Sample Summary Plan Description

 [image: image1.jpg]




Special Instructions
Sample Summary Plan Description (SPD “Wrap”) Template
Line 1.a.
Plan Name

List the name of the plan, and if different, the name by which the plan is commonly known by its participants and beneficiaries.   

Line 1.c.
Plan Year

List the plan year.  The plan year is the calendar, policy or fiscal year for which a plan’s records are kept.  

Line 1.d.
Plan Number

List the plan number assigned to the plan by the plan sponsor, e.g. 501.  The plan number is a three-digit number assigned by the plan sponsor to differentiate between plans that are maintained by the same plan sponsor.  Numbering for welfare plans starts at "501" and proceeds consecutively.  Once a plan number is assigned to a plan, its sponsor must use the same number consistently to identify that plan.  See IRS Publication 1004 if you need further explanation of plan numbers.    
Line 1.e.
Effective Date

List the effective date of this SPD.  List the original date of this plan, unless this is the initial effective date and also include the sentence regarding amended plans. 
Line 1 f.
Funding Medium

Describe the source or sources of contributions to the plan - for example, employer, employee organization, employees - and the method by which the amount of contribution is calculated.  

· E.g., Insurance Premiums for you and your family are paid in part by the Plan Sponsor out of its general assets, and in part by your <pre-tax><after-tax> payroll deductions.  The Plan Sponsor and employees each pay 50% of the premiums.

· E.g., Insurance Premiums for you and your family are paid in total by the Plan Sponsor from its general assets.

Line 1.g.
Plan Sponsor 

· In the case of a single employer plan - List the employer whose employees are covered by the plan; 

· In the case of a plan maintained by an employee organization for its members - List the employee organization that maintains the plan; or

· In the case of a plan established or maintained by two or more employers - List the association, committee, joint board of trustees, parent, or most significant employer of a group of employers all of which contribute to the same plan, or other similar representative of the parties who established or maintain the plan, as well as: (1) a statement that a complete list of the employers sponsoring the plan may be obtained by participants and beneficiaries upon written request to the plan administrator, and is available for examination by participants and beneficiaries, as required by §§2520.104b-1 and 2520.104b-30, or, (2) a statement that participants and beneficiaries may receive from the plan administrator, upon written request, information as to whether a particular employer is a sponsor of the plan and, if the employer is a plan sponsor, the sponsor's address. 

Line 1.j.  
Plan Administrator
List the corporation, partnership, association, individual etc. that will serve as the Plan Administrator for your group’s health insurance plan.  Section 3(16)(A) of ERISA defines the “administrator,” in pertinent part, as (i) the person specifically so designated by the terms of the instrument under which the plan is operated; (ii) if an administrator is not so designated, the plan sponsor.  

In part, the Plan Administrator is the party responsible for legal compliance, including Form 5500 reporting, plan disclosures, etc.  In most cases the employer/plan sponsor is the Plan Administrator and Named Fiduciary of the plan.  

Priority Health should not be designated the Plan Administrator of the plan.  This does not mean, however, that Priority Health does not have a role in administering the plan.  

Line 1.k.  
Named Fiduciary
A Named Fiduciary is the person or entity that has the authority to control and manage the operation and administration of the plan. In most cases the Plan Administrator is the Named Fiduciary of the plan.  The Named Fiduciary is not liable for acts or omissions properly allocated to other fiduciaries.  

Priority Health should not be designated the Named Fiduciary of the plan.  This does not mean, however, that Priority Health does not act as a fiduciary with respect to certain aspects of the operation and administration of the plan.  

Line 1.l.
Agent for Service of Legal Process 

Name or title of the individual designated by the Company to receive legal documents on behalf of the plan (for example, service of a lawsuit against the plan).

Line 1.m.
Collective Bargaining Agreements 

Include if applicable.

Line 1.n.
Participating Employers
List any related companies in Plan Sponsor's control group whose employees participate in the plan, if applicable. 

Lines 2.a. and  2.b.
Requirements for Employee Eligibility

Include the hours of work requirements, the waiting period and any other conditions required in order to receive benefits.  If there is more than one class of employees/participants (such as hourly, salaried, full-time, part-time, active, retiree), the requirements for each class of participants must be described here.  Also, if part-time employees are not eligible, include provisions for application of the waiting period if they switch from part-time to full-time if applicable.
Line 2.d.
Requirements for Post-Retirement Coverage
Include all eligibility requirements for retiree health coverage, if offered, including age and service requirements, whether surviving spouses continue eligibility after the retiree's death, whether late entry is permitted, etc.
Line 2.e.
Limits on Spousal Eligibility 

Insert any special requirements for spouses who have health insurance available through their own employer.  You should consult your legal advisor for language that would apply to your plan.  

Line 2.i.
Employer-Sponsored Continuation Coverage
Include any employer-specific continuation of benefits provisions (other than COBRA and other continuations required by law) or reference another document distributed to your employees, such as your employee handbook or union contract, in which such provisions are set forth.  Sample language provided.
Line 2.k.
Reinstatement Provisions

Include applicable reinstatement provisions, if they are not established in another document distributed to your employees, such as your employee handbook or union contract.  Sample language provided.
Line 2.l.
Open Enrollment

Include the plan's Open Enrollment period and provisions.
Line 4.

Termination and Amendment
Please note that the benefits contained in the Priority Health Certificate of Coverage can only be amended in limited circumstances and only with the written approval of Priority Health.  We recommend that you consult with your legal counsel for language if any of the terms of your plan’s benefits are controlled by a collective bargaining agreement.
Line 6. 

Statement of ERISA Rights

This section contains mandatory language that is set forth in Department of Labor regulations and must be included for all ERISA plans.
Additional Informational Items

Who must receive an SPD?

SPDs must be provided to the following parties:

· Covered participants - Department of Labor regulations specifically exclude plan beneficiaries (i.e. spouses and dependents) from the distribution requirement;  

· A child added to the plan through a Qualified Medical Child Support Order and his or her parent-guardian

· Spouse and/or dependent(s) of a deceased retiree (if your plan provides retiree coverage)

· COBRA Qualified Beneficiaries (including the guardian of an incapacitated COBRA Qualified Beneficiary)

What methods can you use to distribute SPDs?

SPDs must be furnished in a way “reasonably calculated to ensure actual receipt of the material.” The Department of Labor has issued regulations approving the following methods:

· First-Class Mail - Delivery by first-class mail is specifically approved so long as the mailing list is comprehensive and up to date.  

· Second and Third-Class Mail - Second and third-class mail delivery is specifically approved so long as the mailing list is comprehensive and up to date, and return/forwarding postage is guaranteed and address correction is requested.

· Insert in Company Publication - SPDs can be delivered as a special insert in a union or company publication so long as the mailing list is comprehensive and up to date, there is a notice prominently displayed on the cover stating that an SPD is contained in that issue, and steps are taken to insure delivery to participants who may not be on the mailing list. 

· By Hand - Delivery of SPDs by hand at a worksite has been approved; however, you cannot merely place copies of the SPD in a location frequented by participants.  

· By Electronic Means - Delivery of SPDs by electronic means is acceptable; however a number of Department of Labor requirements must be met.  Please ask your legal counsel if you are able to meet these requirements.  

How often must you distribute SPDs?

When your plan is established, a summary plan description must be provided to plan participants (covered employees) within 120 days of the plan’s effective date.  Thereafter, new participants must receive an SPD within 90 days of joining the plan.  If you make a material change to the employer-specific information contained in the SPD Wrap, you will need to distribute a Summary of Material Modifications describing the change within 210 days after the end of the plan year in which the modification is adopted.  If the modification is a material reduction in services or benefits, covered participants must be notified within 60 days of the date the modification is adopted. 

In general, if there have been any plan amendments, the plan administrator must furnish an updated SPD every five years.  Otherwise, an updated SPD must be furnished every 10 years even if no plan amendments have been made.
If you have non-English language employees

Although there is no legal obligation to provide non-English language SPDs, plans that cover certain minimum numbers of participants who are literate only in the same non-English language must provide some minimal assistance in that non-English language.  Specifically, this applies to (a) large plans, covering 100 or more participants, that have 10% or, if less, 500 or more covered participants literate only in the same non-English language; and (b) small plans, covering fewer than 100 participants, if 25% or more of the participants are literate only in the same non-English language.

The offer of assistance must tell how, when, and where participants can receive an explanation of the plan in the non-English language.  The assistance does not need to involve written materials but must provide participants a reasonable opportunity to become informed of their rights and obligations under the plan, for example a contact with a person fluent in the same non-English language who can explain the plan.  Since the SPD will be in English, in order to be effective, the non-English-language offer of assistance should appear at the beginning of the SPD or on the cover.

Example (to be Written in the Non-English Language):  This Summary Plan Description contains a summary in English of your rights and benefits under your employer’s health plan.  If you have difficulty understanding any part of this document, contact the Plan Administrator at ________________ for assistance.

Legal Disclaimer

The Priority Health COC does not contain employer-specific information, e.g., group health plan name, plan number, plan sponsor EIN, employer contact information, eligibility and contribution requirements, etc.  Federal law requires that an SPD contain this employer-specific information. This means that without employer-specific information, Priority Health’s COC may not qualify as an SPD in the view of the Department of Labor.  

Because neither insurers nor TPAs are legally responsible for furnishing SPDs to plan participants, the industry standard is for insurers to issue COCs or other benefit certificates without employer-specific information. However, at Priority Health, we are always looking to raise the industry standard and to meet our employer groups’ needs.  That is why we have created the “SPD Wrap.” In our estimation, the SPD Wrap contains the employer-specific information that the Department of Labor requires.  

Your SPD is a legal document.  Please note that Priority Health does not guarantee that this SPD Wrap, when read in conjunction with the COC, will meet all Department of Labor criteria for SPDs. Priority Health is not issuing you legal advice by providing you with the SPD Wrap, nor will Priority Health be liable to you for any penalties, taxes, etc. related to use of the SPD Wrap.  The SPD Wrap and the Special Instructions are not intended to replace your own legal counsel.   
<GROUP NAME>

<HEALTH INSURANCE PLAN NAME>
< EFFECTIVE DATE> 
This document, together with the most recent Certificate of Coverage, Schedule of Copayments, and Benefit Riders issued to you by Priority Health (collectively referred to in this document as the "Certificate of Coverage"), will constitute your ERISA Summary Plan Description.  
** Indicates that the item is described in more detail in the Special Instructions.

1. General Plan Information:  

a. Plan Name:  <<Health Insurance Plan Name… e.g., ABC Company Health Plan** >  

b. Type of Plan:  Group Health Plan (Welfare Benefit Plan)

c. Plan Year:  <Plan Year … e.g., The 12 month period beginning each January 1 and ending each December 31**>
d. Plan Number:
<Plan Number … e.g., 501**>
e. Effective Date:  The effective date of this document is <date>.  The plan was originally effective on <date>.  The plan has been amended several times since then.

f. Funding Medium and Type of Plan Administration:  This plan is fully insured.  Benefits are provided under a group insurance contract entered into by <Group Name> and Priority Health. While Priority Health and the <Group Name> share responsibility for administering the terms of the plan, Priority Health is responsible for processing and paying benefit claims and for handling appeals of denied claims. The plan is funded through insurance premiums received by Priority Health.  <Describe the source or sources of contributions to the plan—for example, employer general assets, employee contributions, union or other employee organization, trust—and the method by which the amount of contribution is calculated.**>
g. Plan Sponsor:
<Plan Sponsor Name, Business Address, and Business Telephone Number****> 
h. Plan Sponsor’s EIN:
<e.g., 99-9999999>
i. Insurance Company:
 Priority Health, 1231 E. Beltline, NE, Grand Rapids, Michigan 49525.   

j. Plan Administrator:
<Plan Administrator, Business Address and Business Telephone Number**>
k. Named Fiduciary:
<Named Fiduciary, Business Address and Business Telephone Number****>
l. Agent for Service of Legal Process:
<Name of person or title of person at Plan Sponsor (e.g., Mr. John Smith, or VP of Human Resources, or General Counsel, etc.), Business Address and Business Telephone Number. > Service of legal process may also be made upon the plan administrator.   

m. Collective Bargaining Agreements:**  <If your plan is maintained pursuant to one or more collective bargaining agreements, you must include a statement that the plan is so maintained, and that a copy of any such agreement may be obtained by participants and beneficiaries upon written request to the plan administrator, and is available for examination by participants and beneficiaries, as required by Labor regulation 2520.104(b)-1 and 2520.104b-30.> 
n. Participating Employers:**  <List any other related employers (in the same controlled group as the Plan Sponsor) whose employees also participate in the plan.>
2. Eligibility and Participation Requirements and Provisions:
a. Employee Eligibility:**  <Example:  To be eligible for coverage under this plan, you must be classified by the Company as a full-time employee  regularly scheduled to work at least <40> hours per week or as a part-time employee regularly scheduled to work at least <20> hours per week.>

b. Waiting Period:  Your coverage will begin on <Example:  the first day of the first month following 30 days of employment>. 
c. Spouse and Dependent Eligibility:  To determine whether your spouse and/or dependents are eligible to participate in the plan and for enrollment requirements, read the Eligibility and Enrollment sections contained in the Certificate of Coverage.
d. Requirements for Post-Retirement Coverage, if applicable:  <Example:  To be eligible for retiree medical coverage you must retire from the Company on or after attaining age ____ with at least ____ years of service.  [Need to describe how years of service are measured and other specific requirements for coverage, e.g. may only elect at retirement; no late entry, whether surviving spouses remain covered, etc.].>
e. Limits on Spousal Eligibility:**  <Insert applicable rules, if any, when a spouse is eligible for other insurance.>

f. Special Enrollment Rights:  In certain circumstances, enrollment may occur outside the open enrollment period.  See the Special Enrollment in section 4 of the Certificate of Coverage.  The plan’s special enrollment rights notice also contains important information about the special enrollment rights that you may have, a copy of which was previously furnished to you.  Contact the Human Resources Department of <Group Name> if you need another copy.

g. Termination of Coverage:  Coverage shall terminate as described in the Termination of Coverage section in the attached Certificate of Coverage.
h. Continuation of Coverage:  An explanation of COBRA continuation coverage, including information concerning qualifying events and qualified beneficiaries, premiums, notice and election requirements and procedures, and duration of coverage is contained in the Certificate of Coverage.  Information on continuation of coverage under Michelle's Law, the Family and Medical Leave Act (if applicable) and during an absence from work due to military service covered by USERRA is also contained in the Certificate of Coverage.
i. Employer Sponsored Continuation Coverage:**  
Sample language
A period of extension of coverage under employer sponsored continuation <shall> <shall not> be counted toward any COBRA continuation coverage period under this plan.

Medical Leave of Absence.

An employee on a medical leave of absence may continue coverage (and coverage for eligible dependents) during the leave through the end of the day following < # months, days, weeks> after the medical leave began.  This leave <will> <will not> run concurrently with any available FMLA coverage.  The participant contribution shall be at the same rate as for an active employee.
Approved Leave of Absence.

An employee on an approved leave of absence may continue coverage (and coverage for eligible dependents) during the leave through the last day of the month following < # months, days, weeks> after the leave of absence began.  This leave <will> <will not> run concurrently with any available FMLA coverage.  The participant contribution shall be at the same rate as for an active employee.

Layoff.

An employee who is laid off may continue coverage (and coverage for eligible dependents) during the layoff for <# months, days, weeks> following the day the layoff began.  The participant contribution shall be at the same rate as for an active employee.
Employees Death – Extension of Covered Dependent Participation.

Participation for an employee’s covered dependents continues if the employee dies.  This extension of participation begins on the date of the employee’s death.  The extension terminates at the end of <# months, days, weeks> following the employee’s death.  The participant contribution shall be at the same rate as for an active employee.
j. 
Trade Act Provisions/Health Care Tax Credit
The Trade Act of 2002 created a health coverage tax credit (HCTC) for certain individuals who become eligible for trade adjustment assistance on account of job loss resulting from increased imports or shifts in production outside the U.S. and for certain retired employees who are receiving pension payments from the Pension Benefit Guaranty Corporation (PBGC).

Eligible individuals can either claim a tax credit on their federal tax return or receive advance payment of 65% (80% in the case of coverage months beginning on or after May 1, 2009 and before January 1, 2011) of premiums paid for qualified health coverage, including COBRA continuation coverage.  However, the tax credit or advance payment is not available if the eligible individual receives the COBRA subsidy provided for under the American Recovery and Reinvestment Act of 2009 (see the ARRA Premium Reduction section above).

Eligible individuals may also qualify for a second opportunity to elect COBRA coverage for themselves and certain family members (if they did not elect COBRA coverage during the regular COBRA election period following termination of employment).  This special second election period lasts for 60 days but may be shorter.  It begins on the first day of the month in which an individual becomes eligible for the health coverage tax credit, but the election must in any case be made within six months after group health plan coverage ended.

Under the American Recovery and Reinvestment Act of 2009, eligible individuals who are receiving COBRA coverage may also qualify for an extended COBRA coverage period that can last up to December 31, 2010.
These rights may be extended or modified by Congress.

If you qualify or think you may qualify for these benefits, contact your employer for additional information promptly in order not to lose your special COBRA rights.  If you have questions about the Trade Act, you may call the Health Care Tax Credit Customer Contact Center toll-free at 866 628-4282.  More information about the Trade Act is also available at doleta.gov/tradeact/2002act_index.cfm.  For additional information on the Health Coverage Tax Credit, go to IRS.gov and enter keyword "HCTC".
k. Reinstatement in plan:**  
SAMPLE LANGUAGE

If you re-enroll in the plan within < # months, days, weeks> after termination of your prior coverage under the plan due to termination of employment, reduction in hours, layoff, leave of absence or other similar reason, you will be eligible for reinstatement in the plan without a waiting period or pre-existing condition limitation (except to the extent a pre-existing condition limitation applied at the time your prior coverage terminated).
l.
Open Enrollment Period:
An “open enrollment period” is a time established by the Company when eligible employees and their eligible dependents have the option to enroll in the plan or make changes to current plan coverage.

Each eligible employee may enroll for coverage (or enroll any eligible dependents) or may change the level of coverage during the annual open enrollment period.  The annual open enrollment period will be the month of <insert month> each <benefit/plan> year for a <insert effective date>. 

3. Plan Benefits:
<Group Name> has contracted with Priority Health to provide you and your dependents with certain health insurance benefits.  These benefits are outlined in the Certificate of Coverage issued to you by Priority Health and include the following information, if applicable:  
· A detailed schedule of benefits and cost-sharing provisions

· Any annual or lifetime caps or other limits on benefits

· The extent to which preventive services are covered

· Whether (and under what circumstances) existing and new drugs are covered

· Details of coverage for medical tests, devices and procedures

· Provisions regarding the use of network and out-of-network providers and services
· Circumstances under which coverage is provided for out of network services

· Conditions or limits on the selection of primary care providers (PCPs)

· Conditions or limits on the selection of providers of specialty medical care

· Conditions or limits applicable to obtaining emergency care

· Requirements for pre-authorization and utilization review

· Circumstances that may result in disqualification or ineligibility under the plan, or in the denial, loss, forfeiture, suspension, offset, reduction, or recovery (e.g., by subrogation or reimbursement rights) of any benefits under the plan.
4. Claims Procedures:
Claims procedures are fully described in the Certificate of Coverage.  These include procedures for obtaining pre-authorizations, approvals, utilization review decisions, procedures for filing claims, notification of benefit determinations, grievance procedures for the review and appeal of denied claims. 

5. Termination and Amendment:
<Include a reservation of the Plan Sponsor’s rights to terminate and/or amend the plan.**>

<For example: Benefits under this plan are not vested.  <Group Name> reserves the right to terminate the plan or amend or eliminate benefits under the <Health Insurance Plan Name> at any time in its discretion.>  The plan may be amended or terminated by a written instrument duly adopted by the <Group Name> or any of its delegates.
6. Plan Administration:  The Plan Administrator has delegated responsibility for determinations regarding covered benefits and the amount and manner of the payment of benefits, including the appeal of denied claims, to Priority Health, the insurer of the plan.
7. No Contract of Employment:
The plan is not intended to be, and may not be construed as constituting, a contract or other arrangement between you and your employer to the effect that you will be employed for any specific period of time.

6.
Statement of ERISA Rights:**
As a participant in the <Health Insurance Plan Name> you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

· Examine, without charge, at the Plan Administrator's office and at other specified locations, such as at a worksite <or union hall>, all documents governing the plan, including insurance contracts <and collective bargaining agreements> and, if the plan covers more than 100 participants at the beginning of the plan year, a copy of the latest annual report (Form 5500 Series) filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.
· Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the plan, including insurance contracts <and collective bargaining agreements> and copies of the latest annual report (Form 5500 Series), if any, and updated summary plan description. The administrator may make a reasonable charge for the copies.
· Receive a summary of the plan's annual financial report, if one is required. The Plan Administrator is required by law to furnish each participant with a copy of this summary annual report.

HIPAA Rights

Reduction or elimination of exclusionary periods of coverage for pre-existing conditions under another group health plan, if you have creditable coverage from this plan.  You should be provided a certificate of creditable coverage, free of charge, when you lose coverage under this plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage.  This may reduce or eliminate exclusionary periods of coverage for pre-existing conditions if you join a plan that excludes or limits pre-existing conditions.  Without evidence of creditable coverage, you may be subject to a pre-existing condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.
Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants ERISA imposes duties upon the people who are responsible for the operation of the plan. The people who operate your plan, called "fiduciaries" of the plan, have a duty to do so prudently and in the interest of you and other plan participants and beneficiaries. No one, including your employer or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of plan documents or the latest annual report from the plan and do not receive them within 30 days, you may file suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the administrator. If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or Federal court. In addition, if you disagree with the plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child support order, you may file suit in Federal court. If it should happen that plan fiduciaries misuse the plan's money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court will decide who should pay court costs and legal fees. If you are successful the court may order the person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your plan, you should contact the Plan Administrator. If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

This is a sample summary plan description.  It is not intended to replace legal advice.  You may need to consult legal counsel in order to complete this form.
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