Payment of Benefits 
Weʼll pay all dental benefits to which youʼre entitled as soon as we receive written proof of services rendered. We 
pay all dental benefits to you, if youʼre living. If youʼre not living, we have the right to pay all dental benefits to one 
of the following: (a) your estate; (b) your spouse; (c) your parents; (d) your child(ren); (e) your brothers and sisters; 
and (f) any unpaid provider of health care services. When you file proof of loss, you may direct us, in writing, to pay 
dental benefits to the recognized provider of health care who provided the covered service for which benefits 
became payable. We may honor such direction at our option. But we canʼt tell you that a particular provider must 
provide such care. And you may not assign your right to take legal action under this plan to such provider.

Limitations of Actions
You canʼt bring a legal action against this plan until 60 days from the date you file proof of loss. And you canʼt bring 
legal action against this plan after three years from the date you file proof of loss.
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Proof of Claim
So that we may pay benefits accurately, the covered person or his or her dentist must provide us with information 
that is acceptable to us. This information may, at our discretion, consist of radiographs, study models, periodontal 
charting, narratives or other diagnostic materials that document proof of claim and support the necessity of the 
proposed treatment. If we donʼt receive the necessary information, we may pay no benefits, or minimum benefits. 
However, if we receive the necessary information within 15 months of the date of service, we will redetermine the 
covered personʼs benefits based on the new information. Failure to furnish such proof within such time will not 
invalidate or reduce any claim if it will be shown not to have been reasonably possible to furnish such proof and 
that such proof was furnished as soon as was reasonably possible.

Post-Service Claims
Guardian will provide a benefit determination not later than 30 days after receipt of a post-service claim. If a 
claimant fails to provide all information needed to make a benefit determination, Guardian will notify the claimant of 
the specific information that is needed as soon as possible but no later than 30 days after receipt of the claim. The 
time period for completing a benefit determination may be extended by up to 15 days if Guardian determines that 
an extension is necessary due to matters beyond the control of the plan, and so notifies the claimant before the 
end of the initial 30-day period. If Guardian extends the time period for making a benefit determination due to a
claimantʼs failure to submit information necessary to decide the claim, the claimant will be given at least 45 days to 
provide the requested information. The extension period will begin on the date on which the claimant responds to 
the request for additional information.

DentalGuard General Limitations and Exclusions
This policy provides dental insurance only.  Coverage is limited to those charges that are necessary to prevent, 
diagnose or treat dental disease, defect, or injury.  Deductibles may apply for some options. The plan does not pay 
for: oral hygiene services (except as covered under preventive services), cosmetic or experimental treatments, any 
treatments to the extent benefits are payable by any other payor or for which no charge is made, prosthetic 
devices unless certain conditions are met, and services ancillary to surgical treatment. The plan limits benefits for 
diagnostic consultations and for preventive, restorative, endodontic, periodontic, and prosthodontic services.  The 
services, exclusions and limitations listed above do not constitute a contract and are a summary only.  The 
Guardian plan documents are the final arbiter of coverage.

For additional information, call Guardian Member Services at 1-888-618-2016.

APPEALS FOR DENTAL BENEFITS
Appeals for dental benefits should be directed to Guardian. Your request for review must be made in writing within 
45 days after you receive notice of denial. Call Guardian Member Services at 1-888-600-1600 or address your 
complaint, grievance or appeal to:

Guardian
Attention: Appeals Department

P.O. Box 2457
Spokane, WA  99210-2457

If you are dissatisfied with the outcome of your appeal, you can file a Level 2 Appeal directly to the Board of 
Trustees:

CIR/SEIU – Benefits Office
520 8th Avenue, Suite 1200

New York, NY 10018
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CERTIFICATE AMENDMENT
This preferred provider plan is amended so that if a covered person is injured because of a third partyʼs wrongful 
act or negligence:

• Guardian will pay medical, dental or loss of earnings benefits for the injury, to the extent otherwise 
covered by this plan, if the covered person: (a) agrees in writing to Guardian being subrogated to 
any recovery or right of recovery the covered person has against that third party; (b) does not take 
any action which would prejudice Guardianʼs subrogation rights; and (c) cooperates in doing what 
is reasonably necessary to assist Guardian in any recovery;

• Guardian will be subrogated only to the extent of benefits paid by this plan because of that injury; 
and

Guardian will be subrogated only when the amounts (or portion) received by the covered person through a 
third party settlement or satisfied judgment is specifically identified as amounts paid as benefits under this 
plan.

As used in this rider: "Subrogation" means Guardianʼs right to recover any benefit payments made under this plan:

• Because of an injury to a covered person caused by a third partyʼs wrongful act or negligence; and
• which the covered person later recovers from the third party or the third partyʼs insurer.

"Third Party" means any person or organization other than Guardian, the employer or the covered person.
Except as stated in this rider, nothing contained in this rider changes or affects any other terms of this certificate.

REQUIRED DISCLOSURE STATEMENT

For Group Plan No.: G -00417733-HC
This section is a short summary of the benefits this plan provides. These benefits, including any exclusions and 
limitations, are fully outlined in the VHHSBP Plan Documents. Please contact the Benefits Office for more details.
This plan provides the following health insurance benefits: Dental Expense Insurance (defined as Dental Insurance 
by the New York State Insurance Department).
This plan does not provide Basic Hospital Insurance, Basic Medical Insurance, Medicare Supplement Insurance, or 
Major Medical Insurance, as defined by the New York State Insurance Department.
Notice The above statements are not part of the group policy. The group policy alone determines the rights and 
duties of: (a) the employer to whom this plan is issued; (b) the policyholder (if other than such employer); (c) 
Guardian; and (d) any person covered by this plan.
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HEARING AID BENEFIT
Self-Insured

Eligibility
VHHSBP will only cover you and/or your dependent(s) when services are provided by EPIC Hearing Health 
Care.

Maximum coverage allowed: A lifetime maximum of $1,500 per ear to cover the cost of a hearing aid.

VHHSBP will cover you and/or your eligible dependents when services are provided by EPIC Hearing Health 
Care or will reimburse you a lifetime maximum of $1,500 per ear.

Using an in-network EPIC Hearing Provider

Contact EPIC toll free at 866-956-5400 and identify yourself as a CIR- Voluntary Hospital House Benefits 
Plan Member. EPIC personnel will register you, and obtain your CIR Member ID* to confirm eligibility with the 
Benefits Plan Office. Once eligibility is confirmed, a referral will be issued to an audiologist closest to your home 
or work. EPIC will notify the audiologist of the patient referral and mail you a copy for your records. The 
audiologist will evaluate the hearing and submit their audiometric results with hearing aid prescription to
EPIC. You will receive a plan booklet outlining all plan services and pricing. When you visit your EPIC provider, 
all benefits will be coordinated for you, and you will only need to pay for services that exceed the $1,500 per ear 
lifetime allowance. You will not need to file a claim for reimbursement.

You and/or your eligible dependents are entitled to a 45 day trial period. Once you accept the device at the 
completion of the trial period, EPIC will submit a claim to the Benefits Plan Office for payment. 

EPIC offers all makes and models from all manufacturers at 30-60% off MSRP; with prices starting as 
low as $495. Contact the EPIC Hearing Service Plan toll free Monday - Friday 8:00 a.m. to 8:00 p.m. CST.

*Please note: You may find your CIR Member ID # on your optical card from Davis Vision. If you do not have 
your card or not eligible to receive the card, please contact the Benefits Office Monday to Friday during normal 
business hours. 

Appeals
If you are dissatisfied with the outcome of your claim, you can file an appeal to the Board of Trustees.  Refer to 
the Claims and Appeals section of this booklet for more information.  
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SHORT-TERM DISABILITY BENEFITS
Self-Insured

Introduction
The Plan provides you with income during a period of disability due to a non-occupational accident or illness.
Short-Term Disability Benefits are available for the employee only. If you become disabled while eligible for 
benefits under the Plan, Short-Term Disability Benefits begin on the 8th (eighth) calendar day of a non-
occupational disability. 

The maximum benefit payable is 60% of your weekly salary up to a maximum of $692 per week. Your payment 
may come from different sources depending on the state in which you are employed, as discussed later in this 
section and can include a statutory benefit as well as a Supplemental Short-Term Disability Benefit.  The 
Supplemental Short-Term Disability Benefit payable by the Plan is the benefit amount above any statutory 
benefit provided by the state in which you are employed (if applicable) up to the maximum of $692 per week.  

Definition of Disability
“Disabled” means you are unable to work as a result of accidental bodily injuries, sickness, or pregnancy and are 
thereby prevented from performing the duties of your occupation and you are under the care of a legally licensed 
provider as defined by the State in which you work.   

Duration of Benefits
Benefits are paid for a maximum of 26 weeks of disability during 52 consecutive weeks.  Payment of Weekly 
Benefits ends on the earlier of:

1. The date on which you are no longer disabled; or
2. After 26 weeks of disability benefits have been paid.

No benefits will be paid prior to the 8th calendar day of disability or for more than 26 weeks. If your Disability 
extends beyond twenty-six weeks, you may be eligible for Long Term Disability. 

Partial Disability
Partial Disability, as defined by the Plan as any period during which you not able to perform any work for 
remuneration, is not covered under this plan. Benefits will only be paid for periods during which you meet the 
definition “disability.”

Reduction of Benefits
While receiving Short-Term Disability Benefits, you may receive other income. If so, the Short-Term Disability 
Benefits you would otherwise receive will be reduced by any such income. Such income is:

• New Jersey state-mandated disability benefits; 
• No-Fault wage replacement; 
• Other statutory benefits; or
• Any amounts you receive for paid time off from your employer.

Exclusions
No benefits will be paid with respect to:

• Disabilities for work-related illnesses or accidents covered by Workersʼ Compensation or any other
similar state or federal law; 

• Any period during which you perform any work for remuneration or profit; or
• Any claim that is not filed within 60 days of the start of the first date of the disability unless circumstances 

prevent you from filing the claim in a timely manner, in which case, claims must be filed within 26 weeks 
of onset of disability. 
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Filing a Disability Claim
When you file a claim for disability, the Plan will process the benefit based on proof of a claimantʼs disability. 

• You must be under the care of a legally licensed physician, dentist, psychologist, podiatrist, nurse-
midwife or chiropractor for your claim to be considered. 

• This provider must, when requested by the Plan, certify the following: the scope of, the probable duration 
of, and all medical facts, to the best of his or her knowledge, about your disability. 

• The Benefits Plan Office will evaluate your claim and determine if benefits are payable.
• The Plan reserves the right to have a physician examines you (at the Planʼs expense) as often as is 

reasonable while a claim for benefits is pending or payable. 

A Short-Term Disability Claim Form may be obtained online at www.cirseiu.org, or by contacting the Plan office 
at (212) 356-8180. All claims must be submitted to the Benefits Plan Office within 60 days of the start of your 
disability for employees at Qualified Hospitals, and within 60 days from the determination from New York State 
for Non-Qualified hospitals. Refer to the following sections pertaining to your employer to determine how you 
should file your claim.

Mail your completed claim form to:

Voluntary Hospitals House Staff Benefits Plan
520 Eighth Avenue, Suite 1200

New York, NY 10018

Notice of Decision
A decision on the disability claim will be made and you will be notified of the decision within 45 days. If an 
extension of time due to matters beyond the control of the Plan is required, you will be notified of the reason for 
the delay and when the decision will be made.  This notification will occur before the expiration of the 45-day 
period.  A decision will be made within 30 days of the time the Plan notifies you of the delay.  The period for 
making a decision may be delayed an additional 30 days, provided the Plan notifies you, prior to the expiration of 
the first 30-day extension period, of the circumstances requiring the extension and the date as of which the Plan
expects to render a decision. 

Appeals
If a claim for disability benefits is denied, you will be notified by the Benefits Plan Office within 45 days of receipt 
of the claim.  You have the right to appeal as follows:

• For the New York State Disability Benefit Law amount ($170) – You may file a Request for Review by 
following the instructions on the Notice of Total or Partial Rejection of Claim for Disability Benefit (the DB 
451 Form) sent to you from the Benefits Plan Office.  A Request for Review of the total or partial 
rejection of your claim for New York State statutory disability benefit is made to the New York State 
Workersʼ Compensation Board to the address listed on the Notice (the DB-451 Form).   

• For appeals that pertain to the Supplemental Short-Term Disability benefits, refer to the Claims and 
Appeals section of this booklet for more information.  
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Benefit for Employees of Qualified New York Employers
Qualified Hospitals are hospitals in which the employer has agreed to have the VHHSBP provide the New York 
State Mandated Disability Benefit. Currently the qualified hospitals are: 

1. Bronx-Lebanon Hospital Center 7.  New York Methodist Hospital
2. Brookdale University Hospital and Medical Center        8. Maimonides Medical Center
3. Flushing Hospital Medical Center 9. St. Barnabas Hospital
4. Institute of Family Health             10. St. Johnʼs Episcopal Hospital
5. Interfaith Medical Center             11. St. Lukeʼs-Roosevelt Hospital Center
6. Jamaica Hospital             12. Wyckoff Heights Medical Center

If you are employed by any of the hospitals and become eligible for Short-Term Disability benefits, you 
must file your disability claim directly with the Plan. You will receive benefits from the Plan as two 
payments as follows:

• The statutory benefit payable under New York State Disability Benefit Law up to the amount of $170 per 
week;

• Any balance remaining after the statutory benefit is paid will be payable by this Plan under the 
Supplemental Short-Term Disability Benefits up to a maximum of $692 per week.

• Benefits will be payable under this plan on a bi-weekly basis during the continuation period for which you 
are disabled.

• You must be under the care of a legally licensed physician, dentist, psychologist, podiatrist, 
nurse-midwife or chiropractor for your claim to be considered. 

• This provider must, when requested by the Plan, certify the following: the scope of, the probable 
duration of, and all medical facts, to the best of his or her knowledge, about your disability. 

• The Benefits Plan Office will evaluate your claim and determine if benefits are payable.
• The Plan reserves the right to have a physician examine you (at the Planʼs expense) as often as 

is reasonable while a claim for benefits is pending or payable. 
Refer to the previous sections for complete provisions on eligibility, exclusions, plan maximums, claim 
submissions and appeals.

Disability Benefit for Employees of Non-Qualified New York Employers
Non-Qualified Hospitals are hospitals in which the employer has elected not to have the VHHSBP provide the 
New York State Mandated Disability Benefit. Currently the non-qualified hospitals are:

1. Brooklyn Hospital Center
2. Institute for Family Health - Harlem
3. Kingsbrook Jewish Hospital

If you are employed by any other of the 3 hospitals immediately above, you must file a disability claim 
for the New York State statutory benefit ($170) prior to filing for the Planʼs Supplemental Short-Term 
Disability Benefits.  
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1. Obtain a New York State Disability Benefits claim form (form DB-450) from your Employerʼs 
Human Resources Department and submit it according to the instructions. 

2. Call the Benefits Plan Office at (212) 356-8180 or email at benefits@cirseiu.org to obtain a 
Supplemental Short-Term Disability Benefits claim form or download the form online at 
www.cirseiu.org.

3. Submit a copy of the determination for statutory benefits with your Supplemental Short-Term 
Disability claim to the Plan Office within 60 days of the determination from New York State.

4. The maximum disability benefit payable by the Plan for any period of disability will be $692 per 
week (any balance payable under the Supplemental Short-Term Disability Benefit minus the $170 
under the New York State Disability Benefit). 

5. Benefits will be payable under this plan on a bi-weekly basis during the continuation period for 
which you are disabled.

6. You must be under the care of a legally licensed physician, dentist, psychologist, podiatrist, nurse-
midwife or chiropractor for your claim to be considered. 

7. This provider must, when requested by the Plan, certify the following: the scope of, the probable 
duration of, and all medical facts, to the best of his or her knowledge, about your disability. 

8. The Benefits Plan Office will evaluate your claim and determine if benefits are payable.
9. The Plan reserves the right to have a physician examine you (at the Planʼs expense) as often as is 

reasonable while a claim for benefits is pending or payable. 

Refer to the previous sections for complete provisions on eligibility, exclusions, plan maximums, claim 
submissions and appeals.

State Disability Benefits from New Jersey State

The statutory benefit payable under New Jersey State Disability Benefit Law up to the amount 
of $604 per week; You must apply first through the HR department at your hospital

• Any balance remaining after the statutory benefit is paid will be payable by this Plan under the 
Supplemental Short-Term Disability Benefits up to a maximum of $692 per week.

• Benefits will be payable under this plan on a bi-weekly basis during the continuation period for which you 
are disabled.

1. You must be under the care of a legally licensed physician, dentist, psychologist, podiatrist, 
nurse-midwife or chiropractor for your claim to be considered. 

2. This provider must, when requested by the Plan, certify the following: the scope of, the probable 
duration of, and all medical facts, to the best of his or her knowledge, about your disability. 

3. The Benefits Plan Office will evaluate your claim and determine if benefits are payable.
4. The Plan reserves the right to have a physician examine you (at the Planʼs expense) as often as 

is reasonable while a claim for benefits is pending or payable. 

Refer to the previous sections for complete provisions on eligibility, exclusions, plan maximums, claim 
submissions and appeals.  
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Disability Benefits for Employees of New Jersey Employers

Currently the New Jersey employers covered for Short-term disability are:

• CarePoint Health - Christ Hospital
• CarePoint Health - Hoboken University Medical Center

If you become disabled while eligible for benefits under the Plan, Short-Term Disability Benefits begin on the 8th

(eighth) calendar day of a non-occupational disability. 

Your Supplemental Short-Term Disability Benefit is equal to 60% of your basic weekly salary up to a maximum of 
$692 per week reduced by any benefits that are payable under New Jersey State Temporary Disability Benefits 
Law (TDB).  You will receive benefits from two sources as follows:

• The statutory benefit payable under New Jersey State Temporary Disability Benefits Law.
• Any balance remaining after the statutory benefit is paid will be payable by this Plan under the 

Supplemental Short-Term Disability Benefits up to a maximum of $692 per week.

In order to submit a claim for Supplemental Short-Term Disability benefits from the Plan you should:

1. Obtain a claim form for New Jersey State Temporary Disability benefits (DS-1) from your 
Employerʼs Human Resources Department and submit it according to instructions. 

2. Call or email the Benefits Plan Office at (212) 356-8180 or benefits@cirseiu.org to obtain a 
Supplemental Short-Term Disability Benefits claim form or download the form online at 
www.cirseiu.org.

3. Submit the Short-Term Disability Benefit claim form along with a copy of the completed DS-1 Form 
and a copy of the determination for these benefits within 60 days of the determination of New 
Jersey TDB benefits.

4. Any balance over and above the statutory benefit will be payable under the Supplemental Short-
Term benefits by this Plan up to the Plan maximum of $692 per week.

5. You must be under the care of a legally licensed physician, dentist, psychologist, podiatrist, nurse-
midwife or chiropractor for your claim to be considered. 

6. This provider must, when requested by the Plan, certify the following: the scope of, the probable 
duration of, and all medical facts, to the best of his or her knowledge, about your disability. 

7. The Benefits Plan Office will evaluate your claim and determine if benefits are payable.
8. The Plan reserves the right to have a physician examine you (at the Planʼs expense) as often as is 

reasonable while a claim for benefits is pending or payable. 

The maximum disability benefit payable by the Plan for any period of disability will be $692 per 
week less any amount payable under New Jersey TDB benefits. Benefits will be payable under 
this plan on a bi-weekly basis during the continuation period for which you are disabled.

If a claim for Disability Benefits is denied, you have the right to appeal as follows:

• For Benefits payable under New Jersey TDB, you should follow the instructions on the denial from the State 
in order to appeal the denial. 
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• For appeals that pertain to the Supplemental Short-Term Disability benefits, please refer to the Planʼs Claims 
and Appeals procedures towards the end of this booklet.

Benefit for Employees of Massachusetts Employers
Currently the Boston employer covered for Short-term disability is:

• Boston Medical Center

If you become disabled while eligible for benefits under the Plan, Short-Term Disability Benefits begin on the 8th

(eighth) calendar day of a non-occupational disability. 

Your Supplemental Short-Term Disability Benefits is equal to 60% of your basic weekly salary up to a maximum 
of $692 per week. Benefits will be payable by this Plan on a bi-weekly basis during the continuation period for 
which you are disabled.  

• You must be under the care of a legally licensed physician, dentist, psychologist, podiatrist, nurse-
midwife or chiropractor for your claim to be considered. 

• This provider must, when requested by the Plan, certify the following: the scope of, the probable duration 
of, and all medical facts, to the best of his or her knowledge, about your disability. 

• The Benefits Plan Office will evaluate your claim and determine if benefits are payable.
• The Plan reserves the right to have a physician examine you (at the Planʼs expense) as often as is 

reasonable while a claim for benefits is pending or payable. 

For appeals that pertain to the Supplemental Short-Term Disability benefits, please refer to the Planʼs Claims 
and Appeals procedures at the end of this booklet. 

DISABILITY - LONG TERM
This Benefit is insured through 

The Guardian Life Insurance Company of America – Group # 348566

The following provides a quick guide to some of the Long Term Disability plan features which people want to 
know about most often. Itʼs not a complete description of your Long Term Disability plan, but a summary: 

Elimination Period (a.k.a. Waiting Period) 
For long-term disability due to injury or illness, the waiting period is 180 calendar days.  Note that Supplemental 
Short-Term Disability may cover the first 26 weeks after the onset of an illness or accident.

Gross Monthly Benefit 
60% of your prior monthly earnings, rounded to the nearest $1.00, if not already a multiple thereof, limited to a 
maximum of $3,500.00. Note: Guardian integrates your gross monthly benefit with certain types of other income 
you may receive. Read all of the terms of this plan to see what income Guardian integrates with, and how. 

Maximum Payment Period 

• For a disability starting before the employee reaches age 60, you can potentially receive monthly 
payments until the Social Security Normal Retirement Age (65).

• If the disability period starts when or after the employee reaches age 60, Long Term Disability
payments will continue based on a table.  For example, if the Long Term Disability begins at age 60, 
the maximum period will be 5 years.  Should the Long Term Disability begin at age 69, the maximum 
period will be 1 year.
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LONG TERM DISABILITY CLAIMS AND APPEALS

Claim Filing
You must send the Benefits Plan Office written notice of an injury or sickness for which you intend to file a Long 
Term Disability claim within 30 days of the injury or start of the sickness for which a claim is being made. This 
notice should include your name and Social Security number and the plan number Group # 348566. You will be 
furnished with claim forms for filing proof of disability within 15 days of Guardianʼs receipt of the initial notice of 
your intent to file a claim. The completed claim forms must be returned to the Plan Office within a reasonable 
period of time. 

If you are not furnished with the forms within the time stated, Guardian will accept a written description of the 
injury or sickness that is the basis for the claim in place of Guardianʼs form. You must detail the nature and 
extent of the disability for which the claim is being made. If necessary to determine liability, as part of proof of 
loss, Guardian may require: 

• Certification of the extent and nature of your disability from all doctors who have treated you for the 
cause of your disability;

• Certification of income from any other sources of income to which you may be entitled which may affect 
Guardianʼs benefit payments; 

• Satisfactory evidence that you have applied for all benefits and payments from other income sources to 
which you may be entitled; and 

• Proof of any income from other sources that you have received. Guardian may require you to authorize 
release of medical and income data by the sources of such data, including the providers of medical 
and/or dental services. Any information not furnished or for which the release of authorization to obtain 
data is not obtained can result in suspension or delay of Long Term Disability benefit payments until 
such information or authorization is received by Guardian. 

Time Limit for the Filing of a Claim 
Any claim not filed within a reasonable period of time following the end of the elimination period (26 weeks) will 
be denied and no Long Term Disability benefits will be payable unless Guardian receives written proof that you 
lacked the legal capacity to file the claim or that it was not reasonably possible for you to file the claim. In no 
event will benefits be payable for more than one year retroactively from the date the claim is filed. 

Continued Proof of Disability 
Additional proof will be required. Written proof of your continued disability and doctorʼs care must be provided to 
Guardian within 30 days of each date Guardian makes such request. 

Application for Other Income Required 
You must apply for any disability or retirement benefits with which Guardian integrates, and which Guardian feels 
you may be entitled to receive. If such benefits are denied, Guardian requires you to apply for them again. You 
are required to continue to appeal all denials until: (a) you receive written notification from Guardian that no 
further appeals are necessary; or (b) all possible appeals have been exhausted. 

If Guardian feels that you are entitled to any of the benefits noted above, Guardian will: (a) assume you are 
receiving such benefits; and (b) integrate the gross monthly benefit with the estimated amount of such benefits 
payable to you and any applicable dependent(s) on behalf of your disability. But Guardian does not do this if you 
sign Guardianʼs agreement concerning benefits under which you promise: (a) to apply for any benefits Guardian 
integrates with; and (b) at Guardianʼs request, to reapply for such benefits or appeal any denial of such benefits 
until no further appeals can be made; and (c) repay any overpayment due to an award of such benefits. This 
paragraph does not apply to: (i) disability benefits from any compulsory benefit act or law; (ii) retirement benefits 
or retirement plan disability benefits under any other government plan which you receive as a result of your 
disability; and (iii) benefits from a Workersʼ Compensation law, an occupational disease law, or any other act or 
law of like intent. If Guardian estimates them, they adjust your net monthly payments when they receive written 
proof: (a) of the amount awarded; or (b) that such benefits are denied after any reapplications or appeals 
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Guardian requires. In the case of (b), if such adjustment shows Guardian underpaid you, they will pay you the full 
amount of the underpayment in a lump sum. 

Computing Your Net Monthly Benefit from This Plan 
Your net monthly benefit under this plan is your gross monthly benefit, as determined on your initial date of 
disability, integrated with any other income with which this plan integrates that you receive or are entitled to 
receive. To compute your net monthly benefit under this plan: (a) determine your gross monthly benefit as shown 
above; and (b) from the gross monthly benefit, subtract the sum of all of the income with which Guardian 
integrates that you receive or are entitled to receive. The result is your net monthly benefit. 

Your net monthly payment under this plan is your net monthly benefit determined above, reduced by 50% of any 
current monthly earnings you earn while disabled. If, during any month for which this plan pays benefits, the sum 
of the following: (a) your net monthly payment, as figured above; (b) the total amount of all other income with 
which this plan integrates that you receive or are entitled to receive; and (c) the amount of your current monthly 
earnings; is greater than the amount of your indexed prior monthly earnings, your net monthly payment for that 
month will be further reduced by that portion in excess of 100% of your indexed prior monthly earnings. This will 
not apply during any period of time that you are an employee in a Guardian rehabilitation program, as described 
in this plan, and have signed a valid rehabilitation agreement with Guardian. 

Waiver of Premium 
Guardian waives all premiums for your Long Term Disability income insurance which fall due while you are 
entitled to receive a net monthly payment from this plan. 

Rehabilitation Benefits under This Plan 
If you are disabled under this plan and meet selection criteria as established by Guardian, you may be selected 
to enter into a rehabilitation agreement with Guardian. This agreement starts when: (a) Guardian informs you in 
writing that you have been accepted into the rehabilitation program; and (b) you agree in writing to participate in 
the rehabilitation program. You may be chosen for this program anytime you are disabled according to the terms 
of this plan. This includes during this planʼs elimination period. The exact terms of the rehabilitation agreement 
may be different for each employee, but all agreements will set forth a plan designed to return you to gainful 
employment. Gainful employment is employment that is appropriate to your disability, skills, experience and prior 
monthly earnings. 

If you are chosen for a rehabilitation agreement, you will be entitled to an enhanced benefit based on 110% of 
the net monthly payment to which you would have been entitled had you not entered into the rehabilitation 
agreement. If you are chosen for such an agreement with Guardian, you will continue to be subject to all the 
terms of this plan. The enhanced benefit will start on the later of: (a) the effective date shown on the 
rehabilitation agreement; or (b) the date you complete the elimination period. Your eligibility for the enhanced 
benefit will extend until the earliest of: (a) the date you are no longer disabled under this plan; (b) the date you 
earn or are able to earn at a rate of at least 80% of your indexed prior monthly earnings; (c) the date you die; (d) 
the end of this planʼs maximum payment period; (e) the date you violate any of the terms of the rehabilitation 
agreement; (f) the date you elect to end the rehabilitation program; or (g) the date the rehabilitation agreement 
expires. 

If you end a rehabilitation agreement on a basis that is not agreeable to Guardian, you may be required to repay 
any benefits paid that are in excess of what this plan would have paid had you not participated in the 
rehabilitation agreement. There are additional advantages available to an employee who participates in a 
rehabilitation agreement as described above. For more information on these incentives and how you may 
become eligible to receive them, contact the Guardian rehabilitation specialist.

Special Limitations, Mental or Emotional Conditions, Alcohol Abuse and Drug Abuse 
If you are disabled, as defined by this plan, by a mental or emotional condition, alcohol abuse or drug abuse, 
Guardian limits this planʼs benefits. For the long term disability income coverage of this plan, a mental or 
emotional condition will include, but is not limited to, any of the following: bipolar affective disorder (manic 
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depressive syndrome), schizophrenia, delusional (paranoid) disorders, psychotic disorders, depressive 
disorders, anxiety disorders, somatoform disorders (psychosomatic illness), eating disorders, mental illness. 

For each disability due to a mental or emotional condition, alcohol or drug abuse, Guardianʼs payments stop at 
the earliest of: (a) the date during any one period of disability that you have received 60 net monthly payments; 
(b) the end of the maximum payment period; or (c) the date disability ends. Also, payments will be limited to a 
total of 60 months in your lifetime for all disabilities contributed to, or caused by, any and all of the conditions 
shown above. But, if at the end of benefit payments, you are being treated for the cause of your disability as an 
inpatient in a qualified institution for at least 14 consecutive days, Guardian extends the payments. Guardian 
extends them until the earliest of: (a) 90 days from the date of your discharge; (b) the end of the maximum 
payment period; or (c) the date disability ends. By "qualified institution," Guardian means a legally operated 
hospital or other public or private facility licensed to provide inpatient medical care and treatment for the cause of 
your disability. 

Pre-Existing Conditions Under Dental Coverage with Guardian
Guardian does not cover disability caused by such a condition until the later of: (i) the day following the date you 
are insured under this plan for at least 12 consecutive months; and (ii) the date benefit payments would 
otherwise start in the absence of this provision. Guardian does not cover any disability which begins before your 
insurance under this plan starts. A covered person may have one or more congenitally missing teeth or 
extracted/lost one or more teeth before becoming insured by Guardian. We do not pay for a prosthetic device 
that replaces such teeth unless the device also replaces one or more natural teeth lost or extracted after the 
covered person became insured by Guardian; however, since your plan is a transfer of business, we will 
consider coverage for the prosthetic appliance if the tooth/teeth were extracted or lost while insured with the 
immediate prior carrier.

• In order to consider the prosthetic appliance, the following must be submitted:
• The immediate prior carrierʼs explanation of benefits listing the extraction.
• If an EOB is not available, a letter from the immediate prior carrier listing the tooth number, date of 

extraction or loss, and the patientʼs name is also acceptable.
• If the tooth fell out and no claim was submitted, a letter from the provider stating the date the tooth 

was lost and the tooth number can be submitted.

For a summary of your appeals rights, please refer to the Claims and Appeals Section or refer to the Certificate 
of Insurance. 

Timing For Initial Benefit Determination
The benefit determination period begins when a claim is received. Guardian will make a benefit determination 
and notify a claimant within a reasonable period of time, but not later than the maximum time period shown 
below. A written or electronic notification of any adverse benefit determination must be provided.

Guardian will provide a benefit determination not later than 45 days from the date of receipt of a claim. This 
period may be extended by up to 30 days if Guardian determines that an extension is necessary due to matters 
beyond the control of the plan, and so notifies the claimant before the end of the initial 45-day period. Such 
notification will include the reason for the extension and a date by which the determination will be made. If prior 
to the end of the 30-day period Guardian determines that an additional extension is necessary due to matters 
beyond the control of the plan, and so notifies the claimant, the time period for making a benefit determination 
may be extended for up to an additional period of up to 30 days. Such notification will include the special 
circumstances requiring the extension and a date by which the final determination will be made. A notification of 
an extension to the time period in which a benefit determination will be made will include an explanation of the 
standards upon which entitlement to a benefit is based, any unresolved issues that prevent a decision of the 
claim, and the additional information needed to resolve those issues.

If a claimant fails to provide all information needed to make a benefit determination, Guardian will notify the 
claimant of the specific information that is needed as soon as possible but no later than 45 days after receipt of
the claim.
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If Guardian extends the time period for making a benefit determination due to a claimantʼs failure to submit 
information necessary to decide the claim, the claimant will be given at least 45 days to provide the requested 
information. The extension period will begin on the date on which the claimant responds to the request for 
additional information.

APPEALS FOR LONG-TERM DISABILITY 
If your claim for Long-Term Disability benefits is denied, a request for review of the adverse benefit determination 
may be filed by appealing directly to Guardian. The request for review must be made in writing within 180 days 
after you receive notice of denial.   

Appeals for Long-Term Disability should be directed to Guardian at:

Guardian
P.O. Box 4391
Woodland Hills, CA 91367

Extension of Medical Coverage during Total Disability
If your medical coverage ends because your employment terminates, and if on that date you or a covered family 
member is totally disabled, major medical benefits for the medical condition causing the total disability will 
continue for the disabled person, subject to the terms and provisions of this Plan. For the purpose of this section 
only, you will be considered totally disabled if you are unable to perform all of the substantial and material duties 
of your regular employment or occupation. These extended benefits will be payable as long as that disability 
continues but not beyond December 31 of the calendar year following the termination of coverage.

If, during the 31 days before your medical coverage ends because your employment terminates, you or a 
covered family member is under the care of a Physician and disabled, but is not totally disabled, the Plan will 
cover that treatment for up to 3 months after your medical coverage ends.

The Plan reserves the right to have the person who is totally disabled or disabled under the care of a Physician 
examined by a Physician selected by the Plan or its designee at any time during the period that benefits are 
extended under this provision. The cost of such an examination will be paid by the Plan.

This extension of benefits applies only to the medical coverage. 

As an alternative, under certain circumstances, you can choose to continue your coverage if you pay for the cost 
of that coverage. For further information, see the following section Continuation of Coverage (COBRA).
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LIFE TERM INSURANCE
This Benefit is insured through Guardian Life Insurance – Group # 348566

A death benefit of $125,000 will be paid to any beneficiary you name, if you die from any cause while you are 
covered under this Plan.  You may change your beneficiary whenever you wish.  If you fail to name a beneficiary, 
this benefit will be paid to your estate. 

Your Term Life Insurance is assignable only as a gift assignment.

You must be at work actively on a full time basis to be eligible for any changes in the terms of this benefit.

Insurance During Total Disability

If you are eligible for benefits under this Plan and you become disabled before you reach age 60, your Term Life 
Insurance may be continued at no cost to you while you remain totally disabled. This benefit is also called the 
Extended Life Benefit with Waiver of Premium. You must furnish proof of total disability within one year of the date 
total disability starts, and as required thereafter. If you die during the first year of total disability, your death benefit
will be paid to your beneficiary even if you had not yet furnished proof of the disability.  For the purpose of this 
section only, you will be considered totally disabled only if:

• You are not engaged in any gainful occupation, and
• You are completely unable to work, due to sickness or injury or both, to engage in any gainful occupation 

for which you are reasonably fit, by education, training or experience.
• You are receiving regular doctorʼs care appropriate to the cause of the disability; unless you have reached 

your maximum point of recovery yet are still disabled under the terms of the Plan.
• You remain totally disabled for nine consecutive months.  However, you may apply for this benefit 

immediately upon the onset of disability.

In the event that you receive the Extended Life Benefit with Waiver of Premium nine months after you become 
disabled, in order for you to maintain your Dependentʻs Life Insurance coverage, you must convert your spouseʼs 
policy to an individual permanent or term policy.

Accelerated Life Benefit

IMPORTANT NOTICE:  Use of the benefit provided in this section may have tax implications and may affect 
government benefits or creditors. You should consult with your tax or financial advisor before applying for this 
benefit.

NOTE: The amount of group term insurance is permanently reduced by the amount of the accelerated benefit 
paid to you.

An Accelerated Life Benefit is a payment of part of your group term life insurance made to you before you die. If 
you have a medical condition that is expected to result in your death within 6 months, you may apply for the 
Accelerated Life Benefit. The minimum amount of the Accelerated Life Benefit for which you can apply is $50,000. 
The maximum amount of the Accelerated Life Benefit for which you can apply is $75,000.

Guardian will not pay an Accelerated Life Benefit to you if you are required by law to use the payment to meet the 
claims of creditors whether or not you are in bankruptcy; or are required by court order to pay all or part of the 
benefit to another person; or are required by a government agency to use the benefit to apply for, to receive or to 
maintain a governmental benefit or entitlement; or lose your coverage under the group plan for any reason after 
you elect the Accelerated Life Benefit but before Guardian pays such benefit to you. 
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Burial Benefit

Guardian Life Insurance may pay up to $500 of the life insurance benefit to any person who appears to have 
incurred an expense in connection with your burial.  Guardianʼs liability will be discharged to the extent of the 
amount paid.

Beneficiary Designation

You may change your beneficiary at any time by filing a written notice of the change with the Plan Office and
mailing it to the Benefits Office

If you designate more than one beneficiary and fail to specify each beneficiaryʼs share, each beneficiary will 
receive equal shares.  If your beneficiary dies before you do, his or her share will be shared equally by any 
beneficiaries that survive you, unless you indicate otherwise. If all your beneficiaries die before you do, or your life 
insurance benefit amount cannot otherwise be disposed of, the amount will be payable to your estate unless you 
made a gift assignment.

Conversion to an Individual Policy

During the first 31 days following:

• the termination of your employment, or
• the group policy providing your Group Term Life Insurance ends, or
• the amount of your insurance is reduced by amendment,

You may convert your Group Term Life Insurance to one of a number of Guardian individual life insurance policies 
up to the amount of the coverage you lost.  You must apply in writing for a conversion policy and pay the first 
premium within 31 days after your insurance ends or is reduced. You will not have to furnish evidence of good 
health. The policy will be effective at the end of the 31-day period, and the premiums will based on current 
individual policy premium rates. If you die during the 31-day period, your death benefit will be paid whether or not 
you have applied for an individual policy.

Reduction of Basic Life Insurance Amount based on Age:

If an employee is less than age 65 when his or her insurance under this plan starts, his or her insurance
amount is reduced, on the date he or she reaches age 65, by 35% of the amount which otherwise applies
to his or her classification and/or option. But in no case will such reduced amount be less than $1,000.00. The
preceding reduction also applies to an employee's initial insurance amount if his or her insurance starts after
he or she reaches age 65 but before he or she reaches age 70. If an employee is less than age 70 when
his or her insurance under this plan starts, the employee's basic life insurance amount is reduced, when he
or she reaches age 70, by 60% of the amount which otherwise applies to his or her classification  and/or
option. But in no case will such reduced amount be less than $1,000.00. The preceding reduction also applies
to an employee's initial insurance amount if his or her insurance starts after he or she reaches age 70.

Limitations for Future Entrants 
However, regardless of any of the above reductions, we limit the amount of insurance for which the employee 
is eligible if an employee's insurance under this plan starts both: (a) after this plan's effective date; and (b)
after he or she reaches age 70. If an employee provides us with proof of insurability, and we approve it in
writing, the amount of his or her insurance will be 50% of the amount which otherwise applies to his or her
classification and/or option. But in no event will this reduced amount be less than $1,000.00. If we do not
approve the employee's 'proof,ʼ his or her insurance amount will be $1,000.00.
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LIFE INSURANCE CLAIMS AND APPEALS

Claim forms and instructions for filing claims may be obtained from the Plan Administrator or our website:
Guardian is the Claims Fiduciary with discretionary authority to determine eligibility for benefits and to construe 
the terms of the plan with respect to claims. In addition to the basic claim procedure explained in your certificate, 
Guardian will also observe the procedures listed below. These procedures are the minimum requirements for 
benefit claims procedures of employee benefit plans covered by Title 1 of the Employee Retirement Income 
Security Act of 1974 ("ERISA").

a. If a claim is wholly or partially denied, the claimant will be notified of the decision within 90 days after 
Guardian received the claim.

b. If special circumstances require an extension of time for processing the claim, written notice of the 
extension shall be furnished to the claimant prior to the termination of the initial 90-day period. In no event 
shall such extension exceed a period of 90 days from the end of such initial period. The extension notice 
shall indicate the special circumstances requiring an extension of time and the date by which Guardian
expects to render the final decision.

c. If a claim is denied, Guardian will provide a notice that will set forth:
1. the specific reason(s) the claim was denied;
2. specific references to the pertinent plan provision on which the denial is based;
3. a description of any additional material or information needed to make the claim valid, and an 

explanation of why the material or information is needed;
4. an explanation of the planʼs claim appeal procedure. A claimant must file a request for review of a 

denied claim within 60 days after receipt of written notification of denial of a claim. 

d. Guardian will notify the claimant of its decision within 60 days of receipt of the request for review. If special 
circumstances require an extension of time for processing, Guardian will render a decision as soon as 
possible, but no later than 120 days after receiving the request. Guardian will notify the claimant about the 
extension.

By law, you are responsible for the value of your life insurance over $50,000. You will be notified of the 
amount by your employer. 
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LIFE TERM INSURANCE FOR YOUR DEPENDENT
SPOUSE OR REGISTERED DOMESTIC PARTNER

(This Benefit Is Insured through Guardian Life Insurance)

A death benefit of $20,000 will be paid to you if your legal spouse or registered domestic partner dies from any 
cause while covered under this Plan.

Conversion to an Individual Policy for a Spouse

During the first 31 days following:

• the Term Life Insurance for your Dependent(s) Spouse or Registered Domestic Partner ends, or
• the amount of the Term Life Insurance for your Dependent(s) Spouse or Registered Domestic Partner is 

reduced by amendment, your spouse may convert such life insurance to one of a number of Guardian 
individual life insurance policies up to the amount of coverage lost without the need to furnish evidence of 
good health.  Your spouse must apply in writing for a conversion policy and pay the first premium within 31 
days after his/her insurance ends or is reduced. The policy will be effective at the end of the 31-day period,
and the premiums will be based on current individual policy premium rates.  If your spouse dies during the 
31-day period, this death benefit will be paid whether or not your spouse has applied for an individual policy.

In the event that you, the employee, become totally and permanently disabled and you apply for and receive the 
Extended Life Benefit with Waiver of Premium, life insurance for your spouse will terminate.  In order to maintain 
your spouseʼs coverage, you must convert the coverage to an individual policy.

If your dependent(s) is confined for medical care or treatment either in an institution or at home on the date this 
dependentʼs life insurance would otherwise go into effect, or on the date any adjustment to the benefit amount 
would become effective, then your dependentʼs insurance will be deferred until his/her final release from medical 
confinement.

For additional details, contact the VHHSBP Office at benefits@cirseiu.org or by phone at (212) 325-8180. By 
law, when you receive this benefit for your spouse or domestic partner, you will be taxed on the value of the 
coverage.  You will either receive a separate tax form from your employer or the value will be added to your W-2
form.

SPD is a quick reference guide to your benefits through the Voluntary Hospitals House Staff 
Benefits Plan. For additional details, see the VHHSBP Plan Documents.  
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ANCILLARY DEATH BENEFIT
(This Benefit Is Insured through the VHHSBP)

This benefit will cover up to a maximum of $5,000 for transportation of the remains of a deceased employee to the 
place of burial if the place of burial is more than 200 miles from New York City.

ACCIDENTAL DISMEMBERMENT BENEFIT
(This Benefit Is Insured through the VHHSBP)

This benefit will be paid for any of the following losses as the result of an accident occurring on or off the job 
while you are insured. The injury must have resulted in the loss directly and independently of all other causes 
and the loss must have occurred within 90 days after the injury was sustained. It is payable in addition to any 
other insurance for which you may be eligible.

All benefits are payable to you, except that any benefit unpaid at your death will be paid to your beneficiary or 
beneficiaries.

• Loss of sight means total and irrevocable loss of sight.  Loss of a hand or foot means loss by 
severance at or above the wrist or ankle.

• The total payment for all losses due to any one accident will not be more than the full amount of 
the benefit.

Exclusions

The Accidental Dismemberment Insurance does not cover:
• any loss resulting from war or any act of war (including undeclared war and resistance to armed 

aggression); 
• attempted suicide; 
• any loss which results directly or indirectly from bodily or mental infirmity or disease or medical or surgical 

treatment for such; 
• any loss which results from an infection other than a pyogenic infection of an accidental cut or wound; 
• any loss which results from travel in any moving aircraft aboard which you are giving or receiving training 

or have any duties.

For a summary of your appeals rights, please refer to the Claims and Appeals section on page or refer to the 
Certificate of Insurance.

Amount of Insurance Paid 
To You For Loss of:

$50,000

Both hands,
Both feet,

Sight of both eyes,
One hand and one foot,

One hand and sight of one eye,
One foot and sight of one eye

$20,000
One hand,
One foot,

Sight of one eye
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VISION BENEFIT
(Insured through Davis Vision – Client Code 2189)

In-Network Benefit
The Plan offers a comprehensive vision benefit 
through Davis Vision. When you and your eligible 
dependent(s) use your in-network benefit you will be 
entitled to:

• Free eye exam every July 1
• Lenses every July 1 (See co-pay chart for lens

options and co-pay amounts)
• Frames once every two plan years (every 

other July 1) as follows:
o Any Fashion frame from the Davis

Vision Collection (valued up to $125)
will be covered in full

o A $15 co-payment will be applied
for a Designer frame

o A $40 co-payment will be applied 
for a Premier frame

• Contacts every July 1 (in lieu of eyeglasses)

Note: If you choose a frame that is NOT in the Davis 
Vision collection, you will be given a $50 allowance 
toward any frame from the participating provider plus 
20% off the balance.  

Contacts
If you require a contact lens fitting, you will receive a 15% discount off the fitting exam when you visit an in-
network provider.  You will receive $100 allowance toward any provider supplied contact lenses, plus 15% off the
balance.  
Participating Providers
To locate a provider in the Davis Vision network, log on to the Open Enrollment section at www.davisvision.com 
and enter client code 2189. To use your in-network benefits, present your Davis Vision Member ID card or give 
the provider your client code (2189) and your first and last name.  
Out-of-Network Benefit
You may receive services from an out-of-network provider, however, you will receive the greatest value when 
you go in-network. If you choose an out-of-network provider, you will receive a maximum of $40 per year toward 
an eye exam and $60 toward materials.  You must file a claim with Davis Vision to be reimbursed.  
Claims should be mailed to:
Vision Processing Unit
PO Box 1525
Latham, NY 11210
Other Benefits
Davis Vision also provides discounts on laser vision correction and replacement contacts through LENS123©, a 
mail-order contact lens service. Visit davisvision.com for more information or contact Davis Vision at 1-877-923-
2847.

*Polycarbonate lenses covered in full for dependent child(ren),
monocular patients & patients with prescriptions 6.00 diopters or greater
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Appeals 
Appeals for vision benefits should be directed to Davis Vision. Your request for review must be made in writing 
within 180 days after you receive notice of denial. Call Davis Vision Quality Assurance at 1-888-343-3470 or 
address your complaint, grievance or appeal to:

Davis Vision Inc. 
Attention: Quality Assurance/Patient Advocate Department
PO Box 791
Latham, NY 12210

If you are dissatisfied with the outcome of your appeal, you can file a Level 2 Appeal to the Trustees at:

VHHSBP
520 8th Avenue Suite 1200
New York, NY 10018
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PROFESSIONAL EDUCATION BENEFIT (PEB)

The Plan reimburses costs associated with books, board exams, medical licensure fees, dues, subscription, 
journals and mobile electronic medical devices. There is also a free language benefit through Rosetta Stone.

Eligibility

You become eligible for benefits based on the day you go on your employerʼs payroll. However, your eligibility 
becomes effective only when you complete a benefits enrollment form.

If you switch from one of these hospitals you will not be eligible for this benefit until you are back on payroll. 

If a Resident gets rotated to one of the hospitals below and they are from another hospital, they get to 
use the benefit if they are on payroll:

PEB BENEFIT

ELIGIBLE HOSPITAL Maximum 
Reimbursement BENEFITS

Bronx Lebanon Medical Center
$450

Audio & videos tapes, DVD's, CD's, MP3's

Board Exam Fees

Books and eBooks

Dues & Journals for Medical Specialty Societies

Equipment (i.e.: scrubs, stethoscope, etc.)

License Application and Examination Fees

Software or electronic medical apps

Mobile Electronic Medical Devices (see 
immediately below)

Brookdale Hospital Medical Center
$650

St. Barnabas Hospital
$650

Wyckoff  Heights Medical Center $650
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MOBILE ELECTRONIC MEDICAL DEVICES*

The maximum reimbursement for a Mobile Electronic Medical Device (MEMD) under PEP is limited to 75% of 
the total device cost. Only one MEMD is reimbursable per participant per Plan Year (July 1 through June 30). 
MEMD costs will not be reimbursed if purchased in the last 6 months of your residency.

The maximum reimbursement for the one reimbursable MEMD per Plan Year is limited to $650. 

For example, a PGY 1 resident is eligible for $650 in reimbursements. She/he purchases a $1,000 laptop and 
$500 in medical books. She/he will only be reimbursed a maximum of $650 for that Plan Year.

Eligible devices:
• Tablet Computers, e.g. Apple iPad, Samsung Galaxy
• Smartphones, e.g. Apple iPhone, Samsung Galaxy
• Laptop Computers, e.g. MacBook, Dell and HP3

Not Eligible for reimbursement: 

• Items, other than the eligible devices listed immediately above. These include other items that can be 
used generally, that is for both personal/non-work purposes and work/training purposes, such as 
desktop computers, software (e.g. Excel, Work, and PowerPoint), cameras and eBook Readers.

• PEP does not cover data service plans, calling plans, upgrade fees, insurance or accessories.

AMOUNT PAYABLE

How to Get Reimbursed
A detailed receipt must be submitted with the claim for reimbursement, including but not limited to the date, item 
purchased and amount paid.

How benefits are paid if you are on payroll from July 1 through June 30.
If you are on payroll for the entire, or any part of the Plan Year, from July 1 through June 30, you can be 
reimbursed up to $450 or $650 (depending on the hospital) for eligible items purchased any time during that 
year. You can submit your claim and receipts up to one year after you have purchased the items. You must also 
be on payroll when the eligible item is purchased.

THE CARRYOVER

If you do not use your entire eligible reimbursable amount in one or more Plan Years, and you continue on an 
HHC or WMC residency program payroll in the next Plan Year, then the unused reimbursable amount can be 
carried over to the next Plan Year. PEP will keep track of the unused amount and will automatically add that 
unused amount to the amount that you are eligible for in the next Plan Year. 

Roll-over calculations for WMC Resident Physicians for PEP benefits will start as of their commencement date 
into the Plan of November 1, 2010.

Examples of how the carryover amounts will be applied:

Example 1: The participant was a PGY 1 on payroll for the entire Plan Year, from July 1 through June 30. 
She did not submit any reimbursable receipts until April. In April, she submitted $150 in receipts for medical 
books purchased in April. This submitted claim was paid in full. On June 30, the participant had $500 
remaining from the Plan Year. The participant continues on as a PGY 2 on payroll for the entire Plan Year. 
The $500 remaining from the participant's PGY 1 year could then be used for purchases made within the 
participant's PGY 2 year. If the participant does not submit any PEP claims in his PGY 2 year and continues 
on as a PGY 3 on payroll, then the cumulative unused amount of $1,150 ($500 from the PGY 1 year plus 
$650 from the PGY 2 year) will be available for use in the PGY 3 year. The resident would also be eligible for 
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an additional $650 for the PGY 3 year for a total of $1,800.

Example 2: The participant's residency will terminate on December 31. She has used $150 for the Plan 
Year. In December, she submits receipts for medical books purchased in December for $300. 
Reimbursements are made to the participant in January in the amount of $300, for a yearly total 
reimbursement of $450. Since the participant's residency has terminated, there is no carryover amount.

HOW TO SUBMIT A CLAIM

• Make sure your current and correct enrollment card is on file in the Benefits Office.

• Visit the CIR website at www.cirseiu.org to access and complete the electronic claim form which will 
be electronically sent directly to the Benefits Office, an email confirmation will be sent to you.

• Provide all the information requested, including a scanned copy of your original receipt(s) and submit 
within one year from the date of purchase or service. An electronic confirmation and copy will be 
emailed to you for your records. 

• Note that the limit for submission of PEP benefits is one year after the date of purchase. The purchase 
of the eligible item must have incurred while on HHC or WMC payroll.

LANGUAGE BENEFIT
(This benefit does not count against your maximum plan year benefit)

PROGRAM OVERVIEW

PEB supports the efforts of resident physicians wanting to improve their communication skills in order to deliver 
outstanding patient care. Recognizing that resident physician schedules leave little time for attending language 
classes, the PEB Language Benefit Program will cover the cost of electronic media programs offered by Rosetta 
Stone to improve language skills that are utilized in performing their present medical duties. The PEB Language 
Benefit Program directly supports the learning of skills required for current job assignments, duties or 
responsibilities.

The following highlights describe key elements of the program: 

• Members will not be reimbursed for any items purchased from our contracted providers. The Plan will 
purchase a DVD, CD, or a subscription from an approved provider. PEB retains the right to approve or 
reject the claims for language course or program from non-contracted providers to a maximum of $125 
per plan year.

• The choice of language must relate to your current work assignment.

• Members may qualify for only one course or program in each Plan Year from July 1 through June 30.

This benefit supplements other financial assistance for language programs for which resident 
physicians may be eligible. Resident physicians should explore alternate sources of financial 
assistance and must report receipt of financial assistance for language programs.

78



78

79

Rosetta Stone
Rosetta Stone is an online language program that offers a large number of languages to learn or brush up on.  
To apply for the Rosetta Stone benefit, you complete a claim form which can be found at www.cirseiu.org.

Eligibility
Eligible Hospitals

1. Bronx-Lebanon Hospital Center
2. Brookdale University Hospital and Medical Center
3. St. Barnabas Hospital
4. Wyckoff Heights Medical Center

Customer Service Support Line: 877-223-9848

Support site: http://support.rosettastone.com/supportinstitutionpage?language+Englishmarket
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QUALITY IMPROVEMENT / EDUCATIONAL AND TRAINING BENEFITS 

The Plan of Benefits provided by the Voluntary Hospital House Staff Benefits Plan includes an 
Educational and Training benefit on Quality Initiatives and Patient Safety for eligible participants. The
VHHSBP will, on its own or in coordination with other organizations, make available to VHHSBP 
participants educational and training opportunities by taking any or all of the following actions or such 
other programs that promote the education and training of participants:

1. creating, funding or sponsoring in whole or in part, QI/Patient Safety Learning Events 
and disseminating QI/ Patient Safety resource information and curricula. The requirements and 
procedures for VHHSBP participants taking part in these programs will be periodically established and
publicized by the Trustees. 

2. allowing VHHSBP participants to access approved patient safety education and training 
programs available in the US. VHHSBP participants will be eligible to receive a reimbursement of up to 
$3,000 per year to cover the expenses related to registration, travel, and tuition. Covered employees 
accessing this benefit are responsible for receiving time off (vacation or education leave time) to attend 
or participate in these educational opportunities. Applications to participate in this benefit will be granted 
on an equitable basis based on an application and criteria developed by a Subcommittee of the VH 
trustees. This application will include an explanation detailing how the applicant will present what they 
learned at the conference to their hospital colleagues. (for example, at grand rounds, departmental 
presentations, or intern orientation). 

3. creating a QI/Patient Safety Research Institute which will offer residents support for 
scholarly output in the delivery of safe, high-quality care. The requirements and procedures for VHHSBP 
participants taking part in these programs will be periodically established and publicized by the Trustees. 

REVIEW OF CLAIM DENIAL

If any claim is denied, you will receive a written notice stating the basis for the denial within 90 days after the 
submission of the claim. You will be entitled, upon written request, to a review of that claim decision.

Specific information regarding this review procedure can be obtained from the Benefits Plan Office.

RIGHT TO APPEAL 

If a request for review results in an affirmation of the original denial, you have the right to submit a written appeal 
to the Board of Trustees. The Board will render a decision within 60 days after the receipt of the appeal unless
special circumstances require an extension of time for processing.  The Boardʼs decision shall be provided in 
writing and will include the specific reason(s) for the decision and specific reference(s) to the Plan provisions on 
which the decision is based. The decision of the Board of Trustees will be considered final.
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QI/PATIENT SAFETY EDUCATIONAL BENEFITS
THESE BENEFITS COVER ALL CONTRIBUTING EMPLOYERS OF THE VHHSBP 

VHHSBP is committed to providing resident physicians the tools to deliver the best patient care and will be 
providing the following three QI educational benefits.

1. QI/Patient Safety Conference:

The Plan will fund a series of QI/Patient Safety Learning Events to disseminate QI/ Patient Safety resource 
information. All covered employees will be invited to attend the Events and be able to access resources 
created. There will be no registration fee for eligible covered employees to attend these events or to access 
QI/Patient Safety resource information. The Plan will partner with PEI to create the series of learning events 
and to disseminate resource information.

2. QI/Patient Safety Education and Training Scholarships:

VHHSBP will be providing scholarships for eligible covered employees to attend one approved Quality 
Initiatives and Patient Safety sponsored programs available in the US. Participants will be eligible to receive 
benefits of up to $3,000 per residency year to cover the expenses related to registration, travel, and tuition. 
Covered employees accessing this benefit are responsible for receiving time off (vacation or education leave 
time) to attend or participate in these educational opportunities. Applications to participate in this benefit will 
be granted on an equitable basis based on completion of QI Education and Reimbursement Application and
criteria developed by a Subcommittee of the VHHSBP Trustees. This application will include an explanation 
detailing how the applicant will present what they learned at the conference to their hospital colleagues. (For 
example, at grand rounds, departmental presentations, or intern orientation). 

A list of recommended programs is below:

Agency for Healthcare Quality and Research (AHRQ) Annual Conference
American Association of Medical Colleges (AAMC) Integrating Quality Conference
American College of Medical Quality (ACMQ) Annual Meeting
Annual Quality and Safety Educators Academy (QSEA)
Association for Graduate Medical Education (ACGME) Annual Conference
Institute for Healthcare Improvement (IHI) Annual National Forum on Quality Improvement in 
Healthcare, or other IHI events
Lown Institute Annual Conference
National Association for Health Quality (NAHQ) Annual Educational Conference
National Quality Forum (NQF) Annual Conference
NPSF National Patient Safety Conference
Telluride Patient Safety Roundtable
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CLAIMS INFORMATION
HOW TO FILE CLAIMS FOR COVERED BENEFITS

Special claims rules may apply to benefits provided under the Plan.  Claims determinations are made by 
the Planʼs insurers or claims administrators. Information about each applicable insurerʼs or claims 
administratorʼs claims procedures can be found in the respective section of this booklet. Make sure you 
review the sections of this booklet that describe the specific benefit for which you are filing a claim prior 
to filing your claim.  

Claim forms for the benefits listed in this booklet may be obtained by contacting the appropriate insurer 
or claims administrator as follows: Empire Blue Cross Blue Shield (Major Medical and Hospitalization), 
Guardian (Dental, Life Insurance and Long Term Disability), Davis Vision (Vision Benefits) or Express 
Scripts (Prescription Benefits).  Contact information for the appropriate insurer or claims administrator is 
in the respective claims section or can be found on your ID card.

Claim forms for benefits self-insured by the Voluntary Hospitals House Staff Benefits Plan (Hearing Aid, 
Short-Term Disability, Ancillary Death, and Accidental Dismemberment) may be obtained online at 
www.cirseiu.org, or by contacting the Plan office at benefits@cirseiu.org or by phone at (212) 356-
8180.  

For information on how to file a claim for Legal Services benefits, please refer to the VHHSBP Legal 
Services booklet or contact the VHHSBP Legal Services office at (212) 356-8195. 

Claims for all benefits provided by the Plan must be submitted in a timely manner in order to 
receive payment. The time-period to file a claim is provided within the section for each type of 
benefit. If your claim is not filed within the applicable period of time, generally no benefit will be 
paid.  

Additional Information
If additional information is needed, it will be requested by the appropriate insurer or claims 
administrator, and absent the timely provision of the information, may require the denial of the 
claim or appeal.

Notice of Decision of Denial of Claim

If your claim is denied, whether in whole or in part, you will be provided with written notice of a denial of a 
claim by the appropriate insurer or claims administrator. This notice will state:

• The specific reason(s) for the determination.
• Reference to the specific Plan provision(s) on which the determination is based.
• A description of any additional material or information necessary to perfect the claim, and an 

explanation of why the material or information is necessary.
• A description of the appeal procedures (including voluntary appeals, if any) and applicable time limits.
• A statement of your right to bring a civil action under ERISA Section 502(a) following an adverse 

benefit determination on review.
• If an internal rule, guideline or protocol was relied upon in deciding your claim, you will receive a 

statement that the rule is available upon request at no charge.
• If the determination was based on the absence of medical necessity, or because the treatment was 

experimental or investigational, or other similar exclusion, you will receive a statement that the 
explanation of the scientific or clinical judgment for the determination applying the terms of the Plan to 
your claim is available upon request at no charge.
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• For Urgent Care Claims, the notice will describe the expedited review process applicable to Urgent 
Care Claims.  For Urgent Care Claims, the required determination may be provided orally and followed 
with written notification.

• For Urgent Care Claims and Pre-Service Claims, you will receive notice of the determination even 
when the claim is approved.

CLAIMS REVIEW AND APPEAL PROCEDURE
If your claim is denied in whole or in part, or if you disagree with the decision made on a claim, you may ask for a 
review. Refer to the Claims and Appeals section of each benefit for details on how to file an appeal with each
carrier (Guardian, Empire, Davis Vision, or Express Scripts). If you are dissatisfied with the outcome of your 
initial appeal, you may file a Level 2 Appeal directly to the Board of Trustees (refer to Appeals Process below). 
You or your authorized representative must file your appeal within 60 calendar days after you are notified of the 
denial or rescission from the primary insurance carrier. For self-insured benefits (Hearing Aid, Supplemental 
Short Term Disability, Accidental Dismemberment and Ancillary Death Benefits) you have 180 days from denial 
to file an appeal to the Board of Trustees.  

Review Process
You have the right to review, free of charge, documents relevant to your claim. A document, record or other 
information is relevant if it was relied upon in making the decision; it was submitted, considered or generated 
(regardless of whether it was relied upon); it demonstrates compliance with the organization responsible for the 
claimʼs administrative processes for ensuring consistent decision making; or it constitutes a statement of plan 
policy regarding the denied treatment or service.  

Upon request, you will be provided with the identification of medical or vocational experts, if any, that gave 
advice the organization responsible for the claim, without regard to whether their advice was relied upon in 
deciding your claim.

Your claim will be reviewed by a person who is not subordinate to (and shall not afford any deference to) the one 
who originally made the adverse benefit determination.  The decision will be made on the basis of the record, 
including such additional documents and comments that may be submitted by you.  

If your claim was denied on the basis of a medical judgment (such as a determination that the treatment or 
service was not medically necessary, or was investigational or experimental), a health care professional who has 
appropriate training and experience in a relevant field of medicine will be consulted.

Appeals Process
Please note that there are different processes for the benefits provided by the Plan which are summarized 
below:  

APPEALS FOR VISION (ADMINISTERED BY DAVIS VISION) AND/OR DENTAL, LONG TERM DISABILITY AND LIFE 
INSURANCE CLAIMS (ADMINISTERED BY GUARDIAN)

Information about claims and appeals procedures for the above benefits is summarized in the applicable section 
of this booklet.  For benefits insured by Guardian, additional details about how to file an appeal are contained 
within Guardianʼs Certificate of Insurance. Please refer to that document for more details on those procedures. 

If you are dissatisfied with the outcome of your Level 1 Appeal from Davis Vision or Guardian, you can file a 
Level 2 Appeal to the Board of Trustees. You must file a request for review to the Plan Board of Trustees in 
writing within 60 days after you receive written notice of the adverse decision from the carrier.  You will be 
notified, in writing, of the decision of the Board of Trustees within 60 days (45 days for disability claims) of the 
date your request for review is received, unless there are special circumstances, in which case you will be so 
notified of the decision within 120 days (90 days for disability claims).

Appeals should be made directly to the Board of Trustees at:
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Board of Trustees
c/o VHHSBP Office
520 Eighth Avenue, Suite 1200 
New York, NY 10018

APPEALS FOR HEARING AID, SUPPLEMENTAL SHORT TERM DISABILITY, ACCIDENTAL DISMEMBERMENT AND ANCILLARY 
DEATH BENEFITS

Appeals involving Hearing Aid, Supplemental Short Term Disability, Accidental Dismemberment and Ancillary 
Death Benefits should be made directly to the Board of Trustees in writing within 180 days after receipt of the 
adverse benefit determination at:

Board of Trustees
c/o VHHSBP Office
520 Eighth Avenue, Suite 1200 
New York, NY 10018

You will be notified, in writing, of the decision of the Board of Trustees within 60 days of the date your request for 
review is received, unless there are special circumstances, in which case you will be so notified and then notified 
of the decision within 60 days.  The final decision will be made in writing.

Any claims that involve Disability: Ordinarily, decisions on Disability claims will be reached within 45 days of your 
request for a review. However, in special circumstances, up to an additional 45 days may be necessary to reach 
a final decision on a disability claim. You will be advised in writing within the 45 days after receipt of your request 
for review if an additional period of time will be necessary to reach a final decision on your claim.

In all communications about a claim, be sure to include your identification number and group number.

APPEALS FOR MEDICAL BENEFITS (ADMINISTERED BY EMPIRE BLUE CROSS BLUE SHIELD) AND PRESCRIPTION DRUG 
BENEFITS (ADMINISTERED BY EXPRESS SCRIPTS INCORPORATED, ESI)

The Plan maintains a two-level review process for Medical and Prescription Drug benefits except for 
Urgent/Expedited Appeals. There is only a one-level appeals review process for Urgent/Expedited Appeals. All 
first level appeals as well as all appeals for urgent/expedited claims should be made to the appropriate claims 
administrator by following the procedures outlined in the section of this booklet that describes the specific benefit 
for which you are filing an appeal.  

If you are dissatisfied with the outcome of the first level appeal, you may file a second level appeal directly to the 
Board of Trustees within 60 days after receipt of the first level appeal denial at:

Board of Trustees
c/o VHHSBP Office
520 Eighth Avenue, Suite 1200 
New York, NY 10018

You will be notified of the decision of the Board of Trustees in writing of the appeal determination as follows: 

Pre-Service Claim Appeal: Within 15 days of the date of your request for a second level review is received. 
Concurrent/Ongoing Treatment Appeal: Within 15 days of the date of your request for a second level review is 
received. 
Retrospective/Post-Service Claim Appeal: Within 30 days of the date of your request for a second level review is 
received. 
Urgent/Expedited Appeals: Will be handled within the timeframes outlined in the section of this booklet that 
describes the specific benefits for which you are filing an appeal. 
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• For Urgent Care Claims, the notice will describe the expedited review process applicable to Urgent 
Care Claims.  For Urgent Care Claims, the required determination may be provided orally and followed 
with written notification.

• For Urgent Care Claims and Pre-Service Claims, you will receive notice of the determination even 
when the claim is approved.

CLAIMS REVIEW AND APPEAL PROCEDURE
If your claim is denied in whole or in part, or if you disagree with the decision made on a claim, you may ask for a 
review. Refer to the Claims and Appeals section of each benefit for details on how to file an appeal with each
carrier (Guardian, Empire, Davis Vision, or Express Scripts). If you are dissatisfied with the outcome of your 
initial appeal, you may file a Level 2 Appeal directly to the Board of Trustees (refer to Appeals Process below). 
You or your authorized representative must file your appeal within 60 calendar days after you are notified of the 
denial or rescission from the primary insurance carrier. For self-insured benefits (Hearing Aid, Supplemental 
Short Term Disability, Accidental Dismemberment and Ancillary Death Benefits) you have 180 days from denial 
to file an appeal to the Board of Trustees.  

Review Process
You have the right to review, free of charge, documents relevant to your claim. A document, record or other 
information is relevant if it was relied upon in making the decision; it was submitted, considered or generated 
(regardless of whether it was relied upon); it demonstrates compliance with the organization responsible for the 
claimʼs administrative processes for ensuring consistent decision making; or it constitutes a statement of plan 
policy regarding the denied treatment or service.  

Upon request, you will be provided with the identification of medical or vocational experts, if any, that gave 
advice the organization responsible for the claim, without regard to whether their advice was relied upon in 
deciding your claim.

Your claim will be reviewed by a person who is not subordinate to (and shall not afford any deference to) the one 
who originally made the adverse benefit determination.  The decision will be made on the basis of the record, 
including such additional documents and comments that may be submitted by you.  

If your claim was denied on the basis of a medical judgment (such as a determination that the treatment or 
service was not medically necessary, or was investigational or experimental), a health care professional who has 
appropriate training and experience in a relevant field of medicine will be consulted.

Appeals Process
Please note that there are different processes for the benefits provided by the Plan which are summarized 
below:  

APPEALS FOR VISION (ADMINISTERED BY DAVIS VISION) AND/OR DENTAL, LONG TERM DISABILITY AND LIFE 
INSURANCE CLAIMS (ADMINISTERED BY GUARDIAN)

Information about claims and appeals procedures for the above benefits is summarized in the applicable section 
of this booklet.  For benefits insured by Guardian, additional details about how to file an appeal are contained 
within Guardianʼs Certificate of Insurance. Please refer to that document for more details on those procedures. 

If you are dissatisfied with the outcome of your Level 1 Appeal from Davis Vision or Guardian, you can file a 
Level 2 Appeal to the Board of Trustees. You must file a request for review to the Plan Board of Trustees in 
writing within 60 days after you receive written notice of the adverse decision from the carrier.  You will be 
notified, in writing, of the decision of the Board of Trustees within 60 days (45 days for disability claims) of the 
date your request for review is received, unless there are special circumstances, in which case you will be so 
notified of the decision within 120 days (90 days for disability claims).

Appeals should be made directly to the Board of Trustees at:



84 85

85

Notice of Decision on Review

The decision on any review of your claim will be given to you in writing. The notice of a denial of a claim on 
review will state:

• The specific reason(s) for the determination.
• Reference to the specific plan provision(s) on which the determination is based.
• A statement that you are entitled to receive reasonable access to and copies of all documents relevant to 

your claim, upon request and free of charge.
• A statement of your right to bring a civil action under ERISA Section 502(a) following an adverse benefit 

determination on review.
• A statement that if an internal rule, guideline or protocol was relied upon by the Plan, it is available upon 

request at no charge.
• If the determination was based on the absence of medical necessity, or because the treatment was 

experimental or investigational, or other similar exclusion, you will receive a statement that an explanation 
of the scientific or clinical judgment for the determination applying the terms of the Plan to your claim, is 
available upon request at no charge.

A. Urgent Care/Concurrent, Pre-Service and Post-Service Claims

Urgent Care Claim

A claim involving Urgent Care is any claim for medical care or treatment where using the timetable for a non-
urgent care determination could seriously jeopardize the life or health of the claimant; or the ability of the 
claimant to regain maximum function; or in the opinion of the attending or consulting Physician, would subject the 
claimant to severe pain that could not be adequately managed without the care or treatment that is the subject of 
the Claim.

A Physician with knowledge of the claimantʼs medical condition may determine if a claim is one involving Urgent 
Care. If there is no such Physician, an individual acting on behalf of the Plan applying the judgment of a prudent 
layperson who possesses an average knowledge of health and medicine may make the determination.

In the case of a claim involving Urgent Care, the following timetable applies:
Notification to claimant of benefit determination 72 hours

Insufficient information on the claim, or failure to follow the Plan's procedure for filing a claim:

Notification to claimant, orally or in writing 24 hours
Response by claimant, orally or in writing 48 hours
Benefit determination, orally or in writing 48 hours

Ongoing courses of treatment (Concurrent), notification of:

Reduction or termination before the end of treatment 72 hours
Determination as to extending course of treatment 24 hours

Expedited/Urgent Care Claim Review of adverse benefit determination (Appeal) – 48 hours 

Pre-Service Claim

A Pre-Service Claim means any claim for a benefit under this Plan in which the Plan requires receipt of the 
benefit in whole or in part, on approval in advance of obtaining medical care. There are, for example, claims 
subject to pre-certification or pre-authorization. Please see the cost management section of your summary plan 
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description for further information about Pre-Service Claims if pre-approval of services are applicable under your 
plan of benefits.

In the case of a Pre-Service Claim, the following timetable applies:

Notification to claimant of benefit determination 15 days
Extension for matters beyond the control of the Plan  15 days

Insufficient information on the claim:

Notification of 15 days
Response by claimant 45 days
Notification, orally or in writing, of failure to follow 5 days
the Planʼs procedures for filing a Claim

Ongoing courses of treatment (Concurrent):

Reduction or termination before the end of the treatment 15 days
Request to extend course of treatment 15 days

Where the Plan or insurer maintains a one-level appeals process: 
Review of Adverse benefit determination (Appeal) 30 days

Where the Plan or insurer maintains a two-level appeals process:

Review of adverse benefit determination (Appeal) – Level One 15 days
Review of adverse benefit determination (Appeal) – Level Two 15 days

In case of the failure of you or your representative to follow the Plan's procedures for filing pre-service claims, 
which are described separately in the SPD, you or your representative will be notified of the failure and the 
proper procedures to be followed in filing a claim for benefits, as soon as possible but not later than 5 days (24 
hours in the case of a failure to file with respect to a claim involving urgent care) following the failure.

In the case of urgent or concurrent care claims, notification and right to review and appeal shall be in accordance 
with regulations of the United States Department of Labor, with initial appeal within the procedures and time 
limits set forth by the Plan's insurer, claims administrator or utilization reviewer, which are described separately 
in the SPD. In the case of an adverse benefit determination concerning an urgent or concurrent care claim, the 
expedited review process applicable to such claims will be included with the determination. After completing 
such appeal to the utilization review, the Claimant shall also have a right of appeal as described in this booklet.

Post-Service Claim

A Post-Service Claim means any claim for a Plan benefit that is not a claim involving Urgent Care; in other 
words, a claim that is a request for payment under the Plan for covered medical services already received by the 
claimant.

In the case of a Post-Service Claim, the following timetable applies:

Notification to claimant of benefit determination 30 days
Extension due to matters beyond the control of the Plan 15 days

Insufficient information on the claim:

Notification of 15 days
Response by claimant 45 days



87

Where the Plan maintains a one-level appeals process:
Review of adverse benefit determination (Appeal) 60 days

Where the Plan maintains a two-level appeals process:
Review of adverse benefit determination (Appeal) – Level One 30 days
Review of adverse benefit determination (Appeal) – Level Two 30 days

B. Medical Judgments

In deciding any appeal based in whole or in part on a medical judgment, the Board of Trustees shall consult with 
a health care professional who has appropriate training and experience in the field of medicine involved in the 
medical judgment and who was neither consulted in connection with the adverse benefit determination nor the 
subordinate of any such individual.

C. Authority of the Plan

VHHSBP (the Plan) is a joint labor-management employee benefit trust fund, financed by contributions fixed by 
collective bargaining or other written agreements, and administered by an equal number of Trustees designated 
by the contributing employers and by the union pursuant to an Agreement and Declaration of Trust, which may 
be amended from time to time. The Trust Agreement gives the Board of Trustees authority and discretion to 
determine benefits, and the Trustees have accordingly adopted a Plan of benefits set forth and described by 
Summary Plan Description (SPD). Under the Trust Agreement and SPD, the Trustees may, in their discretion, 
revise, discontinue, improve, reduce, modify or make changes in the plan, the types and amounts of benefits 
provided, the coverage and eligibility provisions, conditions and rules, at any time. Any question of interpretation, 
construction, application or enforcement of the terms of the Plan and SPD, and all determinations on benefit 
claims and appeals, are subject to the discretion of the Board of Trustees, whose determinations are final and 
binding.

Discretionary Authority of the Trustees and Their Designees

In carrying out their respective responsibilities under the Plan, the Trustees and other Plan fiduciaries and 
individuals to whom responsibility of the administration for the Plan has been delegated, will have discretionary
authority to interpret the terms of the Plan and to determine eligibility and entitlement to plan benefits in 
accordance with the terms of the Plan and to decide any factual questions related to eligibility for and entitlement 
to Plan benefits. Any interpretation or determination made under that discretionary authority will be given full 
force and effect, unless it can be shown that the interpretation or determination was arbitrary and capricious.

D. Finality

In deciding claims, the Board of Trustees has broad discretion to interpret and apply the terms of this Plan and 
Summary Plan Description.

The determination of the Plan will be final and binding if an objection or request for review is not filed in a timely 
manner. The decision of the Board of Trustees will be final and binding on any timely appeal presented to it.

The Claimant has the right to bring a civil action under Section 502(a) of the Employee Retirement Income 
Security Act following an adverse benefit determination on review. If your claim involves disability benefits, you 
and your plan may have other voluntary alternative dispute options, such as mediation. Contact your local U.S. 
Department of Labor Office and your State insurance regulatory agency to find out which options are available, if
any.

E. Notification and Right to Commentary and Information

Upon any adverse benefit determination, the Plan will notify the Claimant of this Claims Review and Appeal 
Procedure, along with its time limits. A Claimant may review pertinent documents and submit written issues and 
comments, records or other information relating to the claim. A Claimant shall be provided upon request and free 
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of charge, reasonable access to and copies of all documents, records and other information relevant to the 
claim. All comments, documents, records, and other information submitted by the Claimant will be taken into 
account at any stage of the Claims Review and Appeals Procedure and process. If an internal rule, guideline, 
protocol, or other similar criterion was relied on in making the adverse benefit determination, such will be stated 
and a copy will be provided upon request. If the adverse benefit determination is based on medical necessity or 
experimental treatment or similar exclusion or limit, an explanation of the scientific or clinical judgment for the 
determination will be provided free of charge upon request. The Plan will provide for the identification of medical 
or vocational experts whose advice was relied on in connection with an adverse benefit determination.

F. Limitation on When a Lawsuit May Be Started

You may not start a lawsuit to obtain benefits until after you have requested a review and a final decision has 
been reached on review, or until 60 days have elapsed since you filed a request for review if you have not 
received a final decision or notice that an additional 90 days will be necessary to reach a final decision. (No 
lawsuit may be started more than 3 years after the time proof of claim is given.)

Special rules may apply to certain dental benefits. Call or email the Plan Office for information.

G. Policies and Certificates Insurance Contacts Govern

This booklet describes the principal features of your Benefit Plan. The complete terms of the Insured coverage 
are set forth in the insurance policies issued by the insurance carriers. Individual certificates of insurance are 
available to you upon request. The VHHSBP Office will give or mail to you a copy of the policy if you call in or 
mail your request. In the event of any question regarding the interpretation of these certificates or the proper 
payment of benefits, you can obtain information from the VHHSBP Office.

If there is any inconsistency between this Summary Plan Description and the insurance contracts, the insurance 
contracts will govern.
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COORDINATION OF BENEFITS
Important Notice 
This section applies to all health benefits which pertain to employees of VHHSBP. 

Purpose 
When a covered person has health care coverage under more than one plan, this section allows this plan to 
coordinate what it pays with what other plans pay. This is done so that the covered person does not collect more 
in benefits than he or she incurs in charges.

DEFINITIONS

Allowable Expense 
• This term means any necessary, reasonable, and customary item of health care expense that is 

covered, at least in part, by any of the plans which cover the person. This includes: (a) deductibles; (b) 
coinsurance; and (c) co-payments. When a plan provides benefits in the form of services, the reasonable 
cash value of each service will be considered an allowable expense and a benefit paid. An expense or 
service that is not covered by any of the plans is not an allowable expense. Examples of other expenses 
or services that are not allowable expenses are:

• If a person is confined in a private hospital room, the difference between the cost of a semi-private room 
in the hospital and the private room is not an allowable expense. This does not apply if: (a) the stay in 
the private room is medically necessary in terms of generally accepted medical practice; or (b) one of the 
plans routinely provides coverage for private hospital rooms.

• If a person is covered by one plan that computes its benefits or services on the basis of reasonable and 
customary charges and another plan that provides its benefits or services on the basis of negotiated 
fees, the primary planʼs payment arrangements will be the allowable expense for all plans. However, if 
the provider has contracted with the secondary plan to provide the benefit or service for a specific 
negotiated fee or payment amount that is different than the primary planʼs payment arrangement and if 
the providerʼs contract permits, the negotiated fee or payment shall be the allowable expense used by 
the secondary plan to determine its benefit.

Claim 
This term means a request that benefits of a plan be provided or paid.

Claim Determination Period
This term means a calendar year. It does not include any part of a year during which a person has no coverage 
under this plan, or before the date this coverage takes effect.

Co-Pay  
The fixed amount you have to pay for service.

Co-Insurance 
The percentage you have to pay for services before the insurance company starts paying the cost.

Coordination of Benefits
This term means a provision which determines the order in which plans pay their benefits, and which permits 
secondary plans to reduce their benefits so that the combined benefits of all plans do not exceed total allowable 
expenses.

Custodial Parent 
This term means a parent awarded custody by a court decree. In the absence of a court decree, it is the parent 
with whom the child resides more than one half of the calendar year without regard to any temporary visitation.
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Deductible 
The dollar amount you have to pay for services before the insurance company starts paying the cost.

In-network/Out-of-network
Whether a doctor or provider is part of the insurance companyʼs “network” (this changes what you pay 
sometimes).

Plan 
This term means any of the following that provides benefits or services for health care or treatment: (1) group 
insurance or group remittance subscriber contracts; (2) uninsured arrangements of group coverage; (3) group 
coverage through health maintenance organizations (HMOs) and other prepayment, group practice, and 
individual practice plans; (4) blanket contracts, except as shown below; (5) medical benefits under group or 
individual mandatory automobile "no-fault" and traditional mandatory automobile "fault" type contracts; and (6) 
governmental benefits, except Medicare, as permitted by law.

This term does not include individual or family: (a) insurance contracts; (b) direct payment subscriber contracts; 
(c) coverage through HMOs; or (d) coverage under other prepayment, group practice, and individual practice 
plans. This term also does not include: (i) blanket school accident type coverage or such coverageʼs issued to a 
substantially similar group; or (ii) Medicare, Medicaid, and coverage under other governmental plans, unless 
permitted by law.

This term also does not include any plan that this plan supplements. Plans that this plan supplements are named 
in the benefit description. Each type of coverage listed above is treated separately. If a plan has two parts and 
coordination of benefits applies only to one of the two, each of the parts is treated separately.

Primary Plan 
This term means a plan that pays first without regard that another plan may cover some expenses. A plan is a 
primary plan if either of the following is true: (1) the plan either has no order of benefit determination rules, or its 
rules differ from those explained in this section; or (2) all plans that cover the person use the order of benefit 
determination rules explained in this section, and under those rules the plan pays its benefits first.

Reasonable and Customary 
What the insurance company decides is a normal price for a service.

Secondary Plan 
This term means a plan that is not a primary plan.

This Plan 
This term means the group health benefits, except prescription drug coverage, if any, provided under this group
plan.

Order of Benefit Determination

The primary plan pays or provides its benefits as if the secondary plan or plans did not exist. 

A plan may consider the benefits paid or provided by another plan to determine its benefits only when it is 
secondary to that other plan. If a person is covered by more than one secondary plan, the rules explained below 
decide the order in which secondary plan benefits are determined in relation to each other.

A plan that does not contain a coordination of benefits provision is always primary.

When all plans have coordination of benefits provisions, the rules to determine the order of payment are listed 
below. The first of the following rules that applies is the rule to use.
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Non-Dependent or Dependent
The plan that covers the person other than as a dependent (for example, as an employee, member, subscriber, 
or retiree) is primary. The plan that covers the person as a dependent is secondary.

But, if the person is a Medicare beneficiary and, as a result of federal law, Medicare is secondary to the plan that 
covers the person as a dependent; and primary to the plan that covers the person other than as a dependent (for 
example, as a retiree); then the order of payment between the two plans is reversed. In that case, the plan that 
covers the person as an employee, member, subscriber, or retiree is secondary and the other plan is primary.

Birthday Rule
If a member is married or domestic partner to another member and they have no children they should both be 
considered single members as it applies for insurance purposes.

If both members are covered by VHHSBP and/or HSBP, are married or have a domestic partner and have 
child(ren), then the birthday rule will apply and the member with the earlier birthday (month and day) will have 
family coverage and the other member will be considered as a spouse.  The spouse will only be entitled to 
coverage that they do not have as a dependent such as disability, the $125,000 life insurance, PEB, etc.

Child Covered Under More than One Plan
The order of benefit determination when a child is covered by more than one plan is:

1. If the parents are married, or are not separated (whether or not they ever have been married), or a court 
decree awards joint custody without specifying that one party must provide health care coverage, the 
plan of the parent whose birthday is earlier in the year is primary. If both parents have the same birthday, 
the plan that covered either of the parents longer is primary. If a plan does not have this birthday rule, 
then that planʼs coordination of benefits provision will determine which plan is primary.

2. If the specific terms of a court decree state that one of the parents must provide health care coverage 
and the plan of the parent has actual knowledge of those terms, that plan is primary. This rule applies to 
claim determination periods that start after the plan is given notice of the court decree.

3. In the absence of a court decree, if the parents are not married, or are separated (whether or not they 
ever have been married), or are divorced, the order of benefit determination is: (a) the plan of the 
custodial parent; (b) the plan of the spouse of the custodial parent; and (c) the plan of the noncustodial 
parent.

Active or Inactive Employee
The plan that covers a person as an active employee, or as that personʼs dependent, is primary. An active 
employee is one who is neither laid off nor retired. The plan that covers a person as a laid off or retired 
employee, or as that personʼs dependent, is secondary. If a plan does not have this rule and as a result the plans 
do not agree on the order of benefit determination, this rule is ignored.

Continuation Coverage
The plan that covers a person as an active employee, member, subscriber, or retired employee, or as that 
personʼs dependent, is primary. The plan that covers a person under a right of continuation provided by federal 
or state law is secondary. If a plan does not have this rule and as a result the plans do not agree on the order of 
benefit determination, this rule is ignored.

Length Of Coverage 
The plan that covered the person longer is primary.

Other 
If the above rules do not determine the primary plan, the allowable expenses will be shared equally between the 
plans that meet the definition of plan under this section. But, this plan will not pay more than it would have had it 
been the primary plan.
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Effect on the Benefits of This Plan

When This Plan Is Primary
When this plan is primary, its benefits are determined before those of any other plan and without considering any 
other planʼs benefits.

When This Plan Is Secondary
When this plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all plans 
during a claim determination period are not more than 100% of total allowable expenses. When the benefits of 
this plan are reduced, each benefit is reduced in proportion. It is then charged against the applicable benefit limit 
of this plan.

Right to Receive And Release Needed Information

Certain facts about health care coverage and services are needed to apply these rules and to determine benefits 
payable under this plan and other plans. This plan may get the facts it needs from, or give them to, other 
organizations or persons to apply these rules and determine benefits payable under this plan and other plans 
which cover the person claiming benefits. This plan need not tell, or get the consent of, any person to do this. 
Each person claiming benefits under this plan must provide any facts it needs to apply these rules and determine 
benefits payable.

Facility of Payment

A payment made under another plan may include an amount that should have been paid by this Plan. If it does, 
this Plan may pay that amount to the organization that made the payment. That amount will then be treated as 
though it were a benefit paid by this Plan. This Plan will not have to pay that amount again.

As used here, the term "payment made" includes the reasonable cash value of any benefits provided in the form 
of services.

If the amount of the payments made by this Plan is more than it should have paid under this section, it may 
recover the excess: (a) from one or more of the persons it has paid or for whom it has paid; or (b) from any other 
person or organization that may be responsible for benefits or services provided for the covered person.

As used here, the term "amount of the payments made" includes the reasonable cash value of any benefits 
provided in the form of services.
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OTHER IMPORTANT INFORMATION AND REQUIRED NOTICES
The Voluntary Hospitals House Staff Benefits Plan of the Committee of Interns and Residents is a group health 
plan under ERISA and is administered by a Board of Trustees, consisting of an equal number of representatives 
of the Union and of the voluntary hospital employers.

The names, business titles and addresses of the Trustees are:

Dennis Buchanan
Director of Human Resources
New York Methodist Hospital

506 Sixth Street
Brooklyn, NY 11215

Thomas Doherty
Senior VP of Human Resources

Maimonides Medical Center
4802 10th Avenue

Brooklyn, NY 11219

Selena Griffin-Mahon
Bronx Lebanon Hospital Center
Asst of VP of Human Resources

1276 Fulton Ave, 6th Fl.
Bronx, NY 10456

Laura McSpedon
Area Director

Committee of Interns and Residents
520 Eighth Avenue, Suite 1200

New York, NY 10018

Eric Scherzer
Executive Director

Committee of Interns and Residents
520 Eighth Avenue, Suite 1200

New York, NY 10018

Plan Administrator

The name of the Plan Administrator is the Board of Trustees of the Voluntary Hospitals House Staff Benefits 
Plan of the Committee of Interns and Residents.  The address of the Board of Trustees and VHHSBP Office is:

520 Eighth Avenue, Suite 1200
New York, New York 10018

The phone number is (212) 356-8180
The Fax number is (212) 356-8181
The Web Site is www.cirseiu.org

Service of Legal Process
The Board of Trustees has been designated as the agent for the service of legal process at the address above.  
Service of legal process can also be made upon a Plan Trustee.

93



94

Employer Identification Number
The Employer Identification Number assigned by the Internal Revenue Service is EIN 13-3029280.

Plan Number
The Plan number assigned by the Trustees is 502.  

Fiscal Year
For purposes of maintaining the VHHSBP fiscal records, the year end date is December 31.

Plan Year
The Plan Year begins July 1 and ends June 30.

Funding
Contributions to the Plan are made by the following voluntary hospital employers: Boston Medical Center, Bronx-
Lebanon Hospital Center, Brookdale University Hospital and Medical Center, Brooklyn Hospital Center, 
CarePoint Health - Christ Hospital, CarePoint Health – Hoboken University Medical Center, Flushing Hospital 
Medical Center, Institute for Family Health – Harlem, Interfaith Medical Center, Jamaica Hospital, Kingsbrook
Jewish Hospital, Maimonides Medical Center, New York Methodist Hospital, Montefiore Medical Center North, 
St. Barnabas Hospital, St. Johnʼs Episcopal Hospital, St Lukeʼs-Roosevelt Hospital Center, Wyckoff Heights 
Medical Center, and the CIR and HSBP Employers, in accordance with the Collective Bargaining Agreements 
between the Committee of Interns and Residents and the employers.  The Collective Bargaining Agreements 
require contributions to the Plan at fixed rates per employee. Employees and beneficiaries may receive from the 
plan administrator, upon written request, information as to whether a particular employer or employee 
organization is a sponsor of the Plan and, if the employer or employee organization is a sponsor of the Plan, the 
sponsorʼs address.

The Plan is maintained pursuant to Collective Bargaining Agreements or Participation Agreements.  A copy of 
any such Agreement may be obtained by employees and beneficiaries upon written request to the Plan 
administrator, and is available for examination by employees and beneficiaries.

Benefits are provided from the VHHSBPʼs assets, which are accumulated under the provisions of the Trust 
Agreement and held in a Trust Fund for the purpose of providing benefits for the covered members and 
dependent(s) and defraying reasonable administrative expenses.  Some of these benefits are provided through 
insurance policies.

The VHHSBPʼs investment portfolio is managed by Stacey Braun Associates, Inc., 377 Broadway, New York, 
New York 10013.  The VHHSBPʼs assets and reserves are invested in federal securities and money market 
accounts/funds.

Plan Eligibility
The Planʼs requirements with respect to eligibility as well as circumstances that may result in disqualification, 
ineligibility, or denial or loss of benefits are fully described beginning at the Eligibility section.

No Liability for Malpractice
The Plan, Plan Administrator or any of their designees are not engaged in the practice of medicine, nor do any of 
them have any control over any diagnosis, treatment, care or lack thereof, or any health care services provided 
or delivered to you by any health care provider.  Neither the Plan, Plan Administrator, nor any of their designees, 
will have any liability whatsoever for any loss or injury caused to you by any health care provider by reason of 
negligence, by failure to provide care or treatment, or otherwise.

Privacy, Confidentiality, Release of Records or Information
Any information collected by the Plan will be treated as confidential information, and will not be disclosed to 
anyone without your written consent, except as follows:
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a. Information will be disclosed to those who require that information to administer the Plan or to 
process claims.

b. Information with respect to duplicate coverage will be disclosed to the plan or insurer that provides 
duplicate coverage.

c. Information needed to determine if health care services or supplies are medically necessary or if the 
charges for them are usual and customary will be disclosed to the individual or entity consulted to 
assist the Plan Administrator or its designee to make those determinations.

d. Information will be disclosed as required by law or regulation or in response to a duly issued 
subpoena.

Repayment of Benefits
If it is found that the medical benefits paid by the Plan are too much because:

• some or all of the medical expenses were not paid or payable by you or your covered dependent(s);
or

• you or your covered dependent(s) were repaid for some or all of those medical expenses by a source 
other than the Plan; or

• you or your covered dependent(s) achieve any recovery whatsoever, through a legal action or 
settlement in connection with any illness or injury alleged to have been caused by a third party, 
regardless of whether or not some or all of the amount recovered was specifically for the medical 
expenses for which Plan benefits were paid; or

• the Plan erroneously paid benefits to which you were not entitled under the terms and provisions of 
the Plan, then

The Plan will be entitled to a refund from you of the difference between the amount of Plan benefits actually paid 
by the Plan for those expenses and the amount of Plan benefits that should have been paid by the Plan for those 
expenses based on the actual facts.  For additional information on the procedures that may be followed by the 
Plan to recover these amounts, see the section entitled “Third Party Liability.”  The Plan may recover or recoup 
the amount of any erroneous payment, with interest, against pending or future benefits in accordance with law 
and regulation.

Type of Plan
The Plan is a welfare plan and a group health plan.

All types of benefits provided by the Plan are set forth in the Schedule of Benefits at the beginning of this 
document.  

The complete terms of the life insurance and long-term disability coverage for the VHHSBP are set forth in the 
group insurance policy with The Guardian Life Insurance Company of America, G-348566.

The complete terms of the major medical, hospitalization, and newborn nursery coverage for the VHHSBP are 
set forth in the group insurance policies with Empire Blue Cross Blue Shield Direct Share, Group 720070.

The complete terms of the prescription coverage for the VHHSBP are set forth in the group insurance policies 
with Express Scripts Incorporated, Group #K4DA.

The complete terms of the dental coverage for the VHHSBP are set forth in the group dental insurance policy 
with Guardian Insurance Company of America. The Group contract number is 417733 and the Trustees of the 
Voluntary Hospitals House Staff Benefit Funds is the contract holder.

If there is any inconsistency between the SPD and the insurance contracts, the insurance contracts/Plan 
Documents will govern.



Type of Administration
All the above benefits are insured through the carriers. VHHSBP administers the Plan, including the payment of 
all claims.

The Short-term Disability benefits, the Accidental Dismemberment benefits, and the Ancillary death benefit are 
self-insured and administered directly by the Plan. Optical benefits are administered by Davis Vision Services.

Limitations and Exclusions
This Summary Plan Description (SPD) describes cost-sharing provisions, including deductibles, co-insurance and 
co-payment amounts for which you may be responsible, limits on benefits, the extent to which preventive services 
are covered, whether and under what circumstances existing and new drugs are covered, coverage provided for 
medical tests, devices and procedures, limits on obtaining emergency medical care, and any provisions requiring 
preauthorization or utilization review.  Where the Plan utilizes provider networks, this SPD describes coverage for 
out-of-network services.  The listing of providers is furnished in a separate booklet issued by the insurer.  Provider 
lists are furnished automatically, without charge, as a separate document.

The SPD contains circumstances which may result in disqualification, ineligibility or denial of, loss, forfeiture, 
suspension, offset, reduction or recovery of any benefits.

Insurance Booklets
Empire Blue Cross Blue Shield and Guardian Dental and other Plan insurers maintain booklets or certificates 
further describing the benefits, limitations and exclusions applicable to these benefits, which apply to the Plan as 
well.

Plan Document
This SPD are provided in accordance with and subject to the terms, conditions, rules and regulations of the Board 
of Trustees of the Plan, and the Planʼs Agreement and Declaration of Trust.  No person is authorized to change or 
amend this SPD, waive any condition or restriction contained in this SPD, extend any time in this SPD, or bind the 
Trustees by any statement or promise.  No change in this SPD will be valid unless authorized in writing by the 
Board of Trustees of the Plan.

Examination and Investigation
The Plan shall have the right and opportunity to investigate, at its expense, the person whose injury or sickness is 
the basis of a claim, when and so often as it may reasonably require during the pendency of the claim under this 
SPD.  You or your personal representative or any other claimant must promptly furnish all consents and 
authorizations upon request of the Plan to permit its designated representatives to examine any and all medical, 
hospital and other privileged records and communications relating to any claim filed under this SPD.

PLAN AMENDMENT AND TERMINATION

Continuation of benefits is not guaranteed.  The Trustees reserve the absolute right and authority, in their sole 
discretion, to reduce, modify or terminate the benefit program at any time.  Among other things, this shall 
empower the Trustees to change the eligibility rules, to diminish the amount of benefits, to increase or require 
deductibles, to eliminate particular types of benefits, to substitute certain benefits for others, to impose or 
decrease maximums on the amounts of benefits payable, and if deemed by the Trustees to be necessary, to 
require co-payments by employees as a condition for eligibility.  The authority of the Trustees to reduce, modify or 
terminate the benefit program as aforesaid shall extend to active employees and, if retirees are now or hereafter 
covered to any extent by the benefit program, to retirees.

No individual has a vested right or a contractual interest in the benefits provided under this Plan.
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In the event of termination of the Plan (which would have to occur if the union and the employers negotiated for 
discontinuance of contributions or if the contributions called for by the collective bargaining agreements are 
insufficient to allow the Plan to continue), the Board of Trustees will apply the monies in the Trust Fund to provide 
benefits or otherwise to carry out the purpose of the Plan in an equitable manner until the entire remainder of the 
assets has been disbursed. In no event will any part of the assets of the Plan revert to the employers or be paid to 
the union.

Upon termination of the Plan, the Trustees, with full powers will continue to serve in such capacity for the purpose 
of and to effectuate the dissolution of the Plan.

THIRD PARTY LIABILITY
Subrogation
You, your spouse and/or dependent child(ren) (hereafter called “covered person”), may accept payments of Plan 
benefits that arise from or are related to an illness, injury, or medical condition that was caused by a third party.  
By accepting any such payment of Plan benefits, with respect to all Plan benefits except dental benefits, all 
covered persons agree that the Plan will be subrogated to any covered individualʼs right of recovery and entitled 
to reimbursement of any Plan benefits paid. The Planʼs subrogation and/or reimbursement rights will include all 
claims, demands, actions and rights of recovery of all covered individuals against any third party or insurer, 
including workersʼ compensation insurer or governmental agency, and will apply to the extent of any and all 
payments of Plan benefits with respect to all Plan benefits except dental benefits, made or to be made by the 
Plan.

As used in this document, subrogation means the right of the Plan to be substituted in place of a covered person
with respect to the covered individualʼs lawful claim, demand, or right of action against a third party who 
wrongfully caused the covered personʼs injury or illness that resulted in a payment of benefits by the Plan. The 
third party who wrongfully caused the covered personʼs injury or illness is called the tortfeasor.

Subrogation and/or Reimbursement Agreement
All covered persons must execute and deliver any and all instruments and papers requested by or on behalf of 
the Plan, and must do whatever is necessary to protect all of the Planʼs subrogation and/or reimbursement rights.  
As a condition precedent to the payment of benefits by the Plan, with respect to all Plan benefits except dental 
benefits, all covered persons will, upon written request, execute a subrogation and/or reimbursement agreement 
in a form to be provided by or on behalf of the Plan.

However, failure by any covered person to execute any such subrogation and/or reimbursement agreement will 
not waive, compromise, diminish, release, and otherwise prejudice any of the Planʼs subrogation and/or 
reimbursement rights.

Cooperation with the Plan by the Covered Individuals
The Plan may start any legal action or administrative proceeding it deems necessary to protect its right to recover 
Plan benefits paid, and may try or settle any such action or proceeding in the name of and with the full 
cooperation of the covered persons. However, in doing so, the plan will not represent, or provide legal 
representation for any covered person with respect to that covered personʼs damages to the extent those 
damages exceed any Plan benefits paid.

The covered persons agree, with respect to all Plan benefits except dental benefits, to notify and consult with the 
Plan, its Administrator or designee, before starting any legal action or administrative proceeding that may relate to 
or involve recovery of any payments of Plan benefits.
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The covered persons, jointly and severally, will reimburse the Plan with respect to all Plan benefits except dental 
benefits, for all Plan benefits paid, applying any and all amounts paid or payable to them by any third party or 
insurer by way of settlement or in satisfaction of any judgment or agreement, regardless of whether those 
proceeds are characterized in the settlement or judgment as being paid on account of the medical expenses for 
which Plan benefits were paid.

If the covered persons fail to reimburse the plan, it may apply any future Plan benefits that may become payable 
on behalf of the covered persons to the amount not reimbursed.

Equitable Trust
The Plan has a constructive trust and an equitable right to and lien with regard to any monies received by an
employee or beneficiary and/or his or her attorney or representative from a third party to the extent of benefits as 
described above.
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By accepting any such payment of Plan benefits, with respect to all Plan benefits except dental benefits, all 
covered persons agree that the Plan will be subrogated to any covered individualʼs right of recovery and entitled 
to reimbursement of any Plan benefits paid. The Planʼs subrogation and/or reimbursement rights will include all 
claims, demands, actions and rights of recovery of all covered individuals against any third party or insurer, 
including workersʼ compensation insurer or governmental agency, and will apply to the extent of any and all 
payments of Plan benefits with respect to all Plan benefits except dental benefits, made or to be made by the 
Plan.

As used in this document, subrogation means the right of the Plan to be substituted in place of a covered person 
with respect to the covered individualʼs lawful claim, demand, or right of action against a third party who 
wrongfully caused the covered personʼs injury or illness that resulted in a payment of benefits by the Plan. The 
third party who wrongfully caused the covered personʼs injury or illness is called the tortfeasor.

Subrogation and/or Reimbursement Agreement
All covered persons must execute and deliver any and all instruments and papers requested by or on behalf of 
the Plan, and must do whatever is necessary to protect all of the Planʼs subrogation and/or reimbursement 
rights.  As a condition precedent to the payment of benefits by the Plan, with respect to all Plan benefits except 
dental benefits, all covered persons will, upon written request, execute a subrogation and/or reimbursement 
agreement in a form to be provided by or on behalf of the Plan.

However, failure by any covered person to execute any such subrogation and/or reimbursement agreement will 
not waive, compromise, diminish, release, and otherwise prejudice any of the Planʼs subrogation and/or
reimbursement rights.

Cooperation with the Plan by the Covered Individuals
The Plan may start any legal action or administrative proceeding it deems necessary to protect its right to 
recover Plan benefits paid, and may try or settle any such action or proceeding in the name of and with the full 
cooperation of the covered persons. However, in doing so, the plan will not represent, or provide legal 
representation for any covered person with respect to that covered personʼs damages to the extent those 
damages exceed any Plan benefits paid.

The covered persons agree, with respect to all Plan benefits except dental benefits, to notify and consult with the 
Plan, its Administrator or designee, before starting any legal action or administrative proceeding that may relate 
to or involve recovery of any payments of Plan benefits.

The covered persons also agree to keep the Plan, its Administrator or designee, informed of all material 
developments with respect to any such claims, actions, or proceedings.

The Plan may intervene in any such claims, actions, or proceedings started by any covered persons.

All Recovered Proceeds Are to Be Applied to Reimbursement of the PlanThe covered persons also agree to keep the Plan, its Administrator or designee, informed of all material 
developments with respect to any such claims, actions, or proceedings.

The Plan may intervene in any such claims, actions, or proceedings started by any covered persons.

All Recovered Proceeds Are to Be Applied to Reimbursement of the Plan
The covered persons, jointly and severally, will reimburse the Plan with respect to all Plan benefits except dental 
benefits, for all Plan benefits paid, applying any and all amounts paid or payable to them by any third party or 
insurer by way of settlement or in satisfaction of any judgment or agreement, regardless of whether those 
proceeds are characterized in the settlement or judgment as being paid on account of the medical expenses for 
which Plan benefits were paid.

If the covered persons fail to reimburse the plan, it may apply any future Plan benefits that may become payable 
on behalf of the covered persons to the amount not reimbursed.

Equitable Trust
The Plan has a constructive trust and an equitable right to and lien with regard to any monies received by an
employee or beneficiary and/or his or her attorney or representative from a third party to the extent of benefits as 
described above.
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COBRA MODEL GENERAL (INITIAL) NOTICE
**CONTINUATION COVERAGE RIGHTS UNDER COBRA**

Introduction
You are receiving this notice because you have recently become covered under a group health plan (the 
Plan). This notice contains important information about your right to COBRA continuation coverage, which is a 
temporary extension of coverage under the Plan. This notice generally explains COBRA continuation 
coverage, when it may become available to you and your family, and what you need to do to protect the right 
to receive it.  
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you when you 
would otherwise lose your group health coverage. It can also become available to other members of your 
family who are covered under the Plan when they would otherwise lose their group health coverage. For 
additional information about your rights and obligations under the Plan and under federal law, you should 
review the Planʼs Summary Plan Description or contact the Benefits Plan Office. The Plan may also provide 
an extension of benefits in certain cases of disability. Contact the Benefits Office or review the SPD for more 
information on your eligibility for such an extension. This Plan provides no greater COBRA rights than what is 
required by law and nothing in this section is intended to expand a personʼs COBRA rights.

What is COBRA Continuation Coverage?
COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end 
because of a life event known as a “qualifying event.” Specific qualifying events are listed later in this section.
After a qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified 
beneficiary.” You, your spouse, and your dependent child(ren) could become qualified beneficiaries if 
coverage under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who 
elect COBRA continuation coverage must pay for COBRA continuation coverage.  

If you are an employee, you will become a qualified beneficiary if you lose your coverage under the Plan 
because either one of the following qualifying events happens:

• Your hours of employment are reduced (including if you fail to work sufficient hours in a designated 
work period necessary to maintain plan eligibility), or

• Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage under 
the Plan because any of the following qualifying events happens:

• Your spouse dies;
• Your spouseʼs hours of employment are reduced;
• Your spouseʼs employment ends for any reason other than his or her gross misconduct; or
• You become divorced or legally separated from your spouse.

Your dependent child(ren) will become qualified beneficiaries if they lose coverage under the Plan because 
any of the following qualifying events happens:

• The parent-employee dies;
• The parent-employeeʼs hours of employment are reduced;
• The parent-employeeʼs employment ends for any reason other than his or her gross misconduct;
• The parents become divorced or legally separated; or
• The child stops being eligible for coverage under the plan as a “dependent child.”

NOTE: Domestic Partners and child(ren) of Domestic Partners are NOT offered the ability to elect COBRA 
continuation coverage because Domestic Partners and child(ren) of Domestic Partners are not considered 
qualified beneficiaries.
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When is COBRA Coverage Available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries after the Plan has been notified that 
a qualifying event has occurred (see chart below). When the qualifying event is the end of employment, 
reduction of hours, death of the employee, or entitlement to Medicare, the employer must notify the Plan Office 
of the qualifying event.  For other qualifying events, such as divorce, legal separation, or a child ceasing to be 
a dependent child under the Plan, you must inform the Plan in writing of that event no later than 60 days after 
that event occurs, and include the appropriate documents, such as divorce decree.

Who Is Entitled to COBRA Continuation Coverage?
A qualified beneficiary is the employee, spouse or dependent child(ren) of an employee who is covered by the 
Plan when a qualifying event occurs. A child who becomes a dependent child by birth, adoption or placement
for adoption with the qualified beneficiary while the qualified beneficiary is on COBRA is also a qualified 
beneficiary.  Each qualified beneficiary has an independent right to elect COBRA continuation coverage when 
a qualifying event occurs that forces them to lose coverage.  Covered employees may elect COBRA on behalf 
of their spouses and covered parents/legal guardians may elect COBRA for a minor child. A qualified 
beneficiary has the same rights and enrollment opportunities under the Plan as other covered individuals 
including Special Enrollment and Open Enrollment. In addition, the following rules applying in determining if an 
individual is a qualified beneficiary:

• A child of the covered employee who is receiving benefits under the Plan because of a Qualified 
Medical Child Support Order (QMCSO) during the employeeʼs period of employment is entitled to 
the same rights under COBRA as an eligible dependent child. 

• A person who becomes the new Spouse of an existing COBRA employee during a period of COBRA 
Continuation Coverage may be added to the COBRA coverage of the existing COBRA employee but 
is not a “Qualified Beneficiary.”  This means that if the existing COBRA employee dies or divorces 
before the expiration of the maximum COBRA coverage period, the new Spouse is not entitled to
elect COBRA for him/herself.

What is a Qualifying Event? 
Qualifying Events are outlined in the chart below. If a Qualified Beneficiary has a Qualifying Event but, as a 
result, does not lose their health care coverage under this Plan, (e.g. employee continues working even though 
entitled to Medicare) then COBRA is not available.

Qualifying Event Causing
Health Care Coverage to End

Duration of COBRA for Qualified Beneficiaries1

Employee Spouse Dependent Child(ren)
Employee terminated (for other than gross misconduct). 18 months 18 months 18 months
Employee reduction in hours worked (making employee 
ineligible for the same coverage). 18 months 18 months 18 months

Employee dies. N/A 36 months 36 months
Employee becomes entitled to Medicare N/A 36 months 36 months
Employee becomes divorced or legally separated. N/A 36 months 36 months
Dependent(s) Child(ren) ceases to have Dependent(s)
status. N/A N/A 36 months

1 When a covered employeeʼs Qualifying Event (e.g. termination of employment or reduction in 
hours) occurs within the 18-month period after the employee becomes entitled to Medicare 
(entitlement means the employee is eligible for and enrolled in Medicare), the employeeʼs 
covered Spouse and dependent child(ren) who are Qualified Beneficiaries (but not the employee) 
may become entitled to COBRA coverage for a maximum period that ends 36 months after the 
Medicare entitlement.

Failure to Elect COBRA Continuation Coverage
In considering whether to elect COBRA, you should take into account that failure to continue your group health 
coverage will affect your future rights under federal law, as noted below:  

100
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Brief Outline on How Certain Laws Interact with COBRA
FMLA and COBRA:  Taking a leave under the Family & Medical Leave Act (FMLA) is not a COBRA qualifying 
event.  A qualifying event can occur after the FMLA period expires, if the employee does not return to work and 
thus loses coverage under their group health plan.  Then, the COBRA period is measured from the date of the 
qualifying event—in most cases, the last day of the FMLA leave.  Note that if the employee notifies the 
employer that they are not returning to employment prior to the expiration of the maximum FMLA 12-week 
period, a loss of coverage could occur earlier.

Leave of Absence (LOA) and COBRA:  If an employee is offered alternative health care coverage while on 
LOA, and this alternate coverage is not identical in cost (increase in premium) or benefits to the coverage in 
effect on the day before the LOA, then such alternate coverage does not meet the COBRA requirement, and is 
considered to be a loss in coverage requiring COBRA to be offered.  If a qualified beneficiary rejects the 
COBRA coverage, the alternative plan is considered to be a different group health plan and, as such, after 
expiration of the LOA, no COBRA offering is required.  If the alternative coverage is identical in cost and 
benefits but the coverage period is less than the COBRA maximum period (18, 29, 36 months), the lesser time 
period can be credited toward covering the 18, 29, or 36 month COBRA period.  For example, if an employee is 
allowed to maintain the same coverage and premium for six months while on a LOA, the six months can be 
credited toward the COBRA maximum period.

HIPAA Certification of Creditable Coverage When Coverage Ends
When your COBRA coverage ends, the Plan Administrator will automatically provide you and/or your covered 
dependent(s) (free of charge) with a HIPAA Certificate of Coverage that indicates the period of time you and/or 
they were covered under the Plan.  If your coverage under this Plan ends, and you and/or your covered 
dependent(s) become eligible for coverage under another group health plan, or if you buy, for yourself and/or 
your covered dependent(s), a health insurance policy, you may need this certificate. The certificate will indicate 
the period of time you and/or they were covered under this Plan, and certain additional information that is 
required by law.

The certificate will be sent to you (or to any of your covered dependent(s)) by first class mail shortly after your 
(or their) coverage under this Plan ends. This certificate will be in addition to any certificate provided to you after 
your pre-COBRA group health coverage terminated.  In addition, a certificate will be provided to you and/or any 
covered dependent(s) upon receipt of a written request for such a certificate if that request is received by the 
Plan Administrator within two years after the later of the date your coverage under this Plan ended or the date 
COBRA coverage ended. See the section on Termination and Extension of Coverage for the procedure for 
requesting a HIPAA Certificate of Coverage. 

Additional Information
For more information about your rights under ERISA, COBRA, the Health Insurance Portability and 
Accountability Act (HIPAA), and other laws affecting group health plans, contact the nearest Regional or District 
Office of the U.S. Department of Laborʼs Employee Benefits Security Administration (EBSA) in your area or visit 
their website at www.dol.gov/ebsa. The addresses and phone numbers of Regional and District EBSA offices 
are available through this website.

COBRA Administrator
The Benefits Plan Office at VHHSBP

520 Eighth Avenue, Suite 1200
New York, NY 10018-4181 

Phone (212) 356-8180    
Fax (212) 356-8181
benefits@cirseiu.org
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The COBRA Continuation Coverage That Will Be Provided
If you elect COBRA Continuation Coverage, you will be entitled to the same health coverage that you had prior 
to the event that caused your health coverage under the Plan to end, but you must pay for it. This includes 
medical, dental, vision, and prescription coverage. If there is a change in the coverage provided by the Plan to 
similarly situated active employees and their families, that same change will apply to your COBRA Continuation 
Coverage. All other benefits not listed above will terminate as of the date your coverage ends.  You may be 
entitled to convert certain group policies to individual policies, such as disability and life insurance.  If 
conversion is available, your conversion rights will be outlined in your COBRA notice.  

Who Pays for COBRA Continuation Coverage?
Any person who elects COBRA Continuation Coverage will have to pay the full cost of the COBRA continuation 
coverage.  The cost of the premium will not exceed 102% of the applicable premium for the period of 
continuation coverage, except in the case of disability.  During the 11 month period of extended coverage due 
to disability, the cost will not exceed 150% of the applicable premium.   
Each person will be told the exact dollar amount for the COBRA Continuation Coverage that is in effect at the 
time he or she becomes entitled to it. The cost of the COBRA coverage may be subject to future increases 
during the period it remains in effect. There will be no invoices or reminders to pay your COBRA premium. 
You are responsible for paying the full premium by the 1st of the month for each month you elect 
COBRA.
Grace Periods
The initial payment for the COBRA Continuation Coverage is due to the Plan Office no later than 45 days after 
COBRA Continuation Coverage is elected.  If this payment is not made when due, COBRA Continuation 
Coverage will not take effect.  After the initial COBRA payment, subsequent payments are due on the first day 
of each month, but there will be a 30-day grace period to make those payments.  If payments are not made 
within 30 days, COBRA Continuation Coverage will be canceled as of the due date.  Payment is considered 
made when it is postmarked.
Confirmation of Coverage before Election or Payment of COBRA Continuation Coverage
If a health care provider requests confirmation of coverage and you, your spouse or dependent(s) child(ren) 
have elected COBRA Continuation Coverage and the amount required for COBRA Continuation Coverage has 
not been paid while the grace period is still in effect or you, your spouse or dependent child(ren) are within the 
COBRA election period but have not yet elected COBRA, COBRA Continuation Coverage will be confirmed, but 
with notice to the health care provider that the cost of the COBRA Continuation Coverage has not been paid, 
that no claims will be paid until the amounts due have been received, and that the COBRA Continuation 
Coverage will terminate effective as of the due date of any unpaid amount if payment of the amount due is not 
received by the end of the grace period.

Addition of Newly Acquired Dependent(s)
If, while you (the employee) are enrolled for COBRA Continuation Coverage, you marry, have a newborn child, 
adopt a child, or have a child placed with you for adoption, you may enroll that spouse or child(ren) for coverage 
for the balance of the period of COBRA Continuation Coverage if you do so within 31 days of marriage, birth, 
adoption, or placement for adoption.  Adding a spouse or dependent child(ren) may cause an increase in the 
amount you must pay for COBRA. Contact the Plan Office to add a dependent(s).
Loss of Other Group Health Plan Coverage
If, while you (the employee) are enrolled for COBRA Continuation Coverage, and your spouse or dependent(s)
loses coverage under another group health plan, you may enroll the spouse or dependent(s) for coverage for 
the balance of the period of COBRA Continuation Coverage.  The spouse or dependent(s) must have been 
eligible but not enrolled in coverage under the terms of the pre-COBRA plan and, when enrollment was 
previously offered under that pre-COBRA healthcare plan and declined, the spouse or dependent(s) must have 
been covered under another group health plan or had other health insurance coverage.
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The loss of coverage must be due to exhaustion of COBRA Continuation Coverage under another plan, 
termination as a result of loss of eligibility for the coverage, or termination as a result of employer contributions 
toward the other coverage being terminated.  Loss of eligibility does not include a loss due to failure of the 
individual participant to pay premiums on a timely basis or termination of coverage for cause.  You must enroll 
the spouse or dependent(s) within 31 days after the termination of the other coverage.  Adding a spouse or 
dependent child(ren) may cause an increase in the amount you must pay for COBRA Continuation Coverage.
Notice of Unavailability of COBRA Coverage
In the event the Plan is notified of a qualifying event but determines that an individual is not entitled to the 
requested COBRA coverage, the individual will be sent an explanation indicating why COBRA coverage is not 
available. This notice of the unavailability of COBRA coverage will be sent according to the same timeframe as 
a COBRA election notice.
Extending COBRA When a Second Qualifying Event Occurs
If, during an 18-month period of COBRA Continuation Coverage resulting from loss of coverage because of 
your termination of employment or reduction in hours, you die, become divorced (or legally separated), become 
entitled to Medicare (Part A, Part B or both), or if a covered child ceases to be a dependent child under the 
Plan, the maximum COBRA Continuation period for the affected spouse and/or child(ren) are extended to 36 
months measured from the date of your termination of employment or reduction in hours (or the date you first 
became entitled to Medicare, if that is earlier, as described below). NOTE: Medicare entitlement is not a 
qualifying event under this Plan and as a result, Medicare entitlement following a termination of coverage or 
reduction in hours will not extend COBRA to 36 months for spouses and dependent(s) who are qualified 
beneficiaries.
Notifying the Plan: To extend COBRA when a second qualifying event occurs, you must notify the Plan Office
in writing within 60 days of a second qualifying event.  Failure to notify the Plan in a timely fashion may 
jeopardize an individualʼs right to extended COBRA coverage. The written notice must include your name, the 
second qualifying event, the date of the second qualifying event, and appropriate documentation in support of 
the second qualifying event, such as divorce documents.
This extended period of COBRA Continuation Coverage is not available to anyone who became your 
spouse after the termination of employment or reduction in hours. This extended period of COBRA 
Continuation Coverage is available to any child(ren) born to, adopted by or placed for adoption with you (the 
covered employee) during the 18-month period of COBRA Continuation Coverage.
In no case is an employee whose employment terminated or who had a reduction in hours entitled to COBRA 
Continuation Coverage for more than a total of 18 months (unless the employee is entitled to an additional 
period of up to 11 months of COBRA Continuation Coverage on account of disability as described in the 
following section).  As a result, if an employee experiences a reduction in hours followed by termination of 
employment, the termination of employment is not treated as a second qualifying event and COBRA may not be 
extended beyond 18 months from the initial qualifying event.
In no case is anyone else entitled to COBRA Continuation Coverage for more than a total of 36 months.
Extended COBRA Coverage in Certain Cases of Disability During an 18-Month COBRA Continuation Period
If, prior to the qualifying event or during the first 60 days of an 18-month period of COBRA Continuation 
Coverage, the Social Security Administration makes a formal determination that you or a covered spouse or 
dependent child(ren) are totally and permanently disabled so as to be entitled to Social Security Disability 
Income benefits (SSDI), the disabled person and any covered family members who so choose, may be entitled 
to keep the COBRA Continuation Coverage for up to 29 months (instead of 18 months) or until the disabled 
person becomes entitled to Medicare or ceases to be disabled (whichever is sooner).

This extension is available only if:
• the Social Security Administration determines that the individualʼs disability began at some time 

before the 60th day of COBRA Continuation Coverage; and
• the disability lasts until at least the end of the 18-month period of COBRA Continuation Coverage.
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Notifying the Plan: You or another family member follow this procedure (to notify the Plan) by sending a 
written notification to the Plan Office of the Social Security Administration determination within 60 days after that 
determination was received by you or another covered family member.  Failure to notify the Plan in a timely 
fashion may jeopardize an individualʼs rights to extended COBRA coverage. The written notice must include 
your name, the request for extension of COBRA due to a disability, the date the disability began and 
appropriate documentation in support of the disability including a copy of the written Social Security 
Administration disability award documentation, and that notice must be received by the Plan Office before the 
end of the 18-month COBRA Continuation period.

• The cost of COBRA Continuation Coverage during the additional 11-month period of COBRA 
Continuation Coverage may be 50% higher than the cost for coverage during the first 18-month 
period.

• The Plan Office must also be notified within 30 days of the determination by the Social Security 
Administration that you are no longer disabled.

Early Termination of COBRA Continuation Coverage
Once COBRA Continuation Coverage has been elected, it may be cut short (terminated early) on the 
occurrence of any of the following events:

• The date the Plan no longer provides group health coverage to any of its employees;
• The date the amount due for COBRA coverage is not paid in full on time;
• The date the qualified beneficiary becomes entitled to Medicare (Part A, Part B or both) after electing 

COBRA; 
• The date, after the date of the COBRA election, on which the qualified beneficiary first becomes 

covered under another group health plan and that plan does not contain any legally applicable 
exclusion or limitation with respect to a pre-existing condition the qualified beneficiary may have. 
IMPORTANT: The qualified beneficiary must notify this Plan as soon as possible once they become 
aware that they will become covered under another group health plan, by contacting the COBRA 
Administrator.  COBRA coverage under this Plan ends on the last day of the month in which the 
qualified beneficiary is covered under the other group health plan.

• During an extension of the maximum COBRA coverage period to 29 months due to the disability of 
the qualified beneficiary, or the disabled beneficiary is determined by the Social Security 
Administration to no longer be disabled;

• The date the Plan has determined that the qualified beneficiary must be terminated from the Plan for 
cause (on the same basis as would apply to similarly situated non-COBRA employees under the 
Plan).

Notice of Early Termination of COBRA Continuation Coverage
The Plan will notify a qualified beneficiary if COBRA coverage terminates earlier than the end of the maximum 
period of coverage applicable to the qualifying event that entitled the individual to COBRA coverage. This 
written notice will explain the reason COBRA terminated earlier than the maximum period, the date COBRA 
coverage terminated and any rights the Qualified Beneficiary may have under the Plan to elect alternate or 
conversion coverage. The notice will be provided as soon as practicable after the Plan determines that COBRA 
coverage will terminate early.
Entitlement to Convert to an Individual Health Plan after COBRA Ends
At the end of the 18-month or 36-month period of COBRA Continuation Coverage, you will be allowed to enroll 
in an individual conversion health plan as provided by the Plan, if that right is offered by the Plan at the time 
your COBRA Continuation Coverage period runs out. However, no conversion rights are available for the 
dental benefits. You will be advised if conversion rights are available when your COBRA Coverage ends.
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Brief Outline on How Certain Laws Interact with COBRA
FMLA and COBRA:  Taking a leave under the Family & Medical Leave Act (FMLA) is not a COBRA qualifying 
event.  A qualifying event can occur after the FMLA period expires, if the employee does not return to work and 
thus loses coverage under their group health plan.  Then, the COBRA period is measured from the date of the 
qualifying event—in most cases, the last day of the FMLA leave.  Note that if the employee notifies the 
employer that they are not returning to employment prior to the expiration of the maximum FMLA 12-week 
period, a loss of coverage could occur earlier.

Leave of Absence (LOA) and COBRA:  If an employee is offered alternative health care coverage while on 
LOA, and this alternate coverage is not identical in cost (increase in premium) or benefits to the coverage in 
effect on the day before the LOA, then such alternate coverage does not meet the COBRA requirement, and is 
considered to be a loss in coverage requiring COBRA to be offered.  If a qualified beneficiary rejects the 
COBRA coverage, the alternative plan is considered to be a different group health plan and, as such, after 
expiration of the LOA, no COBRA offering is required.  If the alternative coverage is identical in cost and 
benefits but the coverage period is less than the COBRA maximum period (18, 29, 36 months), the lesser time 
period can be credited toward covering the 18, 29, or 36 month COBRA period.  For example, if an employee is 
allowed to maintain the same coverage and premium for six months while on a LOA, the six months can be 
credited toward the COBRA maximum period.

HIPAA Certification of Creditable Coverage When Coverage Ends
When your COBRA coverage ends, the Plan Administrator will automatically provide you and/or your covered 
dependent(s) (free of charge) with a HIPAA Certificate of Coverage that indicates the period of time you and/or 
they were covered under the Plan.  If your coverage under this Plan ends, and you and/or your covered 
dependent(s) become eligible for coverage under another group health plan, or if you buy, for yourself and/or 
your covered dependent(s), a health insurance policy, you may need this certificate. The certificate will indicate 
the period of time you and/or they were covered under this Plan, and certain additional information that is 
required by law.

The certificate will be sent to you (or to any of your covered dependent(s)) by first class mail shortly after your 
(or their) coverage under this Plan ends. This certificate will be in addition to any certificate provided to you after 
your pre-COBRA group health coverage terminated.  In addition, a certificate will be provided to you and/or any 
covered dependent(s) upon receipt of a written request for such a certificate if that request is received by the 
Plan Administrator within two years after the later of the date your coverage under this Plan ended or the date 
COBRA coverage ended. See the section on Termination and Extension of Coverage for the procedure for 
requesting a HIPAA Certificate of Coverage. 

Additional Information
For more information about your rights under ERISA, COBRA, the Health Insurance Portability and 
Accountability Act (HIPAA), and other laws affecting group health plans, contact the nearest Regional or District 
Office of the U.S. Department of Laborʼs Employee Benefits Security Administration (EBSA) in your area or visit 
their website at www.dol.gov/ebsa. The addresses and phone numbers of Regional and District EBSA offices 
are available through this website.

COBRA Administrator
The Benefits Plan Office at VHHSBP

520 Eighth Avenue, Suite 1200
New York, NY 10018-4181 

Phone (212) 356-8180    
Fax (212) 356-8181
benefits@cirseiu.org
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USERRA
LEAVE FOR MILITARY SERVICE

A employee who enters military service will be provided continuation and reinstatement rights in accordance 
with the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA), as amended from 
time to time.  This section contains important information about your rights to continuation coverage and 
reinstatement of coverage under USERRA.
What is USERRA?  USERRA Continuation Coverage is a temporary continuation of coverage when it would 
otherwise end because you have been called to active duty in the uniformed services. USERRA protects you 
while you leave for and return from any type of uniformed service in the United States armed forces, including 
the Army, Navy, Air Force, Marines, Coast Guard, National Guard, National Disaster Medical Service, the 
reserves of the armed forces, and the commissioned corps of the Public Health Service.
Your coverage under this Plan will terminate when you enter active duty in the uniformed services.  

• If you elect USERRA temporary continuation coverage, you (and any eligible dependent(s) covered 
under the Plan on the day the leave started) may continue Plan coverage for up to 24 months 
measured from the last day of the month in which you stopped working.

• If you go into active military service for more than 30 days, you (and any eligible dependent(s)
covered under the Plan on the day the leave started) can continue health care coverage under this 
Plan during that leave period if you continue to pay the appropriate contributions for that coverage 
during the period of that leave. 

Duty to Notify the Plan:  The Plan will offer you USERRA continuation coverage only after the Plan 
Administrator has been notified by you in writing that you have been called to active duty in the uniformed 
services and provided a copy of the orders.  You must notify the Plan Administrator (contact information is on 
the Quick Reference Chart in the front of this document) as soon as possible but no later than 60 days after the 
date on which you will lose coverage due to the call to active duty, unless it is impossible or unreasonable to 
give such notice.  
Plan Offers Continuation Coverage:  Once the Plan Administrator receives notice that you have been called 
to active duty, the Plan will offer you the right to elect USERRA coverage for yourself (and any eligible 
dependent(s)) covered under the Plan on the day the leave started). Unlike COBRA Continuation Coverage, if 
you do not elect USERRA for the dependent(s), those dependent(s) cannot elect USERRA separately. 
Additionally, you (and any eligible dependent(s) covered under the Plan on the day the leave started) may also 
be eligible to elect COBRA temporary continuation coverage. Note that USERRA is an alternative to COBRA 
therefore either COBRA or USERRA continuation coverage can be elected and that coverage will run 
simultaneously, not consecutively.  Contact the Benefit Office to obtain a copy of the COBRA or USERRA 
election forms. Completed USERRA election forms must be submitted to the Plan in the same timeframes as is 
permitted under COBRA.
Paying for USERRA Coverage: 

• If you go into active military service for less than 31 days, you (and any eligible dependent(s) covered 
under the Plan on the day the leave started) can continue health care coverage under this Plan 
during that leave period if you continue to pay the appropriate contributions for that coverage during 
the period of that leave. 

• If you elect USERRA temporary continuation coverage, you (and any eligible dependent(s) covered 
under the Plan on the day the leave started) may continue Plan coverage for up to 24 months
measured from the last day of the month in which you stopped working. USERRA continuation 
coverage operates in the same way as COBRA coverage and premiums for USERRA coverage will 
be 102% of the cost of coverage. Payment of USERRA and termination of coverage for non-payment 
of USERRA works just like with COBRA coverage. See the COBRA chapter for more details.
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In addition to USERRA or COBRA coverage, your eligible dependent(s) may be eligible for health care 
coverage under TRICARE (the Department of Defense health care program for uniformed service members and 
their families).  This plan coordinates benefits with TRICARE.  You should carefully review the benefits, costs, 
provider networks and restrictions of the TRICARE plan as compared to USERRA or COBRA to determine 
whether TRICARE coverage alone is sufficient or if temporarily continuing this planʼs benefits under USERRA 
or COBRA is the best choice.
After Discharge from the Armed Forces:
When you are discharged from military service (not less than honorably), eligibility will be reinstated on the day 
you return to work provided you return to employment within:

• 90 days from the date of discharge from the military if the period of services was more than 180 days; 
or

• 14 days from the date of discharge if the period of service was more than 30 days but less than 181 
days; or

• at the beginning of the next regularly scheduled work period on the first full calendar day following 
discharge (taking into account safe travel time home plus an 8-hour rest period), if the period of 
service was less than 31 days.

If you are hospitalized or convalescing from an injury caused by active duty, these time limits are extended up 
to two years.
You must notify the Plan Administrator in writing within the time periods listed above.  Upon reinstatement, your 
coverage will not be subject to any exclusions or waiting periods other than those that would have been 
imposed had the coverage not terminated. 
Questions regarding your entitlement to USERRA leave and continuation of health care coverage should be 
referred to your employer.
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NOTICE OF ELECTRONIC DISCLOSURE

The following guidelines pertain to the use of electronic notices by the Plan.  When you consent to 
this agreement, either by checking off the electronic notification box on your enrollment form, or by 
completing a paper or electronic version of this agreement sent to you by the Benefits Office, you 
are consenting to the following: 

The CIR/SEIU Benefits Plan may, at times, send Notices by e-mail to Plan participants who have consented 
to receive information electronically.  These Notices include: information regarding Open Enrollment, plan 
amendments, your benefits, changes to your benefits, the benefits booklet (commonly known as Summary 
Plan Description or SPD), news and updates about your benefits, summary annual reports, COBRA notices, 
newsletters, and other employee benefit Notices. Notices may also be available on the internet at 
www.cirseiu.org/benefits. Completing this consent form does not guarantee that all communications will be 
sent electronically and the Plan may at times send communications via first class mail.    

By submitting this consent form, you understand and agree to the following terms and conditions:

Privacy: By law, the Benefits Plan cannot use your information without your permission, except as described 
in our Notice of Privacy Practices located in the SPD.

Contact Information: You are responsible for ensuring the Plan has a current e-mail address for you at all 
times for electronic communications. If your e-mail address changes at any time, you must notify the Plan in 
writing or by sending an email to benefits@cirseiu.org. Any communication sent by the Plan to the most 
recent e-mail address on file will be deemed delivered to you.  

Cancellation: You can withdraw your consent at any time by contacting the Plan in writing or by sending an 
email to benefits@cirseiu.org.

Flexibility: You have the right to request a paper copy of any electronic notice sent to you, free of charge.  

Hardware/Software Requirements: You must ensure that you are able to receive information electronically 
and retain it. You must have a computer system with an Internet Web browser capable of 128-bit encryption, 
and Adobe Acrobat Reader.  You must have a printer capable of printing any disclosure made available on 
our website and/or emailed to you, or have the ability to electronically save such documents.

Risks: The Plan canʼt promise security and/or confidentiality when e-mailing. Although unlikely, it is possible 
an e-mail may be incorrectly shared or intercepted by someone other than the party to whom it was 
addressed.  By completing this consent form, you understand these risks, and cannot hold the Benefits Plan 
responsible if such an event occurs.   

Consent
I consent to the electronic disclosure by the Plan of all employee benefit Notices. I acknowledge that I have 
read the “Notice of Electronic Disclosure” and understand that I am entitled to withdraw my consent at any 
time with written notice to the Plan. I understand the risks associated with the use of electronic 
communications, and assume all risks and responsibilities. I understand that I can receive a paper copy of all 
employee benefit Notices upon request at no charge. I also confirm that I have the ability and software to 
access the internet, and to view the documents. 
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HIPAA PRIVACY PRACTICES
THE FOLLOWING DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

By law, the Voluntary Hospitals House Staff Benefits Plan (the “Plan”) is required to maintain the privacy of your 
Protected Health Information (PHI), information that constitutes protected health information as defined in the 
Privacy Rule of the Administrative Simplification provision of the Health Insurance Portability and Accountability 
Act of 1996 ("HIPAA"). This notice describes how the Plan protects the PHI we have about you and may use 
your health information, for purposes of making or obtaining payment for your care and conducting health care 
operations. The Plan has established a policy to guard against unnecessary disclosure of your health 
information. 

The Plan must use and disclose your PHI to provide information:

• To you or someone who has the legal right to act for you (your personal representative);
• To the Secretary of the Department of Health and Human Services, if necessary, to make sure your 

privacy is protected, and;
• Where required by law.

The Plan has the right to use and disclose your PHI for Payment and Health Care Operations. For example:

• Payment The Plan may use or disclose your health information to make payment to or collect payment 
from third parties, such as other health plans or providers, for the care you receive. For example, the Plan 
may provide information regarding your coverage or health care treatment to other health plans to 
coordinate payment of benefits. 

• Health Care Operations The Plan may use or disclose health information for its own operations to 
facilitate the administration of the health plan and as necessary to provide coverage and services to all of 
the Plan's employees.

• The Plan may use or give out your PHI for the following purposes under limited circumstances:
o For Treatment Alternatives and Health-Related Benefits and Services The Plan may use and 

disclose your health information to tell you about or recommend possible treatment options or 
alternatives and health-related benefits that may be of interest to you.

o For Disclosure to the Plan Sponsor (the Trustees of the Plan) The Plan may disclose your 
health information to the plan sponsor (the Trustees of the Plan) for plan administration functions 
performed by the plan sponsor (the Trustees of the Plan) on behalf of the Plan. In addition, the Plan 
may provide summary health information to the plan sponsor (the Trustees of the Plan) so that the 
plan sponsor (the Trustees of the Plan) may solicit premium bids from health insurers or modify, 
amend or terminate the plan. The Plan also may disclose to the plan sponsor (the Trustees of the 
Plan) information on whether you are participating in the health plan.

o When Legally Required The Plan will disclose your health information when it is required to do so 
by any federal, state or local law.

o To Conduct Health Oversight Activities The Plan may disclose your health information to a health 
oversight agency for authorized activities including audits, civil administrative or criminal 
investigations, inspections, licensure or disciplinary action. The Plan, however, may not disclose 
your health information if you are the subject of an investigation and the investigation does not arise 
out of or is not directly related to your receipt of health care or public benefits.

o In Connection with Judicial and Administrative Proceedings As permitted or required by state 
law, the Plan may disclose your PHI in the course of any judicial or administrative proceeding in 
response to an order of a court or administrative tribunal as expressly authorized by such order or in 
response to a subpoena, discovery request or other lawful process, but only when the Plan makes 
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reasonable efforts to either notify you about the request or to obtain an order protecting your health 
information.

o For Law Enforcement Purposes As permitted or required by state law, the Plan may disclose your 
health information to a law enforcement official for certain law enforcement purposes, including, but 
not limited to, if the Plan has a suspicion that your death was the result of criminal conduct or in an 
emergency to report a crime.

o In the Event of a Serious Threat to Health or Safety The Plan may, consistent with applicable law 
and ethical standards of conduct, disclose your health information if the Plan, in good faith, believes 
that such disclosure is necessary to prevent or lessen a serious and imminent threat to your health 
or safety or to the health and safety of the public.

o For Specified Government Functions In certain circumstances, federal regulations require the 
Plan to use or disclose your health information to facilitate specified government functions related to 
the military and veterans, national security and intelligence activities, protective services for the 
President and others, and correctional institutions and inmates.

o For Worker's Compensation The Plan may release your health information to the extent necessary 
to comply with laws related to worker's compensation or similar programs.

By law, the Plan must have your written permission (authorization) to use or disclose your PHI for any other 
purpose that is not set out in this Notice. If you authorize the Plan to use or disclose your health information, 
you may revoke that authorization in writing at any time. 

You have the following rights regarding your health information that the Plan maintains:

• Right to Inspect and Copy Your Health Information Held by the Plan A request to inspect and copy 
records containing your health information must be made in writing. If you request a copy of your health 
information, the Plan may charge a reasonable fee for copying, assembling costs and postage, if 
applicable, associated with your request.

• Right to Amend Your Health Information If you believe that your health information records are 
inaccurate or incomplete, you may request that the Plan amend the records. That request may be made as 
long as the information is maintained by the Plan. The Plan may deny the request if it does not include a 
reason to support the amendment. The request also may be denied if your health information records were 
not created by the Plan, if the health information you are requesting to amend is not part of the Plan's
records, if the health information you wish to amend falls within an exception to the health information you 
are permitted to inspect and copy, or if the Plan determines the records containing your health information 
are accurate and complete.

• Right to Request Restrictions on Certain Uses and Disclosures of Your Health Information You 
have the right to request a limit on the Plan's disclosure of your health information to someone involved in 
the payment of your care. However, the Plan is not required to agree to your request.

• Right to Receive Confidential Communications You have the right to request that the Plan
communicate with you in a certain way if you feel the disclosure of your health information could endanger 
you. The Plan will attempt to honor your reasonable requests for confidential communications.

• Right to Receive a Listing of Those Receiving Your PHI from the Plan You have the right to request a 
list of certain disclosures of your health information, such as disclosures for public purposes authorized by 
law or disclosures that are not in accordance with the Plan's privacy policies and applicable law. The 
request must be made in writing, specifying the time period for which you are requesting the information. 
Accounting requests may not be made for periods of time going back more than six (6) years. 

• Right to a Paper Copy of this Notice You have the right to a paper copy of this notice at any time, even if 
you have received this Notice previously or agreed to receive the Notice electronically. 

The Plan is required by law to maintain the privacy of your health information as set forth in this Notice and to 
provide to you this Notice of its duties and privacy practices. The Plan is required to abide by the terms of this 
Notice, which may be amended from time to time. The Plan reserves the right to change the terms of this Notice 
and to make the new Notice provisions effective for all health information that it maintains. If the Plan changes 
its policies and procedures, the Plan will revise the Notice and will provide a copy of the revised Notice to you 
within 60 days of the change. You have the right to express complaints to Health Plan and to the Secretary of 
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the Department of Health and Human Services if you believe that your privacy rights have been violated. Any 
complaints to the Plan should be made in writing to: 

Rhonda Murray, Privacy & Security Officer
520 Eighth Avenue, Suite 1200

New York, NY 10018

The Plan encourages you to express any concerns you may have regarding the privacy of your information. 
You will not be retaliated against in any way for filing a complaint.

Any written concerns or requests should be submitted to: 

Michelle Cordova, Benefits Supervisor
520 Eighth Avenue, Suite 1200

New York, NY 10018

Availability of a HIPAA Privacy Notice for Your Group Health Plan

If you would like to see (or obtain a copy of) the planʼs HIPAA Notice of Privacy Practices, please contact the 
Privacy Officer located at address above or you may call the Fund Office at 212-356-8180. The Notice 
describes how the plan uses and discloses protected health information for the Fundʼs Hospital, Medical, 
Prescription Drug, Vision benefits, and COBRA Administration. It also discusses important federal rights that 
you have with respect to your protected health information. This Notice does not apply to the insured Dental 
benefits provided through a contract with Guardian Life Insurance. You should have received a HIPAA Privacy 
Notice directly from them outlining their privacy practices. You may request a copy of Guardian Life Insuranceʼs 
HIPAA Privacy Notice that pertains to the insured dental benefits by contacting them directly at:

Guardian 
P.O. Box 4391
Woodland Hills, CA 91367  
(888) 600-1600

You should keep this Notice together with your Summary Plan Description at all times.  The two 
documents should be read together for an accurate depiction of your current health plan benefits. If you 
have any questions, contact the Fund Office at 212-356-8180 or benefits@cirseiu.org.
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ERISA Statement of Rights Under the Employment Retirement 
Income Security Act of 1974

As an employee in VHHSBP (the Plan) you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan employees shall be entitled to:

Receive Information About Your Plan and Benefits

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

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

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

Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse or dependent(s) if there is a loss of coverage under the plan 
as a result of a qualifying event. You or your dependent(s) may have to pay for such coverage. Review this 
summary plan description and the plan documents governing your COBRA continuation coverage rights.

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

Prudent Actions by Plan Fiduciaries

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

Enforce Your Rights

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

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of
plan documents or the latest annual report from the plan and do not receive them within 30 days, you may file 
suit in a Federal court. In such a case, the court may require the plan administrator to provide the materials and 
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pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons 
beyond the control of the administrator. 

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

Assistance with Your Questions

If you have any questions about your plan, you should contact the plan administrator. If you have any questions 
about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from 
the plan administrator, you should contact the nearest office of the Pension and Welfare Benefits Administration, 
U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and 
Inquiries, Pension and Welfare Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue 
N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities 
under ERISA by calling the publications hotline of the Pension and Welfare Benefits Administration.



 

520 Eight Avenue, Suite 1200 
New York, NY 10018 

(212) 356-8180 
Email: benefits@cirseiu.org  

Web: http://www.cirseiu.org/benefits/ 
Fax: (212) 356-8181


