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FELRA & UFCW Health and Welfare Fund 
PLAN I Retiree 

 

Summary of Material Modifications 
 

(October 2012) 
 
This Insert is a Summary of Material Modifications (changes) to your Summary Plan Description (SPD) booklet.  Please 
keep this Insert with your booklet so you will have it when you need to refer to it.  If there is any discrepancy between 
the terms of the Plan and its amendments, and this document, the provisions of the Plan, as amended, will control. 
 
 Effective October 15, 2012, the Board of Trustees announced an enhanced delivery of the flu shot benefit for 

Fund participants.  Effective for flu shots given October 15, 2012 and after, you may get your flu shot at any Giant 
or Safeway pharmacy at no cost to you using your Medco Prescription Drug ID card!  Simply go to your Giant or 
Safeway pharmacy, show your Medco ID card, and receive your flu shot. 

Flu shots will also continue to be covered under your medical benefits as they have been, if you prefer to get 
your shot from your doctor or don’t live near a Giant or Safeway pharmacy.  For those with Fund medical, the 
injection itself is covered at 100% up to the Usual, Reasonable, and Customary fee, and the office visit charge (if 
there is one) is covered under your Major Medical or Comprehensive benefit (80% for Plans I and X, or 75% for 
Plan XX), after satisfying the annual deductible.  Submit your paid receipt to the Fund office and you will be 
reimbursed.  Charges for an office visit should be filed with the Fund office just as any other medical claim. 

For participants in Kaiser Permanent HMO (actives and retirees), the flu shot is covered in full, with no co-pay if 
you use a Kaiser physician.  However, actively working participants in Kaiser who use Medco for their prescription 
benefit have the choice to have their shots administered at a Giant or Safeway pharmacy using the Medco ID 
card.  

 Effective June 1, 2012, as a result of collective bargaining, the following change has been made to the Kaiser 
Medicare HMO retiree program: 
 The office visit copayment will change from $10 to $15 per visit. 
 There will be a $100 inpatient deductible which will apply to the first inpatient admission during each benefit 

period (calendar year).   
 The prescription drug co-payments will  change from:  

 $5 to $10 for mail order scripts (90 day supply), 

 $10 to $15 for scripts obtained at a Kaiser center, and 

 $15 to $25 for scripts obtained at another retail outlet. 
 

 Effective January 1, 2011.  Below is a Notice that we are required by federal law to send to you.  This notice 
applies to participants with traditional Fund coverage, not HMO coverage.  Under the Patient Protection and 
Affordable Care Act (“PPACA”), group health plans generally cannot have annual limits of less than $1.25 million 
for the Plan Year beginning in 2012.  Plans can seek a waiver of that annual limit from the Department of Health 
and Human Services (“HHS”) if complying with the new annual limit would result in a significant decrease in 
employee access to benefits or a significant increase in employee payments.   

 
Because your plan currently has annual limits on comprehensive medical, rehabilitation, substance abuse and 
physical exam benefits that are below $1.25 million and the Fund's benefit consultant projected that the Fund's 
cost of benefits would increase if it were required to increase these annual limits to $1.25 million, the Board of 
Trustees obtained a waiver of the annual limits until January 1, 2014.  If the Fund did not obtain the waiver, the 
Trustees would have been required to consider decreasing benefits or increasing participant cost sharing, such as 
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increases in deductibles, co-payments and co-insurance.  To avoid having to consider decreasing benefits or 
increasing the out of pocket costs you pay for your health coverage, the Trustees decided that the best approach 
was to apply to HHS for the waiver.   
 
You should be aware that as a result of obtaining the waiver, there will be no reductions in the current package 
of health benefits you are receiving. The Board of Trustees is proud of the affordable health benefits that they 
have been able to provide over many years.   
 
The Affordable Care Act prohibits health plans from applying dollar limits below a specific amount on coverage 
for certain benefits. This year, if a plan applies a dollar limit on the coverage it provides for certain benefits in a 
year, that limit must be at least $1.25 million.  

Your health coverage, offered by the Food Employers Labor Relations Association& United Food and 
Commercial Workers Health and Welfare Fund, does not meet the minimum standards required by the 
Affordable Care Act described above.  Your coverage has an annual limit of:  

 ANNUAL MAXIMUM (PER INDIVIDUAL) 

BENEFIT CLASS PLAN I PLAN I RETIREE PLAN X PLAN XX 

Comprehensive 
Medical1 

$400,000 $400,000 $400,000 $100,000 

Rehabilitation1 $25,000 $25,000 $25,000 $25,000 

Substance 
Abuse 

$1,000 $1,000 $1,000 $1,000 

Physical Exam 
$200 

(once every two years) 
$200 

(once every two years) 
N/A N/A 

 

1Effective January 1, 2011, these limitations were converted from a lifetime limit to an annual benefit limitation.  
Please refer to your Summary of Material Modifications for more detail on this benefit change. 

This means that your health coverage might not pay for all of the health care expenses you incur. 

Your health plan has requested that the U.S. Department of Health and Human Services waive the requirement 
to provide coverage for certain key benefits of at least $1.25 million this year. Your health plan has stated that 
meeting this minimum dollar limit this year would result in a significant increase in your premiums or a significant 
decrease in your access to benefits. Based on this representation, the U.S. Department of Health and Human 
Services has waived the requirement for your plan until January 1, 2014. 

If you are concerned about your plan’s lower dollar limits on key benefits, you and your family may have other 
options for health care coverage. For more information, go to: www.HealthCare.gov. 

If you have any questions or concerns about this notice, please contact the Fund Office toll-free at 800-638-2972. 
In addition, if you live in Maryland, you can contact the Maryland Office of the Attorney General, Health 
Education and Advocacy Unit, at (877) 261-8807.  If you live in Virginia, you can contact the Virginia Consumer 
Assistance Program, at (877) 310-6560. 

 
Notice of Grandfathered Health Plan 

 
This is to notify you that the Food Employers Labor Relations Association and United Food and Commercial Workers 
Health and Welfare Fund (“Fund”) qualifies as a “grandfathered health plan” under the Patient Protection and 
Affordable Care Act of 2010 (the Affordable Care Act).   
 

http://www.healthcare.gov/
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As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that 
was already in effect when that law was enacted.  Because the Fund qualifies as a grandfathered health plan, certain 
provisions of the Affordable Care Act that apply to other plans—for example, the requirement for the provision of 
preventive health services without any cost sharing—do not currently apply to the Fund.  However, the Fund offers 
other consumer protections under the Affordable Care Act, including the elimination of all lifetime limits on essential 
benefits.   
 
If you have questions about which protections apply and which protections do not apply to a grandfathered health 
plan, or about what might cause the Fund to stop being treated as a grandfathered health plan, please contact the 
Participant Services at 1-800-638-2972.  You may also contact the Employee Benefits Security Administration, U.S. 
Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a table summarizing 
which protections do and do not apply to grandfathered health plans. 
 
 Effective January 1, 2011. Pursuant to the Patient Protection and Affordable Health Care Act (PPACA), effective 

January 1, 2011, the Board of Trustees of the FELRA & UFCW Health and Welfare Fund (“Fund”) has made several 
changes to the Fund’s Plan of benefits. 

 
1. Dependent Child Eligibility. 

The first Section under the Heading “Dependent Eligibility” on pg. 26 the Plan I Retiree SPD is deleted and 
replaced with the following: 

 
Eligible dependents include your spouse and children, as defined in this Section.   
 
Medical Benefit Eligibility  
 
Generally, your biological children, adopted children and children placed with you for adoption are eligible for 
medical benefit coverage as your dependents if they are: 
 Under age 26  
 Not eligible for coverage under another employer-provided group health plan (other than this Plan or a plan 

covering their parent(s)). 
 
Stepchildren* and children over whom you have legal custody,** as well as biological children, adopted children, 
and children placed for adoption, who do not meet the above criteria, are eligible for medical coverage as your 
dependents if they are: 
 Under age 19 (unless eligible for student coverage), 
 Not married, 
 Not employed on a regular full time basis, and 
 Dependent on you for financial support. 
 
*To be eligible for coverage, stepchildren must reside with you.   
 
**You must submit a notarized letter to the Fund office every six months, confirming the continuation of 
custody. 
 
In order to ensure continued coverage under the Plan, dependents and/or retirees (as applicable) must complete 
any request for information issued by the Fund for the purpose of confirming continued eligibility for benefits.  
Failure to respond to any such requests may result in the suspension or termination of coverage.  
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Costs of Dependent Coverage 
If you are a retiree and you enrolled new dependents during the special enrollment period, your retiree co-
payment may have changed.  Please refer to the “family” rates on the FELRA & UFCW Health and Welfare Fund 
Retiree Co-Pay Rate Chart, dated July 1, 2010 to see your new co-payment. 

 
If you were eligible for, but not enrolled in Fund retiree coverage, you were given the opportunity to enroll your 
dependents during the special enrollment period, under the new rules stated above, provided you met the 
following conditions: (a) you enrolled yourself as well as your dependent for coverage; (b) you waited at least 12 
months since the time you dis-enrolled (or chose not to enroll); and (c) the dependent you enrolled was covered 
under the Plan as your dependent at the time you retired from active work.   

 
2. Elimination of Pre-existing Condition Exclusions Applicable to Children. 

 
Effective January 1, 2011, the pre-existing condition exclusions under the Plan no longer apply to participants and 
dependents under the age of 19.  Specifically, this means that the general pre-existing condition exclusion applicable 
to dependent children over whom a participant has legal custody is eliminated.  Further, the following specific pre-
existing condition exclusions under the Plan do not apply to participants and dependents under age 19: (a) the 
exclusion on dental work required as the result of an injury occurring before the patient was covered under the Fund (if 
diagnosis of injury was medical in nature); (b) the exclusion on prosthetics appliances for conditions that arose before 
coverage began under the Fund; (c) the exclusion for cosmetic services arising from the correction of congenital 
defects or conditions from traumatic injures occurring before coverage began under the Fund.   
 

Notice of Early Retiree Reinsurance Program Participation 
 
You are a plan participant, or are being offered the opportunity to enroll as a plan participant, in an employment-
based health plan that is certified for participation in the Early Retiree Reinsurance Program. The Early Retiree 
Reinsurance Program is a Federal program that was established under the Affordable Care Act. Under the Early 
Retiree Reinsurance Program, the Federal government reimburses the Fund for some of the costs of health care 
benefits paid on behalf of, or by, early retirees and certain family members of early retirees participating in the 
employment-based plan. By law, the program expires on January 1, 2014.  
 
Under the Early Retiree Reinsurance Program, the Fund may choose to use any reimbursements it receives from this 
program to reduce or offset increases in plan participants’ premium contributions, co-payments, deductibles, co-
insurance, or other out-of-pocket costs. If the Fund chooses to use the Early Retiree Reinsurance Program 
reimbursements in this way, you, as a plan participant, may experience changes that may be advantageous to you, in 
your health plan coverage terms and conditions, for so long as the reimbursements under this program are available 
and this Fund chooses to use the reimbursements for this purpose. The Fund may also use the Early Retiree 
Reinsurance Program reimbursements to reduce or offset increases in the Fund’s costs for maintaining your health 
benefits coverage, which may increase the likelihood that it will continue to offer health benefits coverage to its 
retirees and employees and their families. 
 

Retroactive Termination of Coverage 

The Fund reserves the right to retroactively terminate your and your dependents’ coverage under the Plan if you or 
any of your dependents engage in fraud and/or intentionally misrepresent or omit a material fact relevant to your 
Plan coverage, or if you or your participating employer fail to timely pay any applicable premium or contribution to 
the Fund relating to your benefits.  Failure to follow the terms of the Plan, including but not limited to failing to 
notify the Fund of a change in dependent status, accepting benefits in excess of what is covered under the Plan, and 
accepting benefits after you or your dependent are no longer eligible for coverage, will be considered fraud and/or 
intentional misrepresentation.  You are treated as having full knowledge of all the eligibility terms of this Plan.   
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 Effective February 1, 2010, CIGNA began using CareCentrix to provide the following services:  

o Durable medical equipment (e.g., beds, wheelchairs, walkers) 
o Respiratory equipment (e.g., oxygen, CPAP, ventilators) 
o Enteral nutrition (e.g., pumps and nutritional support) 
o Home health care (e.g., nursing, therapies, social work and home health aides) 
o Home infusion products 
o Other specialty services (e.g., insulin pumps and supplies, CPM machines and supplies, wound vacuums and 

supplies) 
 

A single call coordinates complete care and services and is available 24/7.  Call the Member Services number on 
your CIGNA ID card if you have questions. 
 

 Michelle’s Law - Effective January 1, 2010, the following language is added at the end of the subsection entitled 

“Student Coverage” in your SPD: 

If a dependent child enrolled in Student Coverage ceases to be a full-time student at an accredited school 
because of a medically necessary leave of absence resulting from a serious injury or illness, coverage under this 
Plan will be extended to the dependent during his or her leave of absence until the earlier of  
1. the one-year anniversary of the date on which the dependent child’s leave of absence began, or  
2. the date on which the dependent child’s coverage under the Plan would otherwise terminate in accordance 

with this subsection.  
 
To be eligible for this extended coverage, you must provide the Plan with written certification from the 
dependent child’s treating physician that his or her leave of absence from school is medically necessary and is as 
a result of a serious illness or injury. The extended coverage will not be provided until the date such certification 
is received by the Fund, but will be retroactive to the date on which his/her leave of absence began. 

 
 Effective August 1, 2009, Advantica EyeCare® became your new optical provider, replacing UnitedHealthCare 

Vision/Spectera, previously known as United Optical.   
 

The change from UnitedHealthCare Vision/United Optical to Advantica did not affect your optical coverage.  Your 
covered benefits are the same.  However, non covered items have different discounts than those that were 
available through United Optical. 
 
New ID Card  
An ID card from Advantica was sent to you for your optical benefits. Before you schedule a vision appointment, 
contact Advantica at (866) 425-2323 to confirm that the provider participates with them.  If the provider does 
not participate with Advantica, any services you receive from that provider on and after August 1, 2009 will not 
be covered under the Plan.  
 
Wider Network 
Advantica has an expanded network with providers located in major malls and other convenient locations 
including Pearl Vision, Sears, and JC Penney, as well as many individual providers.  It will be easy for you to locate 
a vision provider closer to home or work.   
 
Locating A Provider 
To locate the most current providers in the Advantica network, log on to the website at 
http://www.advanticaeyecare.com/locate-an-eye-care-provider.aspx. Click on “Locate a Provider” and select 
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“FELRA & UFCW Health and Welfare Fund.”  The names of providers are updated regularly. You can also call 
Advantica’s Customer Service at (866) 425-2323. 

 
 Effective November 1, 2008, for participants who have Fund coverage (not HMO or Medicare Supplemental 

Retiree coverage), CareFirst PPO replaced OneNet PPO as the new Preferred Provider Organization (“PPO”).  
Starting November 1, 2008, when you use a provider (whether a hospital, physician, or other health care 
provider) who is in the CareFirst network, you will receive discounted rates that are generally lower than usual 
provider fees.  In late October, you received a new Fund ID card showing CareFirst as your new PPO provider and 
SHPS as your utilization management provider.  It is very important that you show this new ID card to all 
providers of care and tell them your coverage has changed.  This will ensure your claim is filed on time, and sent 
to the right place.  

 

Locating a CareFirst Provider 

 Go online to the CareFirst website, www.CareFirst.com.  Click on “Members and Visitors,” then click on “Find 
a Doctor.”  Under “Search the Provider Type,” click on either medical or facilities, depending upon your 
needs.  If you are looking for a medical plan, white ID card holders should search under the heading at the 
bottom of the page which says, “Other Networks,” then choose the “PPO-National/International Blue Cross 
Blue Shield Directory” link.  Green ID card holders should look under the header “Select Your Medical Plan” 
and choose “BluePreferred (PPO).”   

 To locate a provider by telephone, green ID card holders should call (800) 235-5160 and white ID card 
holders should call (800) 810-2583.  These numbers are on your ID card. 

 
 Effective November 1, 2008, for participants who have Fund coverage, not HMO or Medicare Supplemental 

Retiree coverage, Carewise Health, a SHPS Company, replaced Optum/CARE Programs as your new Utilization 
Management (“UM”) and Case Management provider.  Value Options still handles your mental health benefits. 

Starting November 1, 2008, you must contact SHPS to pre-certify ALL non-emergency or elective hospital stays 
and within 24 hours after an emergency admission. To pre-certify, call SHPS toll free at 866-511-1462.  
Remember, you must certify all hospital stays in order for the Fund to pay any benefits related to the hospital 
stay.  This is very important!   

A new Fund medical ID card showing SHPS as your new UM provider was sent to all participants who have Fund, 
not HMO, coverage. It is very important that you show your new ID card to all providers of care!  

SHPS Case Management 

If you have a sudden illness or injury or a chronic, ongoing health condition, SHPS (also called Carewise Case 
Management) will provide a specially trained registered Nurse (backed by a team of board-certified specialists) to 
assist you in managing your condition.   

Your Case Manager will establish a personal relationship with you and your family, answer questions about your 
diagnosis and treatment options, help you navigate the healthcare system and make sure that all your care 
providers are working together on a clear and focused treatment plan that will ensure you the best possible 
outcome. 

Your Case Manager will also help you maintain continuity of care as you work with various doctors, specialists 
and other providers.  This includes reviewing your treatments and procedures at every step of the way, to make 
sure that each meets nationally recognized standards of evidence-based medicine.  

 Effective October 1, 2008, Medco Health Solutions, Inc. (“Medco”) became your new prescription drug provider.  
Also, Accredo has replaced Ascend as your specialty pharmacy provider.  A new prescription drug ID card and a 
Welcome Packet from Medco were sent to participants.  The Medco prescription card replaced the white NMHC 
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prescription card.  However, your prescription drug coverage (such as your co-pay or rules of the Plan) did not 
change. 

Pharmacy Network Change 

You will receive the best discounts if you use a Giant, Safeway, or SuperFresh pharmacy.  Effective September 30, 

2008, CVS, Wal-Mart and Rite Aid pharmacies are no longer part of the Fund’s pharmacy network.  Prescriptions 

filled at these pharmacies will not be covered under the Plan. 

For additional information about participating pharmacies, call Medco Member Services at 1-800-903-8325.  You 
can also log on to Medco’s website at www.medco.com and click “Locate a pharmacy.” 

 Effective August 1, 2008,  as a result of Collective Bargaining with both Giant Food and Safeway, the following 
benefits changed for  retirees and eligible dependents: 

 Routine PSA tests (prostate specific antigen tests) for male participants and dependents age 50 and over are 
covered at 100%, up to the usual, customary, and reasonable (“UCR”) amount, with no deductible, once 
every 12 months.  

 Routine colonoscopies for participants and dependents age 50 and over are covered at 100%, up to the 
usual, customary, and reasonable (“UCR”) amount, with no deductible, once every five years.  

 
Non-Medicare CIGNA Retirees 
 Co-Pay Changes: $10 co-pay for Primary Care Physicians; $20 co-pay for a Specialist; $50 co-payment for 

urgent care centers; $100 co-payment for an emergency room visit (the co-payment is waived if you are 
admitted).   

 There will be a $100 co-payment for MRI/PET scans, plus 10% of charges.  There is a $200 co-payment per 
admission to the hospital with a $100 outpatient visit co-payment also applying if applicable.   

 There will be a $250 deductible per contract year, with a maximum family deductible of $450 per contract 
year.  CIGNA’s contract year is June 1 – May 31 each year. Your co-insurance amount will be 90% paid by 
CIGNA, and 10% by you, the participant. This will be subject to a $1,500 out-of-pocket maximum, excluding 
the deductible, or a $3,000 family out-of-pocket maximum, again, excluding the deductible.  

 Your prescription drug benefits will change to an 11% co-payment for drugs purchased at a participating 
employer pharmacy, 18% for prescriptions filled at a non-participating employer pharmacy, and 11% if those 
drugs are purchased at a pharmacy outside the service area of the Fund's participating employers.  

 The prescription co-payment for eligible dependents will change.  Dependents must satisfy a $200 annual 
deductible.  After satisfying the $200 deductible each year, prescription benefits will begin, and will be 
covered with a 25% co-payment, just as they have been.  This annual deductible will be charged for 
prescriptions filled on or after 8/1/08, and will be charged beginning each January thereafter.  Dependents of 
retirees whose Majority of Service is Part Time do not have prescription coverage. 

 
Non-Medicare Retiree Who Are NOT in CIGNA (Out of CIGNA’s Area) 

 You will have a $300 annual deductible with an 80% coinsurance for your medical benefits. 
 Your prescription drug benefits will change to an 11% co-payment for drugs purchased at a participating 

employer pharmacy, 18% for those drugs purchased at a non-participating employer pharmacy, and 11% if 
those drugs are purchased at a pharmacy outside the service area of the Fund's participating employers.  

 Prescription co-payments for eligible dependents in this category will change.  Dependents will have a 25% 
co-payment after meeting a $200 deductible (the deductible did not change).   

 
Medicare-Eligible Retirees In Kaiser Permanente HMO 
 For retirees and eligible dependents enrolled in Kaiser, the co-payment for office visits will change to $10 per 

visit.   
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 Prescription benefits will have new co-payments as well.  Co-payments will increase to $5 for Kaiser 
Permanente mail order prescriptions, $10 for prescriptions filled at the medical center, and $15 for 
prescriptions filled at any other retail pharmacy.  Different co-payments in place for drugs in specific 
categories will not change. 

 
Important: Effective August 1, 2008, the Fund will no longer reimburse you for the difference between what you 
paid for your prescription through Kaiser and what you would have paid under the Fund.    
 
Medicare-Eligible Retirees Not In Kaiser Permanente (Out of Kaiser’s Area) 
 Medicare-eligible retirees outside the service area of Kaiser whose medical benefits through the Fund are 

secondary to Medicare will have claims processed with a $15 co-payment per office and/or urgent care 
center visit.  This $15 co-payment will be deducted from whatever the Fund’s payment amount would have 
been.  There will be a $50 emergency room co-payment, handled the same way.  In other words, for any 
visits on or after August 1, 2008, for balances remaining after Medicare has paid its portion of the bill, the 
Fund will deduct the co-payments shown above before processing the balance for secondary payment.  This 
does not change Medicare's primary payment of your claims.  

 Your prescription drug benefits will change to 11% co-payment for drugs purchased at a participating 
employer pharmacy, 18% for those drugs purchased at a non participating employer pharmacy, and 11% if 
those drugs are purchased at a pharmacy outside the service area of the Fund's participating employers.  Co-
payments for eligible dependents in this category will be 25% after meeting the annual deductible, which is 
$200.      

 
Please make the following corrections to your SPD: 
 In the Exclusions and Limitations section, page 85, add the following exclusion:  “Services of a Physician’s Assistant 

(“PA”) are not covered.” 
 
 The following is a clarification to the section “Anesthesia Services,” located on page 78 of your SPD.  Please add the 

following to that section:  The Fund covers the services of a Certified Registered Nurse Anesthetist (“CRNA”) when 
administering anesthesia, but only if an anesthesiologist is not also administering anesthesia.   If you receive 
anesthesia and the Fund is billed for the services of both a CRNA and an anesthesiologist for the same operation, 
the Fund will pay only the anesthesiologist, not the CRNA.  Services of a CRNA are only covered if an 
anesthesiologist has not billed the Fund. 

 
 On pages 15 and 17 of your Plan I Retiree SPD, delete the line “Medicare Part B Premium......$93.50” from the 

Medicare Supplemental Benefits charts shown on pages 15 and 17.  The Fund does not reimburse you for your 
Medicare Part B premium. 

 
 Add the following to page 31, after the third paragraph and before the fourth paragraph: 

If you become eligible for COBRA Continuation Coverage under the Plan as a result of your termination of 
employment or a reduction in your hours, and you elect to receive COBRA Continuation Coverage for yourself 
and your dependents, generally you and your dependents will be entitled to continue your COBRA Continuation 
Coverage for up to 18 months, subject to the limitations described in your SPD.  If, during that 18-month 
Coverage period, a second qualifying event (described below) occurs, your dependents may be eligible to receive 
an additional 18 months of COBRA Continuation Coverage, for a total of 36 months of Coverage.  Under no 
circumstances will COBRA Continuation Coverage extend beyond 36 months.    
 
Second qualifying events include the death of the Participant, divorce or separation from the Participant or a 
dependent child’s ceasing to be eligible for coverage as a dependent under the Fund. The events described in this 
paragraph are second qualifying events only if they would have caused the qualified beneficiary to lose coverage 
under the Fund if the first qualifying event had not occurred.  Consequently, since the Plan’s eligibility rules 
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permit active Participants and their dependents to remain covered after the Participant becomes eligible for 
Medicare, eligibility for Medicare is not a second qualifying event (so it does not extend COBRA coverage).   

     
Here are some examples of how these rules work: 
1. You and your dependents are currently receiving COBRA Continuation Coverage under the Plan for an 18-
month period as a result of your termination of employment.  If you and your spouse are divorced during that 18-
month period, your dependents would be entitled to extend their COBRA Continuation Period for an additional 
18 months.     
 
2. You and your dependents are receiving COBRA Continuation Coverage under the Plan for an 18-month period 
as a result of your termination of employment and, during that 18-month period, you become eligible for 
Medicare because you have attained age 65.  Your dependents will not be entitled to extend their period of 
COBRA Continuation Coverage under the Plan, because your eligibility for Medicare would not have caused you 
to lose coverage under the Plan if you were still an active Participant under the Plan on your 65th birthday.  
 
Please remember that your spouse and dependents must notify the Fund office in writing and in accordance with 
the notification procedures described in your SPD in order to extend their period of COBRA Continuation 
Coverage upon the occurrence of a second Qualifying Event. 

 
 Add the following to page 32, under the section “Length of Coverage”: 

COBRA coverage may continue for retirees for up to 18 months. 
 
 Under Retiree Eligibility, page 19 add the following in between # 6 and #7: 
  

If you retire on a Disability Pension (meaning you have been certified as being totally disabled and unable to 
work), you may be eligible for retiree health and welfare benefits.  However, if you lose your disability status 
under Social Security, the regular eligibility rules of the fund apply (meaning you must have 20 years of service in 
order to be eligible for retiree health and welfare benefits). 

 
 Add to page 57, at bottom of chart for Quantity Limits/Prior Authorization: 

Narcolepsy Medications 
Nuvigil     Prior Authorization Required 
Provigil         Prior Authorization Required 

 
 Page 28, in the textbox, change sentence to read:  Student coverage includes medical benefits only. 
 
 Page 73, under Comprehensive Medical Benefits, under “The Deductible” change 1st sentence to read:  The cash 

deductible is the first $300, per person, per calendar years and the first $600, per family, per calendar year, of 
Covered Medical Expenses incurred in a benefit period for an illness or injury in excess of the basic benefits.  

 
 Pg. 103 & Contents Section:  Change “Automated Attendant” to the name:  Automated Benefit Information 

System (“ABI”). 
 

ONLY the 2nd paragraph with bullets, replace with the following: 
The Fund office’s Automated Benefit Information (“ABI”) System is available 24 hours a day, 7 days a week.  By 
calling (800) 638-2972, you can check the status of your hospital or medical claim, Weekly Disability claim, or 
receive assistance regarding your eligibility, pension or severance benefits. 

Have your information ready before calling.  Before you call the ABI System, have the following information 

readily available: 
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 The participant’s Social Security Number.  Even if the claim is for your spouse or your child, you must give the 
participant’s Social Security Number. 

 The participant’s PIN (Personal Identification Number).  This is the month and day of birth – not the year.  For 
example, 0704 would be the PIN for a person who was born on July 4th – 07 representing the month and 04 
representing the day.  You can change your PIN if you wish.  Just follow the prompts given on the recording.  No one 
can access your records without having this number. 

 The patient’s date of birth.  You will need the month, day and year. 
 The dollar amount of the claim. 
 The date (or at least the month) the service was performed. 

 
How does it work? 
When you call (800) 638-2972, you will be greeted with “Associated Administrators Participant Services 
Department.”  The “operator” will introduce you to the following prompts.   

 Press 1 to hear the prompts in Spanish. 
 Press 2 to reach the ABI System and receive information regarding the status of submitted medical claims, 

disability claims, pension or severance. 
 Press 3 for questions on your eligibility. 
 Press 5 for hospital and medical claim status. 
 Press 6 for Accident & Sickness claims. 
 Press 7 for Pension and Severance. 

Enter the information requested at each prompt.  The system will ask you questions along the way, asking you to 
push certain buttons and to confirm information.  If you do not have a touch tone phone or would like to speak with 
an operator, please hold the line. 

 Page 52. CompuFacts:  Change the amount in the 2nd paragraph from $12,000 to $18,000. 
 Page 123.  Update names and phone numbers of providers (located in this insert to SPD). 
 Page 13.  Top of page.  Change the 80% to 75% and the 20% to 25% in the “Prescription drug benefit for dependents 

not enrolled in CIGNA. 
 Page 16.  Change the section: “RX Drug benefit for dependents not enrolled in Kaiser Medicare HMO” to read:  

Provided through Medco.  Benefits provided at 75% with a 25% co-payment, after satisfying a $200 annual 
deductible, payable by the dependent.  Generic drugs are mandatory. 

 Page 16.  Remove the last sentence in bottom of chart which reads:  Retirees and eligible Dependents may be 
reimbursed by the Fund for amounts paid…….” 

 Page 53.  Delete the first two paragraphs from top of page.  Under the “Prescription Co-Payment for a Dependent” 
change the 1st bullet to read as follows:  “25% of the cost of the drug after the $200 deductible has been paid.  The 
next bullet, delete. 

 Page 54, Delete the LAST sentence in #9, regarding the Ascent program. 
 Page 56.  Change the name “Ascend” in heading and through SPD to say Accredo Pharmacy (“Accredo”).  Accredo’s 

phone number is (800) 501-7260. 
 Page 80.  4th section down, under “Diagnostic X-Ray and Lab Services” change the phrase “over age 39” to read:  “age 

40 and over.” 
 Page 84, #4:  change amount from $12,000 to $18,000. 
 Page 84, #7:  If you are a non-Medicare, non-CIGNA participant, claims should be sent to CareFirst by your service 

providers.  If you are a Medicare retiree, not in the Kaiser HMO, mail claims/itemized bills to the Sparks, MD Fund 
office at:   

FELRA & UFCW Health and Welfare Fund 
911 Ridgebrook Road 
Sparks, MD 21154-9451 
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