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ARTICLE XIV - 
HIPAA PRIVACY AND SECURITY 

 
STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (THE 
“PRIVACY STANDARDS”) ISSUED PURSUANT TO THE HEALTH INSURANCE PORTABILITY AND 
ACCOUNTABILITY ACT OF 1996, AS AMENDED (HIPAA) 
 
DISCLOSURE OF SUMMARY HEALTH INFORMATION TO THE PLAN SPONSOR   
 
In accordance with the Privacy Standards, the Plan may disclose Summary Health Information to the Plan Sponsor, if 
the Plan Sponsor requests the Summary Health Information for the purpose of (a) obtaining premium bids from health 
plans for providing health insurance coverage under this Plan or (b) modifying, amending or terminating the Plan.  
 
Summary Health Information may be individually identifiable health information, and it summarizes the claims 
history, claims expenses or the type of claims experienced by individuals in the Plan, but it excludes all identifiers that 
must be removed for the information to be de-identified, except that it may contain geographic information to the extent 
that it is aggregated by five-digit zip code.  
 
DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) TO THE PLAN SPONSOR FOR 
PLAN ADMINISTRATION PURPOSES 
 
Protected Health Information (PHI) means individually identifiable health information, created or received by a 
health care Provider, health plan, Employer, or health care clearinghouse; and relates to the past, present, or future 
physical or mental health condition of an individual; the provision of health care to an individual; or the past, present, 
or future payment for the provision of health care to an individual; and is transmitted or maintained in any form or 
medium.  
 
In order that the Plan Sponsor may receive and use PHI for Plan Administration purposes, the Plan Sponsor agrees 
to:  

 
1. Not use or further disclose PHI other than as permitted or required by the Plan Documents or as Required by Law 

(as defined in the Privacy Standards);  
 

2. Ensure that any agents, including a subcontractor, to whom the Plan Sponsor provides PHI received from the Plan 
agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to such PHI; 

 
3. Not use or disclose PHI for employment-related actions and decisions or in connection with any other benefit or 

Retiree benefit plan of the Plan Sponsor, except pursuant to an authorization which meets the requirements of the 
Privacy Standards; 

 
4. Report to the Plan any PHI use or disclosure that is inconsistent with the uses or disclosures provided for of which 

the Plan Sponsor becomes aware; 
 

5. Make available PHI in accordance with Section 164.524 of the Privacy Standards (45 CFR 164.524); 
 

6. Make available PHI for amendment and incorporate any amendments to PHI in accordance with Section 164.526 
of the Privacy Standards (45 CFR 164.526);  

 
7. Make available the information required to provide an accounting of disclosures in accordance with Section 

164.528 of the Privacy Standards (45 CFR 164.528);  
 

8. Make its internal practices, books and records relating to the use and disclosure of PHI received from the Plan 
available to the Secretary of the U.S. Department of Health and Human Services (“HHS”), or any other officer or 
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Retiree of HHS to whom the authority involved has been delegated, for purposes of determining compliance by 
the Plan with Part 164, Subpart E, of the Privacy Standards (45 CFR 164.500 et seq);  

 
9. If feasible, return or destroy all PHI received from the Plan that the Plan Sponsor still maintains in any form and 

retain no copies of such PHI when no longer needed for the purpose for which disclosure was made, except that, 
if such return or destruction is not feasible, limit further uses and disclosures to those purposes that make the return 
or destruction of the PHI infeasible; and  

 
10. Ensure that adequate separation between the Plan and the Plan Sponsor, as required in Section 164.504(f)(2)(iii) 

of the Privacy Standards (45 CFR 164.504(f)(2)(iii)) is established as follows:  
 

a. The following persons under control of the Plan Sponsor, shall be given access to the PHI to be 
disclosed: 
 

• Privacy officer; and 
• Other individuals trained and authorized by the privacy officer to receive PHI. 

 
b. The access to and use of PHI by the individuals described in subsection (a) above shall be restricted to 

the Plan Administration functions that the Plan Sponsor performs for the Plan.  
 

c. In the event any of the individuals described in subsection (a) above do not comply with the provisions 
of the Plan Documents relating to use and disclosure of PHI, the Plan Administrator shall impose 
reasonable sanctions as necessary, in its discretion, to ensure that no further non- compliance occurs. 
Such sanctions shall be imposed progressively (for example, an oral warning, a written warning, time off 
without pay and termination), if appropriate, and shall be imposed so that they are commensurate with 
the severity of the violation.  

 
“Plan Administration” activities are limited to activities that would meet the definition of payment or 
health care operations, but do not include functions to modify, amend or terminate the Plan or solicit bids 
from prospective issuers. “Plan Administration” functions include quality assurance, claims processing, 
auditing, monitoring, and management of carve-out plans, such as vision and dental. It does not include 
any employment-related functions or functions in connection with any other benefit or benefit plans.  

 
The Plan shall disclose PHI to the Plan Sponsor only upon receipt of a certification by the Plan Sponsor that (a) the Plan 
Documents have been amended to incorporate the above provisions and (b) the Plan Sponsor agrees to comply with such 
provisions.  
 
DISCLOSURE OF CERTAIN ENROLLMENT INFORMATION TO THE PLAN SPONSOR  
 
Pursuant to Section 164.504(f)(1)(iii) of the Privacy Standards (45 CFR 164.504(f)(1)(iii)), the Plan may disclose 
to the Plan Sponsor information on whether an individual is participating in the Plan or is enrolled in or has 
disenrolled from a health insurance issuer or health maintenance organization offered by the Plan to the Plan 
Sponsor.  
 
DISCLOSURE OF PHI TO OBTAIN STOP-LOSS OR EXCESS LOSS COVERAGE  
 
The Plan Sponsor hereby authorizes and directs the Plan, through the Plan Administrator or the Claims Administrator, to 
disclose PHI to stop-loss carriers, excess loss carriers or managing general underwriters (MGUs) for underwriting and 
other purposes in order to obtain and maintain stop-loss or excess loss coverage related to benefit claims under the Plan. 
Such disclosures shall be made in accordance with the Privacy Standards and any applicable Business Associate 
Agreement(s).  
 
OTHER DISCLOSURES AND USES OF PHI 
 
With respect to all other uses and disclosures of PHI, the Plan shall comply with the Privacy Standards. 



Kentucky Public Pensions Authority Group Health Plan 
Effective: January 1, 2025 

70 

 

 

Personify Health Confidential 

 
 

CONTACT INFORMATION 
 
Privacy Officer Contact Information: 
Privacy Officer 
Kentucky Public Pensions Authority 
1260 Louisville Road 
Frankfort, KY 40601 
(502) 696-8800 
 
STANDARDS FOR SECURITY OF ELECTRONIC PROTECTED HEALTH INFORMATION (THE 
“SECURITY STANDARDS”) ISSUED PURSUANT TO THE HEALTH INSURANCE PORTABILITY 
AND ACCOUNTABILITY ACT OF 1996, AS AMENDED (HIPAA) 
 
Disclosure of Electronic Protected Health Information (“Electronic PHI”) to the Plan Sponsor for Plan 
Administration Functions  
 
To enable the Plan Sponsor to receive and use Electronic PHI for Plan Administration Functions (as defined in 45 
CFR § 164.504(a)), the Plan Sponsor agrees to:  

 
1. Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the 

confidentiality, integrity, and availability of the Electronic PHI that it creates, receives, maintains, or transmits 
on behalf of the Plan;  
 

2. Ensure that adequate separation between the Plan and the Plan Sponsor, as required in 45 CFR § 
164.504(f)(2)(iii), is supported by reasonable and appropriate security measures;  

 
3. Ensure that any agent, including a subcontractor, to whom the Plan Sponsor provides Electronic PHI created, 

received, maintained, or transmitted on behalf of the Plan, agrees to implement reasonable and appropriate 
security measures to protect the Electronic PHI; and  

 
4. Report to the Plan any security incident of which it becomes aware.  
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	ARTICLE I - INTRODUCTION
	Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). The Health Insurance Portability and Accountability Act (HIPAA) was enacted, among other things, to improve portability and continuity of health care coverage. HIPAA also requires ...
	Omnibus Budget Reconciliation Act of 1993 (“OBRA”). OBRA 1993 requires that an eligible Dependent Child of a Retiree will include a Child who is adopted by the Retiree or placed with them for adoption prior to age eighteen (18) and a Child for whom th...
	Newborns’ and Mothers’ Health Protection Act of 1996 (“NMHPA”). The Newborns’ and Mothers’ Health Protection Act of 1996 establishes restrictions on the extent to which group health plans generally may not, under federal law, restrict benefits for any...
	The Women’s Health and Cancer Rights Act of 1998 (“WHCRA”). The Women’s Health and Cancer Rights Act of 1998 (WHCRA) was signed into law on October 21, 1998. For health plans that cover a Mastectomy or Lumpectomy, if a Retiree or Dependent receives be...
	Genetic Information Nondiscrimination Act of 2008 (“GINA”). GINA prohibits the Plan from:
	Mental Health Parity and Addiction Equity Act of 2008 (“MHPAEA”). The Mental Health Parity and Addiction Equity Act requires that, if a group health plan provides coverage for mental health conditions or for substance use disorders, benefits for such ...
	Medicaid and The Children’s Health Insurance Program (“CHIP”) Offer Free or Low-Cost Health Coverage to Children and Families. If a Covered Person is eligible for health coverage from their Employer, but are unable to afford the premiums, some States ...
	Children’s Health Insurance Program Reauthorization Act of 2009 (“CHIPRA”). Retirees and their Dependents who are otherwise eligible for coverage under the Plan but who are not enrolled can enroll in the Plan provided that they request enrollment in w...
	 The eligible person ceases to be eligible for Medicaid or Children’s Health Insurance Program (CHIP) coverage; or
	 The eligible person becomes newly eligible for a premium subsidy under Medicaid or CHIP.

	ARTICLE II - DEFINED TERMS
	The following terms have special meanings and when used in this Plan will be capitalized.
	Accident means a sudden and unforeseen event, or a deliberate act resulting in unforeseen consequences.
	Accidental Injury means an Injury sustained as the result of an Accident and independently of all other causes by an outside traumatic event or due to exposure to the elements.
	Adverse Benefit Determination means a denial, reduction, or termination of, or a failure to provide or make a payment (in whole or in part) for a benefit, including any such denial, reduction, termination, or failure to provide or make a payment for a...
	Affordable Care Act (ACA) means the health care reform law enacted in March 2010. The law was enacted in two parts: the Patient Protection and Affordable Care Act was signed into law on March 23, 2010, and was amended by the Health Care and Education ...
	Allowable Expense(s) means any Medically Necessary item of expense, at least a portion of which is covered under this Plan. When some other plan pays first in accordance with the Coordination of Benefits, this Plan’s Allowable Expenses shall in no eve...
	Alternate Recipient means any Child of a Covered Person who is recognized under a Medical Child Support Order as having a right to enrollment under this Plan as the Covered Person’s eligible Dependent. For purposes of the benefits provided under this ...
	Ambulatory Surgical Center means any public or private State licensed and approved (whenever required by law) establishment with an organized medical staff of Physicians, with permanent facilities that are equipped and operated primarily for the purpo...
	Approved Clinical Trial means a phase I, II, III or IV trial that is Federally funded by specified Agencies (National Institutes of Health (NIH), Centers for Disease Control and Prevention (CDCP), Agency for Healthcare Research and Quality (AHRQ), Cen...
	The Affordable Care Act requires that if a “qualified individual” is in an Approved Clinical Trial, the Plan cannot deny coverage for related services (“routine patient costs”).
	A “qualified individual” is someone who is eligible to participate in an Approved Clinical Trial and either the individual’s Physician has concluded that participation is appropriate, or the Covered Person provides medical and scientific information e...
	“Routine patient costs” include all items and services consistent with the coverage provided in the Plan that is typically covered for a qualified individual who is not enrolled in a clinical trial. Routine patient costs do not include: (a) the invest...
	Authorized Representative means a person designated by the Covered Person to act on their behalf and communicate with the Plan with respect to a specific benefit claim or appeal of a denial. This authorization must be made in writing, signed and dated...
	Calendar Year means the twelve (12) month period beginning on January 1 and ending the following December 31.
	Claimant means a Covered Person or an Authorized Representative of a Covered Person making a claim or for whom a claim is made.
	Claims Administrator/Fiduciary is Personify Health Solutions, LLC.
	Clean Claim means one that can be processed in accordance with the terms of this Plan without obtaining additional information from the service Provider or a third party. It is a claim which has no defect or impropriety. A defect or impropriety shall ...
	Filing a Clean Claim. A Provider submits a Clean Claim by providing the required data elements on the standard claims forms, along with any attachments and additional elements or revisions to data elements, attachments and additional elements, of whic...
	CMS means Centers for Medicare and Medicaid Services.
	Coinsurance means a cost sharing feature of many plans. It requires a Covered Person to pay out-of-pocket a prescribed portion of the cost of Covered Expenses. The defined Coinsurance that a Covered Person must pay out-of-pocket is based upon their he...
	Copayment or Copay means the specified dollar amount that a Covered Person must pay each time certain medical care is provided, as specified in the Medical Benefits Schedule.
	Covered Expense(s)/Covered Service(s) are Provider charges for Covered Services. Covered Expenses are billed charges minus non-Covered Expenses and invalid charges. Covered Expenses also means a reasonable fee for an appropriate, Medically Necessary s...
	All treatment is subject to benefit payment maximums shown in the Medical Benefits Schedule and as determined elsewhere in this Plan.
	Covered Person means a Retiree and their eligible Dependents, a COBRA Qualified Beneficiary, a COBRA Qualified Beneficiary’s Dependent or other person meeting the eligibility requirements for coverage as specified in the Plan, and who is properly enro...
	Custodial Care means care (including room and board needed to provide that care) that is given principally for personal hygiene or for assistance in daily activities and can, according to generally accepted medical standards, be performed by persons w...
	Deductible means an amount of money that is paid once a Calendar Year per Covered Person and Family Unit. Typically, there is one Deductible amount per Plan, and it must be paid before any money is paid by the Plan for any medical care.
	Dentist means a properly trained person holding a D.D.S. or D.M.D. degree and practicing within the scope of a license to practice dentistry within their applicable geographic venue.
	Dependent(s) means the covered Retiree’s eligible family members as outlined in this Plan.
	Diagnosis means the act or process of identifying or determining the nature and cause of an Illness or Injury through evaluation of Covered Person history, examination, and review of laboratory data.
	Diagnostic Service means an examination, test, or procedure performed for specified symptoms to obtain information to aid in the assessment of the nature and severity of a medical condition or the identification of a Disease or Injury. The Diagnostic ...
	Disease means any disorder which does not arise out of, which is not caused or contributed to by, and which is not a consequence of, any employment or occupation for compensation or profit; however, if evidence satisfactory to the Plan is furnished sh...
	Durable Medical Equipment means equipment which (a) can withstand repeated use, (b) is primarily and customarily used to serve a medical purpose, (c) generally is not useful to a person in the absence of an Illness or Injury and (d) is appropriate for...
	Emergency Services means a medical screening examination and associated services to treat a condition that requires immediate medical attention that would reasonably expect to result in (a) serious jeopardy to the health of an individual (or in the ca...
	Employer is Kentucky Public Pensions Authority and any entity under common control as elected by the Plan Administrator to participate in the Plan.
	Errors mean any billing mistakes or improprieties including, but not limited to, up-coding, duplicate charges, charges for care, supplies, treatment, and/or medical care not actually rendered or performed, or charges otherwise determined to be invalid...
	Excess Charge means a charge or portion thereof billed for care and/or treatment of an Illness or Injury that is not payable under the terms of the Plan because it exceeds the Maximum Allowable Charge or is determined by the Plan Administrator to be b...
	Exclusion means conditions or services that this Plan does not cover.
	Experimental and/or Investigational means services, supplies, care and treatment which does not constitute accepted medical practice properly within the range of appropriate medical practice under the standards of the case and by the standards of a re...
	The Plan Administrator must make an independent evaluation of the experimental/non-experimental standings of specific technologies. The Plan Administrator shall be guided by a reasonable interpretation of Plan provisions. The decisions shall be made i...
	Drugs are considered experimental if they are not commercially available for purchase and/or they are not approved by the Food and Drug Administration for general use.
	Family Unit means the covered Retiree and the family members who are covered as Dependents under the Plan.
	FDA means the Food and Drug Administration.
	Final Internal Adverse Benefit Determination means an Adverse Benefit Determination that has been upheld by the Plan at the conclusion of the internal claims and appeals process, or an Adverse Benefit Determination with respect to which the internal c...
	Home Health Care Agency is an organization that meets all of these tests: its main function is to provide home health care services and supplies; it is federally certified as a Home Health Care Agency; and it is licensed by the state in which it is lo...
	Hospital means an Institution that meets all of the following requirements:
	Illness means a bodily disorder, Disease, physical Illness or Mental or Nervous Disorder. Illness includes Pregnancy, childbirth, miscarriage or complications of Pregnancy.
	Incurred means that a Covered Expense is Incurred on the date the service is rendered, or the supply is obtained. With respect to a course of treatment or procedure which includes several steps or phases of treatment, Covered Expenses are Incurred for...
	Independent Freestanding Emergency Department means a health care Facility that is geographically separate and distinct, and licensed separately, from a Hospital under applicable state law, and which provides any Emergency Services. Independent Freest...
	Injury means an Accidental Injury to the body caused by unexpected external means.
	Inpatient means a Covered Person who receives medical care at a Hospital and is admitted as a registered overnight bed patient.
	Institution means a facility created and/or maintained for the purpose of practicing medicine and providing organized health care and treatment to individuals, operating within the scope of its license, such as a Hospital, Ambulatory Surgical Center, ...
	Legal Guardian means a person recognized by a court of law as having the duty of taking care of the person and managing the property and rights of a minor child.
	Lumpectomy means the surgical removal of a small tumor, which may be benign or cancerous.
	Mastectomy means the surgical removal of all or part of a breast.
	Medical Child Support Order means any judgment, decree or order (including approval of a domestic relations settlement agreement) issued by a court of competent jurisdiction that meets one of the following requirements:
	Medically Necessary or Medical Necessity refers to medical care ordered by a Physician exercising prudent clinical judgment provided to a Covered Person for the purposes of evaluation, Diagnosis or treatment of that Covered Person’s Illness or Injury....
	For Hospital stays, Medically Necessary means that acute care as an Inpatient is necessary due to the kind of medical care the Covered Person is receiving, or the severity of the Covered Person’s condition and that safe and adequate care cannot be rec...
	To be Medically Necessary, all of these criteria must be met. The determination of whether medical care, supply, or treatment is or is not Medically Necessary may include findings of the American Medical Association and the Plan Administrator’s own me...
	The Plan reserves the right to incorporate CMS (Medicare) guidelines in effect on the date of treatment as additional criteria for determination of Medical Necessity and/or an Allowable Expense.
	Off-label drug use is considered Medically Necessary when all of the following conditions are met:
	Medicare is the Health Insurance for The Aged and Disabled program under Title XVIII of the Social Security Act, as amended.
	Mental or Nervous Disorder means any Disease or condition, regardless of whether the cause is organic, that is classified as a Mental or Nervous Disorder in the current edition of International Classification of Diseases, published by the U.S. Departm...
	National Medical Support Notice (NMSN) means a notice that contains all of the following information:
	Network Provider or Network Facility means a healthcare institution or healthcare provider who has by contract agreed to provide services at discounted reimbursement rates. A single direct contract or case agreement between a health care Facility and ...
	Non-Network Provider or Non-Network Facility means a healthcare institution or healthcare provider who does not have a contractual relationship with the Plan or issuer, respectively, regarding reimbursement of items or services they provide.
	Outpatient means a Covered Person who receives medical care at a Hospital but is not admitted as a registered overnight bed patient; this must be for a period of less than twenty-four (24) hours.
	Pharmacy means a licensed establishment where covered Prescription Drugs are filled and dispensed by a pharmacist licensed under the laws of the state where they practice.
	Physician means a person permitted to perform services provided by this Plan who is legally entitled to perform certain medical services according to applicable and current licensure, certification or registration (“License” or “Licensed” or “Licensur...
	Plan means Kentucky Public Pensions Authority Group Health Plan which is a benefits plan for covered Retirees (and their eligible Dependents) of Kentucky Public Pensions Authority.
	Plan Administrator means Kentucky Public Pensions Authority.
	Plan Manager is Humana Insurance Company.  Humana has contracted with Personify Health to provide certain delegated administrative duties, including the processing of claims.  The Claims Fiduciary is Personify Health Solutions, LLC.
	Plan Sponsor means Kentucky Public Pensions Authority on behalf of the Kentucky Retirement Systems and the County Employee Retirement System.
	Pregnancy is childbirth and conditions associated with Pregnancy, including complications.
	Prescription Drug means any of the following: a Food and Drug Administration-approved drug or medicine which, under Federal law, is required to bear the legend: “Caution: Federal law prohibits dispensing without prescription”; injectable insulin; hypo...
	Provider means a Physician, a licensed speech or occupational therapist, licensed professional physical therapist, physiotherapist, audiologist, speech language pathologist, licensed professional counselor, certified nurse practitioner, certified psyc...
	Residential Treatment Center and Wilderness Camps Programs means a facility and/or program that provides treatment twenty-four (24) hours a day and can usually serve more than twelve (12) people at a time. Treatment may include individual, group and f...
	Retiree means a Covered Person who is a former employee of an employer participating in the retirement systems administered by Plan Administrator, and who meets the requirements for retirement as determined by Kentucky Public Pensions Authority (KPPA).
	Skilled Nursing Facility is a facility that fully meets all of these tests:
	This term also applies to charges Incurred in a facility referring to itself as an extended care facility, convalescent nursing home, rehabilitation hospital, long-term acute care facility or any other similar nomenclature.
	Substance Use Disorder means any use of alcohol, any drug (whether obtained legally or illegally), any narcotic, or any hallucinogenic or other illegal substance, which produces a pattern of pathological use, causing impairment in social or occupation...
	Total Disability (Totally Disabled) means, in the case of a Dependent, incapable of self-sustaining employment by reason of mental or physical handicap, primarily dependent upon the covered Retiree for support and maintenance and unmarried. To prove T...
	Waiting Period means the time between the first day of employment as an eligible Retiree and the first day of coverage under the Plan.
	All other defined terms in this Plan Document shall have the meanings specified in the Plan Document where they appear.

	ARTICLE III - OVERVIEW OF BENEFITS
	ARTICLE IV - MEDICAL BENEFITS SCHEDULES
	ARTICLE V - ELIGIBILITY AND ENROLLMENT PROVISIONS
	ELIGIBILITY
	ENROLLMENT
	TIMELY, LATE OR OPEN ENROLLMENT
	1. Timely Enrollment. The enrollment will be “timely” if the completed form is received by the Plan Administrator no later than thirty (30) days after the person becomes eligible for the coverage either initially or under a special enrollment period.
	If two Retirees (husband and wife) are covered under the Plan and the Retiree who is covering the Dependent Children terminates coverage, the Dependent coverage may be continued by the other covered Retiree.
	2. Late Enrollment. An enrollment is “late” if it is not made on a “timely basis” or during a special enrollment period. Late enrollees and their Dependents who are not eligible to join the Plan during a special enrollment period may join only during ...
	If an individual loses eligibility for coverage as a result of terminating employment, a reduction of hours of employment or a general suspension of coverage under the Plan, then upon becoming eligible again due to resumption of employment or due to r...
	3. Open Enrollment. Each year there is an annual open enrollment period designated by the Plan Administrator during which Covered Persons may change their benefit elections under the Plan, and Retirees and their Dependents, who are late enrollees, wil...
	Benefit choices for late enrollees made during the open enrollment period will become effective as of the start of the new plan year. Covered Persons will receive detailed information regarding open enrollment from the Plan Administrator.
	Benefit choices made during the open enrollment period will remain in effect until the next open enrollment period unless there is a special enrollment event or a change in family status during the year (birth, death, marriage, divorce, adoption) or l...
	If a Retiree drops spousal coverage during open enrollment in anticipation of divorce, the covered Retiree should notify the Plan Administrator.
	The Retiree will be required to enroll the newborn child on a timely basis, as defined in the section “Timely, Late or Open Enrollment” above, or there will be no payment from the Plan and the parents will be responsible for all costs.
	SPECIAL ENROLLMENT RIGHTS
	Federal law provides special enrollment provisions under some circumstances. If a Retiree is declining enrollment for themself or their Dependents (including their spouse) because of other health insurance or group health plan coverage, there may be a...
	In addition, if a Retiree or their Dependents (including their spouse) is losing coverage due to a loss of a government sponsored subsidy (due to ineligibility for coverage or cost of coverage) there may be a right to enroll in this Plan.
	However, a request for enrollment must be made within thirty (30) days after the coverage ends (or after the Employer stops contributing towards the other coverage).
	In addition, in the case of a birth, adoption or placement for adoption, there may be a right to enroll in this Plan. However, a request for enrollment must be made within thirty (30) days of the date of birth, adoption or placement for adoption or of...
	The special enrollment rules are described in more detail below. To request special enrollment or obtain more detailed information of these portability provisions, contact the Plan Administrator.
	TERMINATION OF COVERAGE
	The Plan Administrator has the right to rescind any coverage of the Retiree and/or Dependents for cause, including but not limited to making a fraudulent claim or an intentional material misrepresentation in applying for or obtaining coverage or benef...
	When Coverage Terminates. Coverage will terminate on the earliest of these dates:
	1. December 31st, following the annual open enrollment period in which the Covered Person terminates coverage.
	2. The effective date of an applicable status change.
	3. The date of death for the Covered Person.
	4. The end of the month in which eligibility is lost due to a qualified status change.
	Loss of Benefits. A Covered Person also may experience a reduction in or loss of benefits in any of the following circumstances:
	1. A Covered Person fails to follow the Plan’s procedures.
	2. The last day of the month in which full payment of premiums was received if the Covered Person ceases to continue making contributions for payments.
	3. A Covered Person fails to reimburse the Plan for a claim that was paid in error, or otherwise, but was later denied.
	4. A Covered Person receives reimbursement for a Covered Expense by another medical plan that is primary to the Plan while also receiving primary reimbursement from the Plan.
	5. A Covered Person receives a judgment, settlement, or otherwise from any person or entity with respect to the Illness, Injury or other condition that gives rise to the expenses the Plan pays.
	6. A Covered Person is found to have committed a fraudulent act against the Plan including, but not limited to, the fraudulent filing of a claim for reimbursement.
	7. The Plan is amended or terminated, but only with respect to expenses incurred after the amendment or termination becomes effective.
	Note: Except in certain circumstances, a covered Dependent may be eligible for COBRA Continuation Coverage. For a complete explanation of when COBRA Continuation Coverage is available, what conditions apply and how to select it, see the COBRA Continua...

	ARTICLE VI - MEDICAL BENEFITS
	COVERED EXPENSES
	Charges for Covered Expenses are not to exceed the Maximum Allowable Charge that are Incurred for the following items of services and supplies when Medically Necessary to diagnose or treat a Covered Person. These charges are subject to all benefit lim...
	1. Acupuncture. Charges for acupuncture subject to the limitations outlined in the Medical Benefits Schedule.
	2. Allergy Testing and Injections. Covered Expenses will include testing, injections, serum and syringes.
	4. Ambulatory Surgical Center. Services of an Ambulatory Surgical Center for Medically Necessary care.
	Routine patient costs do not include, and reimbursement will not be provided for:
	 The investigational service, supply, or drug itself; or
	 Services or supplies listed herein as Plan Exclusions; or
	 Services or supplies related to data collection for the clinical trial (i.e., protocol-induced costs). This includes items and services provided solely to satisfy data collection and analysis and that are not used in direct clinical management of th...
	 Services that are clearly inconsistent with the widely accepted and established standards of care for a particular Diagnosis; or
	 Services or supplies which, in the absence of private health care coverage, are provided by a clinical trial sponsor or other party (e.g. device, drug, item or service supplied by manufacturer and not yet FDA approved) without charge to the trial Co...
	18. Diagnostic Services and Supplies. Covered Expenses include, but are not limited to, services and supplies for diagnostic laboratory, pathology, ultrasound, nuclear medicine, magnetic imaging, radiology and oncology, sleep studies, and x-ray.
	19. Durable Medical Equipment (DME). Charges for Durable Medical Equipment (DME) is payable as shown on the Medical Benefits Schedule provided within a Covered Person’s home. Rental is allowed up to, but not to exceed, the total purchase price of the ...
	Repair of DME is a Covered Expense if: (a) the manufacturer’s warranty is expired; and (b) repair or maintenance is not a result of misuse or abuse; and (c) maintenance is not more frequent than every six (6) months; and (d) the repair cost is less th...
	Replacement of purchased DME is a Covered Expense if: (a) the manufacturer’s warranty is expired; and (b) the replacement cost is less than the repair cost; and (c) the replacement is not due to lost or stolen equipment or misuse or abuse of the equip...
	Duplicate DME is not covered.
	20. Emergency Services. Coverage is provided for a medical screening examination and associated services to treat a condition that requires immediate medical attention that would reasonably expect to result in: (a) serious jeopardy to the health of an...
	21. Eyeglasses or Contact Lenses. Charges for the purchase or fitting of eyeglasses or contact lenses following cataract surgery. Charges which were the result of an accident are not covered.
	23. Hospice Care. Hospice care is a health care program providing a coordinated set of services rendered at home, in Outpatient settings, or in facility settings for a Covered Person suffering from a condition that has a terminal prognosis. This benef...
	24. Hospital Care. Hospital services are payable as shown in the Medical Benefits Schedule, and include charges made by a Hospital for daily semi-private, ward, intensive care or coronary care room and board charges for each day of confinement and ser...
	Charges for a private or single-bed room are limited to the Maximum Allowable Charge for a semi-private room in the Hospital while confined.
	26. Maternity Care. Charges for maternity services including normal maternity, c-section and complications.
	Group health plans 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 followin...
	Charges related to Pregnancy for Dependent daughters are covered.
	27. Mental or Nervous Disorders and Substance Use Disorder Treatment. Covered Expenses will be payable for care, supplies and treatment of Mental or Nervous Disorders and Substance Use Disorder.
	28. Mouth and Teeth Conditions. Charges for dental and oral surgical operations due to Injury or Illness include the following procedures:
	29. Occupational Therapy. Services provided by a licensed occupational therapist. Therapy must be ordered by a Physician, result from an Injury or Illness and improve a body function. The Provider must submit a letter of Medical Necessity and all appl...
	30. Orthotics. Charges for orthotics that are custom made or custom fitted, and made of rigid or semi-rigid material. Oral or dental splints and appliances must be custom made and for the treatment of documented obstructive sleep apnea. Unless specifi...
	31. Physical Therapy. Services provided by a licensed physical therapist, payable up to the limits as stated in the Medical Benefits Schedule. The therapy must be in accord with a Physician’s exact orders as to type, frequency and duration and for con...
	32. Physician Care. The professional services of a Physician for surgical or medical services. Surgical reimbursement rates include:
	b. Assistant Surgeon. Services for an assistant surgeon. This Plan will allow the assistant surgeon 16% of the Maximum Allowable Charge for the surgery that would apply if the assistant surgeon were the primary surgeon.
	c. Physician Assistant. Services for a physician assistant (PA). This Plan will allow the PA.10% of the Maximum Allowable Charge for the surgery that would apply if the PA were the primary surgeon.

	33. Preventive Care. Covered Expenses under medical benefits are payable for routine preventive care as described in the Medical Benefits Schedule. Standard preventive care for adults includes services with an “A” or “B” rating from the United States ...
	 Screenings for: breast cancer, cervical cancer, colorectal cancer, high blood pressure, Type 2 Diabetes Mellitus, cholesterol, and obesity.
	 Immunizations for adults recommended by the Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention; and
	 Additional preventive care and screening for women provided for in the guidelines supported by the Health Resources and Services Administration, including the following:
	o Breastfeeding support, supplies, and counseling.
	o Gestational diabetes screening.
	Standard preventive care includes women’s contraceptives sterilization procedures, and counseling.
	Charges for Routine Well Adult Care. Routine well adult care is care by a Physician that is not for an Injury or Illness.
	Charges for Routine Well Child Care. Routine well childcare is routine care by a Physician that is not for an Injury or Illness. Standard preventive care for Children includes services with an “A” or “B” rating from the United States Preventive Servic...
	 Immunizations for Children and adolescents recommended by the Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention. These may include:
	o Diphtheria,
	o Pertussis,
	o Tetanus,
	o Polio,
	o Measles,
	o Mumps,
	o Rubella,
	o Hemophilus influenza b (Hib),
	o Hepatitis B,
	o Varicella.
	 Preventive care and screenings for infants, Children and adolescents as provided for in the comprehensive guidelines supported by the Health Resources and Services Administration
	The list of services included as standard preventive care may change from time to time depending upon government guidelines. A current listing of required preventive care can be accessed at:
	 www.HealthCare.gov/center/regulations/prevention.html
	39. Skilled Nursing Facility Care. Charges for expenses Incurred for daily room and board and general nursing services for each day of confinement in a Skilled Nursing Facility are payable as shown in the Medical Benefits Schedule. The daily rate will...
	Covered Expenses for a Skilled Nursing Facility confinement are payable when the confinement:
	a. Occurs while the Covered Person is covered under this Plan;
	b. Begins after discharge from a Hospital confinement or a prior covered Skilled Nursing Facility confinement;
	c. Is necessary for care or treatment of the same Injury or Illness which caused the prior confinement; and
	d. Occurs while the Covered Person is under the regular care of a Physician.
	40. Sleep Studies. Covered Expenses shall include charges for Medically Necessary sleep studies and treatment of sleep apnea and other sleep disorders.
	41. Speech Therapy. Services provided by a licensed speech therapist, payable up to the limits as stated in the Medical Benefits Schedule. The Provider must submit a letter of Medical Necessity and all applicable notes.
	42. Sterilization Procedures. Charges for male and female sterilization procedures.
	43. Telehealth Services. Telehealth services are a Covered Expense which include office visits, psychotherapy, and/or medical consultations via phone, or video conference technology.
	46. Well Newborn Nursery and Physician Care. Coverage of well newborn nursery and Physician care will be covered as follows:
	Charges for Routine Nursery Care. Routine well newborn nursery care is care while the newborn is Hospital-confined after birth and includes room, board and other normal care, including circumcision, for which a Hospital makes a charge.
	This coverage is only provided if the newborn child, who is neither injured nor ill, is an eligible Dependent and a parent (1) is a Covered Person who was covered under the Plan at the time of the birth, or (2) enrolls themself (as well as the newborn...
	The benefit is limited to the Maximum Allowable Charges for nursery care for the newborn child while Hospital confined as a result of the Child’s birth.
	Charges for covered routine nursery care will be applied toward the Plan of the newborn.
	Group health plans 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 followin...
	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 issue...
	Charges for Routine Physician Care. The benefit is limited to the Maximum Allowable Charges made by a Physician for the newborn child while Hospital confined, including circumcision, as a result of the Child’s birth.
	Charges for covered routine Physician care will be applied toward the Plan of the newborn.


	ARTICLE VII - MEDICAL PLAN EXCLUSIONS
	ARTICLE VIII - CLAIMS PROCEDURES
	The Plan Administrator will only process Clean Claims as defined by this Plan Document.
	Filing a Clean Claim. A Provider submits a Clean Claim by providing the required data elements on the standard claims forms, along with any attachments and additional elements or revisions to data elements, attachments and additional elements, of whic...
	If matters beyond the control of the Claims Administrator so require, one 15-day extension of time for processing the pre-service claim beyond the initial 15 days may be taken. Written notice of the extension will be furnished to the Covered Person be...
	The time-period for processing the pre-service claim will be deferred beginning on the date this extension notice is sent to the Covered Person and ending on the earlier of:
	 The date the Plan receives a response to the request for additional information, or
	 The date set by the Plan for a response (which will be at least 45 days).
	Concurrent Care Determination. The initial benefit determination on a concurrent care determination will be made within 15 days of the Claim Administrator’s notice of a concurrent care claim. If additional information is necessary to process the concu...
	If additional information is requested, the Plan’s time period for making a determination on a concurrent care claim is suspended until the earlier of:
	 The date the Plan receives the Claimant’s or healthcare Provider’s response for additional information, or
	 The date set by the Plan for the Claimant or healthcare Provider to respond (which will be at least 45 days).
	A benefit determination on the concurrent care claim will be made within 15 days of the Plan’s receipt of the additional information.
	Post-Service Claim. The initial benefit determination on a post-service claim will be made within 30 days of the Claim Administrator’s receipt of the claim. If additional information is necessary to process the claim, the Claims Administrator will mak...
	If additional information is requested, the Plan’s time period for making a determination on a post-service claim is suspended until the earlier of:
	 The date the Plan receives the Claimant’s additional information; or
	 The date set by the Plan for the Claimant to respond (which will be at least 45 days).
	A benefit determination on the claim will be made within 15 days of the Plan’s receipt of the additional information.
	NOTICE OF DETERMINATION
	1. The Plan shall provide written or electronic notice of the determination on a claim in a manner meant to be understood by the Claimant. If a claim is denied in whole or in part, notice will include the following:
	2. Specific reason(s) for the denial.
	3. Reference to the specific Plan provisions on which the denial was based.
	4. Description of any additional information necessary for the Claimant to perfect the claim and an explanation of why such information is necessary.
	5. Description of the Plan’s claims review procedures and the time limits applicable to such procedures. This will include a statement of the Claimant’s right to bring a civil action following a notice of the determination on final review.
	6. Statement that the Claimant 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.
	If applicable:
	1. Any internal rule, guideline, protocol, or other similar criterion that was relied upon in making the determination on the claim (or a statement that such a rule, guideline, protocol, or criterion was relied upon in making the notice of the determi...
	2. If the notice of the determination is based on the Medical Necessity or Experimental and/or Investigational Exclusion or similar such Exclusion, an explanation of the scientific or clinical judgment for the determination applying the terms of the P...
	3. Identification of medical or vocational experts, whose advice was obtained on behalf of the Plan in connection with a claim.
	If the Claimant has questions about the denial, the Claimant may contact the Claims Administrator at the address or telephone number printed on the notice of determination.
	An Adverse Benefit Determination also includes a rescission of coverage, which is a retroactive cancellation or discontinuance of coverage due to fraud or intentional misrepresentation. A rescission of coverage does not include a cancellation or disco...
	CLAIMS REVIEW PROCEDURE - GENERAL
	A Claimant may appeal an Adverse Benefit Determination as follows:
	 The Plan offers a one-level internal review process for pre-service claims for urgent care; or
	 The Plan offers a two-level internal review procedure for a pre-service claim (non-urgent care), concurrent care claim, and post service claim.
	The Plan Administrator will provide for a review that does not give deference to the previous benefit determination and that is conducted by either an appropriate plan fiduciary or the Claims Administrator on the Plan’s behalf who was not involved in ...
	 Take into account all comments, documents, records and other information submitted by the Claimant related to the claim, without regard as to whether this information was submitted or considered in a prior level of review.
	 Provide to the Claimant, free of charge, any new or additional information or rationale considered, relied upon or created by the Plan in connection with the claim. This information or new rationale will be provided sufficiently in advance of the re...
	 Consult with an independent health care professional who has the appropriate training and experience in the applicable field of medicine related to the Claimant’s benefit determination if that determination was based in whole or in part on medical j...
	Note: Providers who have submitted claims to the Plan that are subject to the NSA, cannot avail themselves to the internal and external claims procedure set forth herein. All disputes regarding all payments for claims subject to NSA must be resolved t...
	INTERNAL APPEAL PROCEDURE
	First Level of Internal Review. To appeal a denial of a claim, the Claimant must submit in writing, a request for a review of the claim. The Claimant should include in the appeal letter: their name, ID number, group health plan name, and a statement o...
	The written request for review must be submitted within 180 days of the Claimant’s receipt of an Adverse Benefit Determination.
	The written request for review should be addressed to:
	An appeal will not be deemed submitted until it is received by the Claims Administrator. Failure to appeal the initial denial within the prescribed time period will render that determination final. The Claimant cannot proceed to the next level of inte...
	The first level of review will be performed by the Claims Administrator on the Plan’s behalf. The Claims Administrator will review the information initially received and any additional information provided by the Claimant and determine if the initial ...
	 72 hours of the receipt of the appeal for an urgent care claim;
	 15 days of the receipt of the appeal for a pre-service claim or a concurrent care claim; or
	 30 days of the receipt of the appeal for a post service claim.
	Second Level of Internal Review
	If the Claimant does not agree with the Claims Administrator’s determination from the first level of internal review, the Claimant may submit a second level appeal in writing. The Claimant may request a second level appeal on pre-service claims (non-u...
	The written request for review of the first level of internal review must be submitted within 60 days of the Claimant’s receipt of the first level of internal review.
	The written request for review should be addressed to:
	An appeal will not be deemed submitted until it is received by the Plan Administrator or the Claims Administrator on the Plan Administrator’s behalf. Failure to appeal the determination from the first level of review within the prescribed time period ...
	The second level of internal review will be done by the Plan Administrator, or its designee. The Plan Administrator will review the information initially received and any additional information provided by the Claimant, and make a determination on the...
	 15 days of the Plan’s receipt of Claimant’s second level appeal on a pre-service claim (non-urgent care);
	 15 days of the Plan’s receipt of Claimant’s second level appeal on a concurrent care determination; or
	 30 days of the Plan’s receipt of Claimant’s second level appeal on a post-service claim.
	If the Claimant is not satisfied with the outcome of the final determination on the second level of internal review, the Claimant may be eligible for an external review. The Claimant must exhaust both levels of the internal review procedure before req...
	EXTERNAL REVIEW PROCEDURE
	This Plan has an external review procedure that provides for a review conducted by a qualified Independent Review Organization (IRO) that shall be assigned on a random basis.
	A Claimant may, by written request made to the Plan within 4 months from the date of receipt of the notice of the final internal Adverse Benefit Determination or the 1st of the fifth month following receipt of such notice, whichever occurs later, requ...
	A request for external review may be granted only for Adverse Benefit Determinations that involve a:
	 Determination that a treatment or services is not Medically Necessary;
	 Determination that a treatment is Experimental and/or Investigational;
	 Rescission of coverage, whether or not the rescission involved a claim; or
	 Determination on whether the Plan is complying with the No Surprises Act, as applicable.
	For an Adverse Benefit Determination to be eligible for external review, the Claimant must complete the required forms to process an external review. The Claimant may contact the Claims Administrator for additional information.
	The Claimant will be notified in writing within 6 business days as to whether Claimant’s request is eligible for external review and if additional information is necessary to process Claimant’s request. If Claimant’s request is determined ineligible f...
	Claimant should receive written notice from the assigned IRO of Claimant’s right to submit additional information to the IRO and the time periods and procedures to submit this additional information. The IRO will make a final determination and provide...
	The decision of the IRO is binding upon the Plan and the Claimant, except to the extent other remedies may be available under applicable law.
	Before filing a lawsuit, the Claimant must exhaust all available levels of review as described in this section, unless an exception under applicable law applies. A legal action to obtain benefits must be commenced within one year of the date of the no...
	Generally, a Claimant must exhaust the Plan’s Claims Procedures in order to be eligible for the external review process. However, in some cases the Plan provides for an expedited external review if:
	APPOINTMENT OF AUTHORIZED REPRESENTATIVE
	A Covered Person may designate another individual to be an Authorized Representative and act on their behalf and communicate with the Plan with respect to a specific benefit claim or appeal of a denial. This authorization must be in writing, signed an...
	Should a Covered Person designate an Authorized Representative, all future communications from the Plan will be conducted with the Authorized Representative instead of the Covered Person, unless the Plan Administrator is otherwise notified in writing ...
	Recognition as an Authorized Representative is completely separate from a Provider accepting an assignment of benefits, requiring a release of information, or requesting completion of a similar form. An assignment of benefits by a Covered Person shall...
	CONDITIONS AND LIMITATIONS OF AN ASSIGNMENT OF BENEFITS
	The validity of an assignment of benefits by a Covered Person to a Provider is limited by the terms of this Plan Document. An assignment of benefits is considered valid on the condition that the Provider accepts the payment received from the Plan as c...
	A Provider with a valid assignment of benefits does not have the right to exhaust, on behalf of the Covered Person, the administrative remedies available under this Plan. This right is reserved exclusively for the Covered Person or their Authorized Re...
	An assignment of benefits does not grant the Provider any rights other than those specifically set forth herein.
	The Plan Administrator may disregard an assignment of benefits at its discretion and continue to treat the Covered Person as the sole recipient of the benefits available under the terms of the Plan.
	By submitting a claim to the Plan and accepting payment by the Plan, the Provider is expressly agreeing to the foregoing conditions and limitations of an assignment of benefits in addition to the terms of the Plan Document. The Provider further agrees...
	If a Provider refuses to accept an assignment of benefits under the conditions and limitations as set forth herein, any benefits payable under the terms of the Plan Document will be payable directly to the Covered Person and the Plan will be deemed to...
	CONTACT INFORMATION
	A Covered Person may contact the commissioner and the Kentucky Consumer Protection Division for assistance at any time using the contact information below:
	Grievance and Appeals
	Kentucky Consumer Protection Division
	P.O. Box 14546
	Lexington, KY 40512-4546
	IF A COVERED PERSON HAS QUESTIONS ON INTERNAL CLAIMS AND APPEALS AND EXTERNAL REVIEW RIGHTS.
	For more information on internal claims and appeals and external review rights, contact the Department of Health and Human Services Health Insurance Assistance Team (HIAT) at (888) 393-2789.
	STATE CONSUMER ASSISTANCE OR OMBUDSMAN TO ASSIST WITH INTERNAL CLAIMS AND APPEALS AND EXTERNAL REVIEW PROCESSES.
	A state office of consumer assistance or ombudsman is available to assist the Covered Person with internal claims and appeals and external review processes. The contact information is as follows:
	Kentucky Department of Insurance, Consumer Protection Division
	P.O. Box 517
	Frankfort, KY 40602
	http://healthinsurancehelp.ky.gov.
	DOI.CAPOmbudsman@ky.gov.

	ARTICLE IX - COORDINATION OF BENEFITS
	This Plan alone will determine against whom this right of recovery will be exercised.

	ARTICLE X - THIRD PARTY RECOVERY, SUBROGATION AND REIMBURSEMENT
	Payment Condition. The Plan, in its sole discretion, may elect to conditionally advance payment of benefits in those situations where an Injury, Illness, Disease or disability is caused in whole or in part by, or results from the acts or omissions of ...
	Covered Person(s), their attorney, and/or Legal Guardian of a minor or incapacitated individual agrees that acceptance of the Plan’s conditional payment of medical benefits is constructive notice of these provisions in their entirety and agrees to mai...
	In the event a Covered Person(s) settles, recovers, or is reimbursed by any Coverage, the Covered Person(s) agrees to reimburse the Plan for all benefits paid or that will be paid by the Plan on behalf of the Covered Person(s). When such a recovery do...
	If there is more than one party responsible for charges paid by the Plan, or may be responsible for charges paid by the Plan, the Plan will not be required to select a particular party from whom reimbursement is due. Furthermore, unallocated settlemen...
	Subrogation. As a condition to participating in and receiving benefits under this Plan, the Covered Person(s) agrees to assign to the Plan the right to subrogate and pursue any and all claims, causes of action or rights that may arise against any pers...
	If a Covered Person(s) receives or becomes entitled to receive benefits, an automatic equitable lien attaches in the Illness or Injury to the extent of such conditional payment by the Plan plus reasonable costs of collection. The Covered Person is obl...
	The Plan may, at its discretion, in its own name or in the name of the Covered Person(s) commence a proceeding or pursue a claim against any party or Coverage for the recovery of all damages to the full extent of the value of any such benefits or cond...
	If the Covered Person(s) fails to file a claim or pursue damages against:
	1. The responsible party, its insurer, or any other source on behalf of that party.
	2. Any first party insurance through medical payment coverage, personal injury protection, no-fault coverage, uninsured or underinsured motorist coverage.
	3. Any policy of insurance from any insurance company or guarantor of a third party.
	4. Workers’ compensation or other liability insurance company.
	5. Any other source, including but not limited to crime victim restitution funds, any medical, disability or other benefit payments, and school insurance coverage.
	The Covered Person(s) authorizes the Plan to pursue, sue, compromise and/or settle any such claims in the Covered Person’s/Covered Persons’ and/or the Plan’s name and agrees to fully cooperate with the Plan in the prosecution of any such claims. The C...
	Right of Reimbursement. The Plan shall be entitled to recover 100% of the benefits paid or payable benefits Incurred, that have been paid and/or will be paid by the Plan, or were otherwise Incurred by the Covered Person(s) prior to and until the relea...
	No court costs, experts’ fees, attorneys’ fees, filing fees, or other costs or expenses of litigation may be deducted from the Plan’s recovery without the prior, express written consent of the Plan.
	The Plan’s right of subrogation and reimbursement will not be reduced or affected as a result of any fault or claim on the part of the Covered Person(s), whether under the doctrines of causation, comparative fault or contributory negligence, or other ...
	These rights of subrogation and reimbursement shall apply without regard to whether any separate written acknowledgment of these rights is required by the Plan and signed by the Covered Person(s).
	This provision shall not limit any other remedies of the Plan provided by law. These rights of subrogation and reimbursement shall apply without regard to the location of the event that led to or caused the applicable Illness, Injury, Disease or disab...
	Covered Person is a Trustee Over Plan Assets. Any Covered Person who receives benefits and is therefore subject to the terms of this section is hereby deemed a recipient and holder of Plan assets and is therefore deemed a trustee of the Plan solely as...
	1. Notify the Plan or its Authorized Representative of any settlement prior to finalization of the settlement, execution of a release, or receipt of applicable funds.
	2. Instruct their attorney to ensure that the Plan and/or its Authorized Representative is included as a payee on all settlement drafts.
	3. In circumstances where the Covered Person is not represented by an attorney, instruct the insurance company or any third party from whom the Covered Person obtains a settlement, judgment or other source of Coverage to include the Plan or its Author...
	4. Hold any and all funds so received in trust, on the Plan’s behalf, and function as a trustee as it applies to those funds, until the Plan’s rights described herein are honored and the Plan is reimbursed.
	To the extent the Covered Person disputes this obligation to the Plan under this section, the Covered Person or any of its agents or representatives is also required to hold any/all settlement funds, including the entire settlement if the settlement i...
	No Covered Person, beneficiary, or the agents or representatives thereof, exercising control over Plan assets and incurring trustee responsibility in accordance with this section will have any authority to accept any reduction of the Plan’s interest o...
	Release of Liability. The Plan’s right to reimbursement extends to any incident related care that is received by the Covered Person(s) (Incurred) prior to the liable party being released from liability. The Covered Person’s/Covered Persons’ obligation...
	Separation of Funds. Benefits paid by the Plan, funds recovered by the Covered Person(s), and funds held in trust over which the Plan has an equitable lien exist separately from the property and estate of the Covered Person(s), such that the death of ...
	Reimbursement Due to Surrogacy Arrangement. If a Covered Person enters into a Surrogacy Arrangement, the Covered Person must reimburse the Plan for Covered Expenses received related to conception, Pregnancy, delivery, or postpartum care in connection ...
	Wrongful Death. In the event that the Covered Person(s) dies as a result of their injuries and a wrongful death or survivor claim is asserted against a third party or any Coverage, the Plan’s subrogation and reimbursement rights shall still apply, and...
	Obligations. It is the Covered Person’s/Covered Persons’ obligation at all times, both prior to and after payment of medical benefits by the Plan:
	1. To cooperate with the Plan, or any representatives of the Plan, in protecting its rights, including discovery, attending depositions, and/or cooperating in trial to preserve the Plan’s rights.
	2. To provide the Plan with pertinent information regarding the Illness, Disease, disability, or Injury, including Accident reports, settlement information and any other requested additional information.
	3. To take such action and execute such documents as the Plan may require facilitating enforcement of its subrogation and reimbursement rights.
	4. To do nothing to prejudice the Plan’s rights of subrogation and reimbursement.
	5. To promptly reimburse the Plan when a recovery through settlement, judgment, award or other payment is received.
	6. To notify the Plan or its Authorized Representative of any incident related claims or care which may be not identified within the lien (but has been Incurred) and/or reimbursement request submitted by or on behalf of the Plan.
	7. To notify the Plan or its Authorized Representative of any settlement prior to finalization of the settlement.
	8. To not settle or release, without the prior consent of the Plan, any claim to the extent that the Covered Person may have against any responsible party or Coverage.
	9. To instruct their attorney to ensure that the Plan and/or its Authorized Representative is included as a payee on any settlement draft.
	10. In circumstances where the Covered Person is not represented by an attorney, instruct the insurance company or any third party from whom the Covered Person obtains a settlement to include the Plan or its Authorized Representative as a payee on the...
	11. To make good faith efforts to prevent disbursement of settlement funds until such time as any dispute between the Plan and Covered Person over settlement funds is resolved.
	If the Covered Person(s) and/or their attorney fails to reimburse the Plan for all benefits paid, to be paid, Incurred, or that will be Incurred, prior to the date of the release of liability from the relevant entity, as a result of said Injury or con...
	The Plan’s rights to reimbursement and/or subrogation are in no way dependent upon the Covered Person’s/Covered Persons’ cooperation or adherence to these terms.
	Offset. If timely repayment is not made, or the Covered Person and/or their attorney fails to comply with any of the requirements of the Plan, the Plan has the right, in addition to any other lawful means of recovery, to deduct the value of the Covere...
	Minor Status. In the event the Covered Person(s) is a minor as that term is defined by applicable law, the minor’s parents or court-appointed guardian shall cooperate in any and all actions by the Plan to seek and obtain requisite court approval to bi...
	If the minor’s parents or court-appointed guardian fail to take such action, the Plan shall have no obligation to advance payment of medical benefits on behalf of the minor. Any court costs or legal fees associated with obtaining such approval shall b...
	Language Interpretation. The Plan Administrator retains sole, full and final discretionary authority to construe and interpret the language of this provision, to determine all questions of fact and law arising under this provision, and to administer t...
	Severability. In the event that any section of this provision is considered invalid or illegal for any reason, said invalidity or illegality shall not affect the remaining sections of this provision and Plan. The section shall be fully severable. The ...

	ARTICLE XI - 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. COBRA continuation coverage must be of...
	WHAT IS COBRA CONTINUATION COVERAGE?
	COBRA continuation coverage is a continuation of Plan coverage when coverage otherwise would end because of a life event. This is also known as a “qualifying event.” Specific qualifying events are listed later in this section. After a qualifying event...
	QUALIFYING EVENTS
	Note: Medicare entitlement means that Covered Persons are eligible for and enrolled in Medicare.
	Sometimes, filing a proceeding in bankruptcy under Title 11 of the United States Code can be a qualifying event. If a proceeding in bankruptcy is filed with respect to the Employer, and that bankruptcy results in the loss of coverage of any Retiree co...
	WHEN IS COBRA CONTINUATION COVERAGE AVAILABLE?
	The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a qualifying event has occurred. When the qualifying event is the end of employment, reduction of hours of employment, ...
	For all other qualifying events (divorce or legal separation of the Retiree and spouse or a Dependent Child’s losing eligibility for coverage as a Dependent Child), Covered Persons must notify the Plan Administrator within 60 days after the qualifying...
	Notice must be postmarked (if mailed) or dated (if emailed or hand-delivered) on or before the 60th day following the qualifying event.
	HOW IS COBRA CONTINUATION COVERAGE PROVIDED?
	Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation...
	COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying even during the initial period of cov...
	There are also ways in which the 18-month period of COBRA continuation coverage can be extended:
	Disability Extension of 18-Month Period of Cobra Continuation Coverage. If a Retiree or Dependent covered under the Plan is determined by the Social Security Administration (SSA) to be disabled and they notify the Plan Administrator in a timely fashio...
	The disability would have to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-month period of COBRA continuation coverage.
	Notice of the disability determination must be provided in writing to the Plan Administrator by the date that is 60 days after the latest of:
	 The date of the disability determination by the SSA;
	 The date on which a qualifying event occurs;
	 The date on which the qualified beneficiary loses (or would lose) coverage under the Plan as a result of the qualifying event; or
	 The date on which the qualified beneficiary is informed, through the furnishing of the Plan’s Summary Plan Description of both the responsibility to provide the notice and the Plan’s procedures for providing such notice to the Plan Administrator.
	In any event, this notice must be furnished before the end of the first 18-months of COBRA continuation coverage.
	The notice must include the name of the qualified beneficiary determined to be disabled by the SSA and the date of the determination. A copy of SSA’s Notice of Award Letter must be provided within 30 days after the deadline to provide the notice.
	Covered Persons must provide this notice to:
	Second Qualifying Event Extension of 18-Month Period of Cobra Continuation Coverage. If a Covered Person experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the spouse and Dependent Children in the family can...
	Notice of a second qualifying event must be provided in writing to the Plan Administrator by the date that is 60 days after the latest of:
	 The date on which the relevant qualifying event occurs;
	 The date on which the qualified beneficiary loses (or would lose) coverage under the Plan as a result of the qualifying event; or
	 The date on which the qualifying beneficiary is informed, through the furnishing of the Plan’s Summary Plan Description, of both the responsibility to provide the notice and the Plan’s procedures for providing such notice to the Plan Administrator.
	The notice must include the name of the qualified beneficiary experiencing the second qualifying event, a description of the event and the date of the event. If the extension of coverage is due to a divorce or legal separation, a copy of the decree of...
	Covered Persons must provide this notice to:
	DOES COBRA CONTINUATION COVERAGE EVER END EARLIER THAN THE MAXIMUM PERIODS ABOVE?
	COBRA continuation coverage also may end before the end of the maximum period on the earliest of the following dates:
	 The date the Employer ceases to provide a group health plan to any Retiree;
	 The date on which coverage ceases by reason of the qualified beneficiary’s failure to make timely payment of any required premium;
	 The date that the qualified beneficiary first becomes, after the date of election, covered under any other group health plan (as a Retiree or otherwise), or entitled to either Medicare Part A or Part B (whichever comes first), except as stated under...
	 The first day of the month that begins more than 30 days after the date of the SSA’s determination that the qualified beneficiary is no longer disabled, but in no event before the end of the maximum coverage period that applied without taking into c...
	 On the same basis that the Plan can terminate for cause the coverage of a similarly situated non-COBRA Covered Person.
	HOW DOES ONE PAY FOR COBRA CONTINUATION COVERAGE?
	First payment for continuation coverage if the Covered Person elects continuation coverage, they do not have to send any payment for continuation coverage with the election form. However, they must make their first payment for continuation coverage wi...
	PERIODIC PAYMENTS FOR CONTINUATION COVERAGE
	After the Covered Person makes their first payment for continuation coverage, they will be required to pay for continuation coverage for each subsequent month of coverage. Under the Plan, these periodic payments for continuation coverage are due on th...
	OPTION TO ELECT OTHER HEALTH COVERAGE BESIDES COBRA CONTINUATION COVERAGE
	The Covered Person may have the right, when their group health coverage ends, to enroll in an individual health insurance policy, without providing proof of insurability. The benefits provided under such an individual conversion policy may not be iden...
	MORE INFORMATION ABOUT INDIVIDUALS WHO MAY BE QUALIFIED BENEFICIARIES (CHILDREN BORN OR PLACED FOR ADOPTION WITH THE COVERED RETIREE DURING COBRA PERIOD)
	A child born to, adopted by or placed for adoption with a covered Retiree during a period of continuation coverage is considered to be a qualified beneficiary provided that, if the covered Retiree is a qualified beneficiary, the covered retiree has el...
	ALTERNATE RECIPIENTS UNDER QMCSOs
	A Child of the covered Retiree who is receiving benefits under the Plan pursuant to a Qualified Medical Child Support Order (QMCSO) is entitled to the same rights under COBRA as a Dependent Child of the covered Retiree. The covered Retiree must proper...
	ADDITIONAL INFORMATION
	Additional information about the Plan and COBRA continuation coverage is available from the Plan Administrator or the COBRA Administrator:
	Plan Administrator
	CURRENT ADDRESSES
	Let the Plan Administrator (who is identified above) know about any changes in the addresses of family members. Covered Persons should also keep a copy, for their records, of any notices sent to the Plan Administrator.

	ARTICLE XII - RESPONSIBILITIES FOR PLAN ADMINISTRATION & PLAN MANAGEMENT
	The Plan is administered by the Plan Administrator in accordance with the provisions of any applicable state laws. An individual or entity may be appointed by the Plan Sponsor to be Plan Administrator and serve at the convenience of the Plan Sponsor. ...
	The Plan Administrator shall establish the policies, practices and procedures of this Plan. The Plan Manager shall administer this Plan in accordance with its terms. It is the express intent of this Plan that the Plan Administrator shall have maximum ...
	  The Plan Manager is Humana Insurance Company.  Humana has contracted with Personify Health to provide certain delegated administrative duties, including the processing of claims.  The Claims Fiduciary is:
	If, due to errors in drafting, any Plan provision does not accurately reflect its intended meaning, as demonstrated by prior interpretations or other evidence of intent, or as determined by the Plan Administrator in its sole and exclusive judgment, sh...
	DUTIES OF THE PLAN ADMINISTRATOR
	The duties of the Plan Administrator include the following:
	1. To determine all questions of eligibility, status and coverage under the Plan;
	2. To make factual findings;
	3. To decide disputes which may arise relative to a Covered Person’s rights;
	4. To keep and maintain the Plan Documents and all other records pertaining to the Plan;
	5. To appoint and supervise a Claims Administrator to pay claims;
	6. To perform all necessary reporting as required by applicable state laws.
	7. To establish and communicate procedures to determine whether a Medical Child Support Order or National Medical Support Notice is a QMCSO;
	8. To delegate to any person or entity such powers, duties and responsibilities as it deems appropriate; and
	9. To perform each and every function necessary for or related to the Plan’s administration.
	DUTIES OF THE PLAN MANAGER
	1. To administer the Plan in accordance with its Terms
	2. To interpret the Plan, including the authority to construe possible ambiguities, inconsistencies, omissions and disputed terms;
	3. To prescribe procedures for filing a claim for benefits, to review claim denials and appeals relating to them and to uphold or reverse such denials;
	4. To approve, in its sole discretion, payment of, or reimbursement for, Covered Expenses rendered by a Provider which has agreed to a charge for its services that are less than, or equal to, the charges that would otherwise be paid by the Plan; provi...
	5. To negotiate or approve contracts with specific Providers as the Plan Manager deems is in the best interest of the Plan; including payment of a different amount payable under the Plan, taking into consideration specific circumstances;
	6. To adjust, settle, contest, compromise and arbitrate any claims debts or damages due and owing to or from the Plan, and to sue, commence or defend any legal proceedings in reference thereto.  If the Plan Manager considers it in the best interest of...
	7. To impose limitations of benefits and/or Providers as the Plan Manager deems necessary or appropriate to ensure the fiscal viability of the Plan; provided, such limitations shall be applied in a uniform and consistent manner to all persons in simil...
	Plan Administrator Compensation. The Plan Administrator serves without compensation; however, all expenses for plan administration, including compensation for hired services, will be paid by the Plan.
	Fiduciary. A fiduciary exercises discretionary authority or control over management of the Plan or the disposition of its assets, renders investment advice to the Plan or has discretionary authority or responsibility in the administration of the Plan.
	Fiduciary Duties. A fiduciary must carry out their duties and responsibilities for the purpose of providing benefits to the Retirees and their Dependent(s) and defraying reasonable expenses of administering the Plan. These are duties which must be car...
	1. With care, skill, prudence and diligence under the given circumstances that a prudent person, acting in a like capacity and familiar with such matters, would use in a similar situation;
	2. By diversifying the investments of the Plan so as to minimize the risk of large losses, unless under the circumstances it is clearly prudent not to do so; and
	3. In accordance with the Plan Documents to the extent that they agree with any applicable state laws.
	The Named Fiduciary. A “named fiduciary” is the one named in the Plan. A named fiduciary can appoint others to carry out fiduciary responsibilities (other than as a trustee) under the Plan. These other persons become fiduciaries themselves and are res...
	1. The named fiduciary has violated its stated duties in appointing the fiduciary, establishing the procedures to appoint the fiduciary or continuing either the appointment or the procedures; or
	2. The named fiduciary breached its fiduciary responsibility.
	Claims Fiduciary.  The Plan Manager has contracted with the Claims Fiduciary to provide certain delegated administrative duties, including the processing of claims.

	ARTICLE XIII - FUNDING THE PLAN AND PAYMENT OF BENEFITS
	The cost of the Plan is funded as follows:
	For Retiree Coverage: Funding is derived from contributions made to the Kentucky Public Pensions Authority Group Health Plan by the covered Retirees and Employer contributions.
	For Dependent Coverage: Funding is derived from contributions made by the covered Retirees.
	The level of any Retiree contributions will be set by the Employer. These Retiree contributions will be used in funding the cost of the Plan as soon as practicable after they have been received from the Retiree.
	Benefits are paid directly from the Plan through the Claims Administrator.
	PLAN IS NOT AN EMPLOYMENT CONTRACT
	The Plan is not to be construed as a contract for or of employment.
	CLERICAL ERROR
	Any clerical error by the Plan Administrator or an agent of the Plan Administrator in keeping pertinent records or a delay in making any changes will not invalidate coverage otherwise validly in force or continue coverage validly terminated. An equita...
	If an overpayment occurs in a Plan reimbursement amount, the Plan retains a contractual right to the overpayment. The person or Institution receiving the overpayment will be required to return the incorrect amount of money. In the case of a Covered Pe...
	AMENDING AND TERMINATING THE PLAN
	If the Plan is terminated, the rights of the Covered Persons are limited to expenses Incurred before termination.
	The Plan Sponsor or Plan Administrator reserves the right, at any time, to amend, suspend or terminate the Plan in whole or in part. This includes amending the benefits under the Plan or the Trust agreement (if any).
	DISTRIBUTION OF ASSETS
	Subject to the requirements of any applicable laws in the event of a termination or partial termination of the Plan or Trust (if applicable), Kentucky Public Pensions Authority shall direct the disposition of Plan assets pursuant to applicable law and...

	ARTICLE XIV - HIPAA PRIVACY AND SECURITY
	STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (THE “PRIVACY STANDARDS”) ISSUED PURSUANT TO THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996, AS AMENDED (HIPAA)
	DISCLOSURE OF SUMMARY HEALTH INFORMATION TO THE PLAN SPONSOR
	In accordance with the Privacy Standards, the Plan may disclose Summary Health Information to the Plan Sponsor, if the Plan Sponsor requests the Summary Health Information for the purpose of (a) obtaining premium bids from health plans for providing h...
	Summary Health Information may be individually identifiable health information, and it summarizes the claims history, claims expenses or the type of claims experienced by individuals in the Plan, but it excludes all identifiers that must be removed fo...
	DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI) TO THE PLAN SPONSOR FOR PLAN ADMINISTRATION PURPOSES
	Protected Health Information (PHI) means individually identifiable health information, created or received by a health care Provider, health plan, Employer, or health care clearinghouse; and relates to the past, present, or future physical or mental h...
	In order that the Plan Sponsor may receive and use PHI for Plan Administration purposes, the Plan Sponsor agrees to:
	1. Not use or further disclose PHI other than as permitted or required by the Plan Documents or as Required by Law (as defined in the Privacy Standards);
	2. Ensure that any agents, including a subcontractor, to whom the Plan Sponsor provides PHI received from the Plan agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to such PHI;
	3. Not use or disclose PHI for employment-related actions and decisions or in connection with any other benefit or Retiree benefit plan of the Plan Sponsor, except pursuant to an authorization which meets the requirements of the Privacy Standards;
	4. Report to the Plan any PHI use or disclosure that is inconsistent with the uses or disclosures provided for of which the Plan Sponsor becomes aware;
	5. Make available PHI in accordance with Section 164.524 of the Privacy Standards (45 CFR 164.524);
	6. Make available PHI for amendment and incorporate any amendments to PHI in accordance with Section 164.526 of the Privacy Standards (45 CFR 164.526);
	7. Make available the information required to provide an accounting of disclosures in accordance with Section 164.528 of the Privacy Standards (45 CFR 164.528);
	8. Make its internal practices, books and records relating to the use and disclosure of PHI received from the Plan available to the Secretary of the U.S. Department of Health and Human Services (“HHS”), or any other officer or Retiree of HHS to whom t...
	9. If feasible, return or destroy all PHI received from the Plan that the Plan Sponsor still maintains in any form and retain no copies of such PHI when no longer needed for the purpose for which disclosure was made, except that, if such return or des...
	10. Ensure that adequate separation between the Plan and the Plan Sponsor, as required in Section 164.504(f)(2)(iii) of the Privacy Standards (45 CFR 164.504(f)(2)(iii)) is established as follows:
	a. The following persons under control of the Plan Sponsor, shall be given access to the PHI to be disclosed:
	 Privacy officer; and
	 Other individuals trained and authorized by the privacy officer to receive PHI.
	b. The access to and use of PHI by the individuals described in subsection (a) above shall be restricted to the Plan Administration functions that the Plan Sponsor performs for the Plan.
	c. In the event any of the individuals described in subsection (a) above do not comply with the provisions of the Plan Documents relating to use and disclosure of PHI, the Plan Administrator shall impose reasonable sanctions as necessary, in its discr...
	“Plan Administration” activities are limited to activities that would meet the definition of payment or health care operations, but do not include functions to modify, amend or terminate the Plan or solicit bids from prospective issuers. “Plan Adminis...
	The Plan shall disclose PHI to the Plan Sponsor only upon receipt of a certification by the Plan Sponsor that (a) the Plan Documents have been amended to incorporate the above provisions and (b) the Plan Sponsor agrees to comply with such provisions.
	DISCLOSURE OF CERTAIN ENROLLMENT INFORMATION TO THE PLAN SPONSOR
	Pursuant to Section 164.504(f)(1)(iii) of the Privacy Standards (45 CFR 164.504(f)(1)(iii)), the Plan may disclose to the Plan Sponsor information on whether an individual is participating in the Plan or is enrolled in or has disenrolled from a health...
	DISCLOSURE OF PHI TO OBTAIN STOP-LOSS OR EXCESS LOSS COVERAGE
	The Plan Sponsor hereby authorizes and directs the Plan, through the Plan Administrator or the Claims Administrator, to disclose PHI to stop-loss carriers, excess loss carriers or managing general underwriters (MGUs) for underwriting and other purpose...
	OTHER DISCLOSURES AND USES OF PHI
	With respect to all other uses and disclosures of PHI, the Plan shall comply with the Privacy Standards.
	CONTACT INFORMATION
	Privacy Officer Contact Information:
	Privacy Officer
	STANDARDS FOR SECURITY OF ELECTRONIC PROTECTED HEALTH INFORMATION (THE “SECURITY STANDARDS”) ISSUED PURSUANT TO THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996, AS AMENDED (HIPAA)
	Disclosure of Electronic Protected Health Information (“Electronic PHI”) to the Plan Sponsor for Plan Administration Functions
	To enable the Plan Sponsor to receive and use Electronic PHI for Plan Administration Functions (as defined in 45 CFR § 164.504(a)), the Plan Sponsor agrees to:
	1. Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the confidentiality, integrity, and availability of the Electronic PHI that it creates, receives, maintains, or transmits on behalf of the Plan;
	2. Ensure that adequate separation between the Plan and the Plan Sponsor, as required in 45 CFR § 164.504(f)(2)(iii), is supported by reasonable and appropriate security measures;
	3. Ensure that any agent, including a subcontractor, to whom the Plan Sponsor provides Electronic PHI created, received, maintained, or transmitted on behalf of the Plan, agrees to implement reasonable and appropriate security measures to protect the ...
	4. Report to the Plan any security incident of which it becomes aware.

	ARTICLE XV - GENERAL PLAN INFORMATION
	TYPE OF ADMINISTRATION
	The Plan is a self-funded group health Plan, and the administration is provided through a Claims Administrator. The funding for the benefits is derived from contributions by Kentucky Public Pensions Authority and contributions made by the covered Reti...
	PLAN NAME: Kentucky Public Pensions Authority Group Health Plan
	PLAN NUMBER: 501
	TAX ID NUMBER: 61-0600439
	PLAN EFFECTIVE DATE: January 1, 2025
	PLAN YEAR: January 1st through December 31st
	GRANDFATHER STATUS: Grandfathered
	APPLICABLE LAW: Applicable state, local or federal laws.
	PLAN SPONSOR
	PLAN ADMINISTRATOR
	PLAN MANAGER
	Humana Insurance Company
	500 West Main Street
	Louisville, KY  40202
	NAMED FIDUCIARY
	AGENT FOR LEGAL PROCESS
	(In addition, service of legal process may be made upon the Plan Administrator.)
	CLAIMS ADMINISTRATOR




