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Dear Participant:

You elected to participate in your employer’s flexible benefits plan.  The plan year for amounts you have elected is: January 1, 2004 through December 31, 2004.

The following items are included in this summary:

A summary of how the Plan works.

A summary of the types of expenses which may be reimbursed under this Plan.

You can go to our web site at www.healthcomptpa.com for claim forms and other items of interest about our company.

If you have any questions, please feel free to call us at:  1-800-442-7247, Flexible Benefits Department or contact your Benefits Department at 488-3069.

Sincerely,

HEALTHCOMP ADMINISTRATORS

SECTION 125 FLEXIBLE BENEFITS PLAN
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Introduction

Fresno County sponsors an employee benefit program known as the Fresno County Employees’ Flexible Benefits Plan.  This Plan lets you choose from two fringe benefit programs according to your individual needs, the Health Care Reimbursement Account (HCRA) and the Dependent Care Assistance Program (DCAP).  You have the opportunity to use pre-tax dollars to pay for your out-of-pocket health expenses and work-related dependent care expenses.  Because the benefits you elect are nontaxable; you save social security and income taxes on the amount of your Salary Reduction. 

Will this Plan benefit me?
This Plan allows eligible employees who have out-of-pocket medical, dental, or vision expenses and/or work-related dependent care expenses the ability to pay for those expenses with tax-free dollars.  If you have these types of expenses, you can elect to reduce your salary, thereby reducing your taxes. The amount you authorize to be withheld from your earnings on a pre-tax basis will not count as taxable income for federal or Social Security tax purposes.  The rules regarding the taxation of amounts withheld from your salary or wages for federal, state or local income tax purposes are all subject to change.

Benefits Available Under this Plan
What benefits are available through this Plan?
Fresno County Employees’ Flexible Benefits Plan has been established in order to record contributions to and reimbursement from the Dependent Care Expense Account Plan and the Health Care Expense Account Plan.  The Dependent Care Expense Account Plan is intended to qualify under section 129 of the Code, and the Health Care Expense Account is intended to qualify under section 105 of the Code, so that the value of the benefits you elect to receive may be excluded from your taxable compensation.

	BENEFITS

	Flexible Spending Accounts

	
	Maximum Election Amount

	Health Care Spending Expenses
	$2,000

	Dependent Care Spending Expenses
	$5,000


Who can participate in this Plan?

All Full-time Employees or Part-time Employees working at least 20 hours per week are eligible to participate in this plan.  

As an Eligible Employee you can enter the plan 

(1) during the annual open enrollment; or 

(2) within 30 days from a qualifying event; or

(3) if you become eligible to participate mid-year, you can enter the plan on the first day of the following pay period after becoming eligible.  

Unless you have a change in status, your election will be irrevocable for the plan year.  Re-enrollment will be annually.  

Prior to the beginning of a new plan year, you will be given the opportunity to make new elections.  At that time, you can enter the plan, terminate your election(s), or change your benefit choices and amounts.  Participants in this plan must complete a new election form in order to participate in the subsequent plan year.

How does the Health Care Reimbursement Account (HCRA) work?

Amounts which you elected for the HCRA are reduced from your salary before taxes.  The amount you elected will be deposited into an account for you each pay period.  You will be entitled for reimbursement for qualifying expenses for yourself, your spouse or your dependents when an eligible expense is incurred during the plan year.  You may choose any amount for reimbursement.  Provided that you are a participant in the Plan, you can receive the full, annual amount of coverage you have elected available to you at any time during the Plan Year, reduced, however by the amount of prior reimbursements received during the Year. 

*The maximum annual amount you can deposit into the HCRA is $2,000.  Any contributions exceeding this amount require County authorization.

What types of expenses are eligible for HCRA reimbursement?

Examples of Eligible Health Care Expenses:

The following list is not intended to be complete, but to illustrate some of the common medical and health related expenses that the Internal Revenue Service considers to be deductible expenses.  These expenses are eligible for reimbursement through your Reimbursement Account provided that you have not been reimbursed for them through any other insurance or benefit plan.  

If you have a specific expense that you would like to determine its eligibility, please call HealthComp, Inc. at Tel  (800) 442-7247 or your tax consultant.

· Abortion (legal)

· Acupuncture

· Airfare for transport donor (or perspective donor)

· Alcoholism Treatment

· Ambulance hire

· Artificial limbs & teeth

· Autoette or Wheelchair

· Birth Control Pills

· Braces

· Braille books, magazines (the extent the prices exceed prices for regular books)

· Bus fare to obtain medical care

· Car (special medical equipment)

· Car expense to obtain medical care (14 cents per mile)

· Contact lenses

· Cosmetic surgery needed to improve congenital abnormality, personal injury or disfiguring disease

· Physical examination

· Eye examination

· Eyeglasses

· Anesthesiologist

· Chiropractor

· Dentist

· Dermatologist

· Gynecologist

· Laboratory services

· Midwife

· Neurologist

· Obstetrician

· Ophthalmologist

· Optometrist

· Osteopath (licensed)

· Podiatrist

· Practical Nurse

· Psychiatrist

· Psychoanalyst (medical care only)

· Psychologist (medical care only)

· Surgeon

· Hospital Services

· Insulin

· Iron Lung

· Laboratory Fees

· Lead-based Paint Removal

· Nursing Care

· Nursing home (for medical reasons)

· Oxygen Equipment

· Prescribed Drugs & Medicine

· Radial Keratotomy

· Lasik or Laser Eye Surgery

· Rental of Medical equipment

· Rental Care Expense if Used Primarily to Obtain Medical Care

· Sanitarium

· Smoking Cessation Treatment

· Sterilization

· Telephone for the deaf

· Television Equipment Which Displays the Audio parts of TV Programs for the Deaf

· Therapy

· Transplants

· Weight Loss Programs due to Obesity

· Wigs to cover baldness due to medical reasons

· X-rays

How does the Dependent Care Expense Reimbursement Account (DCAP) work?

Amounts which you have elected to have deducted for child care/elder care expenses are withheld from your salary before taxes.  Eligible expenses are those incurred so you (and your spouse if you are married) can work or look for work.  Payments cannot be to someone you claim as a dependent.  You will be entitled to reimbursement (not to exceed the balance in your dependent care account) for qualifying expenses incurred during the plan year.  Care can be for dependent(s) under the age of 13 or a spouse or dependent incapable of caring for himself or herself.  

The law limits the type of dependent care expenses that can be reimbursed, as well as eligible service providers.  A written receipt will be required for reimbursement.  If the care provider is an individual, the taxpayer identification number is his or her social security number.  If the care provider is an organization, then it is the employer identification number (EIN) or business license number. The information required on the claim form or a receipt are the (1) dates of service; (2) dollar amount of service; (3) provider’s name/signature; (4) provider’s taxpayer identification.

Elections to the dependent care account are limited to the smallest of: 1) $5,000 per household or $2,500 if married, filing separately; 2) your compensation for the Plan Year; or, 3) your spouse’s compensation during the Plan Year.  If your spouse is a full-time student, or not capable of self-care he or she is treated as having earned income.  His or her earned income for each month is considered to be at least $250 if there is one qualifying person in your home, or at least $500 if there are two or more.  The amount you direct into this account will not be included in your taxable income.  The limits are as follows:

	Maximum Salary Conversion

	If you are married and filing a joint tax return with your spouse:
	$5,000; or earned income for the year; or spouse’s earned income for the year, whichever is less.

	If you are married and filing a separate tax return:
	$2,500; or earned income for the year; or spouse’s earned income for the year, whichever is less.

	If you are single:
	$5,000; or earned income during the year, whichever is less.


What types of expenses are eligible for DCAP reimbursement?

Baby Sitters
 





Day care center expenses

Care of a dependent child  (under 13 years old)


Summer day camp expenses

Care of a disabled dependent




Tuition expenses for Preschool

Housekeeping fees, if part of the fee is for dependent care
YMCA fees (for day care reasons)

Important Tax Information

Regardless of whether you participate in the DCAP under this plan or claim the credit on your income tax, you must provide the IRS with the name, address and taxpayer identification number (TIN) of your dependent day care provider(s) by completing Schedule 2 of Form 1040A or Form 2441 and attaching it to your annual income tax return.  These requirements are subject to change by the IRS.  Be sure that you follow the current instructions given by the IRS for preparing your annual income tax return.  Failure to provide this information to the IRS could result in loss of the pre-tax exemption for your dependent day care expenses.

Tax Credit Alternative

You should be aware that you may be able to take a federal tax credit of up to 35% of the amount you pay for dependent day care expenses instead of participating in the DCAP account.  You should consult with your tax advisor as to whether the tax credit may be more favorable for you than participating in the DCAP account.  You may also whish to obtain IRS Publication 503 for more information about the federal tax credit.

How long will the Plan remain in effect?
Although the Employer expects to maintain the Plan indefinitely, it has the right to modify or terminate the program at any time.  It is also possible that future changes in state or federal tax laws may require that the Plan be amended accordingly.

Can I change my election during the Plan Year?

Generally, you cannot change your election during the Plan Year, although your election will terminate if you are no longer working for this Employer.  There are, however, several exceptions to this general rule known as Change in Election Events.  You may change or revoke your pre-tax election during the Plan Year if you file a written request for change within 30 days of the event for the following reasons:

1.
FMLA Leave. You may change an election under the Plan upon FMLA leave.

2.
Change in Status.  If one or more of the following Changes in Status occur, you may revoke your old election and make a new election, provided that both the revocation and new election are on account of and correspond with the Change in Status.  Those occurrences that qualify as a Change in Status include the events described below, as well as any other events that the Administrator, in its sole discretion and on a uniform and consistent basis, determines are permitted under subsequent IRS regulations;

· a change in your legal marital status.

· a change in the number of your Dependents (such as birth of a child, adoption or placement for adoption of a Dependent, or death of a Dependent).

· any of the following events that change the employment status of you, your Spouse, or your Dependent and that affects benefit eligibility under a cafeteria plan or other employee benefit plan of you, your Spouse, or your Dependents.  Such events include any of the following changes in employment status: termination or commencement of employment, a strike or lockout, a commencement of or return from an unpaid leave of absence, a change in worksite, switching from salaried to hourly-paid, union to non-union, or full-time to part-time (or vice versa); incurring a reduction or increase in hours of employment; or any other similar change which makes the individual become (or cease to be) eligible for a particular employee benefit;

· an event that causes your Dependent to satisfy or cease to satisfy an eligibility requirement for a particular benefit (such as attaining a specified age, student status, or similar circumstance); and

· a change in your Spouse’s or your Dependent’s place of residence.

3.
Change in Status – Other Requirements.  If you wish to change your election based on a Change in Status, you must establish that the revocation is on account of and corresponds with the Change in Status.  The Administrator, in its sole discretion and on a uniform and consistent basis, shall determine whether a requested change is on account of and corresponds with a Change in Status.  As a general rule, a desired election change will be found to be consistent with a Change in Status event if the event affects coverage eligibility (for DCAP Benefits, the event may also affect eligibility of Dependent Care Expenses for the dependent care tax exclusion.)  Election changes may be made to cancel Health FSA coverage completely due to the occurrence of any of the following events; death of your Spouse, divorce, legal separation, or annulment; death of your Dependent; change in employment status such that you become ineligible for Health FSA coverage; or your Dependent’s ceasing to satisfy eligibility requirement for Health FSA coverage on account of attaining a certain age, etc.  In addition, you must also satisfy the following specific requirements in order to alter your election based on that Change in Status:

· Loss of Spouse or Dependent Eligibility; Special COBRA Rules.  For accident and health benefits, a special rule governs which types of election changes are consistent with the Change in Status.  For a Change in Status involving your divorce, annulment or legal separation from your Spouse, the death of your Spouse or your Dependent, or your Dependent’s ceasing to satisfy the eligibility requirements for coverage, you may elect only to cancel the accident or health benefits for the affected Spouse or Dependent.  A change in election for any individual other than your Spouse involved in the divorce, annulment, or legal separation, your deceased Spouse or Dependent or your Dependent that ceased to satisfy the eligibility requirement would fail to correspond with that Change in Status.

· Gain of Coverage Eligibility under Another Employer’s Plan.

4.
Certain Judgments, Decrees and Orders.  (Applies to Health FSA Benefits, but not to DCAP Benefits)  If a judgment, decree or order from a divorce, separation, annulment or custody change requires your Dependent child (including a foster child who is your Dependent) to be covered under the Plan, you may change your election to provide coverage for the Dependent child.  If the order requires that another individual (such as your former Spouse) cover the Dependent child, then you may change your election to revoke coverage for the child.

5.
Medicare or Medicaid.  (Applies to Health FSA Benefits as Limited Below, but Not to DCAP Benefits)  If you, or your Spouse, or a Dependent becomes entitled to Medicare or Medicaid, you may cancel that person’s accident or health coverage under the Plan (for example, the Medical Insurance Plan) and/or your Health FSA coverage may be canceled completely but not reduced.  Similarly, if you, or your Spouse, or a Dependent who has been entitled to Medicare or Medicaid loses eligibility for such coverage, you may, subject the terms of the underlying plan, elect to begin or increase that person’s accident or health coverage, and/or begin or increase Health FSA coverage.

6.
Change in Cost.  (Applies to DCAP Benefits as Limited Below, but Not to Health FSA Benefits)  If the Administrator notifies you that the cost of your coverage under the Plan significantly increases during the plan Year, you may choose to do any of the following:  (a) make a corresponding increase in your contributions; (b) revoke your election and receive coverage under another Plan option that provides similar coverage or elect similar coverage under the plan of your Spouse’s employer; or (c) drop your coverage, but only if there is no option available under the Plan that provides similar coverage.  For insignificant increase or decreases in the cost of benefits, however, the Administrator will automatically adjust your election contributions to reflect the minor change in cost.  Also, the change in cost provision applies to DCAP Benefits only if the cost change is imposed by a dependent care provider who is not your relative.

7.
Change in Coverage.  (Applies DCAP Benefits, but not to Health FSA Benefits)  You may also change your election for the Plan if one of the following events occurs:

· Significant Curtailment of Coverage

· Addition or Significant Improvement of Plan Option.

· DCAP Coverage Changes.

Additionally, the Administrator may modify your election(s) downward during the Plan Year if you are a key employee or highly compensated individual (as defined by the Code), necessary to prevent the Plan from becoming discriminatory within the meaning of the federal income tax law.

In order for the above events to be considered change in status, two requirements must be satisfied: one, change in status event must be present; and, two, the consistency rule must be satisfied, which means the requested change is on account of and corresponding with a change in status that affects eligibility for coverage under the employer’s plan. 

What are my options if my employment terminates?
Upon termination of employment, if you are a participant in the health care spending account, you may elect to continue in this plan by continuing to make the payment, if eligible, either by pre-taxing the remaining contributions for the plan year from severance pay or paying for them on an after-tax basis (COBRA) through the end of the plan year.  If you elect to continue the payment on an after-tax basis, the coverage under the health care spending account will continue until the plan year ends or until you cease to make the premium payments. Participation in the “Continuation Coverage” means your right, or your spouse and dependents’ right, to continue to be covered under the Health Care Reimbursement Expense Account if participation by you (including your spouse and dependents) otherwise would end due to the occurrence of a “Qualifying Event.”  A Qualifying Event is:

· termination of your employment (other than by reason of gross misconduct), or reduction of your work hours;

· your death;

· divorce or legal separation from your spouse;

· you becoming entitled to receive Medicare benefits;

· your dependent ceases to be a dependent.

For a Qualifying Event, other than a change in your employment status, it will be your obligation to inform the appropriate Plan Administrator of each medical benefit plan you have elected of its occurrence within 60 days of the occurrence.  The Plan Administrator, in turn, has a legal obligation to furnish you, or your spouse, as the case may be, with separate, written options to continue the coverage(s) provided at stated premium costs with respect to each health plan in which you are a participant.  The notification you will receive will explain all the rest of the terms and conditions of the continued coverage.

Certain Health Care Expense Reimbursement Expense Account Participants will be eligible for COBRA Continuation Coverage if they have a positive Health Care Expense Reimbursement Account balance at the time of a Qualifying Event.  You will be notified if you are eligible for COBRA Continuation Coverage.  However, even if COBRA is offered for the year in which the qualifying event occurs, COBRA coverage for the Health Care Expense Reimbursement Account will cease at the end of the year and cannot be continued for the next plan year.

What is the Family and Medical Leave Act?
If your Employer is subject to the Family and Medical Leave Act (FMLA) and if you are on eligible leave under FMLA, then your Employer has an arrangement by which you may continue to pay for your share of coverage (such as on an after-tax basis; or under another arrangement determined by the and the Administrator).  Upon return from such leave, the Employee will be permitted to reenter the Plan on the same basis the Employee was participating in the Plan prior to his or her leave, or as otherwise required by the FMLA.  Your Employer will provide you with a complete explanation of your FMLA rights and responsibilities.

Reimbursement Procedures

How do I receive reimbursement under the Plan?

If you elect to participate in this Plan, you will have to take certain steps to be reimbursed for your eligible expenses.  When you incur an expense that is eligible for payment, you submit a claim. Claim forms and proper third-party verification (date of service, type of service, out-of-pocket cost) for expenses incurred during your participation in the Plan Year must be filed with HealthComp.  Expenses are considered “incurred” when the service is performed, not necessarily when it is paid.

· Health Care Expense Reimbursement: The full amount of coverage you have elected will be available to reimburse you for your out-of-pocket medical expenses at any time during the Plan Year, so long as you are a participant.

· Dependent Care Expense Reimbursement: You will be reimbursed for eligible expenses not to exceed your account balance.  If your claim amount exceeds your account balance, the excess part of the claim will be carried over and paid as the account balance is replenished.

You also have an additional 90 days after the end of the Plan Year to submit eligible claims to the administrator for your expenses incurred during the plan year.  If for some reason you do not use all of the amounts in your benefit account(s), they will be forfeited.  The amounts will not be refunded and any forfeitures arising pursuant to the plan shall be the property of the Employer and shall be applied to pay for administrative costs of the plan.

What happens if a claim for benefits is denied?

Insurance Plan Coverage Claims.  If your claim is for a benefit under an Insurance Plan, you will generally proceed under the claims procedure applicable under that plan or policy, as described in the plan document or summary plan description for the applicable Insurance Plan.

Claims under the Plan.  However, if a claim for reimbursement under the Health FSA or DCAP Benefits of the Plan is wholly or partially denied, the Employer will furnish the Plan Participant with a written notice of this denial within 30 days of the date the Administrator received your claim.  This time period may be extended for an additional 15 days for matters beyond the control of the Administrator, including in cases where a claim is incomplete.  The administrator will provide written notice of any extension, including the reasons for the extension and the date by which a decision by the Administrator is expected to be made.  Where a claim is incomplete, the extension notice will also specifically describe the required information, will allow you 45 days from receipt of the notice in which to provide the specified information, and will have the effect of suspending the time for a decision on your claim until the specified information is provided.  This written notice will contain the following information:

1. The specific reason(s) for claim denial;

2. The specific reference to plan provisions on which the denial is based;

3. A description of any materials required by the employer for further action on the claim, as well as an explanation of the need for the materials;

4. An explanation of the claim review procedures.

Appeals by Participant.  If your claim is denied in whole or part, you (or your authorized representative) may request review upon written application to the Administrator with respect to appeals).  Your appeal must be made in writing within 180 days of your receipt of the notice that the claim was denied.  If you do not appeal on time, you will lose the right to appeal the denial and the right to file suit in court.  Your written appeal should state the reasons that you feel your claim should not have been denied.  It should include any additional facts and/or documents that you feel support your claim.  You will have the opportunity to ask additional questions and make written comments, and you may review (upon request and at no charge) documents and other information relevant to your appeal.  

Decision on Review.  Your appeal will be reviewed and decided by the Committee or other entity designated in the Plan in a reasonable time not later than 60 days after the Committee receives your request for review.   The Committee may, in its discretion, hold a hearing on the denied claim.  If the decision on review affirms the initial denial of your claim, you will be furnished with a notice of adverse benefit determination on review setting forth:

a.
a specific reason(s) for the decision on review;

b.
the specific Plan provision(s) on which the decision is based;

c.
a statement of your right to review (upon request and at no charge) relevant documents and other information;

d.
if an “internal rule, guideline, protocol, or other similar criterion” is relied on in making the decision on review, a description of the specific rule, guideline, protocol, or other similar criterion, or a statement that such a rule, guideline, protocol, or other similar criterion was relied on and that a copy of such rule, guideline, protocol, or other criterion will be provided free of charge to you upon request; and

e.
a statement of your right to bring suit under ERISA §502(a) (where applicable).

What effect will Plan participation have on Social Security?
Plan participation will reduce the amount of your taxable compensation.  Accordingly, there could be a slight decrease in your Social Security benefits.  However, the tax savings that you realize through Plan participation will often more than offset any reduction in your Social Security benefits.

ERISA Rights
What are my ERISA Rights?

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

1. Examine, without charge, at the plan administrator’s office and at other specific locations, such as work sites and union halls, all plan documents, including insurance contracts, collective bargaining agreements and copies of all documents filed by the plan with the United States Department of Labor, such as annual reports and plan descriptions.

2. Obtain copies of all the plan documents and other plan information upon written request to the Plan Administrator.  The Administrator may make a reasonable charge for the copies.

3. 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.

4. You may file a written claim with the employer for benefits you feel belong to you.  If your claim is wholly or partially rejected by the employer, you must receive a written explanation of the reason for the denial.  You also have the right to have the plan review and reconsider your claim.

Under ERISA, there are steps you can take to enforce the above rights.  These steps are outlined in the Plan Document.  A complete copy of the Plan Document has been filed with your Employer. If you have any questions about your rights under ERISA, you should contact the nearest Area Office of the U.S. Labor Management Services Administration, Department of Labor.

Nondiscrimination
Not more than twenty-five percent (25%) of the total non-cash benefits (i.e. health care expense reimbursement benefits and dependent care assistance benefits) provided hereunder for or during any Plan Year shall be to or for key employees of the Employer, and their spouses and dependents, in addition, not more than twenty-five percent (25%) of the total dependent care assistance benefits provided hereunder shall be to or for more-than-five percent (5%) shareholders (or more-than-five percent (5%) capital or profits partners of the Employer, and their spouses and dependent).  This Plan shall not discriminate in favor of Highly Compensated Participants as to eligibility, benefits and contributions for the Plan Year.  For the Dependent Care Expense Reimbursement Account, the average employer-provided benefit in this case must be at least fifty-five percent (55%) of the average employer-provided benefit received by Highly Compensated Employees; and for purposes of applying the average benefits test to salary reduction amounts, employees with compensation below $25,000 may be disregarded.  The maximum amount which can be excluded from an employee’s gross income for dependent care assistance payments made by his employer is the lesser of:

1)  $5,000 ($2,500 in the case of a married person filing a separate return); or

2)  The employee’s earned income or spouse’s earned income, if lower.

The Plan Administrator shall make any adjustments in benefit elections necessary, as necessary to comply with this Section.

Will I have any administrative costs under the Plan?
No, your employer pays the administrative costs of $2.31 per pay period.

Health Insurance Portability and Accountability Act (HIPAA) Compliance

Your Health FSA Benefits are subject to the HIPAA Privacy Rule found at 24 CFR Parts 160-164.  As required by law, the Plan Documents that govern the administration of those benefits have been amended to comply with HIPAA’s requirements to safeguard the privacy and confidentiality of your protected health information (PHI).  Compliance details, including your rights under HIPAA as they relate to your PHI, and the circumstances under which the Plan may share/disclose your PHI with or without your authorization, are contained in the Plan’s HIPAA Privacy Notice.  A copy of the notice may be obtained from the Plan Administrator. 
Administration
The Plan Administrator and Sponsor is the Fresno County.  HealthComp Administrators is the Record Keeper responsible for the daily administration of this Plan.  This Section contains certain general information which you may need to know about the Plan.

1. General Plan Information

· Fresno County Employees’ Flexible Benefits Plan is the name of the Plan.

· Your Employer has assigned Plan Number 502 to your Plan

· The provisions of the Plan described herein became effective on January 1, 2003

· Your Employer’s Employer Identification Number is: 94-6000512

· The Plan Year will be maintained on a twelve-month calendar period, January 1st through December 31st. 

2. Employer/Plan Administrator Information

Your Employer is also the Plan Administrator.  The Employer’s name and address and business telephone number:

· Fresno County

2220 Tulare Street, Suite 1400

Fresno, CA  93721

(559) 488-3069

3. Service of Legal Process

The name, address, and business telephone number of the Plan’s agent for service of legal process is:

· Fresno County

2220 Tulare Street, Suite 1400

Fresno, CA  93721

(559) 488-3069

4.
Plan Record Keeper

The Record Keeper of the Plan who is contracted by the Employer to process claims and reimbursements is:

· HealthComp Administrators, Inc. 

P.O. Box 45018, Fresno, California  93718-5018

Tel:  (800) 442-7247 Fax: (559) 499-2464  

This is a summary only.  Should you have more specific questions, please contact your employer.

HOW TO SUBMIT A CLAIM

When a Participant has a claim to submit for reimbursement that person must:

1. Obtain a claim form from the Personnel Office or other Employer designated location or the HealthComp web site: www.healthcomptpa.com
2. Complete the form. 

3. For reimbursement, attach photocopy of your Explanation of Benefits (EOB) from your insurance provider; or bills or receipts for services rendered. ALL BILLS/RECEIPTS MUST SHOW:

( Employee's name

( Name of patient

( Name, address, telephone number of the provider of care

( Type of services rendered

( Date of services

( Out-of-pocket cost/Patient Responsibility

Note:  The EOB reflects all the information listed above.

4. Send the above to HealthComp Administrators via mail or fax:

	HealthComp Administrators:
	Fax #:

	P.O. Box 45018, Fresno, CA  93718-5018
	(559) 499-2464 or (559) 499-2045


WHEN CLAIMS SHOULD BE FILED

NOTE:
The following procedures are valid for claims incurred during your participation for the plan year.

Claims should be filed with HealthComp Administrators (the “Record Keeper) any time during the plan year, but no later than 90 days after the plan year ends. Claims filed later than that date will be declined and will not be reimbursed.   The Record Keeper will determine if enough information has been submitted to enable proper consideration of the claim. If not, more information may be requested from the participant.  A request for reimbursement will be subject to a full and fair review. If a claim is wholly or partially denied, the Record Keeper will furnish the Plan Participant with a written notice of this denial. 

CLAIMS REVIEW PROCEDURE

A claim received for reimbursement under the Plan for unreimbursed expenses, the following timetable applies:

	Notification to participant of benefit determination
	30 days


	Extension due to matters beyond the control of the Record Keeper or Plan Sponsor
	15 days


	Insufficient information on the Claim:
	

	Notification of
	15 days


	Response by participant
	45 days


	Review of adverse benefit determination
	60 days


NOTICE TO PARTICIPANT OF ADVERSE BENEFIT DETERMINATIONS

The Plan Sponsor or Record Keeper shall provide written or electronic notification of any adverse benefit determination. The notice will state, in a manner calculated to be understood by the participant.

1.
The specific reason or reasons for the adverse determination.

2.
Reference to the specific Plan provisions on which the determination was based.

3.
A description of any additional material or information necessary for the participant to perfect the Claim and an explanation of why such material or information is necessary.

4.
A description of the Plan's review procedures, incorporating any voluntary appeal procedures offered by the Plan and the time limits applicable to such procedures. This will include a statement of the participant's right to bring a civil action under section 502 of ERISA following an adverse benefit determination on review.

5.
A statement that the participant is entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the Claim.  For any questions, contact your local U.S. Department of Labor Office.

6.
If the adverse benefit determination was based on an internal rule, guideline, protocol, or other similar criterion, the specific rule, guideline, protocol, or criterion will be provided free of charge. If this is not practical, a statement will be included that such a rule, guideline, protocol, or criterion was relied upon in making the adverse benefit determination and a copy will be provided free of charge to the participant upon request.

7.
If the adverse benefit determination is based on the Medical Necessity or Experimental or Investigational treatment or similar exclusion or limit, an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to the participant's medical circumstances, will be provided. If this is not practical, a statement will be included that such explanation will be provided free of charge, upon request.

APPEALS

When a participant receives an adverse benefit determination, the participant has 180 days following receipt of the notification in which to appeal the decision. A participant may submit written comments, documents, records, and other information relating to the Claim. If the participant so requests, he or she will be provided, free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the Claim.

The period of time within which a benefit determination on review is required to be made shall begin at the time an appeal is filed in accordance with the procedures of the Plan. This timing is without regard to whether all the necessary information accompanies the filing.

A document, record, or other information shall be considered relevant to a Claim if it:

1. Was relied upon in making the benefit determination;

2. Was submitted, considered, or generated in the course of making the benefit determination, without regard to whether it was relied upon in making the benefit determination;

3. Demonstrated compliance with the administrative processes and safeguards designed to ensure and to verify that benefit determinations are made in accordance with Plan documents and Plan provisions have been applied consistently with respect to all participants; or

4. Constituted a statement of policy or guidance with respect to the Plan concerning the denied treatment option or benefit.

The review shall take into account all comments, documents, records, and other information submitted by the participant relating to the Claim, without regard to whether such information was submitted or considered in the initial benefit determination. The review will not afford deference to the initial adverse benefit determination and will be conducted by a fiduciary of the Plan who is neither the individual who made the adverse determination nor a subordinate of that individual.

If the determination was based on a medical judgment, including determinations with regard to whether a particular treatment, drug, or other item is Experimental, Investigational, or not Medically Necessary or appropriate, the fiduciary shall consult with a health care professional who was not involved in the original benefit determination. This health care professional will have appropriate training and experience in the field of medicine involved in the medical judgment. Additionally, medical or vocational experts whose advice was obtained on behalf of the Plan in connection with the initial determination will be identified.

VOLUNTARY APPEALS, INCLUDING VOLUNTARY ARBITRATION

During voluntary dispute resolution, any statue of limitations or other defense based on timeliness is tolled during the time any voluntary appeal is pending.

The Plan waives any right to assert that a participant has failed to exhaust administrative remedies because he or she did not elect to submit a benefit dispute to the voluntary appeal provided by the Plan. A participant may elect a voluntary appeal after exhaustion of appeals of an adverse benefit determination as explained in the section above, entitled, Appeals.

The Plan will provide to the participant, at no cost and upon request, sufficient information about the voluntary appeal to enable the participant to make an informed judgment about whether to submit a benefit dispute to the voluntary level of appeal. This information will include a statement that the decision will have no effect on the participant's rights to any other benefits under the Plan; will list the rules of the appeal; state the participant's right to representation; enumerate the process for selecting the decision maker; and give circumstances, if any, that may affect the impartiality of the decision maker.

No fees or costs will be imposed on the participant as part of the voluntary level of appeal, and the participant will be told this.

IF YOU INCUR EXPENSES OUTSIDE THE UNITED STATES

The claim must be translated into English.  The charges must be in U.S. Currency.  You are responsible for finding out the exchange rate and determining the correct amount of U.S. dollars.  

