
 
 

AM No. 11-066 (C6) 

 

 
 
 
TO:  City Council 
 
FROM: John Marchione, Mayor 
 
DATE: March 15, 2011 
 
SUBJECT: Resolution to Amend the Red-Med Self-Insured Employee Health Benefit 

Plan and Authorize Adoption of a Revised Summary Plan Description  
 

I. RECOMMENDED ACTION 
 

Approve Attachment C supporting amendment of the Red-Med Plan and adoption 
of a revised Summary Plan Description incorporating the proposed plan 
amendments; and authorize and direct the Mayor to implement these changes.  

II. DEPARTMENT CONTACT PERSON 
 

Kerry Sievers, Human Resources Director – (425) 556-2122 
Lori Brown, Human Resources Program Manager – (425) 556-2125 

III. DESCRIPTION 
 

The Red-Med Plan is the self-insured medical plan that is provided by the City for 
employees, spouses, domestic partners, and eligible dependents. A third-party 
administrator and a healthcare broker assist with management and administration 
of the plan. The Summary Plan Description is the definitive description of the 
benefits that are covered by Red-Med.  
 
Periodically, the City’s third-party administrator recommends plan changes. In 
addition to ensuring that the Plan is legally compliant, these recommendations 
address evolving treatment options and protocols, as well as other issues and 
benefit clarifications that the third-party administrator deems necessary. When 
these recommendations increase benefits, they are reviewed with Council and 
approval is obtained. Changes that are not considered administrative clarifications 
are negotiated with bargaining units before they are incorporated into the 
Summary Plan Description as plan amendments.  

 
The City is requesting approval of Attachment C, a resolution to adopt a revised 
Summary Plan Description. The Summary Plan Description has not been updated 
in several years; and as a result, there are amendments that have been 
implemented but not included in the document. Additionally, the third-party 
administrator has made recommendations regarding proposed changes, and there 
are other changes resulting from healthcare reform that need to be incorporated, 
beginning 2011. The proposed revision of the Summary Plan Description will, 



 
 

 

therefore, incorporate 1) prior plan amendments that were adopted but never 
incorporated, 2) current recommendations from the third-party administrator, and 
3) legally mandated changes resulting from healthcare reform.  
 
Changes in benefits resulting from revision of the Summary Plan Description 
have been reviewed with the Employee Benefits Advisory Committee and 
approved by each of the bargaining units. The Council was advised in October of 
changes that increase benefits. Attachment A is a summary of the proposed 
changes that change benefits; Attachment B summarizes proposed administrative 
changes which are intended to clarify coverage.  
 
Attachment C, Exhibit 1 is a redline version of the Summary Plan Description 
outlining all the changes proposed. The red highlights represent previously 
approved amendments and the blue highlights are other recommendations and 
legally mandated changes, including those resulting from healthcare reform. 

 
The proposed resolution, Attachment C, confirms Council support for adoption of 
the new Summary Plan Description, including changes that will impact benefits. 
The resolution authorizes the Mayor to implement the changes. With Council 
approval, the revised Summary Plan Description will be adopted by the Mayor 
through Executive Order. 

 
IV. FISCAL IMPACT 
 

Most of the proposed changes are administrative and will have no fiscal impact or 
are related to healthcare reform and have already been budgeted. The estimated 
cost of changes that will potentially increase benefits in 2011 is $69,962.57. The 
initial increase will be funded through reserves in the Medical Self-Insurance 
Fund then through medical premiums as determined by an actuary. 
     

V. LIST OF ATTACHMENTS 
 

Attachment A: Summary of Proposed Changes – Benefit Changes  
Attachment B:  Summary of Proposed Changes – Administrative 
Attachment C: Resolution Amending the Summary Plan Description  

Exhibit 1: Amended Summary Plan Description 

_______________________________________________  _____________ 
Kerry Sievers, Human Resources Director    Date 

 
 

Approved for Council Agenda_______________________  _____________ 
   John Marchione, Mayor  Date 
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Attachment A

Amendments and Benefit Recommendations --- Resulting in Benefit Changes

Source Page Effective Description Purpose

Amendment 1 14, 76 01/01/1998 Assistant Surgeon Charges Charges are limited  to 20% of surgeon charges

Amendment 2 67 10/01/1999 Mental/Nervous Outpatient Treatment Family/Marital counseling added.

Amendment 3 15 01/01/2001 Home Health Care
Currently covered up to $10,000 per calendar year; replace with 120 visit limit per calendar year; for administrative 

reasons, visits are easier to track

Amendment 3 74 01/01/2001 Cosmetic Prostheses Cosmetic prostheses not covered except as stated in Women's Health & Cancer Rights

Amendment 4 58 01/01/2001 Attention Deficit Disorder 
A 2001 amendment recommended by the healthcare broker, coverage for Attention Deficit was moved from 

exclusions to major medical to accommodate a change in pharmacy benefits. 

Amendment 5 25 12/01/2001 Qualified Medical Child Support Order 
The Qualified Medical Child Support Order is an ERISA requirement. Although RedMed is not covered ERISA, the Plan 

often follows ERISA guidelines; HMA recommends that RedMed add the Child Support Order.

Amendment 5 82 12/31/2001 Suicide 

Coverage for attempted suicide was added in 2001 as an amendment. HMA currently recommends all plans cover 

attempted suicide based on HIPAA regulations which prevent denial of services for mental illness; attempted suicide is 

often linked to mental illness.

Amendment 9 27 01/01/2004 Military Leave of Absence
Required by USERRA, an employee on military leave may elect to continue medical coverage for up to 18 months 

effective 2004, extended in 2009 to 24 months.

Amendment 14 127 01/01/2006 Subrogation Excludes payment for benefits payable under terms of other insurance.

Amendment 14
75, 80, 

82
01/01/2006 Rehabilitation Services                                                                                   

Coverage was limited to rehabilitation as a result of illness and injury; in 2006 HIPAA required addition of coverage for 

congenital anomalies from birth.

2011
17, 56, 

57
01/01/2011

Annual Lifetime Limits and annual dollar 

limits for essential benefits

Annual or lifetime dollar limits on benefits will be removed; as well, Reinstatement of Lifetime Limits is removed along 

with annual dollar limits for essential benefits.

2011
14-16, 

73
01/01/2011 Coverage for Preventive Services

Cost-sharing requirements for preventive services will be removed; Healthcare Reform also expands the definition of 

preventive service and some services may be added to the Plan to comply with the requirements.  This affects 

Diabetic/Dietary Education (pgs 14, 61), Immunizations (pgs 15, 65), Fluoride Preparations, Folic Acid and Iron 

Supplements when prescribed (pg 70)

2011 20 01/01/2011 Dependent Coverage to Age 26 Coverage for dependent children (includes dental & vision), will be extended to age 26.

2011 59 01/01/2011 Preauthorization for Emergency Services Preauthorization for emergency services will be removed.

2011 15, 68 01/01/2011 Essential Benefit: Neurodevelopmental Neurodevelopmental Therapy: Age Limit (to age 6) will be removed

2011 14 01/01/2011 Essential Benefit: Chemical Dependency
Chemical Dependency: Limits are removed, as follows: Outpatient - $500/calendar year; Combination of Inpatient & 

Outpatient - $10,000/cal yr with $20,000/lifetime

2011 15 01/01/2011 Essential Benefit: Orthotics Orthotics: Limit is  removed: $500 every 5 calendar years

2011 16 01/01/2011 Essential Benefit: Smoking Cessation Smoking Cessation: $300 Annual Lifetime Limit is  removed

Summary Plan Description - 2010 Update

HEALTHCARE REFORM - Mandatory in 2011

PLAN AMENDMENTS - Currently covered, clarification needed



Attachment A

2009 55 01/01/2011 Family Accident Provision 

If two or more family members are involved in the same accident the deductible is applied to only one participant.  

Recommending removing this provision as tracking the involvement of another family member is a manual process 

and difficult for HMA to administer.

2009 60 01/01/2011 Dental Services - Hospital Setting 
Expands conditions for treatment in a hospital setting;  currently  physical, mental handicaps and health conditions, 

adds unstable and combative patients. 

2009 63 01/01/2011 Hospice Care Currently limited to 6 months, extend hospice care beyond 6 months for rare occasions when it is needed.

2009 77 01/01/2011 Transplants                                                                                                    

Although Red-Med covers the transpant service, the Plan does not cover donor search/compatability testing; HMA 

anticipates that along with transplants these services will also be considered an Essential Benefit and recommends 

they be added to the Plan.

2009

84, 

101, 

103

01/01/2011 General Exclusions: Off-Label Drug Use                                                                                 

Off label drugs are used for a condition other than the one for which they are labeled by the FDA. This is Increasingly 

becoming a standard practice for certain druges and diagnosis; HMA recommends covering off-label drugs to ensure 

appropriate care. 

2009 88 01/01/2011 Dental Benefits - Prosthesis Replacement
Extends current guidelines for dentures/bridgework to replacement of crowns, inlays, implants

2009 93
01/01/2011 Third Party Liability and Workers 

Compensation for Dental Services

Exclude services covered under the terms of other insurance providers

2010 15, 65 01/01/2011 Kidney Dialysis and Medicare

Clarifies coverage and limits coverage to 150% of Medicare reimbursement once member becomes eligible for 

Medicare coverage. Recommending this change because dialysis centers are discouraging members from enrolling in 

Medicare coverage that would be primary to employer coverage. Providers then charge private insurance 3-5 times 

the medicare limit.

2010 58 01/01/2011 Attention Deficit Disorder (ADD) 

Services and medications are covered under medical benefits; Recommend following industry standard and covering 

these charges under the mental health benefit.  Drug coverage for ADD was added in 2005 after it was determined 

that Jim's Pharmacy had been providing meds, even though coverage was excluded in SPD.

2010 102 01/01/2011 FMLA                                                                                                            Extends FMLA for family members called to active duty and to care for an injured  service member; legally mandated.

2010 GHC 01/01/2010 Maximum Limit for Organ Transplant
Maximum limit set at $350,000 and wait period credited for creditable coverage received preceding coverage under 

GHC.

2010 130 01/01/2011 Surrogacy and Subrogation
If a member enters into a surrogacy agreement for which they are paid a fee, costs associated with pregnancy will be 

recoverable under subrogration.

89 01/01/2011
Dental Benefits after Termination of 

Coverage

Recommending that coverage for dentures, bridgework, crowns and root canals end when coverage under the dental 

plan ends.  Manual process to administer current coverage extension provision.

94 01/01/2011
Vision Benefits after Termination of 

Coverage

Recommending that vision benefits end when coverage under vision benefits ends.  Manual process to allow coverage 

for up to 30 days following coverage termination.

69 01/01/2011
Coordination of  Benefits for Prescription 

Drug Mail Order

Eliminate coordination of benefits under mail-order benefit.  This has never been administered, and HMA and 

Caremark cannot administer this provision.

7 01/01/2011 Pre-Authorization of Surgery
Proposal to create a time limit for pre-authorization, 72 hours prior to surgery; current language is simply "prior to 

surgery" and does not define a limit.

19 01/01/2011 Coverage of Divorced Spouse Pre-COBRA language allows for divorce spouse coverage; Change to comply with COBRA continuation. 

119 01/01/2011 Disabled member benefit/eligibility freeze

In the current plan document, benefits are frozen when a participant is disabled, subsequent decreases in benefits 

would not be implemented until the  participant is no longer disabled.  HMA cannot administer this provision.

53 01/01/2011
Pre-Existing Conditions Exclusion  Reduced 

by Creditable Coverage 

Employee has right to provide proof of credible coverage which will reduce exclusion period.

BENEFIT RECOMMENDATIONS - Recommendations from HMA not adopted and not in practice 



Attachment B

Summary Plan Description - 2010 Update
Amendments and Benefit Recommendations ---  Administrative

Source Page Effective Description Purpose

Amendment 1 21 04/01/1999 Married Employees - Plan Choice  When employee and spouse are are both City employees each may choose a health plan

Amendment 1 27 04/01/1998 COBRA Update of current language

Amendment 3 84 01/01/2001
General Exclusion: Massage, Hospice 
Bereavement

Massage Therapy, Hospice Bereavement, and Attention Deficit (later taken out of exclusions)

Amendment 3 80 01/01/2001 Mastectomy - Reconstruction Benefits Specifies that protheses and treatment for complications are covered

Amendment 3 75 01/01/2001 Occupational/Physical/Speech Therapies Occupational/Physical/Speech Therapies - Remove requirement for treatment plan

Amendment 3 16, 71, 72 01/01/2001 Drug Vendor Name Vendor is Caremark

Amendment 3 9, 12, 114 01/01/2001 Preferred Provider Network Changes to HMA preferred

Amendment 5 12 01/01/2002 HMA Preferred Contact Add a telephone number and website

Amendment 5 20 01/01/2001 Special Enrollment Special enrollment to add dependents due to Qualified Medical Child Support Order (QMCSO) 

Amendment 5 102 01/01/2001 Definition: HIPAA Add under General Definitions

Amendment 6 N/A
2002, 

Retro 1998
LEOFF I Rx co pays

Cancels LI Rx copay being paid, then reimbursed

Amendment 7 70 01/01/2003 Drug Exclusions: Cosmetic Drugs used for cosmetic purposes are excluded from coverage

Amendment 7 111 01/01/2003 Appealing a Claim Increase time for requesting a review from 120 to 180 days

Amendment 8 25 02/01/2003 Additional Open Enrollment One-time Open Enrollment in 2003 (Feb for Mar effective); due to new EE contribution levels

Amendment 9 83 01/01/2004 Medical Exclusions: Services not Covered Services or supplies related to a condition not covered by the plan are excluded from coverage

Amendment 9 120 04/14/2004 HIPAA Use and disclosure of protected health information

Amendment 9 110 01/01/2004 Appealing a Claim Appeal process defined

Amendment 9 132 01/01/2004 Special Rights to Employees Defines the rights of employees

Amendment 9 69 01/01/2004 Coordination of Benefits Coordination does not apply to outpatient prescription drug card programs

Amendment 9 106 01/01/2004 Definition: Protected Health Information Defined in HIPAA, electronic, paper or oral information

Amendment 9 102 01/01/1998 Definition: HIPAA  HIPAA defined

Amendment 9 106 01/01/2004 Definition: Plan Update definition for Plan; expand to show plan is covered entity under HIPAA

Amendment 9 106 01/01/1998 Definition: Plan Administrator Update definition for Plan Administrator; expand to include Plan Sponsor language

Amendment 9 108 01/01/1998 Definition: Summary Plan Description Eliminate reference to ERISA 

Amendment 9 80 01/01/2004
General Exclusions: Services not Medically 
Necessary

Adds a reference to the General Exclusions to clarify that the medical necessity test includes services for 
diagnosis or treatment

Amendment 9 125 01/01/2004 Plan Administrator Responsibility Plan Administrator has responsibility for compliance

Amendment 9 113 01/01/2004 ERISA Clarifies the plan is exempt from ERISA law

Amendment 10 127 01/01/2005 Subrogation                                                                                                        Update current language

Amendment 10 27 01/01/1998 COBRA Update current language

Amendment 12 71 07/01/2005 Mail Order Provider Change from Jim's to Caremark

PLAN AMENDMENTS - Currently covered, clarification needed



Attachment B

Amendment 14 72 01/01/2006 Special Enrollment Provided in instances where there is loss of other coverage

Amendment 14 24 01/01/2006 Special Enrollment Provided when reached lifetime maximum on another plan

Amendment 14 24 01/01/2006 Special Enrollment Provided for new dependents

Amendment 14 27 01/01/2006 COBRA Replaces current language

Amendment 14 99 01/01/2006 Creditable Coverage Clarifies impact of changing plans on the waiting period

Amendment 14 99-107 01/01/2006 Definitions
Change in definition for creditable coverage (pg 99), dependent (pg 100), enrollment date (pg 100), 
participant (pg 104), and significant break in coverage (pg 107)

Amendment 14 115 01/01/2006 Coordination of Benefits Clarifies primary coverage in a divorce or separaton

Amendment 15 123 01/01/2007 Inadvertent Error Removes HMA from liability for inadvertent error

Amendment 15 17, 56 01/01/2007 Lifetime Maximum Clarifies that maximum is for participants in the City of Redmond Employee Health Benefit Plan; cancelled 
1/1/2011

Amendment 15 60 01/01/2007 Contraception Management                                                                         Clarifies that consultation, administration and removal of devices are covered services

Amendment 15 83 01/01/2007 Medical Exclusions 

Adoption expenses, court ordered services and supplies, habilitative expenses, non-covered services, over-
the-counter drugs, self-help programs, non-prescription birth control, dental services unless hospitalization 
is required, impotency, fertility, services outside of a provider license,rest home, routine foot care

Amendment 15 93, 107 01/01/2007 Dental Exclusions 
Missed appointments, charges for records and reports, experimental procedures, care received from a 
relative

Amendment 15 94 01/01/2007 Vision Add coverage for lasik; excluded later in Amendment 22 retro to 1/1/2007

Amendment 15 108 01/01/2007 Definition of Spouse Person of opposite gender, not common law

Amendment 16 27 07/23/2007 COBRA Update of current language

Amendment 19 18 01/01/2009 Director Severance Package Defines extension of benefits of up to five (5) months for directors

Amendment 20 24 04/01/2009 State Children's Health Ins Program (SCHIP) Special enrollment for families who become eligible or lose eligibility for State Child Health Plan 

Amendment 20 119 04/01/2009 Benefits from State and Federal Programs Benefits from State and Federal programs are secondary to RedMed

Amendment 22 95 01/01/2007 Correction Corrects prior amendment that incorrectly added Refractive Eye Surgery as a covered benefit

Amendment 23 18 01/01/2010 Council Member Eligibility Clarifies eligibility status

2011 53, 54, 81 01/01/2011 Exclude Pre-Existing Conditions Remove any pre-existing conditions exclusions for those < 19 years old

2011 27 01/01/2011 Recissions of Coverage Coverage cannot be rescinded retroactively

2011 12, 120 01/01/2011 Choice of Provider Free choice to obtain services from any licensed physician/surgeon

2009 15 01/01/2011 Maternity Care  Change language, from paid at 80% to paid "same as any other condition"

2009 122 01/01/2011 HIPAA Identification of employees with access to protected health information

2009 123 01/01/2011 HIPAA Electronic records must be protected

2009 126 01/01/2011 Fiduciary Responsibility Matters involving the authority and exercise of discreton reside with the Plan Administrator (City) and not 
   2009 132 01/01/2011 Special Rights to Employees Right to appeal a benefit determination prior to seeking legal action

2010 57 01/01/2011 Reinstatement of Lifetime Maximum
Clarifies that prescription drug expenses are included in the lifetime maximum benefit and that maximum 
does not start over if coverage is lost and regained; cancelled 1/1/2011

HEALTHCARE REFORM - Mandatory in 2011

BENEFIT RECOMMENDATIONS - Recommendations from HMA not adopted and not in practice 

PLAN AMENDMENTS - Continued...



Attachment B

2010 63 01/01/2011 Home Health Care                                                                                     Assessment of eligible expenses can be determined by a social worker as well as a physician

2010 cover 01/01/2011 Plan Name Change name of plan from "Employee Health Benefit Plan" to "Benefit Plan"

2010 cover 01/01/2011 Letter from the Mayor Rewrite from current Mayor

2010 11 01/01/2011 Employee Assistance Program (EAP) Include the address, phone number and website for EAP

2010 27 01/01/2011 Benefit Waiver City will pay $300, removes language regarding "lump sum"

2010 62 01/01/2011
Change Terminology - Hospital to Medical 
Facility 

Term "Hospital" obsolete; change to Medical Facility (occurs throughout document)

2010 71 01/01/2011 Prescription Drug Vendor - Name Change Name Change from PCS to Caremark (occurs throughout document)

2010 72 01/01/2011 Mail order prescription drug benefit Defines the mail order process and limitations

2010 12, 105 01/01/2011 Physician/Provider under General Definitions Add other licensed/certified providers to list of providers

2010 53 01/01/2011 Pre-existing Conditions Remove "waiting period" language 

2010 134 01/01/2011 List of Required Contributions for 
Dependents

Specifies employee/dependent (full-time) contribution required

2010 107 01/01/2011 Definition - Significant Break in Coverage 
Add for individual who elects COBRA continuation coverage, during the second election period provided the 
days between the date the individual lost group health plan coverage and the first day of the second COBRA 
election period are not taken into account

2010 14 01/01/2011 Out of Pocket Expenses  "Eligible  expenses are paid at 100% of allowable charges…"

2010 24 01/01/2011 Special Enrollment for New Dependents Available for "current " employees

2010 22 01/01/2011 Special Enrollment if Previously Reached 
Lifetime Maximum

Adds a special erollment if previously reached Lifetime Maximum

2010 26 01/01/2011 Definition - When coverage is terminated Last day of month after not meeting requirements

2010 28 01/01/2011 COBRA

2011 23 01/01/2011 Special Enrollment Loss of Other Coverage 
For loss of other coverage, language will be added clarifying that moving outside of the service area and loss 
of eligibility on another plan are also qualifying events; these are also COBRA qualifying events

2011 52 01/01/2011 Second Surgical Opinion
Plan will pay UCR for second opinion, third and final opinion (original language is that second and third 
opinion is permissible)

2011 70 01/01/2011 Prescription Drug-Exclusions
Rx exclusions being administered by Caremark needed to be listed in SPD  Examples include growth 
hormones, infertility, cosmetic (botox), ED drugs, hair growth, diet drugs, vitamins

2011 16, 72 01/01/2011 Prescription Drug Dispensing Limit-Retail SPD did not show 34-day dispensing limit for retail

2011 12, 74, 96 01/01/2011 Wellness Rebate Cancel language surrounding 'old' wellness rebate program

2011 107 01/01/2011 Definition: Relative
Update to include domestic partner, etc.; refers to Dental / Medical Exclusion surrounding charges incurred 
by 'relative' cannot be charged to the plan (pages 83 and 93)

2010 119 01/01/2011 Credit for Prior Group Coverage
In the current plan document, benefits are frozen when a participant is disabled, subesquent increases in 
benefits would not be implemented until the  participant is no longer disabled; HMA cannot administer this 
benefit

2011 12, 108 01/01/2011 Usual, Customary & Reasonable (UCR)
SPD did not provide UCR language that spells out that charges from Non-Preferred/Participating providers 
are paid subject to UCR and any balance is the responsibility of the participant

BENEFIT RECOMMENDATIONS - Continued...
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2011 78 01/01/2011 Special Transplant Benefit
Updates language to reflect structure of provisions under new excess loss provider; HMA is notified once 
individual is identified instead of contacting program directly

2011
6, 8, 9, 59, 

67
01/01/2011 Unmanaged Behavioral Health

Cancel pre-authorization for I/P admit or alternative care for mental health/chemical dependency 
treatments; these do not require pre-authorization

2011 61, 106 01/01/2011 Reasonable Reimb for Emergency Room 
SPD did not provide reasonable reimbursement language.  Added language clarifies that emergency room & 
services from out-of-network providers are reimbursed so payment is in line with reimbursment to in-
network provider.

2009 88 01/01/2011
Dental Benefit Limits Occlusal Adjustment, 
Periodontal Scaling, Denture Rebasing and 
Relining

Change limit from once per quadrant  to once in calendar year.  Complete adjustments are not covered.

BENEFIT RECOMMENDATIONS - Continued...
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Attachment C 

CITY OF REDMOND 
RESOLUTION NO. 

 
1353 

A RESOLUTION OF THE CITY COUNCIL OF THE CITY 
OF REDMOND, WASHINGTON, ADOPTING A REVISED 
SUMMARY PLAN DESCRIPTION FOR THE CITY OF 
REDMOND SELF-INSURED MEDICAL PLAN  

              
 

WHEREAS, the City Council desires that the City of Redmond 

maintain a self-insured employee healthcare program that is 

fiscally sound and legally compliant; and 

WHEREAS, since adoption of the City’s self-insured employee 

healthcare program, the City has approved various amendments 

that are not presently reflected in the Summary Plan Description 

for the healthcare program; and 

WHEREAS, the City Council desires to update the Summary 

Plan Description to reflect prior amendments and to incorporate 

changes necessitated by Healthcare Reform and those deemed 

necessary by the third party administrator, Healthcare 

Management Administrators, to clarify benefits and to address 

evolving treatment options, protocols and other issues; and 

WHEREAS, City of Redmond Personnel Manual, Section 1.40, 

requires Council approval of changes in the medical plan that 

increase benefits to employees. 

NOW, THEREFORE, THE CITY COUNCIL OF THE CITY OF REDMOND, 

WASHINGTON, DO RESOLVE AS FOLLOWS. 
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Section 1.  Adoption of Changes.  The Summary Plan 

Description for the Self-Insured Employee Health Benefits Plan 

adopted by Resolution 913 and referenced in Section 6.40 of the 

City of Redmond Personnel Manual is hereby amended to include 

those benefit changes set forth in Exhibit 1 to this Resolution 

and incorporated herein by this reference as if set forth in 

full. 

Section 2.  Implementation.  The Mayor is authorized and 

directed to implement the changes adopted in Section 1. 

Section 3.  Effective Date of Benefit Changes.  The 

effective date of the benefits adopted by this resolution shall 

be in accordance with the date identified in Attachments A and B 

to Agenda Memo No. 11-066(C6). 

Section 4.  Conflicts -- Severability.  If any provision of 

this resolution conflicts with any provision of the City of 

Redmond Personnel Manual or any other resolution or policy of 

the City of Redmond, the provisions of this resolution shall 

govern.  If any section, sentence, clause or phrase of this 

resolution should be held to be invalid or unconstitutional by a 

court of competent jurisdiction, such invalidity or 

unconstitutionality shall not affect the validity or 

constitutionality of any other section, sentence, clause or 

phrase of this resolution. 
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Section 5.  Effective Date

ADOPTED by the Redmond City Council this ____ day of 

______________, 2011. 

.  This resolution shall take 

effect upon adoption of the Redmond City Council. 

 

CITY OF REDMOND 
 
 

JOHN MARCHIONE, MAYOR 
________________________________ 

 
ATTEST/AUTHENTICATED: 
 
 
 

CITY CLERK, MICHELLE M. MCGEHEE    (SEAL) 
_____________________________________ 

 
 
 
FILED WITH THE CITY CLERK:   
PASSED BY THE CITY COUNCIL: 
RESOLUTION NO.
 

 ______ 

 



TO OUR VALUED EMPLOYEES 
 
 
 
 
 
 
 
 
 
Welcome to the City of Redmond  Employee Health Benefit Plan! 

 
We are pleased to provide you with this comprehensive program of medical, prescription 
drug, dental and vision coverage. 

 
With the exception of very large medical claims from which the Plan is protected by 
insurance, eligible Plan expenses are directly paid by the City of Redmond  Employee 
Health Care Plan  Benefit Plan.  The major portion of the Plan cost is provided by your 
employer and is supplemented by the contributions you make to participate.  This 
means that through careful use of the Plan, you, as a consumer of health care, can 
have a direct impact on the cost of our Plan which will benefit both you and the 
Company City by allowing us to continue to provide this high quality level of benefits. 

 
Please read this booklet carefully and particularly note the special requirements you 
must follow prior to having surgery or being admitted to a medical facility - this is 
explained in the IMPORTANT INFORMATION section. 

 
We have contracted with a Medical Case Management/Utilization Review Coordinator to 
help assure that you are receiving the best and most appropriate treatment when health 
care is needed.  They are your advocates to help improve the quality of your health care 
and to lower the cost of health care to you and the Plan. 

 
You can access information regarding the Red-Med Summary Plan Description by 
going to the City’s intranet site. If you have any questions regarding either your Plan's 
benefits or the procedures necessary to receive these benefits, please call Human 
Resources at 425/556-2120 or contact the Plan Supervisor - Healthcare Management 
Administrators, Inc. (HMA) at 425/462-1600.  When calling from outside of Seattle, 
you may call HMA toll free at 800/700-7153. 

 
We wish you the best of health. 

Sincerely, 

 
 
Rosemarie Ives John Marchione 
Mayor 

http://redweb/services/benefits_web/redmed.asp
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The Plan Administrator has the right to amend this Plan at any time.  The Plan 
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Plan amendments on a timely basis.  For further information, see the section titled 
Amendment of Plan Document located in the General Provisions section of this Plan. 
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Important Information - Please Read  
 
 
When contacting our Claims Service Department, answers for benefits and eligibility will 
be provided to any participant and to providers of service.  The benefits quoted by the 
Plan Supervisor (HMA) are not a guarantee of claim payment.  Claim payment will be 
dependent upon eligibility at the time of service and all terms and conditions of the 
Plan.  This disclaimer will be provided to the caller when benefits are quoted over the 
telephone. 
 
For a written pre-estimate of benefits, a provider of service must submit to the Plan 
Supervisor their proposed course of treatment, including diagnosis, procedure codes, 
place of service and proposed cost of treatment.  In some cases, medical records or 
additional information may be necessary to complete the pre-estimate. 
 
When the Utilization Review (UR) Coordinator pre-authorizes any confinement, 
procedure, service or supply, it is only for the purpose of reviewing whether the service 
is determined to be medically necessary for the care of the treatment or illness.  Pre-
authorization does not guarantee payment of benefits.  All charges submitted for 
payment are subject to all other terms and conditions of the Plan, regardless of 
authorization by the UR Coordinator whether by telephone or in writing. 
 

PRE-AUTHORIZATION OF INPATIENT MEDICAL FACILITY ADMISSIONS 
AND OUTPATIENT SURGERIES 
 
This plan requires pre-authorization of all inpatient medical facility admissions and all 
outpatient surgeries.  To avoid a penalty, pre-authorization is required for all outpatient 
surgeries and scheduled admissions.  Failure to call for pre-authorization prior to an 
outpatient surgery or an admission into a medical facility or, in the case of an 
emergency admission, failure to obtain authorization either within 48 hours after the 
emergency admission or on the next business day, if later, will result in the following 
reductions and losses: 
 

 The amount of the payment due will be reduced by a $300 penalty on the facility 
charges; and 

 The penalty will not apply towards the out-of-pocket maximum. 

At the time that your doctor recommends surgery or an inpatient admission for you, you 
or your doctor should contact the Plan's Utilization Review (UR) Coordinator to request 
the pre-authorization.  All inpatient and outpatient non-emergency surgeries and all 
non-emergency admissions (excluding normal vaginal deliveries where the length of stay 
is 48 hours or less and cesarean section deliveries where the length of stay is 96 hours 
or less) must be pre-authorized in advance.  You must call prior to the medical facility 
admission or surgery.  Surgeries performed in the doctor's own office do not need to be 
pre-authorized.  Emergency medical facility admissions and emergency surgeries must 
be authorized within 48 hours after the medical facility admission or surgery, or by the 
next business day, if later.   
 
Special Note Concerning Mothers and Newborns:  Hospital stays that extend beyond 
48 hours for a normal vaginal delivery, or beyond 96 hours for a cesarean section must 
be pre-authorized at the time your provider recommends the extended stay. 
 
Pre-authorization does not guarantee payment of benefits.  The UR Coordinator 
should be contacted at the following numbers:   
 

HEALTHCARE MANAGEMENT ADMINISTRATORS, INC. 
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425/462-1600 - SEATTLE 
800/700-7153 - OTHER AREAS NATIONWIDE 

 

PRE-AUTHORIZATION OF INPATIENT MEDICAL FACILITY ADMISSIONS 
AND OUTPATIENT SURGERIES 
 
This plan requires pre-authorization of all inpatient medical facility admissions (except 
those for Mental Health or Chemical Dependency treatment) and all outpatient 
surgeries. To avoid a penalty, pre-authorization is required for all outpatient surgeries 
and scheduled admissions. Failure to call for pre-authorization 72 hours prior to an 
outpatient surgery or an admission into a medical facility will result in the following 
reductions and losses: 
 

 The amount of the payment due will be reduced by a $300 penalty on the facility 
charges; and 

 The penalty will not apply towards the out-of-pocket maximum. 

At the time that your doctor recommends surgery or an inpatient admission for you, you 
or your doctor should contact the HMA Health Services Department to request the pre-
authorization. All inpatient and outpatient non-emergency surgeries and all non-
emergency admissions (excluding normal vaginal deliveries where the length of stay is 
48 hours or less and cesarean section deliveries where the length of stay is 96 hours or 
less, and admissions for Mental Health or Chemical Dependency) must be pre-
authorized in advance. You must call 72 hours prior to the medical facility admission or 
surgery. Surgeries performed in the doctor's own office do not need to be pre-
authorized.  
 
Preauthorization is not required for services provided in an emergency room of a 
hospital. It is recommended that all emergency medical facility admissions and 
emergency surgeries be authorized within 48 hours after the medical facility admission 
or surgery, or by the next business day, if later. The above penalty does not apply for 
failure to pre-authorize emergency admissions and surgeries. 
  
This provision does not apply for Mental Health or Chemical Dependency treatment. The 
Plan does not pre-authorize these services. 
 
Special Note Concerning Mothers and Newborns: Hospital stays that extend beyond 
48 hours for a normal vaginal delivery or beyond 96 hours for a cesarean section must 
be pre-authorized at the time your provider recommends the extended stay. 
 
Pre-authorization does not guarantee payment of benefits. The Health Services 
Department should be contacted at the following numbers:  
 

HEALTHCARE MANAGEMENT ADMINISTRATORS, INC. 
425/462-1000 - SEATTLE 

800/700-7153 - OTHER AREAS NATIONWIDE 
 
 

CERTIFICATION OF ADDITIONAL DAYS 
 
If your physician is considering lengthening a stay, you, your physician, the hospital or 
the medical facility must call HMA’s UR Coordinator to request certification for 
additional days.  Call no later than the last day previously certified.  If medically 
necessary, additional days of confinement may be certified at that time. 
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STEPS TO TAKE 
 
When an inpatient admission or surgery is recommended, the patient, the physician or 
a family member must call the UR Coordinator prior to the admission or surgery to 
obtain authorization.  If an emergency admission or emergency surgery occurs, the 
patient or a family member should ask the attending physician or the medical facility to 
contact the UR Coordinator within 48 hours of admission or surgery, or by the next 
business day, if later.  Please be prepared to give the UR Coordinator the following 
information when you make the call for authorization: 
 

 Name and age of patient. 

 Employee’s Social Security Number. 

 Group Number (4040). 

 Medical Facility name and address. 

 Name and phone number of admitting physician. 

 Admission date. 

 Diagnosis. 

 Procedure being performed. 

The UR Coordinator will send written confirmation of the approved admission to the 
patient once authorized. 

STEPS TO TAKE 
 
When an inpatient admission or surgery is recommended, the patient, the physician or 
a family member must call HMA’s Health Services Department at least 72 hours prior to 
the admission or surgery to obtain authorization. If an emergency admission or 
emergency surgery occurs, the patient or a family member should ask the attending 
physician or the medical facility to contact HMA’s Health Services Department within 48 
hours of admission or surgery, or by the next business day, if later. Please be prepared 
to give HMA’s Health Services Department the following information when you make the 
call for authorization: 
 

 Name and age of patient. 

 Subscriber Identification Number. 

 Group Number (4040). 

 Medical Facility name and address. 

 Name and phone number of admitting physician. 

 Admission date. 

 Diagnosis. 

 Procedure being performed. 
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The Health Services Department will send written confirmation of the approved 
admission to the patient once authorized. Pre-authorization is not required for services 
related to Mental Health or Chemical Dependency treatment. 
 
 

CASE MANAGEMENT/ALTERNATE TREATMENT 
 
In cases where the Covered participant's condition is expected to be or is of a serious 
nature, the Employer may arrange for review and/or case management services from a 
professional qualified to perform such services.  The UR Coordinator shall have the right 
to alter or waive the normal provisions of this Plan when it is reasonable to expect a 
cost effective result without a sacrifice to the quality of a patient’s care. 
 
Alternate care will be determined on the merits of each individual case and any care or 
treatment provided will not be considered setting any precedent or creating any future 
liability, with respect to that covered participant or any other covered participant.  

CASE MANAGEMENT/ALTERNATE TREATMENT 
 
In cases where the covered participant's condition is expected to be or is of a serious 
nature, case management services from a professional qualified to perform such 
services may be recommended. The Health Services nurse case manager will work with 
you, the Plan Administrator, your physician and other health care providers to help 
assure that the care you receive is provided in the most appropriate and cost effective 
manner. The case managers are your advocates to help improve the quality of your 
health care and to lower the cost of health care to you and the Plan. 
 
Alternate care will be determined on the merits of each individual case and any care or 
treatment provided will not be considered setting any precedent or creating any future 
liability, with respect to that covered participant or any other covered participant.  
 
This provision does not apply to mental health or chemical dependency treatment. 
 
 

HOW TO FILE A CLAIM 
 
All providers should send bills to the address listed on your medical identification card. 
 
 

FIRST CHOICEHMA PREFERRED PHYSICIANS AND HOSPITALS 
 

The employee will receive an identification card which includes the employee's name 

and Social Security number Subscriber Identification Number the group name and 

group number.  The card should be presented to the physician or hospital when 

treatment is received.  FIRST CHOICE HMA Preferred physicians and virtually all 

hospitals will normally bill Healthcare Management Administrators directly and will 

receive payment directly from the City of Redmond Health Benefit Plan.  There will be no 

claim form to fill out.  Any charges not eligible under this plan will be the responsibility 

of the employee. 

 

 

OTHER PROVIDERS OF CARE 
 

The employee or the provider must file a claim for services rendered by the provider.  

The claim must include an itemized statement from the provider with all of the following 

information: 

 

1. provider name 
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2. provider address 

3. Federal Tax ID number 

4. the nature of the accident or illness being treated (diagnosis code) 

5. the procedure being performed (procedure code)  

6. the employee's name  

7. employee’s Social Security number Subscriber Identification Number 

8. the patient's name if the claim is for a dependent 

9. the group name and group number (4040). 

 

If the provider's statement indicates that the bill has been paid in full, the 

reimbursement check will be made out to the employee. 

 

If no proof-of-payment is furnished, the reimbursement check will name the provider as 

payee if benefits are assigned to the provider. 

 
 

CLAIM FORMS 
 

Claim forms, to be completed by you and attached to your physician's statement, may 

be obtained from the Human Resources Department.  The claim form includes 

information to identify you or your family member as the patient, your current address, 

birth dates, other plan coverage, if any, and a choice of assignment of benefits to 

yourself or to the provider.  A claim form should be submitted for each family member 

at least once a year to keep information current. 

 

NOTE: It is the employee's responsibility to determine if a physician is a licensed 
physician or a hospital is an accredited hospital.  
 
 

TIMELY FILING  
 
All claims for reimbursement must be submitted within one year of the date 
incurred. 
 
 

CONTINUATION OF COVERAGE PROVISIONS (COBRA) 
 
Both employees and dependents should take the time to read the Continuation of 
Coverage Provisions. Under certain circumstances,  participants may be eligible for a 
temporary extension of health coverage, at group rates, where coverage under the plan 
would otherwise end.  The information in this section is intended to inform you, in a 
summary fashion, of your rights and obligations under the Continuation of Coverage 
provisions.  To find out more about your Continuation of Coverage rights refer to the 
COBRA Section of this booklet. 
 
 

CONTACT FOR QUESTIONS ABOUT THE PLAN BENEFITS 
 
Healthcare Management Administrators, Inc. (HMA) is the Plan Supervisor.  You are 
encouraged to contact HMA with questions you have regarding this Plan.  HMA’s Claims 
Service Department is available to answer questions about claims and how your 
benefits work.  You may contact HMA’s Claims Service Department at: 
 

HEALTHCARE MANAGEMENT ADMINISTRATORS, INC. 
PO Box 85008; Bellevue, WA  98015 

425/462-1600 - Seattle 
800/700-7153 - Other Areas Nationwide 
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COORDINATION OF BENEFITS 
 
This Plan is designed to help the covered individual meet the cost of illness or injury.  It 
is not intended to provide benefits greater than actual expenses.  Therefore, the Plan 
will take into account and coordinate with the benefits of any other plan which provides 
primary medical benefits and allow a total combined benefit not to exceed the amount 
normally allowed by the City of Redmond Employee Health Benefit Plan. 
 
 

EMPLOYEE ASSISTANCE PROGRAM 
 

Eastside Employee Programs has been contracted by the City of Redmond to provide 

EAP services.  The EAP provides a problem assessment and referral service for 

employees who are experiencing a wide range of problems.   

 

The Employee Assistance Program is a confidential professional service sponsored by 

The Wellspring Group, 1900 Rainer Ave. S. Seattle, WA 98144 Northup West Office 

Park, 2840 Northup Way, Bellevue, WA 98004-3034, 206/654-4144 (425) 827-1990, or 

800/553-7798, www.wfseap.org. 

 

You are encouraged to contact Sharon Templeman The Wellspring Group, at the above 

address or phone numbers, prior to using Mental Health or counseling services or 

before obtaining treatment for substance abuse. 

 

http://www.wfseap.org/
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SCHEDULE OF BENEFITS 
 

 

MAJOR MEDICAL BENEFITS USING ANY ELIGIBLE PROVIDER OR PREFERRED 
BENEFITS USING PREFERRED NETWORK PROVIDERS 

  

Preferred Provider Network - First Choice 
HMA Preferred 

800/700-7153 or www.wa.regence.com 
 

This plan does not require the designation of a primary care provider or to obtain a 
referral for services received from a specialist. Participants shall have free choice to 
obtain services from any licensed physician or surgeon, acting within the scope of their 
license (see the definition of physician/provider in the General Definitions section for a 
listing of covered physicians). 

 

The City of Redmond Health Benefit Plan gives you the option of receiving your medical 

care from First Choice HMA Preferred "Preferred Providers" or providers of your 

choice.  You will receive a directory of First Choice HMA Preferred Providers which 

are located throughout the state of Washington.  These are doctors and hospitals which 

many of you are already using.  When you choose to use a First Choice HMA Preferred 

Provider you do not need to file a claim form or pay at the time of service.  The provider 

will bill the claim administrator (Healthcare Management Administrators) direct.  While 

you are not required to use preferred providers to receive the full benefits of the Plan, 

the preferred providers give you a discount on the care you receive.  This can save both 

you and the City money and hold down the cost of the benefit plan in the future.  This 

will also help to assure that the plan has a profitable year which will increase the 

amount of the Wellness Rebate available to those employees who help the plan save 

money. 

 

If care is received from a Non-Preferred Provider or Non-Participating Provider, eligible 
expenses will be paid based upon the Usual, Customary, and Reasonable (UCR) charge. 
The portion of the Non-Preferred or Non-Participating Provider's bill in excess of UCR is 
not a covered expense under this Plan and is the responsibility of the participant. 

 

The following summarizes the benefits you have available when you use either the First 

Choice Health HMA Preferred Network Providers or Non-First Choice Health HMA 

Preferred Network providers. 

  

This Plan will pay preferred providers based on the contracts the providers have with 

the Preferred Provider Network unless the preferred provider agrees to accept a 

negotiated amount which is less than the contract amount. 
 

This Schedule of Benefits is a summary of the benefits provided under this Plan.  Please 
read the entire booklet for details on specific benefit limitations and maximums, 
waiting periods and exclusions. 
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MEDICAL BENEFITS       
 

INDIVIDUAL DEDUCTIBLE $100 

Per calendar year. 

 

FAMILY DEDUCTIBLE $300 

Per calendar year. 

 

INDIVIDUAL MAXIMUM OUT-OF-POCKET EXPENSE $600 

Per calendar year.  (Includes deductible) 

 

FAMILY MAXIMUM OUT-OF-POCKET EXPENSE $1,200 

Per calendar year.  (Includes deductible) 

 

Once the out-of-pocket is reached, eligible expenses are paid at 100% of allowable 

charges for the remainder of the calendar year.  There are some benefits that are not 

payable at the 100% coinsurance rate.  The following expenses do not apply to the out-

of-pocket expense 1) Copays; 2) Penalties; 3) Ineligible charges; 4) Outpatient Mental 

and Nervous Treatment;  5) Hearing Aids;  6) Neurodevelopmental Therapy; and  7) TMJ 

services; 8) Outpatient Chemical Dependency services.  Where a copay is applicable, 

only one copay is to be taken per day for related outpatient services rendered.  

 

PRE-AUTHORIZATION FOR MEDICAL FACILITY ADMISSION AND OUTPATIENT 

SURGERIES is required for full benefits.  Failure to pre-authorize will result in a $300 

penalty, which will not apply towards the out-of-pocket maximum. 

 

 

 Coinsurance 
 

ALLERGY INJECTIONS/TESTING 80% 
 
AMBULANCE (AIR AND GROUND) 80% 

 

ANESTHESIOLOGIST 80% 

 

ASSISTANT SURGEON 80% 

   Limited to 20% of surgeon’s fee. 

 

BLOOD BANK CHARGES 80% 

 

CHEMICAL DEPENDENCY TREATMENT   

Inpatient 80% 

Outpatient   50%* 

   Limited to $500 per calendar year. 

 

   Inpatient and Outpatient Services are limited to 

   $10,000 per calendar year and $20,000 lifetime maximum. 

 

CHIROPRACTIC SERVICES AND X-RAYS 80% 

   Limited to $500 per calendar year. 

  

DENTAL SERVICES 80% 

   (See page 33 for medically necessary covered services) 

 

DIABETIC EDUCATION 80% 
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 Coinsurance 
 

DIAGNOSTIC X-RAY AND LABORATORY 80% 

 

DIETARY EDUCATION 100% 

Deductible waived. 

 

DURABLE MEDICAL EQUIPMENT 80% 

 
EMERGENCY ROOM & SERVICES $50 Copay, 
   Copay waived if treatment is for an accidental injury  then 80% 
   or if admitted as an inpatient. 
 

HEARING AID BENEFIT  

   Limited to $900 per ear every four consecutive years.  80%* 

 

HOME HEALTH CARE 80% 

   Limited to $10,000 120 visits per calendar year. 

 

HOSPICE CARE   80% 

   Lifetime maximum six months. 

 

HOSPITAL / MEDICAL FACILITY SERVICES 

Inpatient 80% 

Outpatient  

   Ambulatory/Surgical Facility 80% 
   Miscellaneous Services 80% 

 

IMMUNIZATIONS 100% 

Deductible waived. 

 

INFUSION THERAPY 80% 

 

INPATIENT PHYSICIAN VISIT 80% 

 

KIDNEY DIALYSIS (OUTPATIENT SERVICES) 80% 
Limited to 42 treatments per treatment period. 

Supplemental Coverage 100% 

Payable at 150% of the Medicare Allowable. deductible waived 

 
MATERNITY CARE 80% 

 Paid the same 

 as any other 

 condition 

 

MENTAL NERVOUS TREATMENT  

Inpatient 80% 

   Limited to 15 days maximum per calendar year. 

Outpatient  

   Limited to 20 visits per calendar year. 

      First 10 visits 80%* 

      Second 10 visits 50%* 

 

NEURODEVELOPMENTAL THERAPY 80%* 

   Limited to children age 6 and under. 

 

OFFICE VISIT 80% 
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 Coinsurance 
 

ORTHOTICS 80% 

   Limited to $500 every 5 years. 

 

PRE-ADMISSION TESTING 80% 
 
PRESCRIPTION DRUGS 80% 

 

PRESCRIPTION DRUGS 

Caremark - Retail Pharmacies   

Generic Drugs 80% 

Brand Name Drugs 80% 

 

Dispensing limit 34 days. 

 

Caremark Mail Order - Mail Order Prescriptions   

Generic Drugs $5 Copay 

 then 100% 

Brand Name Drugs $10 Copay  

 then 100% 

Dispensing limit 90 days. 

 
PREVENTIVE CARE  (Well Adult) 100% 
   Limited to $250 per calendar year.    
   Deductible waived. 
 
PREVENTIVE CARE  (Well Child) 100% 
   Limited to $150 per visit and limited to:    
      7 visits age birth to age 2 
      3 visits age 2 to age 6 
      2 visits age 6 to age 18 
   Deductible waived. 
 
PREVENTIVE HEPATITIS B SHOTS 100% 
   For dependent children as federally mandated. 
   Deductible waived. 

 

PREVENTIVE X-RAY AND LABORATORY 100% 

Deductible waived. 

 

PROSTHETICS 80% 

 

REHABILITATION SERVICES 

Inpatient 80% 

   Limited to 30 days per condition. 

Outpatient 80% 

 

SECOND SURGICAL OPINION 80% 

 

SKILLED NURSING FACILITY CARE 80% 

   Lifetime maximum 365 days. 

 

SMOKING CESSATION 80%100% 

   Lifetime maximum $300. 

Deductible waived. 
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 Coinsurance 
 

STERILIZATIONS (Elective) 80% 

 

SURGEON 80% 

 

TEMPOROMANDIBULAR JOINT DISORDER 50%* 

   Lifetime maximum $500. 

 

TRANSPLANTS 80% 

Donor Benefit  80% 

   Limited to $20,000 per transplant. 

 

OTHER MISCELLANEOUS ELIGIBLE CHARGES 80% 

 

*Remains at a constant coinsurance level and does not apply to the out-of-pocket     

  maximum. 

 

LIFETIME MAXIMUM BENEFITS 

Chemical Dependency  $20,000 

Smoking Cessation  $300 

TMJ Services  $500 

Major Medical  $1,000,000Unlimited 

   See page 30 for Reinstatement provision. 

 

 

DENTAL BENEFITS 
 
INDIVIDUAL DEDUCTIBLE None 
 
FAMILY DEDUCTIBLE None 
 
MAXIMUM PAYABLE $2,000 
   Per participant, per calendar year. 
 
CLASS I - PREVENTIVE 100% 
   Oral Exam, Cleaning, X-rays, Fluoride, Fillings, Sealants. 
 
CLASS II - BASIC AND RESTORATIVE 80% 
  Oral Surgery, Endodontic Treatment, Periodontal Services. 
 
CLASS III - MAJOR AND PROSTHETICS 80% 
   Bridgework, Crowns, Dentures, Inlays, Onlays. 
 
CLASS IV - ORTHODONTIA 80% 
   
TEMPOROMANDIBULAR JOINT DISORDER (TMJ) 50% 
   Lifetime maximum of $500. 
   Does not apply to the calendar year dental maximum. 
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VISION BENEFITS 
 

ROUTINE EYE EXAMINATION 

Birth to Age 5 100% 

   Limited to one eye exam per calendar year. 

Deductible waived.  

Age 5 and Older  80% 

   Limited to one eye exam per calendar year. 

   Deductible waived. 

 

HARDWARE (LENSES, FRAMES, AND CONTACT LENSES) 80% 

   Limited to $250 per calendar year. 
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ELIGIBILITY AND ENROLLMENT PROVISIONS 
 

 

EMPLOYEE ELIGIBILITY 
 

The following categories of employees are eligible to enroll for coverage under this plan.  

Active employees must be employed by the City of Redmond; retired or disabled LEOFF I 

employees must be retired or on disability leave from the City of Redmond. 

 

 LEOFF I employees who are full-time law enforcement officers or firefighters hired 

prior to October 1, 1977, and who are members of the LEOFF system as defined in 

Sections (3) and (4), CH 131, Law of 1972 1st Ex. Session. 

 

 Eligible LEOFF II employees who are full-time law enforcement officers or firefighters 

hired on or after October 1, 1977, and who are not members of the LEOFF system 

as defined in Sections (3) and (4), CH 131, Law of 1972 1st Ex. Session. 

 

 Nonuniformed employees who are employed on a regular full-time or part-time basis 

working 20 or more hours per week and who are eligible for a premium contribution 

by their employer. 

 

 Retired or disabled LEOFF I employees eligible for a premium contribution by the 

City of Redmond. 

 

 Council members who are employed on a part-time basis working 20 hours or more 

per week and who are eligible for a premium contribution by the City of Redmond.  

The pre-existing waiting period will not apply to council members who were eligible 

prior to January 1, 1994. 

 

 Council members who are employed on a part-time basis and who are eligible for a 

premium contribution by the City of Redmond are eligible for benefits as of the date 

that they are seated as an elected official after election.  The pre-existing waiting 

period will not apply to council members who were eligible prior to January 1, 1994. 

 

An employee who has a status change from a part-time employee to a full-time employee 

will be eligible to enroll in the City of Redmond Health Benefit Plan at the time that their 

status changes to a full-time active employee.  The employee will have 31 days to enroll.  

If they do not enroll within 31 days they will not be eligible until the next open 

enrollment.   

 
Employees with the following titles, who have been terminated or laid off and have been 
offered and have accepted a severance arrangement, will be eligible for coverage on the 
same basis as any other employee.  
 

 Human Resources Director 

 Public Works Director 

 Planning Director 

 Parks Director 

 Finance Director 

 Fire Chief 

 Police Chief 

 Assistant to the Mayor 
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Eligibility will continue for a period of 5 months, which will commence on the first of the 
month following the date of termination or lay off. The employee is responsible for their 
portion of premium contributions, if any. Upon exhaustion of the severance period, the 
employee will be entitled to continue coverage under the COBRA Continuation of 
Coverage provisions of the Plan. 
 
DEPENDENT ELIGIBILITY 
 
Dependents eligible for coverage under this plan are: 
 

 Your legally married spouse (unless coverage is required by a court decree, after 
divorce.) An employee’s legally married spouse as defined in the definition section. 
Coverage may continue during a legal separation only if ordered by a court decree. 

   

 A domestic partner.  Domestic Partners are defined as two adults, of the same sex, 
or at least one of the persons is sixty-two years of age or older, engaged in a spouse-
like relationship, are state registered domestic partners (as defined in Chapter 156 
Laws of 2007, SSB5336, of the State of Washington). To qualify for domestic partner 
coverage, both individuals must meet the following qualifications: 
 

 Both persons share a common residence; 

 Both persons are at least eighteen years of age; 

 Neither person is married to someone other than the party to the domestic 
partnership and neither person is in a state registered domestic partnership 
with another person; 

 Both persons are capable of consenting to the domestic partnership; 

 Both of the following are true: 
o The persons are not nearer of kin to each other than second cousins, 

whether of the whole or half blood computing by the rules of the civil law; 
and 

o Neither person is a sibling, child, grandchild, aunt, uncle, niece, or nephew 
to the other person; and 

 Either (a) both persons are members of the same sex; or (b) at least one of the 
persons is sixty-two years of age or older. 

 
A Domestic Partner is equivalent to a spouse in regard to eligibility and received 
benefits equivalent to those that would be provided to the spouse of a married 
employee to the extent permissible by law. All terms, conditions, or administrative 
requirements of the RedMed Plan City of Redmond Benefit Plan that apply to a 
spouse are similarly applicable to a domestic partner. 
 
Coverage is available to the children of one or both Domestic Partners provided that 
the child meets the eligibility requirements for dependent children provided herein. 
 
Upon termination of a domestic partner relationship, an employee must notify the 
City’s Human Resources Department within 60 days, acknowledging that the 
relationship has ended. Coverage for domestic partners and their dependent 
children will cease on the last day of the month the domestic partner relationship 
has ended. 
 
In addition to completing the appropriate enrollment forms to add a domestic 
partner or child(ren) of a domestic partner to the Plan, you will be required to 
complete and submit to the Plan a Declaration of Tax Dependent Status form.  Proof 
of domestic partnership can be demonstrated by providing the City’s Human 
Resources Department with a copy of the domestic partnership’s Certificate of State 
Registered Partnership. 
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Please contact the City’s Human Resources Department for more information on 
how to qualify for coverage under this provision. 
 
Special Open Enrollment Period for Domestic Partners 
 
A special open enrollment will occur beginning September 17, 2007 ending October 
17, 2007. During this enrollment period, employees with domestic partners may 
enroll their partner, provided the partner meets the eligibility requirements 
identified above. The effective date of coverage for domestic partners added to the 
RedMed Plan City of Redmond Benefit Plan during the period of Special Open 
Enrollment will be the first day of the month following receipts of the enrollment 
form. This will be the only Special Open Enrollment provided for domestic partners. 
After October 17, 2007, employees with domestic partners may enroll their partners 
on an annual basis during the regularly scheduled open enrollment period or in 
accordance with the terms and conditions described in the RedMed Plan City of 
Redmond Benefit Plan Description. 

 

 Your unmarried dependent child(ren) under age 23 who permanently resides in your 

household or who is a full-time student in an accredited educational institution, 

(except during normal vacation periods) or is being claimed as a dependent on the 

employee’s tax return.   

 

 An employee’s married or unmarried child, under the age of 26, regardless of 
whether or not the child is eligible for employer sponsored coverage through their 
own employer, whether or not a full-time student, whether or not claimed as a 
dependent on the employee’s federal income taxes, and whether or not dependent 
upon the employee for support. 
 
A special enrollment period will be held from November 1, 2010 through November 
30, 2010 to allow dependent children whose coverage previously ended or were not 
previously eligible for coverage due to the attainment of age, to now enroll for 
coverage under the Plan. The dependent (and covered employee) will be eligible to 
enroll in any benefit package available to other similarly situated individuals. 
Coverage for eligible dependents that are enrolled during this special enrollment 
period, will become effective January 1, 2011. 

 

 Your unmarried dependent child(ren) who is incapable of self-sustaining 
employment because of a developmental disability, mental illness or physical 
disability that existed before the child reaches the maximum age.  The child must be 
chiefly dependent upon the covered employee for support and maintenance.  Proof of 
incapacity must be received within 31 days after the date on which the maximum 
age is attained.  Subsequent evidence of disability or dependency may be required as 
often as is reasonably needed to verify continued eligibility for benefits. 

 

 Your unmarried dependent child(ren) who’s coverage is required pursuant to a 
―medical child support order.‖ An employee’s unmarried dependent child(ren) whose 
coverage is required pursuant to a valid court order, administrative order or 
Qualified Medical Child Support Order (QMCSO). 

 
The term "dependent children" means any of your natural children, step-children, 
legally adopted children, or children who have been placed for adoption with you prior 
to the age of 18, or children who have been placed under the legal guardianship of you 
or your spouse by a court decree or placement by a State agency. "Placement" for 
adoption is defined as "the assumption and retention of an obligation for total or partial 
support of a child in anticipation of adoption irrespective of whether the adoption has 
become final."  The child's eligibility terminates upon termination of the legal obligation. 
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Adopted children are eligible under the same terms and conditions as apply to 
dependent, natural children of parents covered under this Plan. 
 
If a child is not dependent on the employee for support, the child will still be eligible if 
the employee or eligible spouse is legally required to provide medical coverage for the 
child, or to pay the child’s medical expenses. 
 
Any individual who is covered as an employee cannot also be covered as a dependent.  
No dependent can be covered as a dependent of more than one employee. 
 
A dependent is defined as an individual who is:  (1) listed on the employee's enrollment 
form as a dependent of the employee;  (2) eligible for dependent coverage (based on the 
criteria above);  (3) whose enrollment form has been accepted by the Plan Administrator;  
and (4) for whom the applicable rate of coverage has been paid. 
 
 

ENROLLMENT 
 
REGULAR ENROLLMENT 
 

To apply for coverage under this plan, the employee must complete and submit an 

enrollment form within 31 days of the date the individual first becomes eligible for 

coverage. The completed enrollment form should list all eligible dependents to be 

covered. 

 

An employee who has a status change from a part-time employee to a full-time employee 

will be eligible to enroll in the Red-Med Plan at the time that his/her status changes to 

a full-time active employee.  Employees will have 31 days to enroll.  If they do not enroll 

within 31 days they will not be eligible until the next open enrollment.   

 

 

CHOICE OF HEALTH PLAN WHEN YOU AND YOUR SPOUSE ARE BOTH 
CITY OF REDMOND EMPLOYEES 
 
When both you and your spouse are City of Redmond employees and in a category of 
employees that are eligible to enroll for coverage under this plan; you and your spouse 
may independently choose which health care plan to enroll in. 
 
Should you and your spouse choose to be on different plans, your eligible dependents 
must all be enrolled on one plan or the other.  Dependent coverage cannot be split 
between the two plans. 
 
A one-time distinct Open Enrollment period will be held during the month of May, 1999 
for an effective date of July 1, 1999, to allow you, your spouse and eligible dependents 
to make a Choice of Health Plan.  After this one-time distinct Open Enrollment period, 
you and your dependents will be allowed to change your participation during the regular 
open enrollment period, which is the month of December for an effective date of 
January 1, or during a Special Enrollment Period as defined by this Plan. 
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ENROLLMENT CHANGES 
 
An employee must submit a newly completed enrollment form to add or drop a 

dependent from coverage or to report a name change or an address change. 

 
When you acquire an eligible dependent (birth, marriage, adoption etc.) the dependents 
must be enrolled within the enrollment eligibility periods specified below: 
 

Newly acquired dependent:  A newly acquired dependent must be enrolled within 
60 days of the date of acquisition. 
 
Newborn:  A newborn child may be covered from birth provided the child is enrolled 
within 60 days of the date of birth. 
 
Adopted Child:  A child placed for adoption may be covered from the date of 
placement provided the child is enrolled within 60 days of the date of placement. 

 
Legal Ward:  A child for whom you are the legal guardian will be eligible as of the 
date of legal guardianship if enrolled within 60 days of the date of you assume legal 
guardianship.  You will be required to submit proof of legal guardianship at the time 
you enroll the dependent child. 
 

If a dependent is not enrolled within the time period specified above, he or she cannot 

apply for coverage until the next open enrollment period (the month of December). 

 
Special Enrollment for Individuals Who Previously Reached the Lifetime Maximum 
Benefits 
 
A special enrollment period will be held from November 1, 2010 through November 30, 
2010 to allow individuals whose coverage previously ended due to reaching the lifetime 
limit for all benefits under the plan to re-enroll for coverage under the Plan. The 
individual (and employee) will be eligible to enroll in any benefit package available to 
other similarly situated individuals. Coverage for individuals that are enrolled during 
this special enrollment period will become effective January 1, 2011. 
 
Special Enrollment for Loss of Other Coverage 
 
A special enrollment period is available for employees and their dependents who lose 
coverage under another group health plan or had other health insurance coverage if the 
following conditions are met: 
 

 the employee or dependent is eligible for coverage under the terms of the Plan, but 
not enrolled, 

 enrollment in the Plan was previously offered to the employee , 

 the employee declines the coverage under the Plan because, at the time, the 
employee and/or dependent was covered by another group health plan or other 
health insurance coverage. 

 The employee has declared in writing that the reason for the declination was the 

other coverage.  (The plan must give notice of this requirement and the consequences 

of the employee’s failure to provide the statement.  This is especially important if an 

employee gets married and the spouse has other group coverage.  It needs to be clear 

that the newly married employee needs to notify the Plan in writing within 30 days of 

the marriage that the spouse has other coverage.) 
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The employee or dependent may request the special enrollment within 31 days of loss of 
other health coverage under the following circumstances: 
 

 If the other group coverage is not COBRA continuation coverage, special enrollment 
can only be requested after losing eligibility for the other coverage due to a COBRA 
qualifying event or after cessation of employer contributions for the other coverage,   
Loss of eligibility of other coverage does not include a loss due to failure to pay 
premiums on a timely basis.  COBRA continuation does not have to be elected in 
order to preserve the right to a special enrollment 

 If the other group coverage is COBRA continuation coverage, the special enrollment 
can only be requested after exhausting COBRA continuation coverage. 

 
Effective date of coverage will be the first of the month following the date the completed 
enrollment material is received by the Plan. 
 
Special Enrollment for Loss of Other Coverage 
 
A special enrollment period is available for current employees and their dependents who 
lose coverage under another group health plan or had other health insurance coverage 
if the following conditions are met: 
 

 The employee or dependent is eligible for coverage under the terms of the Plan, but 
not enrolled. 

 Enrollment in the Plan was previously offered to the employee. 

 The employee declines the coverage under the Plan because, at the time, the 
employee and/or dependent was covered by another group health plan or other 
health insurance coverage. 

 The employee has declared in writing that the reason for the declination was the 
other coverage. 

The current employee or dependent may request the special enrollment within 31 days 
of loss of other health coverage under the following circumstances. 
 

 If the other group coverage is not COBRA continuation coverage, special enrollment 
can only be requested after losing eligibility for the other coverage due to a COBRA 
qualifying event or after cessation of employer contributions for the other coverage.  
Loss of eligibility of other coverage does not include a loss due to failure to pay 
premiums on a timely basis or termination of coverage for cause.  COBRA 
continuation does not have to be elected in order to preserve the right to a special 
enrollment. 

 If the other group coverage is COBRA continuation coverage, the special enrollment 
can only be requested after exhausting COBRA continuation coverage. 

 If the other individual or group coverage does not provide benefits to individuals who 
no longer reside, live, or work in a service area, and in the case of group coverage, 
no other benefit packages are available. 

 If the other plan no longer offers any benefits to the class of similarly situated 
individuals. 

Effective date of coverage will be the first of the month following the date the request is 
received by the Plan Administrator. 
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Special Enrollment for Loss of State Children’s Health Insurance Program (SCHIP) 
or Medicaid 
 
A special enrollment period is available for current employees and their dependents who 
are otherwise eligible for coverage under the Plan, if one of the following events occurs: 
 

 The employee’s or dependent’s State Child Health Plan coverage or Medicaid 
coverage is terminated due to a loss of eligibility. 

 The employee or dependent becomes eligible for State Child Health Plan or Medicaid 
premium assistance. 

The current employee or dependent may request the special enrollment within 60 days 
from the date other coverage is lost or within 60 days from the date that premium 
assistance eligibility is determined. 
 
Effective date of coverage will be the first of the month following the date the request is 
received by the Plan Administrator. 

 
Special Enrollment for Loss of Eligibility Due to Reaching Lifetime Maximum 
Benefits 

 
A special enrollment period is available for current employees and their dependent, if an 
individual incurs a claim that causes the individual to meet or exceed a lifetime 
maximum on all benefits.  The current employee or dependent may request the special 
enrollment within 30 days from the date that the claim putting the individual over the 
lifetime maximum has been denied. 
 
If the other coverage is COBRA continuation coverage, meeting or exceeding a lifetime 
maximum on all benefits, shall also result in the exhaustion of COBRA continuation 
coverage.  Special enrollment must be requested within 30 days from the date the claim 
putting the individual over the lifetime maximum has been incurred. 

 
Effective date of coverage will be the first of the month following the date the request is 
received by the Plan Administrator. 
 
Special Enrollment for New Dependents 
 
A special enrollment period is available for employees who acquire a new dependent by 
birth, marriage, adoption, or placement for adoption.  This special enrollment applies to 
the following events: 
 
A special enrollment period is available for current employees who acquire a new 
dependent by birth, marriage, adoption, or placement for adoption.  This special 
enrollment applies to the following events: 
 
When an employee marries, a special enrollment period is available for the employee 
and spouse.  The effective date will be the date of marriage as long as the completed 
enrollment material is received by the Plan within 60 days.  
 
When an employee or spouse acquire a child through birth, adoption or placement for 
adoption, a special enrollment period is available for the employee, the spouse and the 
dependent.  As long as the proper enrollment material is received by the Plan within the 
60 day enrollment period the effective date of coverage will be the date of the birth, 
adoption or placement of adoption. 
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Special Enrollment for New Dependents through Qualified Medical Child Support 
Order: 
 
The Plan will honor the terms of a Qualified Medical Child Support Order (QMCSO).  
The order must be issued as a part of a judgment, order of decree or a divorce 
settlement agreement related to a child support, alimony, or the division of marital 
property, issued pursuant to state law.  Agreements made by the parties, but not 
formally approved by a court are not acceptable.  If the child is enrolled within 31 days 
of the court of state agency order, the waiting period and pre-existing conditions 
exclusion period do not apply. 
 
Open Enrollment 
 
An open enrollment period is held once every 12 months to allow eligible employees to 
change their participation.  The open enrollment period will be the month of December 
for an effective date of January 1. 

 

For the calendar year 2003 only there will be an additional Open Enrollment Period to 

provide a choice to employees on healthcare coverage based on new employee 

contributions.  The additional Open Enrollment Period will be the month of February for 

a March 1, 2003 effective date. 

 
 

EFFECTIVE DATE OF COVERAGE 
 
EMPLOYEE EFFECTIVE DATE 
 

The date coverage begins under the Plan is the effective date.  For a properly enrolled 

individual, coverage will become effective as follows: 

 

 On the date of hire for LEOFF I and LEOFF II employees. 

 

 On the date of hire for nonuniformed employees unless a payroll deduction is 

required for full-time or part-time employees.  Those employees have an optional 

effective date of the first of the month next following the date of hire.   

 

 On the date the employee status changes from part-time to full-time. 

 

 On the date of the employee's effective date for all dependents. 

 

 On the first of January, for anyone who enrolls during the open enrollment period. 
 
 

DEPENDENT EFFECTIVE DATE 
 
If you elect coverage for your dependents during the first 60 days of eligibility, their 
effective date will be the same as your effective date. 
 
The effective date for dependent’s added after the employee’s effective date are indicated 
below: 

 
Spouse:  The covered employee’s spouse who is eligible due to marriage on or after 
the employee’s effective date, the effective date will be the date of marriage. 
 
Newborn:  The covered employee’s biological children born on or after the employees 
effective date, the effective date will be the child’s date of birth. 
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Adopted Child:  The covered employee’s adoptive children place with the employee 
after the employee’s effective date, the effective date will be the child’s date of 
placement. 

 
Newly Acquired Dependent:  For all dependents who become eligible after the 
covered employee’s effective date, the effective date is the first of the month following 
the date the dependent first becomes eligible. 

 
Legal Wards/Dependents eligible due to a Qualified Medical Support Order: A 
child for whom you are the legal guardian will be eligible as of the date of legal 
guardianship if enrolled within 60 days of the date you are appointed guardian by 
the courts.  Proof of guardianship must be submitted with the enrollment form.  
Dependents enrolled due to a Qualified Medical Support Order will be eligible as of 
the date of issuance.  Proof must be submitted with the enrollment form.  
 

 

TERMINATION OF COVERAGE 
 
Except as provided in the Plan's Continuation of Coverage provisions, coverage will 
terminate on the earliest of the following occurrences: 
 
Employee 
 

 The date the employer terminates the Plan and offers no other group health plan. 

 The last day of the month in which the employee ceases to meet the eligibility 
requirements of the Plan. 

 The last day of the month in which the employee's employment ends. 

 The date the employee begins active service in the armed forces. 

 The first day an employee fails to return to work following an approved leave of 
absence. 

 The last day of the month in which the employee retires. 

 The last day of the month in which the Council Member’s term expires or the 
Council Member resigns. 

 
Dependent(s) 
 

 The date the employer terminates the Plan and offers no other group health plan. 

 The date the employee's coverage terminates. 

 The last day of the month in which the dependent ceases to meet the eligibility 
requirements. 

 The last day of the month in which the dependent becomes eligible as an employee. 

 The last day of the month in which contributions have been made on his/her behalf. 

 The date the dependent becomes an active, full-time member of the armed forces of 
any country. 

 The date dependent coverage is discontinued under the Plan. 
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Coverage will not be terminated retroactively except in the case of an employee’s failure 
to remit premiums or contribution in a timely manner or in the case of fraud or 
intentional misrepresentation. The Plan Administrator will provide 30 days advance 
written notice to covered employees and dependents that will lose coverage retroactively 
due to an act, practice, or omission that constitutes fraud or the employee or dependent 
makes an intentional misrepresentation of material fact. 
 

 

BENEFIT WAIVER 
 
You have the option of waiving health plan coverage if you are covered by your spouse’s 
health plan.  If your spouse works for the City of Redmond, you are not eligible to 
receive the benefit waiver.  A ―Benefit Waiver Form‖ must be completed and signed by 
you and your spouse and returned to the Human Resources Department for approval 
before any waiver bonus is paid.  You will also be required to fill out a new Benefit 
Waiver Form each year before any bonuses are paid. 
 
The City will pay you a lump sum of $300 for the calendar year you have waived out of 
the plan.  If you are a regular part-time employee, the dollars are prorated based on the 
number of hours worked. 
 
If your spouse should lose coverage and can provide documentation of the loss, you may 
enroll yourself and any eligible dependents at that time.  You will be required to pay 
back the waiver bonus on a prorated schedule depending on the number of months left 
in the calendar year. 
 
 

MILITARY LEAVE OF ABSENCE 
 
Employees going into or returning from military service may elect to continue Plan 
coverage as mandated by the Uniformed Services Employment and Reemployment 
Rights Act of 1994.  These rights apply only to eligible employees and eligible 
dependents covered under the Plan before leaving for military service.  
 
The maximum period of coverage of a person under such an election shall be the lesser 
of: 
 

 For elections made before December 10, 2004, the 18 month period beginning on 
the date that Uniformed Service leave commences; or 

 For elections made on or after December 10, 2004, the 24 month period 
beginning on the date that Uniformed Service leave commences; or 

 The period beginning on the date that Uniformed Service leave commences and 
ending on the day after the date on which the person was required to apply for 
or return to a position of employment and fails to do so. 

A person who elects to continue Plan coverage may be required to pay up to 102% of the 
full contribution under the Plan, except a person on active duty for 30 days or less 
cannot be required to pay more than the employee’s share, if any, for the coverage. 
 
A preexisting condition exclusion may not be imposed in connection with the 
reinstatement of coverage upon reemployment if one would not have been imposed had 
coverage not been terminated because of service.  However, Plan exclusions and waiting 
periods may be imposed for any sickness or injury determined by the Secretary of 
Veterans Affairs to have been incurred in, or aggravated during military service. 
 
Please contact the Group’s Human Resources Department for information concerning 
your eligibility for USERRA and any requirements of the Plan. 
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COBRA 
 

 

CONTINUATION OF COVERAGE 
 
This provision provides continuation of coverage in compliance with the Consolidated 
Omnibus Budget Reconciliation Act of 1985 (COBRA) as amended by the Omnibus 
Budget Reconciliation Act of 1989 and amended by the Portability & Accountability Act 
of 1996.  In general, COBRA requires that a ―qualified beneficiary‖ covered under the 
Employer’s group health plan who experiences a ―qualifying event‖ be allowed to elect to 
continue that health coverage for a period of time.  Qualified beneficiaries are 
employees, spouses and dependents covered under the Plan.  Coverage is elected on the 
election form provided by the Plan Administrator.  Both you and your spouse should 
take the time to read the Continuation of Coverage provisions. 
 
If you are an employee covered by the Plan, you have the right to elect continuation of 
coverage if you lose coverage under the Plan because of any one of the following 
qualifying events: 
 

 Termination (for reasons other than gross misconduct on your part) of your 
employment. 

 Reduction in the hours of your employment. 

If you are the spouse of an employee covered by the Plan you have the right to elect 
continuation of coverage if you lose coverage under the Plan because of any of the 
following four qualifying events: 
 

 The death of your spouse. 

 The termination of your spouse's employment (for reasons other than gross 
misconduct) or reduction in your spouse's hours of employment with the Employer. 

 Divorce or legal separation from your spouse. 

 Your spouse becomes entitled to Medicare benefits. 

In the case of a dependent child of an employee covered by the Plan, he or she has the 
right to elect continuation coverage if group health coverage under the Plan is lost 
because of any of the following five qualifying events: 
 

 The death of the employee parent. 

 The termination of the employee parent's employment (for reasons other than gross 
misconduct) or reduction in the employee parent's hours of employment with the 
Employer. 

 Parent's divorce or legal separation. 

 The employee parent becomes entitled to Medicare benefits. 

 The dependent ceases to be an eligible ―dependent child‖ under the Plan. 

A child who is born to or placed for adoption with a former employee during a period of 
COBRA coverage is a qualified beneficiary.  COBRA coverage may be elected for the 
child by giving timely notice of the birth or adoption to the Employer, in accordance 
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with the terms of the Plan.  (Note:  Plan’s enrollment window for newborn or adopted 
child(ren) is 60 days.)  
 
If an employee, spouse or dependent child is covered under another group health plan 
when a qualifying event occurs, that individual is not eligible to elect continuation of 
coverage under this Plan unless he/she has a pre-existing condition that is limited or 
excluded under the other group coverage.   
 
However, for plan years after 6/30/97, the type and duration of pre-existing condition 
limitations and exclusions that group health plans may apply to new enrollees is 
restricted.  An exclusion or limitation of the new group health coverage may not apply 
depending on the length of the qualified beneficiary’s creditable coverage under the prior 
plan.  (If the new plan has applicable exclusions or limitations, COBRA coverage will 
terminate only after the exclusion or limitation is no longer applicable.) 
 
 

NOTIFICATION REQUIREMENTS AND ELECTION PERIOD 
 
Under the law, the employee or a family member has the responsibility to notify the 
Employer when the qualifying event is a divorce, legal separation, a child losing 
dependent status or Medicare entitlement.  If notice is not given to the employer within 
60 days of the qualifying event or within 60 days of the date the qualified beneficiary 
would lose coverage due to the qualifying event, the qualified beneficiary will not be 
offered the option to elect continuation of  coverage. 
 
When the Employer is notified that one of these events has occurred, the appropriate 
individuals will be notified that they have the right to elect continuation coverage.  In 
addition, appropriate individuals will be notified of their right to elect continuation 
coverage due to other ―qualifying events‖ which result in loss of coverage, e.g., 
employee’s termination of employment (other than gross misconduct), reduction in 
hours, death, or an employee becoming entitled to Medicare. 
 
Under the law, you (the employee) or a family member must elect continuation of 
coverage within 60 days of the date Plan coverage would end or within 60 days of the 
date that the Employer sends you notice of your right to elect continuation of coverage, 
whichever is later.  If you or your family member does not elect COBRA continuation of 
coverage during this election period, you will not be eligible to enroll at a later date.  
However, a child that is born to or placed for adoption with a former employee during a 
period of COBRA coverage may become covered by COBRA provided that the enrollment 
guidelines to enroll the new dependent are followed. 
 
A covered employee or the spouse of the covered employee may elect continuation of 
coverage for all family members.  The covered employee, and his or her spouse and 
dependent child(ren) each have an independent right to elect continuation of coverage.  
For example, a spouse and/or dependent child(ren) may elect continuation of coverage 
even if the covered employee does not elect it. 
 
 

PREMIUM PAYMENTS 
 
If you elect continuation of coverage, the Employer must give you coverage that, as of 
the time coverage is provided, is identical to the coverage provided under the Employer's 
plan to similarly situated employees or family members.  This means that if the 
coverage for similarly situated employees or family members is modified, your coverage 
will be modified. 
 
You must pay premium payments for your initial premium months by the 45th day 
after you elect continuation coverage.  Your initial premium months are the months 
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that end on or before the 45th day after you elect continuation coverage.  All other 
premiums are due on the 1st of the month for which the premium is being paid, subject 
to a 30-day grace period. 
 

MAXIMUM COVERAGE PERIODS 
 
If a spouse or dependent child(ren) loses group health coverage because of the 
employee's death, divorce, legal separation or entitlement to Medicare benefits, or 
because you lose your status as a dependent under the Plan, the maximum coverage 
period for the spouse and/or dependent child(ren) is 36 months from the date of the 
qualifying event. 
 
If the employee, spouse or dependent child(ren) loses group health coverage because of 
a termination or reduction in hours of the employee's employment, the maximum 
continuation coverage period (for the employee, spouse and/or dependent child(ren)) is 
18 months from the date of termination or reduction in hours.  There are two exceptions 
to this rule: 
 

 For an employee and/or family member who is disabled on the date of termination 
or anytime within the first 60 days of COBRA coverage beginning on the date of 
termination or reduction in hours, the continuation coverage period is 29 months 
from the date of termination or reduction in hours. The disability that extends the 
18-month coverage period must be determined under Title II (Old Age, Survivors, 
and Disability Insurance) or Title XVI (Supplemental Security Income) of the Social 
Security Act.  For the 29-month continuation coverage period to apply, notice of the 
determination of disability under the Social Security Act must be provided by the 
disabled individual to the Employer within the 18-month coverage period and within 
60 days of the date of determination.  The extension of coverage will be for all 
qualified beneficiaries who lost plan coverage due to the termination or the 
reduction in hours, and who elect continuation of coverage.  The premium rate to be 
paid during the 18 to 29-month extension may be 150 percent of the normal full 
premium rate for the coverage elected.  

 

 If a second qualifying event occurs (for example, the employee dies or becomes 
divorced) within the 18 month or 29 month coverage period, the maximum coverage 
period becomes 36 months from the date of the termination or reduction in hours 
for the employee, spouse and/or child(ren). 

 
Special rule involving employee's entitlements to Medicare benefits.  This rule 
applies only if you are the employee's spouse or dependent child(ren) and you have 
continuation coverage because of a qualifying event that was either the termination or 
reduction in hours of the employment of the employee.  If the qualifying event occurs 
within 18 months after the employee becomes entitled to Medicare, your maximum 
coverage period ends 36 months from the date the employee became entitled to 
Medicare. 
 

TERMINATION BEFORE THE END OF THE MAXIMUM COVERAGE PERIOD 
 
Your (employee, spouse or dependent child(ren)) continuation of coverage automatically 
terminates (even before the end of the maximum coverage period) when any one of the 
following events occur: 
 

 The employer no longer provides group health coverage to any of its employees. 

 The premium for your continuation coverage is not paid timely (within the 30-day 
grace period). 
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 The employee, spouse or dependent child(ren) becomes covered under another group 
health plan (as an employee or dependent), which does not contain any exclusion or 
limitation with respect to any pre-existing condition of the covered individual.  
Effective 7/1/97, an exclusion or limitation of the other plan might not apply at all 
to the qualified beneficiary, depending on the length of creditable coverage under the 
prior plan. 

 You become entitled to Medicare benefits. 

 You (employee, spouse, child) are entitled to a 29-month maximum coverage period, 
but then there is a final determination under Title II or XVI of the Social Security Act 
that you are no longer disabled; however, continuation of coverage will not end until 
the month that begins more than 30 days after the determination and not before the 
end of the 18-month coverage period except as noted above. 

If you have any questions about this notice or COBRA provisions, please contact your 
employer.   
 
If your marital status changes, or a dependent ceases to be a dependent eligible for 
coverage under the Plan terms, or you or your spouse's address changes, you must 
immediately notify your employer. 
 
 

STATUS CHANGE 
 
If an Employee or Dependent has a status change while covered under this Plan (i.e., 
Employee to Dependent, COBRA to active) and no interruption in coverage has 
occurred, the Plan will allow continuation of coverage with respect to any deductible, 
out-of-pocket, pre-existing condition limitation and eligibility waiting period. 
 
 

SELF-PAYMENT OF PREMIUM 
 
To maintain continuous coverage, an eligible employee may make self-payment of 

premium (1) for up to six consecutive months during an employer-approved leave of 

absence or (2) for up to thirty days in the event of a suspension of compensation 

because of a lockout, strike, or other labor dispute. (Some collective bargaining 

agreements may provide for self-payment up to one year for an approved leave of 

absence).  It is the responsibility of the employer to notify the employee of the right to 

make payments when compensation is so suspended or terminated. 

 

Dependents of a deceased employee may continue coverage by self-paying premium for 

up to three consecutive months following the employee's death. 

 

 

All self-payments are subject to the following: 

 

 Payments must be made directly to the City of Redmond Health Benefit Plan. 

 Payments must be made when due. 

The right to continuous coverage must be exercised in consecutive months.  If there is a 
lapse in self-paid coverage, such coverage will not be reinstated. 
 
Individuals who exhaust the self-pay provisions above may be eligible for COBRA 
continuation.  For more information, please contact your Human Resources 
Department. 
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APPROVED FEDERAL FAMILY MEDICAL LEAVE (FMLA) 
 
Coverage for the employee and covered dependents can continue while the employee is 
on a leave of absence that meets the requirements of the Federal Family and Medical 
Leave Act.  The employee must continue to pay the same contributions toward the cost 
of coverage as he or she would when not on leave.  The City of Redmond will let 
employees know how and when contributions must be paid. 
 
If the employee decides not to continue coverage under this Plan during a leave of 
absence that meets the requirements of the Family and Medical Leave Act, coverage will 
be reinstated when the employee returns to active work.  This means that the Plan’s 
waiting periods, deductibles, out-of-pocket maximum, and benefit maximums will be 
adjusted by the time covered or amounts applied before the leave began.  Coverage will 
continue as if the break in coverage had not occurred. 
 
Please contact your Human Resources Department for information on how to qualify 
for a Family/Medical Leave of Absence. 
 
 

APPROVED LEAVE OF ABSENCE (OTHER THAN FEDERAL FAMILY 
MEDICAL LEAVE OF ABSENCE) 
 
If you are granted an approved leave of absence (other than medical/family leave of 
absence) you and your covered dependents will be eligible to continue coverage for up to 
six months.  You will be responsible for paying all of the premiums during the leave of 
absence.  If your leave extends beyond the end of the month following the six month 
leave,  you will be eligible to continue coverage under the (COBRA) Continuation of 
Coverage Provisions of the Plan.  
 
An employee and dependents who are being reinstated to an active status after an 
approved leave of absence do not have to satisfy the initial waiting period again if it was 
satisfied prior to going out on the approved leave of absence.  There will be no lapse in 
coverage for employees and dependents who have continued coverage while on the 
approved leave of absence.  If the employee did not continue coverage while on the leave 
of absence, then coverage will be reinstated on the date that he/she returns to active 
status.  
 
An employee and any dependents who had not satisfied the waiting period prior to the 
approved leave of absence will receive credit for the portion of the initial waiting period 
that was satisfied prior to the leave of absence.  Coverage will begin on the first of the 
month following their satisfaction of any remaining eligibility waiting period. 
 
A new employee who has not yet satisfied his/her pre-existing condition waiting period 
and has been granted an approved leave of absence, will be subject to the "pre-existing 
condition" waiting period.  The employee and dependents will receive credit for the 
amount of time that they had satisfied towards the pre-existing waiting period before 
the leave of absence began as long as the leave continues no longer than six months. 
 
The pre-existing waiting period will be waived for both employees and dependents, when 
the employee returns from an approved leave, if the following conditions are met:  
 

1. All individuals had satisfied the pre-existing waiting period prior to the leave of 
absence; and 

  
2. The employee returns from the leave by the end of the month following the six- 

month leave.   



01/01/11 33 4040 

 
A covered employee and his/her dependents who are reinstated after an approved leave 
of absence, which extends beyond six months, will be treated as a new enrollee. 
 
Please contact your Human Resources Department for information on how to qualify for 
an Approved Leave of Absence. 
 
 

REINSTATEMENT OF COVERAGE 
 
If an employee or dependent who was covered under this Plan terminates employment 
or loses eligibility for coverage and is rehired or again becomes eligible for coverage 
within six months of the date of termination, the waiting period will be waived.  An 
employee will be eligible for reinstatement of coverage on the date he/she returns to 
work.  A dependent will be eligible for reinstatement of coverage the first of the month 
from the date the application is received.  Credit will be given towards the Plan’s waiting 
periods, deductibles, out-of-pocket and benefit maximums for the time previously 
covered under this Plan if reinstated within six months.  Individuals continuously 
covered under the COBRA continuation of coverage of this Plan will be given credit for 
the time covered under this Plan toward meeting the Plan’s waiting periods, deductibles, 
out-of-pocket and benefit maximums.  Individuals not reinstated on the Plan within 
twelve months and not continuously covered under the COBRA continuation of coverage 
of this Plan will be treated as a new hire. 
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CONTINUATION COVERAGE RIGHTS UNDER COBRA  
 

 
 

INTRODUCTION 
 

CITY OF REDMOND EMPLOYEE HEALTH CARE PLAN BENEFIT PLAN (the 
Plan) 
 
The following information about your right to continue your health care coverage 
in the Plan is important. Please read it very carefully. 
 
COBRA continuation coverage is a temporary extension of group health coverage under 
the Plan under certain circumstances when coverage would otherwise end. The right to 
COBRA coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). COBRA coverage can become available to you when 
you would otherwise lose your group health coverage under the Plan. It can also become 
available to your spouse, domestic partner and dependent children (including 
dependent children of a domestic partner), if they are covered under the Plan, when 
they would otherwise lose their group health coverage under the Plan.  The following 
paragraphs generally explain COBRA coverage, when it may become available to 
you and your family, and what you need to do to protect the right to receive it. 
 
In general, COBRA requires that a ―qualified beneficiary‖ covered under the Employer’s 
group health plan who experiences a ―qualifying event‖ be allowed to elect to continue 
that health coverage for a period of time.  Qualified beneficiaries are employees and 
dependents who were covered by the Plan on the day before the qualifying event 
occurred.  Coverage is elected on the election form provided by the Plan Administrator.  
Both employees and dependents should take the time to read the Continuation of 
Coverage Rights provisions.  
 
The Plan has multiple group health components, and you may be enrolled in one or 
more of these components. COBRA (and the description of COBRA coverage contained 
in this SPD) applies only to the group health plan benefits offered under the Plan and 
not to any other benefits offered under the Plan or by The City of Redmond (such as life 
insurance, disability, or accidental death or dismemberment benefits). The Plan 
provides no greater COBRA rights than what COBRA requires—nothing in this SPD is 
intended to expand your rights beyond COBRA’s requirements. 
 
The Plan Administrator is: 
 

The City of Redmond 
Attn: Human Resources 

15670 NE 85th 
Redmond, WA  98052 

(425) 556-2137 
 

The party responsible for administering COBRA continuation coverage (―COBRA 
Administrator‖) is: 
 

HMA, Inc. 
P.O. Box 85016 

Bellevue, WA  98015-5016 
Attention: COBRA Unit 

800/869-7093 
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WHAT IS COBRA COVERAGE? 
 
COBRA 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 below in the section entitled ―Who Is Entitled to Elect COBRA?‖ 
 
After a qualifying event occurs and any required notice of that event is properly provided 
to the Plan Administrator, COBRA coverage must be offered to each person losing Plan 
coverage who is a ―qualified beneficiary.‖ You, your spouse, your domestic partner and 
your dependent children (including dependent children of a domestic partner) could 
become qualified beneficiaries and would be entitled to elect COBRA if coverage under 
the Plan is lost because of the qualifying event. (Certain newborns, newly adopted 
children, and alternate recipients under QMCSOs may also be qualified beneficiaries. 
This is discussed in more detail in separate paragraphs below.) 
 
We use the pronoun ―you‖ in the following paragraphs regarding COBRA to refer to each 
person covered under the Plan who is or may become a qualified beneficiary. 
 
COBRA coverage is the same coverage that the Plan gives to other participants or 
beneficiaries under the Plan who are not receiving COBRA coverage. Each qualified 
beneficiary who elects COBRA will have the same rights under the Plan as other 
participants or beneficiaries covered under the component or components of the Plan 
elected by the qualified beneficiary, including open enrollment and special enrollment 
rights. Under the Plan, qualified beneficiaries who elect 
COBRA must pay for COBRA coverage. 
 
Additional information about the components of the Plan is available in other portions 
of this SPD. 
 

 
WHO IS ENTITLED TO ELECT COBRA? 
 
If you are an employee, you will be entitled to elect COBRA if you lose your group health 
coverage under the Plan because either one of the following qualifying events happens: 
 

 your hours of employment are reduced; or 

 your employment ends for any reason other than your gross misconduct. 

 
If you are the spouse or domestic partner of an employee, you will be entitled to elect 
COBRA if you lose your group health coverage under the Plan because any of the 
following qualifying events happens: 
 

 your spouse or domestic partner dies; 

 your spouse’s or domestic partner’s hours of employment are reduced; 

 your spouse’s or domestic partner’s employment ends for any reason 
other than his or her gross misconduct; or 

 you become divorced or legally separated from your spouse, or your 
registered domestic partnership has been termination. Also, if your 
spouse or domestic partner (the employee) reduces or eliminates your 
group health coverage in anticipation of a divorce, legal separation or 
termination of domestic partnership, and a divorce, legal separation or 
termination of domestic partnership later occurs, then the divorce, legal 
separation or termination of domestic partnership may be considered a 
qualifying event for you even though your coverage was reduced or 
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eliminated before the divorce, separation or termination of domestic 
partnership. 

 
If you are the dependent child (or dependent child of a domestic partner) of an 
employee, you will be entitled to elect COBRA if you lose your group health coverage 
under the Plan because any of the following qualifying events happens: 
 

 your parent-employee dies; 

 your parent-employee’s hours of employment are reduced; 

 your parent-employee’s employment ends for any reason other than his 
or her gross misconduct; 

 you stop being eligible for coverage under the Plan as a ―dependent 
child.‖ 

 
If an employee takes FMLA leave and does not return to work at the end of the leave, 
the employee (and the employee’s spouse, domestic partner and dependent children, if 
any) will be entitled to elect COBRA if (1) they were covered under the Plan on the day 
before the FMLA leave began (or became covered during the FMLA leave); and (2) they 
will lose Plan coverage within 18 months because of the employee’s failure to return to 
work at the end of the leave. (This means that some individuals may be entitled to elect 
COBRA at the end of an FMLA leave even if they were not covered under the Plan during 
the leave.) COBRA coverage elected in these circumstances will begin on the last day of 
the FMLA leave, with the same 18-month maximum coverage period (subject to 
extension or early termination) generally applicable to the COBRA qualifying events of 
termination of employment and reduction of hours. (See the section below entitled 
―Length of COBRA Coverage.‖) 
 
Special COBRA rights apply to certain employees and former employees who are eligible 
for federal trade adjustment assistance (TAA) or alternative trade adjustment assistance 
(ATAA). These individuals are entitled to a second opportunity to elect COBRA for 
themselves and certain family members (if they did not already elect COBRA) during a 
special second election period. This special second election period lasts for 60 days or 
less. It is the 60-day period beginning on the first day of the month in which an eligible 
employee or former employee becomes eligible for TAA or ATAA, but only if the election 
is made within the six months immediately after the individual’s group health plan 
coverage ended. If you are an employee or former employee and you qualify or may 
qualify for TAA or ATAA, contact the Plan Administrator using the Plan contact 
information provided below.  CONTACT THE PLAN ADMINISTRATOR PROMPTLY 
AFTER QUALIFYING FOR TAA OR ATAA OR YOU WILL LOSE THE RIGHT TO 
ELECT COBRA DURING A SPECIAL SECOND ELECTION PERIOD. 
 
 

WHEN IS COBRA COVERAGE AVAILABLE? 
 
When the qualifying event is the end of employment, reduction of hours of employment, 
or death of the employee, the Plan will offer COBRA coverage to qualified beneficiaries. 
You need not notify the Plan Administrator of any of these three qualifying events. 

 
For the other qualifying events (divorce, legal separation or termination of domestic 
partnership of the employee and spouse or domestic partner, or a dependent child’s 
losing eligibility for coverage as a dependent child), a COBRA election will be available to 
you only if you notify the Plan Administrator in writing within 60 days after the later of 
(1) the date of the qualifying event; and (2) the date on which the qualified beneficiary 
loses (or would lose) coverage under the terms of the Plan as a result of the qualifying 
event. 
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In providing this notice, you must use the Plan’s form entitled ―Notice of Qualifying 
Event (Form & Notice Procedures),‖ and you must follow the procedures specified in the 
section below entitled ―Notice Procedures for Notice of Qualifying Event.‖ If these 
procedures are not followed or if the notice is not provided in writing to the Plan 
Administrator during the 60-day notice period, YOU WILL LOSE YOUR RIGHT TO 
ELECT COBRA.  (You may obtain a copy of the Notice of Qualifying Event (Form & 
Notice Procedures) from the Plan Administrator.) 
 
 

ELECTING COBRA COVERAGE 
 
To elect COBRA, you must complete the Election Form that is part of the Plan’s 
COBRA election notice and submit it to Plan Administrator (An election notice will 
be provided to qualified beneficiaries at the time of a qualifying event. You may also 
obtain a copy of the Election Form from the Plan Administrator.) 
 
Under federal law, you must have 60 days after the date of the COBRA election 
notice provided to you at the time of your qualifying event to decide whether you 
want to elect COBRA under the Plan.  Mail or hand deliver the completed Election 
Form to: 
 

HMA, Inc. 
P.O. Box 85016 

Bellevue, WA  98015-5016 
Attention: COBRA Unit 

800/869-7093 
 

The Election Form must be completed in writing and mailed or hand delivered to 
the individual and address specified above. The following are not acceptable as 
COBRA elections and will not preserve COBRA rights: oral communications 
regarding COBRA coverage, including in-person or telephone statements about an 
individual’s COBRA coverage; and electronic communications, including e-mail 
and faxed communications. 

 
If mailed, your election must be postmarked (and if hand-delivered, your election must 
be received by the individual at the address specified above) no later than 60 days after 
the date of the COBRA election notice provided to you at the time of your qualifying 
event. IF YOU DO NOT SUBMIT A COMPLETED ELECTION FORM BY THIS DUE DATE, 
YOU WILL LOSE YOUR RIGHT TO ELECT COBRA. 
 
If you reject COBRA before the due date, you may change your mind as long as you 
furnish a completed Election Form before the due date. 
 
You do not have to send any payment with your Election Form when you elect COBRA. 
Important additional information about payment for COBRA coverage is included below. 

 

Each qualified beneficiary will have an independent right to elect COBRA. For example, 
the employee’s spouse may elect COBRA even if the employee does not. COBRA may be 
elected for only one, several, or for all dependent children who are qualified 
beneficiaries. Covered employees and spouses/domestic partner) (if the 
spouse/domestic partner is a qualified beneficiary) may elect COBRA on behalf of all of 
the qualified beneficiaries, and parents may elect COBRA on behalf of their children.  
Any qualified beneficiary for whom COBRA is not elected within the 60-day 
election period specified in the Plan’s COBRA election notice WILL LOSE HIS OR 
HER RIGHT TO ELECT COBRA COVERAGE. 
 
When you complete the Election Form, you must notify the COBRA Administrator if any 
qualified beneficiary has become entitled to Medicare (Part A, Part B, or both) and, if so, 
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RECIPIENT - The recipient is the participant who receives the organ for transplant from 
the organ donor.  The recipient shall be an employee or dependent covered under the 
provisions of this Plan.  Only those organ transplants not considered experimental in 
nature and specifically covered herein are eligible for coverage under this Plan. 
 
RELATIVE - When used in this document shall mean a husband, wife, son, daughter, 
mother, father, sister or brother of the employee or any covered dependent. 
 
RELATIVE - When used in this document shall mean a husband, wife, domestic 
partner, son, daughter, mother, father, sister or brother of the employee, or any other 
person related to the employee through blood, marriage, domestic partnership or 
adoption. 
 
ROOM AND BOARD CHARGES - The institution's charges for room and board and its 
charges for other necessary institutional services and supplies, made regularly at a 
daily or weekly rate as a condition of occupancy of the type of accommodations 
occupied. 
 
SEMI-PRIVATE RATE - The daily room and board charge which an institution applies 
to the greatest number of beds in its semi-private rooms containing 2 or more beds.  If 
the institution has no semi-private rooms, the semi-private rate will be the daily room 
and board rate most commonly charged for semi-private rooms with two or more beds 
by similar institutions in the area.  The term "area" means a city, a county, or any 
greater area necessary to obtain a representative cross section of similar institutions. 
 
SIGNIFICANT BREAK IN COVERAGE - Any period of 63 days or more without 
Creditable Coverage.  Periods of no coverage during an HMO affiliation period or a 
waiting period shall not be taken into account for purposes of determining whether a 
Significant Break in Coverage has occurred. 
SIGNIFICANT BREAK IN COVERAGE - Any period of 63 days or more without 
Creditable Coverage.  Periods of no coverage during an HMO affiliation period, a waiting 
period, or for an individual who elects COBRA continuation coverage during the second 
election period provided under the Trade Act of 2002, the days between the date the 
individual lost group health plan coverage and the first day of the second COBRA 
election period, shall not be taken into account for purposes of determining whether a 
Significant Break in Coverage has occurred. 
 
SKILLED NURSING/REHABILITATION FACILITY - An institution, or a distinct part of 
an institution meeting all of the following tests: 
 

 It is licensed to provide and is engaged in providing, on an inpatient basis, for 
participants convalescing from injury or disease, professional nursing services 
rendered by a Registered Graduate Nurse (R.N.), Licensed Vocational Nurse (L.V.N.) 
or by a Licensed Practical Nurse (L.P.N.) under the direction of a Registered 
Graduate Nurse, physical restoration services to assist patients to reach a degree of 
body functioning to permit self-care in essential daily living activities. 

 Its services are provided for compensation from its patients and patients are under 
the full-time supervision of a physician or Registered Graduate Nurse (R.N.). 

 It provides 24 hours per day nursing services by a licensed nurse, under the 
direction of a full-time Registered Graduate Nurse (R.N.). 

 It maintains a complete medical record on each patient. 

 It has an effective utilization review plan. 



4040 108 01/01/11 

 It is not, other than incidentally, a place for rest for the aged, drug addicts, 
alcoholics, the mentally handicapped, custodial or educational care, or care of 
mental disorders. 

SPOUSE - For the purposes of determining coverage under this Group health plan, 
spouse refers only to a person of the opposite gender who is the employee's husband or 
wife, not including a common-law marriage. 
 
SUMMARY PLAN DESCRIPTION - The document required by ERISA containing a This 
document contains a summary of the benefits provided under the Plan.  In the event of 
a discrepancy between the summary and the Plan Document, the provisions stated in 
the Plan Document will supersede. 
 
SURGICAL PROCEDURE - A surgical procedure is defined as: 
 

 A cutting operation. 

 Treatment of a fracture. 

 Reduction of a dislocation. 

 Radiotherapy if used in lieu of a cutting operation for removal of a tumor. 

 Electrocauterization. 

 Diagnostic and therapeutic endoscopic procedures. 

 Injection treatment of hemorrhoids and varicose veins. 

TEMPOROMANDIBULAR JOINTS - The joint just ahead of the ear, upon which the 
lower jaw swings open and shut, and can also slide forward. 
 
TOTAL DISABILITY AND DISABLED - The terms total disability and disabled mean for 
the: 
 

 Employee - their inability to engage, as a result of accident or illness, in their 
normal occupation with the Participating Company on a full time basis; 

 Dependent - their inability to perform the usual and customary duties or activities of 
a participant in good health and of the same age. 

TREATMENT - Any service or supply used to evaluate, diagnose or remedy a condition 
of an participant or their covered dependents. 
 
USUAL, CUSTOMARY AND REASONABLE (UCR) - A reasonable fee that is commonly 
accepted as payment for a given service by physicians or suppliers of services in a 
geographical area. 
 
USUAL, CUSTOMARY AND REASONABLE (UCR) - Means services and supplies which 
are medically necessary for the care and treatment of illness or injury, but only to the 
extent that such fees are reasonable. Determination that a fee is reasonable will be 
made by the Plan Administrator, taking into consideration: 

 The fee which the provider/facility most frequently charges the majority of 
patients for the service or supply; 

 The prevailing range of fees charged in the same area by providers of similar 
training and experience for the service or supply; and 
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 Unusual circumstances or complications requiring additional time, skill and 
experience in connection with the particular service or supply. 

―Area‖ means a metropolitan area, county or such greater area as is necessary to obtain 
a representative cross-section of providers/facilities rendering such services or 
furnishing such supplies. 
 
UTILIZATION REVIEW COORDINATOR - The individual or organization designated by 
the Plan Administrator to authorize medical facility admissions and surgeries and to 
determine the medical necessity of treatment for which Plan benefits are claimed.  
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GENERAL PROVISIONS 
 

 
 

ADMINISTRATION OF THE GROUP MEDICAL PLAN 
 
The Plan is administered through the Plan Administrator.  The Plan Administrator has 
retained the services of an Independent Plan Supervisor experienced in claims 
processing. 
 
Legal notices may be filed with, and legal process served upon the Plan Administrator. 
 
 

AMENDMENT OF PLAN DOCUMENT 
 
The Mayor may terminate, modify or amend the Plan in its sole discretion without prior 
notice.  The Plan Administrator must notify the Plan Supervisor in writing requesting an 
amendment to the Plan.  The Plan Supervisor will prepare an amendment to be signed 
by the Plan Administrator.  Once the Plan Administrator has signed the amendment, 
such termination, amendment or modification which affects covered employees and 
their dependents will be communicated to the employees in the manner of a new Plan 
document or employer communication.  The amended Plan Benefits shall be the basis 
for determining all Plan payments for all expenses incurred on or after the effective date 
of such amendment.  Plan payments made under the Plan prior to amendment shall 
continue to be included as Plan payments in determining the total benefits remaining 
toward satisfaction of any benefit maximums calculated on either a Plan year, calendar 
year or lifetime basis. 
 
 

APPEALING A CLAIM 
 
If your claim is denied in whole or in part, you will receive written notification delivered 
in the same fashion as reimbursement for a claim.  An Explanation of Benefits will be 
provided by the Plan Supervisor showing the calculation of the total amount payable, 
charges not payable, and the reason.  If additional information is needed, you may be 
requested to provide the information prior to payment of your claim.  You may request a 
review by filing a written application with the Plan Administrator.  On receipt of a 
written request for review of a claim, the Plan Supervisor will review the claim and 
furnish copies of all documents and all reasons and facts relating to the decision.  You 
or your authorized representative may examine pertinent documents (except as 
information may be contained therein which the physician does not wish made known 
to the claimant) which the Plan has and you may submit your opinion of the issues and 
your comments in writing.  Requests for review must be filed within 120 days after 
denial is received; however, we suggest it be filed promptly wherever possible.  
Decision by the Plan Supervisor will be made within 60 days unless special 
circumstances require extension.  This decision will also be delivered to you in writing 
setting forth specific references to the pertinent Plan provisions upon which the decision 
is based.  This decision will be final.  The minimum amount that can be appealed is 
$100. 

APPEALING A CLAIM 
 
Initiating A Claim 
 
To initiate a claim, whether for prior authorization or for payment for services received, 
contact your HMA Customer Service Team.  Prior authorization is required for certain 
services.  See Pre-Authorization of Inpatient Medical Facility Admissions And Outpatient 
Surgeries in the Important Information Section on how to obtain prior authorization.  If 
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you receive a bill from a provider for which you want payment, send it to HealthCare 
Management Administrators, Inc., P.O. Box 85008, Bellevue, Washington 98015.  The 
period of time within which your claim will be processed depends upon whether it is a 
Pre-Service claim or a Post-Service claim and whether or not it is an Urgent Pre-Service 
claim. 

 

 Urgent Pre-Service Claim.  You will be notified as soon as possible but 
not later than 72 hours after receipt of the claim unless you or your 
physician provide insufficient information. 

 

 Other Pre-Service Claims.  You will be notified not later than 15 days 
after receipt of the claim by HMA. 

 

 Post-Service Claims.  You will be notified not later than 30 days after 
receipt of the claim by HMA. 

 
Urgent Care Claims are defined as claims that involve a decision that, if treated as non-
urgent, could seriously jeopardize the claimant’s life, health or ability to regain 
maximum function; or would, according to a physician, subject the claimant to severe 
pain.   
 
Post-Service Claim: 
 
If your claim is denied in whole or in part, you will receive an Explanation of Benefits 
showing the calculation of the total amount payable, charges not payable, the reason for 
the determination, and if applicable, a description of any additional information needed.  
If additional information is needed, you may be requested to provide the information 
prior to payment of your claim. 
 
First Level:  You may request a review within 180 days by filing a written appeal with 
the Plan Supervisor.  The written appeal must clearly state that it is an appeal, and 
clearly state the reason for appeal.  You must supply any additional information to 
support your appeal reason.  The Plan Supervisor will make a decision within 30 days.  
This decision will be delivered to you in writing setting forth specific references to the 
pertinent Plan provision rule, protocol or guidelines upon which the decision is based.  
You will also be given a description of any additional information needed to overturn the 
decision.  The review will be conducted by someone other than the individual who made 
the initial decision and who is not a subordinate of that individual.  If you are 
dissatisfied with the result of the first level review, you may request a second level 
review. 
 
Second Level:  You may request a review within 180 days by filing a written appeal 
with the Plan Supervisor.  The written appeal must clearly state that it is an appeal, 
and clearly state the reason for appeal.  You must supply any additional information to 
support your appeal reason.  The Plan Supervisor will make a decision within 30 days.  
This decision will be delivered to you in writing setting forth specific references to the 
pertinent Plan provision rule, protocol or guidelines upon which the decision is based.  
You will also be given a description of any additional information needed to overturn the 
decision.  The review will be conducted by someone other than the individual who made 
the initial decision on your claim and the adverse decision at the first level review.  The 
person or committee conducting the second level review will not be subordinate to the 
person making the initial claim decision or the first level review. 
 
Subsequent Action:  Upon exhaustion of the full member appeals process, you may 
pursue voluntary appeals procedures through Healthcare Management Administrators. 
In addition, you are entitled to seek redress in the court system. 
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Pre-Service Claim: 
 
If your Pre-Service claim (or Pre-Authorization) is denied in whole or in part, you will 
receive written notification of the decision, and the reason for the determination, and if 
applicable, a description of any additional information needed.  If additional information 
is needed, you may be requested to provide the information prior to payment of your 
claim. 
 
First Level:  You may request a review within 180 days by filing a written appeal with 
the Plan Supervisor.  The written appeal must clearly state that it is an appeal, and 
clearly state the reason for appeal.  You must supply any additional information to 
support your appeal reason.  The Plan Supervisor will make a decision within 15 days.  
This decision will be delivered to you in writing setting forth specific references to the 
pertinent Plan provision rule, protocol or guidelines upon which the decision is based.  
You will also be given a description of any additional information that will aid in making 
a determination.  The review will be conducted by someone other than the individual 
who made the initial decision and who is not a subordinate of that individual.  If you are 
dissatisfied with the result of the first level review, you may request a second level 
review. 
 
Second Level:  You may request a review within 180 days by filing a written appeal 
with the Plan Supervisor.  The written appeal must clearly state that it is an appeal, 
and clearly state the reason for appeal.  You must supply any additional information to 
support your appeal reason.  The Plan Supervisor will make a decision within 15 days.  
This decision will be delivered to you in writing setting forth specific references to the 
pertinent Plan provision rule, protocol or guidelines upon which the decision is based.  
You will also be given a description of any additional information that will aid in making 
a determination.  The review will be conducted by someone other than the individual 
who made the initial decision on your claim and the adverse decision at the first level 
review.  The person or committee conducting the second level review will not be 
subordinate to the person making the initial claim decision or the first level review. 
 
Subsequent Action:  Upon exhaustion of the full member appeals process, you may 
pursue voluntary appeals procedures through Healthcare Management Administrators. 
In addition, you are entitled to seek redress in the court system. 
 
Urgent Pre-Service Claim: 
 
Urgent Care Claims are defined as claims that involve a decision that, if treated as non-
urgent, could seriously jeopardize the claimant’s life, health or ability to regain 
maximum function; or would, according to a physician, subject the claimant to severe 
pain.  If your Urgent Pre-Service claim (or Pre-Authorization) is denied in whole or in 
part, you will receive verbal and written notification of the decision, and the reason for 
the determination, and if applicable, a description of any additional information needed.  
If additional information is needed, you may be requested to provide the information 
prior to payment of your claim. 
 
First & Second Level:  You may request a review within 180 days by filing a written 
appeal with the Plan Supervisor.  The appeal must clearly state that it is an appeal, and 
clearly state the reason for appeal.  It is also recommended that you supply any 
additional information to support your appeal reason.  The Plan Supervisor will make a 
decision within 72 hours to include both the First and Second level appeals.  This 
decision will be delivered to you verbally and in writing setting forth specific references 
to the pertinent Plan provision rule, protocol or guidelines upon which the decision is 
based.  You will also be given a description of any additional information needed to 
overturn the decision.  The first level review will be conducted by someone other than 
the individual who made the initial decision and who is not a subordinate of that 
individual.  The second level review will be conducted by someone other than the 
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individual who made the initial decision and the individual or individuals who 
conducted the first level review.  The person or committee conducting the second level 
review will not be subordinate to the person making the initial claim decision or the first 
level review. 
 
Subsequent Action:  Upon exhaustion of the full member appeals process, you may 
pursue voluntary appeals procedures through Healthcare Management Administrators. 
In addition, you are entitled to seek redress in the court system. 
 
 

APPLICABLE LAW 
 
This Plan is a governmental (sponsored) plan and as such it is exempt from the 
requirements of the Employee Retirement Income Security Act of 1974 (also known as 
ERISA), which is a federal law regulating employee welfare and pension plans.  Your 
rights as a participant in the Plan are governed by the plan documents and applicable 
state law and regulations. 
 
This plan shall be deemed automatically to be amended to conform as required by any 
applicable law, regulation or the order or judgment of a court of competent jurisdiction 
governing provisions of this Plan, including, but not limited to, stated maximums, 
exclusions, or limitations. 
 
 

APPLICATION AND IDENTIFICATION CARD 
 
To obtain coverage, an eligible employee must complete and deliver to the Plan 
Administrator an application on the enrollment form supplied by the Plan Supervisor. 
 
Acceptance of this application will be evidenced by the delivery of an identification card 
showing the employee's name, by the Plan Supervisor to the Plan Administrator. 
 
 

ASSIGNMENT OF PAYMENT 
 
The Plan will pay any benefits accruing under this Plan to the employee unless the 
employee shall assign benefits to a Medical facility, physician or other provider of 
service furnishing the services for which benefits are provided herein.  No assignment, 
however, shall be binding on the Plan unless the Plan Supervisor is notified in writing of 
such assignment prior to payment.  Preferred providers normally bill the Plan directly.  
If service has been received from a preferred provider, benefits are automatically paid to 
that provider.  Any balance due after the Plan payment will then be billed to the patient 
by the preferred provider. 
 
 

AUDIT AND CASE MANAGEMENT FEES 
 
Reasonable charges made by an audit and/or case management firm when the services 
are requested by the Plan Supervisor and approved by the Plan Administrator shall be 
payable. 
 
 

AUDIT INCENTIVES 
 
If a covered employee or a dependent discovers an error in the provider's medical billing 
which is subsequently recovered or if the benefits payable are reduced due to the 
identification of the error, the medical plan will reimburse the participant 50% of the 
recovered or reduced amount with a minimum of $25 and a maximum of $500 per 
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incident.  No benefit is payable for any errors made by the Plan Supervisor in processing 
the claim. 
 
 

CANCELLATION 
 
An employee may cancel their coverage by giving written notice to the Plan 
Administrator who will notify the Plan Supervisor. 
 
No person shall acquire a vested right to receive benefits after the date this plan is 
terminated. 
 
In the event of the cancellation of this Plan, or the cancellation of the Participating 
Group's participation in the Plan, all employees’ and dependents’ coverage shall cease 
automatically without notice.  Employees and dependents shall not be entitled to 
further coverage or benefits, whether or not any medical condition was covered by the 
Plan prior to termination or cancellation. 
 
The Plan may be canceled or terminated at any time without advance notice by the 
Participating Group or Groups.  Any Participating Group may cancel its participation at 
any time without notice and without effect on any remaining Participating Group. 
 
Upon termination of this Plan, or the cancellation of the Participating Group's 
participation in the Plan, all claims incurred prior to termination, but not submitted to 
the Plan Supervisor within 75 days of the effective date of termination of this Plan, will 
be excluded from any benefit consideration. 
 
 

CLAIM FORMS 
 

Claim forms, to be completed by you and attached to your physician's statement, may 

be obtained from the Human Resources Office.  The claim form includes information to 

identify you or your family member as the patient, your current address, birth dates, 

other plan coverage if any, and a choice of assignment of benefits to yourself or to the 

provider.  A claim form should be submitted for each family member at least once a year 

to keep information current. 

 

NOTE: It is the employee's responsibility to determine if a physician is a licensed 

physician or a hospital is an accredited hospital.  All claims must be submitted within 

twelve months of the date of service in order to be eligible for reimbursement.. 
 
 

CLAIM FILING PROCEDURES 
 
FIRST CHOICE HMA PREFERRED PHYSICIANS AND HOSPITALS 

 

The employee will receive an identification card which includes the employee's name 

and Social Security number Subscriber Identification Number the group name and 

group number.  The card should be presented to the physician or hospital when 

treatment is received.  FIRST CHOICE HMA Preferred physicians and virtually all 

hospitals will normally bill Healthcare Management Administrators directly and will 

receive payment directly from the City of Redmond Health Benefit Plan.  There will be no 

claim form to fill out.  Any charges not eligible under this plan will be the responsibility 

of the employee. 
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OTHER PROVIDERS OF CARE 

 

The employee or the provider must file a claim for services rendered by the provider.  

The claim must include the following; an itemized statement from the provider 

(including provider name, provider address, Federal Tax ID number, the nature of the 

accident or illness being treated (diagnosis code) and procedure being performed 

(procedure code) the employee's name and Social Security number Subscriber 

Identification Number, the patient's name if the claim is for a dependent, and if possible 

the group name and group number 4040. 

 

If the provider's statement indicates that the bill has been paid in full, the 

reimbursement check will be made out to the employee. 

 

If no proof-of-payment is furnished, the reimbursement check will name the 

provider as payee if benefits are assigned to the provider. 

 
 
CONDITIONS PRECEDENT TO THE PAYMENT OF BENEFITS 
 
The employee or dependent shall present the Plan identification card to the provider of 
service upon admission to a medical facility or upon receiving service from a physician. 
 
Written proof of the nature and extent of service performed by a physician or other 
provider of service shall be furnished to the Plan Supervisor within one year after the 
service was rendered.  Claim forms are available through the Plan Supervisor, and are 
required along with an itemized statement with a diagnosis, the employee's name and 
Social Security number Subscriber Identification Number and the name of the Plan 
Administrator or the Participating Group. 
 
The employee and all dependents agree that in order to receive benefits, any physician, 
nurse, medical facility or other provider of service, having rendered service or being in 
possession of information or records relating thereof, is authorized and directed to 
furnish the Plan Supervisor, at any time, upon request, any and all such information 
and records, or copies thereof. 
 
The Plan Supervisor shall have the right to review these records with the Plan's 
Insurance Company and with any medical consultant or with the UR Coordinator as 
needed to determine the medical necessity of the treatment being rendered. 
 
 

COORDINATION OF BENEFITS 
 
Definitions 
 
The term ―allowable expense‖ shall mean the usual, customary and reasonable (UCR) 
expense, at least a portion of which is paid under at least one of any multiple plans 
covering the participant for whom the claim is made.  In no event will more than 100% 
of total allowable expenses be paid between all plans, nor will total payment by this Plan 
exceed the amount which this Plan would have paid as primary Plan.   
 
The term ―order of benefits determination‖ shall mean the method for ascertaining the 
order in which the Plan renders payment.  The principle applies when another plan has 
a Coordination of Benefits provision. 
 
Application 
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Under the order of benefits determination method, the plan that is obligated to pay its 
benefits first is known as the primary Plan.  The plan that is obligated to pay additional 
benefits for allowable expenses not paid by the primary Plan is known as the secondary 
Plan.  If your other plan does not contain a Coordination of Benefits provision, that plan 
shall be primary to this Plan.  Where your plan contains a Coordination of Benefits 
provision, the rules below, applied in the order in which they appear, will establish the 
responsibility for payment. 
 
1. This Plan will pay secondary to any individual policy. 
 
2. If this Plan is covering the participant as a COBRA participant, this plan is 

always secondary to the participant’s other plan. 
 
3. The plan covering the patient as an employee shall be deemed the primary Plan 

and is obligated to pay before the plan covering the patient as a dependent. 
 
4. When a child is covered under the plans of both parents, and the parents are 

not separated or divorced, the following rule applies:  The plan of the parent 
whose birthday occurs earlier in the calendar year shall be deemed to be primary 
over the plan of the parent whose birthday occurs later in the calendar year.    A 
parent's year of birth is not relevant in applying this rule.  If the birthday 
anniversaries are identical, the plan which has been in force the longer period of 
time shall be deemed to be primary. 

 
 If either plan is lawfully issued in another State or in this State and does not 

have the coordination of benefits procedure regarding dependents based on 
birthday anniversaries as provided herein, and as a result each plan determines 
its benefits after the other, the Coordination of Benefits procedure set forth in 
the plan which does not have the Coordination of Benefits procedure based on 
birthday anniversaries shall be used instead. 

 
 When a child is covered under the plans of both parents, and the parents are 

separated or divorced, the following order will establish responsibility for 
payment.  If this order of benefit determination is not recognized by the plan 
being coordinated with, order will be determined at the option of the Plan 
Supervisor on a case-by-case basis. 

 
A. If a court decree has determined financial responsibility for a child's 

health care expenses, the plan of the parent having that responsibility 
pays first. 

 
B. The plan of the parent with custody of the child pays before the plan of 

the other parent or the plan of any stepparent. 
 
C. The plan of the stepparent married to the parent with custody of the 

child pays before the plan of the parent not having custody.  
 
5. Where the order of payment cannot be determined in accordance with (1), (2), 

(3), or (4) above, the primary Plan shall be deemed to be the plan which has 
covered the patient for the longer period of time. 

 
6. Where the order of payment cannot be determined in accordance with (1), (2), 

(3), (4), or (5) above, the primary Plan shall be deemed to be the plan which has 
covered the employee for the longest time. 

 

See examples of claims below: 

 

 PRIMARY PLAN       SECONDARY PLAN 
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Claim Amount  $5,000    Claim Amount   $5,000 

Less Deductible -   100    Paid at 80%     4,000 

Adjusted Total  4,900    Less prime insurance  - 2,450 

Paid at 50%     2,450    Plan pays             $1,550 

Plan pays           $2,450     

 

 PRIMARY PLAN       SECONDARY PLAN 

With a $1,000 per year maximum   With a $1,000 per year maximum 

Claim amount      $5,000    Claim amount  $5,000 

Less deductible    -   100    Paid at 50%      2,500 

Adjusted total        4,900    If paid as prime      1,000 

Paid at 50%        2,450    Less prime insurance   1,000 

Pay maximum    $1,000    No benefit paid 

COORDINATION OF BENEFITS 
 
Definitions 
 
The term ―allowable expense‖ shall mean the usual, customary and reasonable (UCR) 
expense, at least a portion of which is paid under at least one of any multiple plans 
covering the participant for whom the claim is made.  In no event will more than 100% 
of total allowable expenses be paid between all plans, nor will total payment by this plan 
exceed the amount, which this Plan would have paid as the primary Plan.   
 
Coordination of Benefits does not apply to outpatient prescription drug card programs. 
 
The term ―order of benefits determination‖ shall mean the method for ascertaining the 
order in which the Plan renders payment.  The principle applies when another plan has 
a Coordination of Benefits provision. 
 
Application 
 
Under the order of benefits determination method, the plan that is obligated to pay its 
benefits first is known as the primary Plan.  The plan that is obligated to pay additional 
benefits for allowable expenses not paid by the primary Plan is known as the secondary 
Plan.  When a participant is enrolled under two or more plans (policies), an order of 
benefits determination will be made regarding which plan will pay first.  The order of 
benefit determination is as follows: 
 

 The plan which does not include a Coordination of Benefits provision will be 
primary. 

 The plan covering the person as the employee (or insured, member, subscriber, or 
retiree) of the policy will be primary. 

 This Plan will pay secondary to any individual policy. 
 

 If this Plan is covering the participant as a COBRA participant or a participant of 
continuation coverage pursuant to state law, this plan is secondary to the 
participant’s other plan. 

 

 When a dependent child is covered under more than one plan, the following rules 
apply.  Unless there is a court decree stating otherwise, plans covering a dependent 
child shall determine the order of benefits as follows: 

o For a dependent child whose parents are married or are living together, whether 
or not they have ever been married: 
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 The plan of the parent whose birthday falls earlier in the calendar year is 

the primary plan; or  

 If both parents have the same birthday, the plan that has covered the 

parent longest is the primary plan.  

o For a dependent child whose parents are divorced or separated or are not living 

together, whether or not they have ever been married: 

 If a court decree states that one of the parents is responsible for the 

dependent child’s health care expenses or health care coverage and the plan 

of that parent has actual knowledge of those terms, that plan is primary. If 

the parent with responsibility has no health care coverage for the dependent 

child’s health care expenses, but that parent’s spouse does, that parent’s 

spouse’s plan is the primary plan. This item shall not apply with respect to 

any claim determination period or plan year during which benefits are paid 

or provided before the entity has actual knowledge of the court decree 

provision; 

 If a court decree states that both parents are responsible for the 

dependent child’s health care expenses or health care coverage, the 

provisions of Subparagraph (a) of this paragraph shall determine the order 

of benefits;  

 If a court decree states that the parents have joint custody without 

specifying that one parent has responsibility for the health care expenses or 

health care coverage of the dependent child, the provisions of Subparagraph 

(a) of this paragraph shall determine the order of benefits; or  

 If there is no court decree allocating responsibility for the child’s health 

care expenses or health care coverage, the order of benefits for the child are 

as follows: 

 The plan covering the custodial parent; 

 The plan covering the custodial parent’s spouse; 

 The plan covering the non-custodial parent; and then 

 The plan covering the non-custodial parent’s spouse. 

For a dependent child covered under more than one plan of individuals who are 
not the parents of the child, the order of benefits shall be determined, as 
applicable, under Subparagraph (a) or (b) of this paragraph as if those 
individuals were parents of the child. 

 

 Where the order of payment cannot be determined in accordance with (1), (2), 
(3), (4), or (5) above, the primary Plan shall be deemed to be the plan which has 
covered the patient for the longer period of time. 

 

 Where the order of payment cannot be determined in accordance with (1), (2), 
(3), (4), (5), or (6) above, the primary Plan shall be deemed to be the plan which 
has covered the employee for the longest time. 

 
Coordination of benefits with Medicare is governed by the Medicare Secondary Payer 
rules. 
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Coordination of Benefits with Medicaid 
 
In all cases, benefits available through a state or Federal Medicaid program will be 
secondary or subsequent to the benefits of this Plan. 
 
 

CREDIT FOR PRIOR GROUP COVERAGE 
 
This Plan amends and replaces the prior Plan.  Employees and dependents who were 
covered under the prior Plan sponsored by the Employer immediately prior to the time 
this Plan became effective shall not lose their eligibility or benefits due to the change in 
Plans.  If a participant is disabled on the date a Plan change is to take affect that 
increases the benefit, the disabled participant will remain at the old benefit level until 
they are no longer disabled.  All charges incurred on or after the effective date of this 
Plan will be subject to the benefits available under this Plan and not the prior Plan. 
Credit will be given for time enrolled under the prior Plan in meeting the pre-existing 
waiting periods and for payments towards coinsurance and deductibles.   
 
 

EFFECT OF TERMINATION OF THE PLAN 
 
Upon complete or partial termination of the Plan, the Plan Administrator may, after the 
payment or provision for payment of all benefits to each employee who has incurred 
covered expenses and charges properly payable, including all expenses incurred and to 
be incurred in the liquidation and distribution of the Trust Fund or separate account, 
direct the disposition of all assets held in the Trust Fund or separate account to the 
Participating Group or Groups, subject to any applicable requirement of an 
accompanying Trust Document or applicable law or regulation. 
 
 

FACILITY OF PAYMENT 
 
If, in the opinion of the Plan Supervisor, a valid release cannot be rendered for the 
payment of any benefit payable under this Plan, the Plan Supervisor may, at its option, 
make such payment to the individuals as have, in the Plan Supervisor's opinion, 
assumed the care and principal support of the covered person and are therefore 
equitably entitled thereto.  In the event of the death of the covered person prior to such 
time as all benefit payments due him/her have been made, the Plan Supervisor may, at 
its sole discretion and option, honor benefit assignments, if any, prior to the death of 
such covered person. 
 
Any payment made by the Plan Supervisor in accordance with the above provisions 
shall fully discharge the Plan and the Plan Supervisor to the extent of such payment. 
 
 

FIDUCIARY OPERATION 
 
Each fiduciary shall discharge their duties with respect to the Plan solely in the interest 
of the employees and beneficiaries and: (1) for the exclusive purposes of providing 
benefits to employees and their beneficiaries and defraying reasonable expenses of 
administering the Plan, (2) with care, skill, prudence and diligence under the 
circumstances then prevailing that a prudent person, acting in a like capacity and 
familiar with such matters, would use in the conduct of an enterprise of a like character 
and with like aims, and (3) in accordance with the documents and instruments 
governing the Plan. 
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FREE CHOICE OF PHYSICIAN 
 
The employee and dependents shall have free choice of any licensed physician or 
surgeon, and the physician-patient relationship shall be maintained.  Please refer to the 
Schedule of Benefits for the appropriate coinsurance reimbursement level. 
 
Nothing contained herein shall confer upon an employee or dependent any claim, right, 
or cause of action, either at law or in equity, against the Plan for the acts of any medical 
facility in which he/she receives care, for the acts of any physician from whom he/she 
receives service under this Plan, or for the acts of the Utilization Review Coordinator in 
performing their duties under this Plan. 
 
 

FUNDING 
 
If contributions are required of employees or dependents covered under this Plan, the 
Plan Administrator will maintain a Trust or otherwise account for the receipt of money 
and property to fund the Plan, for the management and investment of such funds and 
for the payment of claims and expenses from such funds.  The terms of the Trust (when 
applicable) are hereby incorporated by reference, as of the effective date of the Trust, as 
a part of this Plan. 
 
The Participating Groups shall deliver from time to time to the Plan Administrator or the 
Trust such amounts of money and property as shall be necessary to provide the Trust 
with sufficient funds to pay all claims and reasonable expenses of administering the 
Plan as the same shall be due and payable.  The Plan Administrator may provide for all 
or any part of such funding by insurance issued by a company duly qualified to issue 
insurance for such purpose in the state of situs, and may pay the premiums therefore 
directly or by funds deposited in the Trust. 
 
All funds received by the Trust and all earnings of the Trust shall be applied toward the 
payment of claims and reasonable expenses of administration of the Plan except to the 
extent otherwise provided by the Plan Documents.  The Plan Administrator may appoint 
an investment manager or managers to manage (including the power to acquire and 
dispose of) any assets of the Plan. 
 
Any fiduciary, employee, agent, representative or other individual performing services to 
or for the Plan or Trust shall be entitled to reasonable compensation for services 
rendered, unless such individual is the Plan Administrator, and for reimbursement of 
expenses properly and actually incurred. 
 
 

HIPAA PRIVACY (Effective April 14, 2004) 
 
Use and Disclosure of Protected Health Information 
 
Under the HIPAA privacy rules effective April 14, 2004, the Plan Sponsor must 
establish the permitted and required uses of Protected Health Information (PHI). 
 
Plan Sponsor’s Certification of Compliance 
 
Neither the Plan nor any health insurance issuer or business associate servicing the 
Plan will disclose Plan Enrollees’ Protected Health Information to the Employer (Plan 
Sponsor) unless the Employer (Plan Sponsor) certifies its compliance with 45 Code of 
Federal Regulations §164.504(f)(2) (collectively referred to as The Privacy Rule) as set 
forth in this Article, and agrees to abide by any revisions to The Privacy Rules. 
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Restrictions on Disclosure of Protected Health Information to Employer (Plan 
Sponsor) 
 
The Plan and any health insurance issuer or business associate servicing the Plan will 
disclose Plan Enrollees’ Protected Health Information to the Employer (Plan Sponsor) 
only to permit the Employer (Plan Sponsor) to carry out plan administration functions 
for the Plan consistent with the requirements of the Privacy Rule.  Any disclosure to and 
use by the Employer (Plan Sponsor) of Plan Enrollees’ Protected Health Information will 
be subject to and consistent with the provisions of paragraphs on Employer (Plan 
Sponsor) Obligations Regarding Protecting Health Information and Adequate 
Separation Between the Employer (Plan Sponsor) and the Plan of this Article. 
 
Neither the Plan nor any health insurance issuer or business associate servicing the 
Plan will disclose Plan Enrollees’ Protected Health Information to the Employer (Plan 
Sponsor) unless the disclosures are explained in the Notice of Privacy Practices 
distributed to the Plan Enrollees. 
 
Neither the Plan nor any health insurance issuer or business associate servicing the 
Plan will disclose Plan Enrollees’ Protected Health Information to the Employer (Plan 
Sponsor) for the purpose of employment-related actions or decisions or in connection 
with any other benefit or employee benefit plan of the Employer (Plan Sponsor). 
 
Employer (Plan Sponsor) Obligations Regarding Protecting Health Information 
 
The Employer (Plan Sponsor) will: 

 Neither use nor further disclose Plan Enrollees’ Protected Health 
Information, except as permitted or required by the Plan Documents, as 
amended, or required by law. 

 Ensure that any agent, including any subcontractor, to whom it provides 
Plan Enrollees’ Protected Health Information, agrees to the restrictions and 
conditions of the Plan Documents, including this Article, with respect to Plan 
Enrollees’ Protected Health Information. 

 Not use or disclose Plan Enrollees’ Protected Health Information for 
employment-related actions or decisions or in connection with any other 
benefit or employee benefit plan of the Employer (Plan Sponsor). 

 Report to the Plan any use or disclosure of Plan Enrollees’ Protected Health 
Information that is inconsistent with the uses and disclosures allowed under 
this Article promptly upon learning of such inconsistent use or disclosure. 

 Make Protected Health Information available to the Plan Enrollee who is the 
subject of the information in accordance with 45 Code of Federal Regulations 
§ 164.524. 

 Make Plan Enrollees’ Protected Health Information available for amendment, 
and will on notice amend Plan Enrollees’ Protected Health Information, in 
accordance with 45 Code of Federal Regulations § 164.526. 

 Track disclosures it may make of Plan Enrollees’ Protected Health 
Information so that it can make available the information required for the 
Plan to provide an accounting of disclosures in accordance with 45 Code of 
Federal Regulations § 164.528. 

 Make available its internal practices, books, and records, relating to its use 
and disclosure of Plan Enrollees’ Protected Health Information, to the Plan 
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and to the U.S. Department of Health and Human Services to determine 
compliance with 45 Code of Federal Regulations Parts 160-64. 

 If feasible, return or destroy all Plan Enrollee Protected Health Information, 
in whatever form or medium (including in any electronic medium under the 
Employer’s (Plan Sponsor’s) custody or control), received from the Plan, 
including all copies of and any data or compilations derived from and 
allowing identification of any Enrollee who is the subject of the Protected 
Health Information, when the Plan Enrollees’ Protected Health Information is 
no longer needed for the plan administration functions for which the 
disclosure was made.  If it is not feasible to return or destroy all Plan 
Enrollee Protected Health Information, the Employer (Plan Sponsor) will limit 
the use or disclosure of any Plan Enrollee Protected Health Information it 
cannot feasibly return or destroy to those purposes that make the return or 
destruction of the information infeasible. 

Adequate Separation Between the Employer (Plan Sponsor) and the Plan 

The following classes of employees or other workforce members under the control of the 
Employer (Plan Sponsor) may be given access to Plan Enrollees’ Protected Health 
Information received from the Plan or a health insurance issuer or business associate 
servicing the Plan:   

 Mayor; 

 Human Resource Director; 

 Finance Director; 

 Benefits Administrator;  

 HR Assistant; 

 Compensation and Benefits Manager; and 

 Payroll Supervisor 

This list includes every class of employees or other workforce members under the 
control of the Employer (Plan Sponsor) who may receive Plan Enrollees’ Protected Health 
Information relating to payment under, health care operations of, or other matters 
pertaining to the Plan in the ordinary course of business.  The identified classes of 
employees or other workforce members will have access to Plan Enrollees’ Protected 
Health Information only to perform the plan administration functions that the Employer 
(Plan Sponsor) provides for the Plan. 
 
The identified classes of employees or other workforce members will be subject to 
disciplinary action and sanctions, including termination of employment or affiliation 
with the Employer (Plan Sponsor), for any use or disclosure of Plan Enrollees’ Protected 
Health Information in breach or violation of or noncompliance with the provisions of 
this Article to the Plan Documents.  Employer (Plan Sponsor) will promptly report such 
breach, violation or noncompliance to the Plan, and will cooperate with the Plan to 
correct the breach, violation or noncompliance, to impose appropriate disciplinary 
action or sanctions on each employee or other workforce member causing the breach, 
violation or noncompliance, and to mitigate any deleterious effect of the breach, 
violation or noncompliance on any Enrollee, the privacy of whose Protected Health 
Information may have been compromised by the breach, violation or noncompliance. 
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Employer (Plan Sponsor) Obligations Regarding Electronic Protecting Health 
Information 

Effective April 21, 2006, the Employer (Plan Sponsor) will: 

 Implement administrative, physical and technical safeguards that reasonably 
and appropriately protect the confidentiality, integrity and availability of 
electronic PHI that it creates, receives, maintains or transmits on behalf of 
the Plan. 

 Ensure that the adequate separation between the Plan and Plan Sponsor 
with respect to electronic PHI is supported by reasonable and appropriate 
security measures. 

 Ensure that any agent, including a subcontractor, to whom it provides 
electronic PHI agrees to implement reasonable and appropriate security 
measures to protect the electronic PHI. 

 Report to the Plan any security incident of which it becomes aware 
concerning electronic PHI. 

 
 
INADVERTENT ERROR 
 
Inadvertent error by the Plan Administrator in the keeping of records or in the 
transmission of employee's applications shall not deprive any employee or dependent of 
benefits otherwise due, provided that such inadvertent error be corrected by the Plan 
Administrator within ninety (90) days after it was made.  The Plan Supervisor shall only 
be liable to the Company and to the employees of the Company for its actions or failure 
to act with regard to processing and payment of claims as provided in the Plan 
Agreement at the level expected of a professional claim administrator; or for its gross 
negligence or willful misconduct.  The Company shall hold the Plan Supervisor harmless 
from and indemnify it against any claims and all costs and expense or fees incurred in 
connection therewith, which might be asserted by the Plan, Company’s employees or 
other persons which are beyond Plan Supervisor’s control or beyond the scope of this 
Agreement. 
 
 

MEDIATION REQUIREMENT 
 

In the event that a liability suit against a practitioner or provider used under the 

auspices of the City of Redmond Health Benefit Plan is contemplated by a plan 

beneficiary or their family member(s), a mediator will be appointed by the City to meet 

both parties to seek resolution of the beneficiaries' complaint.  The mediation will be 

conducted within three months of notification to the City by the plan beneficiary of any 

contemplated suit, unless otherwise agreed to by the beneficiary, the practitioner or 

provider and the City.  The mediator's fee will be paid by the City and be limited to no 

more than $1,000 per case.  This administrative remedy is required prior to the pursuit 

of a remedy through civil or court action.  The City may waive this process or seek 

recovery of the mediator fee from the provider if it is warranted.   
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MEDICARE 
 
Medicare - As used in this section shall mean Title XVIII (Health Insurance for the 
Aged) of the United States Social Security Act, as added to by the Social Security 
Amendments of 1965, the Tax Equity and Fiscal Responsibility Act of 1982, or as later 
amended. 
 
Person - As used in this section means a person who is eligible for benefits as an 
employee in an eligible class of this Plan and who is or could be covered by Medicare 
Parts A and B, whether or not actually enrolled. 
 
Eligible Expenses - As used in this section with respect to services, supplies and 
treatment shall mean the same benefits, limits, and exclusions as defined in this Plan 
Document. However, for retirees and participants with End Stage Renal Disease (ESRD), 
if the provider accepts Medicare assignment as payment in full, then Eligible Expenses 
shall mean the lesser of the total amount of charges allowable by Medicare, whether 
enrolled or not, and the total eligible expenses allowable under this Plan exclusive of 
coinsurance and deductible. 
 
Order of Benefits Determination - As used in this section shall mean the order in 
which Medicare benefits are paid, in relation to the benefits of this Plan.   
 
Total benefits of this Plan shall be determined as follows:  
 
Active Employees - For active employees and/or non-working spouses of active 
employees age 65 or over:  This Plan will be primary and Medicare will be secondary. 

 
Disabled Employees with Medicare (Except those with End-Stage Renal Disease) -
For persons eligible for Medicare by reason of Disability the order of determination will 
be as shown below: 

 
If employed by a company with 100 or more employees:  This Plan will be primary 
and Medicare will be secondary.  The Employer will remain the primary payor of medical 
benefits until the earliest of the following events occurs:  (1) the group coverage ends for 
all employees; (2) the group coverage as an active individual ends. 
 
If employed by a company with less than 100 employees:  This Plan will be 
secondary and Medicare will be primary. 
 
The Omnibus Budget Reconciliation Act of 1986 defines a large group health plan as 
one that covers employees of at least one employer that normally employed at least 100 
employees on a typical business day during the previous calendar year.  A typical 
business day is defined as 50 percent or more of the employer's regular business days 
during the previous calendar year.  
 
Disabled Employees with End-Stage Renal Disease (ESRD) 
 
This Plan shall be primary for ESRD Medicare beneficiaries during the initial 30 months 
of Medicare coverage, in addition to the usual three month waiting period, or a 
maximum of 33 months.  ESRD Medicare Entitlement usually begins on the fourth 
month of renal dialysis, but can start as early as the first month of dialysis for 
individuals who take a course in self-dialysis training during the three month waiting 
period.   
 
Retirees with Medicare 
 
For covered persons who are not active employees age 65 or over, and that are eligible 
for Medicare by reason of age alone, this Plan will be secondary and Medicare will be 
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primary.  This Plan will be secondary not only to Medicare, but to any other Plan, 
individual or group, that the retiree may be enrolled in.  The following formula shall be 
used in determining the total amount payable under this Plan as secondary payor 
during each claim submission. 
 
Coordination - The regular Coordination of Benefits of this Plan when Medicare is the 
primary payor and this Plan is the secondary payor as described under the Coordination 
of Benefits section.  This Plan's benefits are determined by calculating the amount 
which would have been paid by this Plan in the absence of Medicare, then, reducing 
that by the amount paid by Medicare.  In no event will more than 100% of the total 
allowable expenses be paid between this Plan and Medicare, nor will the total payment 
by this Plan exceed the amount which this Plan would have paid as the Primary Plan.  
The difference between the amount this Plan would have paid as primary and the 
amount this Plan actually paid as secondary will accrue as a credit reserve for the 
remainder of the calendar year.  The credit reserve is available, in an amount not to 
exceed that which would have been paid by this Plan as primary, to pay for expenses 
subsequently incurred which may not be paid in full by this Plan or Medicare. 
 
 

MISREPRESENTATION 
 
Any material misrepresentation on the part of the Plan Administrator or the employee in 
making application for coverage, or any application for reclassification thereof, or for 
service thereunder shall render the coverage null and void. 
 
 

NONDISCRIMINATORY INTENTION 
 
The administration of the City of Redmond Health Benefit Plan will be conducted in a 

way that does not discriminate against any individual in a manner that is inconsistent 

with any state and/or federal law.  It is the intention of the City to respect the rights 

and needs of individuals with bonafide disabilities.  

 

 

NOTICE 
 
Any notice given under this Plan shall be sufficient, if given to the Plan Administrator 
when addressed to it at its office; if given to the Plan Supervisor, when addressed to it at 
its office; or if given to an employee, when addressed to the employee at their address as 
it appears on the records of the Plan Supervisor on the employee's enrollment form and 
any corrections made to it. 
 
 

PHOTOCOPIES 
 
Reasonable charges made by a provider for photocopies of medical records when the 
copies are requested by the Plan Supervisor shall be payable. 
 
 

PLAN ADMINISTRATION 
 
The Plan Administrator shall be responsible for compliance by the Plan. with all 
requirements of Part 1, Subtitle B of Title 1 of the Employee Retirement Income Security 
Act of 1974. 
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PLAN IS NOT A CONTRACT OF EMPLOYMENT 
 
The Plan shall not be deemed to constitute a contract of employment between the Plan 
Administrator or Participating Company and any employee or to be a consideration for, 
or an inducement to or condition of the employment of any employee.  Nothing in the 
Plan shall be deemed to give any employee the right to be retained in the service of the 
Plan Administrator or Participating Company or to interfere with the right of the Plan 
Administrator or Participating Company to discharge any employee at any time;  
provided however, that the foregoing shall not be deemed to modify the provisions of any 
collective bargaining agreements which may be made by the Plan Administrator or 
Participating Company with the bargaining representative of any employees. 
 
 

PLAN SUPERVISOR NOT A FIDUCIARY 
 
The Plan Supervisor is not a fiduciary with respect to this engagement and shall not 
exercise any discretionary authority or control over the management or administration 
of the Plan, or the management or disposition of the Plan's Assets.  The Plan Supervisor 
shall limit its activities to carrying out ministerial acts of notifying Plan Participants and 
making benefit payments as required by the Plan.  Any matters for which discretion is 
required shall be referred by Plan Supervisor to the Plan Administrator, and Plan 
Supervisor shall take direction from Plan Administrator in all such matters.  The Plan 
Supervisor shall not be responsible for advising the Company or Plan Administrator 
with respect to their fiduciary responsibilities under the Plan nor for making any 
recommendations with respect to the investment of Plan Assets.  The Plan Supervisor 
may rely on all information provided to it by the Company, Plan Administrator, and the 
Trustees, as well as the Plan's other vendors.  The Plan Supervisor shall not be 
responsible for determining the existence of Plan Assets. 

 
 
PRIVILEGES AS TO DEPENDENTS 
 
The employee shall have the privilege of adding or withdrawing the name or names of 
any dependent(s) to or from this coverage, as permitted by the Plan, by submitting to 
the Plan Administrator an application for reclassification on the enrollment form 
furnished by the Plan Supervisor.  Each dependent added to the coverage shall be 
subject to all conditions and limitations contained in this Plan. 
 
 

RELEASE OF MEDICAL INFORMATION 
 
Any person who applies for or accepts benefits under this plan authorizes the City of 

Redmond Health Benefit Plan, the claim administrator - Healthcare Management 

Administrators, or their agents to examine any medical records needed to process 

claims.  Any such person also authorizes any provider of care, government agency, or 

insurance carrier to release medical records directly to Healthcare Management 

Administrators, or their agents. 

 
 

RIGHT OF RECOVERY 
 
Whenever payments have been made (or benefits have been quoted) by the Plan 
Supervisor in excess of the maximum amount of payment necessary at that time to 
satisfy the intent of this Plan, the Plan Supervisor shall have the right to recover such 
payment (or avoid making such payment), to the extent of such excess, from among one 
or more of the following as the Plan Supervisor shall determine:  any individuals to or 
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for, or with respect to whom such payments were made, and/or any insurance 
companies and other organizations. 
 
 

SERVICE AREA 
 
Your coverage is available worldwide.  However, care outside the United States is only 

provided for treatment of an emergency and not for routine care. 

 

 
SUBROGATION 
 
The Plan shall be subrogated, to the extent of any payments made under the plan to or 
for the benefit of any covered person, to all of the rights of recovery of or on behalf of the 
covered person arising out of any claim or cause of action which may accrue to such 
covered person, or such person’s successors in interest (including by way of illustration 
and not limitation, personal representative, executors, legal representatives, heirs and 
assigns) because of or arising as a result of any illness, injury, disease or other 
condition incurred or suffered by the covered person for which any party may be liable 
or legally responsible by reason or contract, tort or other legal cause. 
 
In addition to the plan’s subrogation rights, as a condition of participation under the 
Plan, each covered person shall agree to reimburse the plan from any monies or other 
property recovered from any party by judgment, settlement or otherwise for any illness, 
injury, disease or other condition for which benefits were provided under the Plan, to 
the extent of such benefit payments. 
 
The Plan Administrator (or the Plan Supervisor, where appropriate) may in its sole and 
absolute discretion determine whether or not to pursue the Plan’s rights for subrogation 
and reimbursement.  Any recovery from such other party as the result of a judgment, 
settlement or otherwise by or on behalf of such covered person shall be applied first in 
all events to reimburse the Plan for any and all payment made under the Plan with 
respect to such covered person, regardless of (a) the amount of damages claimed by the 
covered person shall recover against such other party, (b) any characterization of the 
payments by such other party as for the covered person damages (such as personal 
injuries or future education or training or pain and suffering) other than health care 
expenses, or (c) the covered person recovering the money or other property, being a 
minor. 
 
Each covered person shall agree to promptly furnish the Plan Administrator (or Plan 
Supervisor, if appropriate) such information concerning such person’s right of recovery 
from any other party, and to fully assist and cooperate with the Plan Administrator (or 
Plan Supervisor, if appropriate) in protecting and obtaining the Plan’s subrogation and 
reimbursement rights.  The covered person shall further agree not to allow the Plan’s 
subrogation and reimbursement rights to be limited or harmed by any other acts or 
failures to act on the covered person’s part.  In such event, the Plan Administrator (or 
Plan Supervisor, if appropriate) shall be authorized in its sole discretion to suspend or 
terminate the payment or provisions of any further benefits to or for the benefit of the 
covered person. 
 
Notwithstanding the foregoing, any payments received by or with respect to a covered 
person from any insurance company pursuant to a policy under which the covered 
person is the owner (or dependent of the owner of such policy) and a named insured 
shall also be subject to this Section. 
 
The employer shall pay fees and costs associated with the enforcement of the Plan’s 
rights.  No Plan benefits will be paid until liability has been established by the Plan 
Administrator. 
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The covered person agrees to do whatever is necessary to enable the Plan’s right of 
subrogation to be exercised.  The covered person shall hold in trust and reimburse the 
Plan for any payment it made for which the covered person recovers damages, 
regardless of the designation of such damages in any settlement document or court 
order. 
 
A covered person must cooperate in every way including claims investigation, 
completing promptly and accurately the Subrogation Agreement, recovery of 
overpayments, furnishing information and assistance, executing and delivering 
necessary instruments as may be required and not to prejudge the rights of the plan.  
Failure to cooperate or prejudicing a right of the Plan may result in a loss of benefits.  
Specifically, the plan may require, as a condition to the payment of any benefits, that 
the Participant direct such Participant’s attorney in any legal action instituted by such 
Participant to represent both the interest of such Participant and the interest of the 
plan.  The plan reserves the right to appoint an attorney in its own right as an 
alternative to its using such Participant’s attorney. 
 
In the event that a settlement is made by another person or insurance company to the 
Participant or one of the covered dependents prior to the Plan’s rights being honored, 
the liability of the Plan shall be reduced by the amount of such settlement. 

 
 
SUBROGATION, THIRD-PARTY RECOVERY AND REIMBURSEMENT – THE 
PLANS RIGHT TO RESTITUTION 
 
The Plan does not provide benefits for any accident, Injury or sickness for which you or 
your eligible Dependents have, or may have, any claim for damages or entitlement to 
recover from another party or parties arising from the acts or omissions of such third 
party (for example, an auto accident).  In the event that another party fails or refuses to 
make prompt payment for the medical expenses incurred by you or your eligible 
Dependents which expenses arise from an accident, Injury or sickness, subject to the 
terms of the Plan, the Plan may conditionally advance the payment of the eligible 
medical benefits.   
 

Benefits Conditional Upon Cooperation 
 
The Plan’s payment of eligible benefits is conditional upon: 
 

 The cooperation of you and eligible Dependents, or your respective agent(s) 
(including your attorneys) or guardian (of a minor or incapacitated individual) 
working on your behalf to recover damages from another party.  You may be asked 
to complete, sign, and return a questionnaire and possibly a restitution agreement. 

 
If you or your eligible Dependents, or your agent(s) or guardian (of a minor or 
incapacitated individual) refuse to sign and return a restitution agreement, or to 
cooperate with the Plan or its assignee, the Plan and/or its assignee, such refusal and 
non-cooperation may be grounds to deny payment of any medical benefits.  
 
By participating in the Plan, you and your eligible Dependents acknowledge and agree to 
the terms of the Plan’s equitable or other rights to full restitution.  You will take no 
action to prejudice the Plan’s rights to restitution.  You and your eligible Dependents 
agree that you are required to cooperate in providing and obtaining all applicable 
documents requested by the Plan Administrator or the Company, including the signing 
of any documents or agreements necessary for the Plan to obtain full restitution. 
 



01/01/11 129 4040 

You and your eligible Dependents are also required to: 
 

 Notify the Plan Supervisor at 800/700-7153 as soon as possible, that the Plan may 
have a right to obtain restitution of any and all benefits paid by the Plan. You will 
later be contacted by HMA, and you must provide the information requested.  If you 
retain legal counsel, your counsel must also contact HMA; 

 Inform HMA in advance of any settlement proposals advanced or agreed to by 
another party or another party’s insurer; 

 Provide the Plan Administrator all information requested by the Plan Administrator 
regarding an action against another party, including an insurance carrier; this 
includes responding to letters from the Plan Supervisor (and other parties 
designated by Plan Administrator acting on behalf of the Plan) on a timely basis; 

 Not settle, without the prior written consent of the Plan Administrator, or its 
designee, any claim that you or your eligible Dependents may have against another 
party, including an insurance carrier; and  

 Take all other action as may be necessary to protect the interests of the Plan. 

In the event you or your eligible Dependents do not comply with the requirements of 
this section, the Plan may deny benefits to you or your eligible Dependents or take such 

other action as the Plan Administrator deems appropriate. 

Right of Full Restitution 
 
If you or your eligible Dependents are eligible to receive benefits from the Plan for 
injuries caused by another party or as a result of any accident or personal Injury, or if 
you or your eligible Dependents receive an overpayment of benefits from the Plan, the 
Plan has the right to obtain full restitution of the benefits paid by the Plan from: 
 

 Any full or partial payment which an insurance carrier makes (or is obligated or 
liable to make) to you or your eligible Dependents; and 

 You or your eligible Dependents, if any full or partial payments are made to you or 
your eligible Dependents by any party, including an insurance carrier, in connection 
with, but not limited to, your or another party’s: 

o Uninsured motorist coverage;  

o Under-insured motorist coverage; 

o Other medical coverage; 

o No fault coverage; 

o Workers’ compensation coverage; 

o Personal injury coverage; 

o Homeowner’s coverage; or 

o Any other insurance coverage available. 

This means that, with respect to benefits which the Plan pays in connection with an 
Injury or accident, the Plan has the right to full restitution from any payment, 
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settlement or recovery received by you or your eligible Dependents from any other party, 
regardless of whether the payment, recovery or settlement terms state that there is a 
separate allocation of an amount for the restitution of medical expenses or the types of 
expenses covered by the Plan or the benefits provided under the Plan.   

Surrogacy Arrangement or Agreement 
 
If you enter into a surrogacy arrangement or agreement and you receive compensation 
or reimbursement for medical expenses, you must reimburse the Plan for covered 
services you receive related to conception, pregnancy, or delivery in connection with 
that arrangement (―Surrogacy Health Services‖), except that the amount you must pay 
will not exceed the compensation you receive under the surrogacy arrangement or 
agreement. A surrogacy arrangement or agreement, is one in which a woman agrees to 
become pregnant and to surrender the baby to another person or persons who intend to 
raise the child. Note: This ―Surrogacy Arrangement or Agreement‖ section does not 
affect your obligation to pay your portion of the coinsurance for these services, but we 
will credit any such payments toward the amount you must reimburse the Plan under 
this provision. 
 
By accepting Surrogacy Health Services, you automatically assign to the Plan, your 
right to receive payments that are payable to you or your chosen payee under the 
surrogacy arrangement or agreement, regardless of whether those payments are 
characterized as being for medical expenses. To secure the rights of the Plan, the Plan 
will also have a lien on those payments. Those payment shall first be applied to satisfy 
the lien. The assignment and our lien will not exceed the total amount of your obligation 
to the Plan under the preceding paragraph. 
 
Within 30 days after entering into a surrogacy arrangement or agreement, you must 
provide written notice of the arrangement, including the names and addresses of the 
other parties to the arrangement, and a copy of any contracts or other documents, 
explaining the arrangement, to the Plan. 
 
You must complete and provide to the Plan, all consents, releases, authorizations, lien 
forms, and other documents that are reasonably necessary for us to determine the 
existence of any rights we may have under this Surrogacy Arrangement or Agreement 
section and to satisfy those rights. You may not agree to waive, release, or reduce the 
Plans rights under this provision without prior written consent from the Plan. 
 
If your estate, parent, guardian, or conservator asserts a claim against a third party 
based on the surrogacy arrangement or agreement, your estate, parent, guardian, or 
conservator and any settlement or judgment recovered by the estate, parent, guardian, 
or conservator shall be subject to the Plans liens and other rights to the same extent as 
if you had asserted the claim against the third party. The Plan may assign its rights to 
enforce the Plans liens and other rights. 

Payment Recovery to be Held in Trust 
 
You, your eligible Dependents, your agents (including your attorneys) and/or the legal 
guardian of a minor or incapacitated person agree by request for and acceptance of the 
Plan’s payment of eligible medical benefits, to maintain 100% of the Plan’s payment of 
benefits or the full extent of any payment from any one or combination of any of the 
sources listed above in trust and without dissipation except for reimbursement to the 
Plan or its assignee. 
 
Any payment or settlement from another party received by you or your eligible 
Dependents must be used first to provide restitution to the Plan to the full extent of the 
benefits paid by or payable under the Plan.  The balance of any payment by another 
party must, first, be applied to reduce the amount of benefits which are paid by the Plan 
for benefits after the payment and, second, be retained by you or your eligible 
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Dependents.  You and your eligible Dependents are responsible for all expenses 
incurred to obtain payment from any other parties, including attorneys’ fees and costs 
or other lien holders, which amounts will not reduce the amount due to the Plan as 
restitution. 
 
The Plan is entitled to obtain restitution of any amounts owed to it either from funds 
received by you or your eligible Dependents from other parties, regardless of whether 
you or your eligible Dependents have been fully indemnified for losses sustained at the 
hands of the other party.  A Plan representative may commence or intervene in any 
proceeding or take any other necessary action to protect or exercise the Plan’s equitable 
(or other) right to obtain full restitution. 
 
 

SUMMARY PLAN DESCRIPTION 
 
This document is the Summary Plan Description. 
 
 

WORLDWIDE CARE 
 
If an employee or dependent is outside of Washington when a covered illness or injury 

occurs, benefits will be provided for treatment by a licensed physician or an accredited 

hospital.  Physician benefits will be based on the prevailing charges for like-services 

rendered by a licensed physician practicing in the area where the service is rendered.  

All benefits for covered services will be provided to the plan limits.  Any charges not 

eligible under the City of Redmond Health Benefit Plan will be the responsibility of the 

employee. 
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SPECIAL RIGHTS TO EMPLOYEES IN THE PLAN 
 

 
As a participant in the City of Redmond Employee Health Benefit Plan you are entitled 
to certain rights and protections under Plan.  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 worksites, all documents governing the plan, including insurance 
contracts, and a copy of the latest annual report. 
 
Obtain, on written request to the plan administrator, copies of documents governing the 
operation of the plan, including insurance contracts, and copies of the latest annual 
report and updated summary plan description. The administrator may make a 
reasonable charge for the copies. 
 
Continue Group Health Plan Coverage 
 
Continue health care coverage for yourself, spouse or dependents if there is a loss of 
coverage under the plan as a result of a qualifying event. You or your dependents may 
have to pay for such coverage. Review this summary plan description and the 
documents governing the plan on the rules governing your COBRA continuation 
coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions 
under your group health plan, if you have creditable coverage from another plan. You 
should be provided a certificate of creditable coverage, free of charge, from your group 
health plan or health insurance issuer when you lose coverage under the plan, when 
you become entitled to elect COBRA continuation coverage, when your COBRA 
continuation coverage ceases, if you request it before losing coverage, or if you request it 
up to 24 months after losing coverage. 
 
Without evidence of creditable coverage, you may be subject to a preexisting condition 
exclusion for up to 12 months, (and up to 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, the Plan imposes duties on the 
people who are responsible for the operation of the employee benefit plan. The people 
who operate your plan, called ―fiduciaries‖ of the plan, have a duty to do so prudently 
and in the interest of you and other plan 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 benefit or exercising your rights 
under the Plan. 
 
Enforce Your Rights 
 
If your claim for a 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 the plan’s 
claims procedures. 
 
Under the Plan, there are steps you can take to enforce the above rights.  If you have a 
claim for benefits which is denied or ignored, in whole or in part, and if you have 
exhausted the claims procedures available to your under the plan, you may file suit in a 
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state or Federal court.  In addition, if you disagree with the plan’s decision or lack 
thereof concerning the qualified status of 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 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 if frivolous. 
 
Assistance With Your Questions 
 
If you have any questions about your plan, you should contact the Plan Administrator. 
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PLAN SPECIFICATIONS 
 

 
PARTICIPATING GROUP City of Redmond 
  
PLAN ADMINISTRATOR City of Redmond 
 Human Resources Department 
 15670 N.E. 85th Street 
 Redmond, Washington 98052 
 
TELEPHONE NUMBER OF 425-556-2120 
PLAN ADMINISTRATOR  
 
EMPLOYER TAX ID NUMBER 91-6001492 
 
NAME OF PLAN City of Redmond Employee Health Benefit Plan 
 
EMPLOYEES Eligible Employees of City of Redmond    
 
EFFECTIVE DATE January 1, 1993 
 
AMENDED EFFECTIVE January 1, 1998 January 1, 2011 
 
GROUP NUMBER 4040 
 
TYPE/PLAN NUMBER Health Care Plan (Medical, Dental,  
 Vision)/501 
 
CONTRIBUTION REQUIRED EMPLOYEE/DEPENDENT (FULL-TIME) - No 
 EMPLOYEE/DEPENDENT (PART-TIME) - YES 
 Full-Time Employees: 
 Employee – No 
 Dependent – Yes 
 Part-Time Employees: 
 Employee – Yes 
 
PLAN SUPERVISOR Healthcare Management Administrators, Inc. 
 PO Box 85008, Bellevue, Washington  98015 
 425-462-1600 Seattle Area  
 800-700-7153 All Other Areas 
 
City of Redmond, of Redmond, Washington hereby establishes this Plan for the payment 
of certain expenses for the benefit of its eligible employees to be known as the City of 
Redmond Employee Health Benefit Plan. 
 
City of Redmond assures its covered employees that during the continuance of the Plan, 
all benefits herein described shall be paid to or on behalf of the employees in the event 
they become eligible for benefits. 
 
The Plan is subject to all the terms, provisions and conditions recited on the preceding 
pages hereof. 
 
This Plan is not in lieu of and does not affect any requirement for coverage by Worker's 
Compensation Insurance. 
 
City of Redmond has caused this Plan to take effect as of 12:01 A.M. on January 1, 
1998, at Redmond, Washington. 
 



PLAN ACCEPTANCE 
 

 
 
City of Redmond, of Redmond, Washington hereby establishes this Plan for the payment 
of certain expenses for the benefit of its eligible employees to be known as the City of 
Redmond Employee Health Benefit Plan. 
 
City of Redmond assures its covered employees that during the continuance of the Plan, 
all benefits herein described shall be paid to or on behalf of the employees in the event 
they become eligible for benefits. 
 
The Plan is subject to all the terms, provisions and conditions recited on the preceding 
pages hereof. 
 
This Plan is not in lieu of and does not affect any requirement for coverage by Worker's 
Compensation Insurance. 
 
The City of Redmond has caused this Plan to take effect as of 12:01 A.M. on January 1, 
1998 2011 at Redmond, Washington. 
 
 
CITY OF REDMOND 
 
 
                             
Authorized Signature  
 
 
        
Printed Name and Title 

 
        
Date 

 
 
 



 

 
 
 
 
 
 
 
 
 
 
 

Plan Effective January 1, 1993 
 
 
 

Plan Restated and Amended Effective January 1, 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Plan Arranged By: 
 

Randy Storm 
Washington Insurance Services, Inc. 

2439 152nd Avenue, N.E. 
Redmond, WA  98052-5573 

 
425/881-2772 

R.L. Evans Company 
3535 Factoria Blvd. S.E. Suite 120 

Bellevue, WA 98006 
 

425/455-0501 
 
 

Claim Administration By: 
 

HEALTHCARE MANAGEMENT ADMINISTRATORS, INC. 
PO Box 85008 

Bellevue, WA  98015 
 

425/462-1600  Seattle Area 
800/700-7153  All Other Areas 
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