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The provisions of this Plan may be amended at any time, and from time to time, by the City of Houston in accordance with Section VII of this Plan Document.  In addition, the City of Houston reserves the right to terminate this Plan at any time in accordance with Section VII.

I.
DEFINITIONS
Except as expressly otherwise provided or unless the context otherwise requires, the following words and phrases used in this Plan Document shall have the following meanings:

"Administrator" means the person or entity currently appointed as claims administrator of the Plan by the Plan Sponsor.  The current Administrator of this Plan is Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation.  The Administrator is not a fiduciary of the Plan.

“Annual Combined Coinsurance/Deductible Maximum Amounts (Annual Maximum)” means the total out-of-pocket payments, other than Copayments, for which a Participant or Subscriber family unit is responsible in each Calendar Year, as more fully described in the Schedule of Benefits, Section 1 and Section 2.

"Alternative Health Benefits Plan" means any comprehensive health benefits plan, other than this Plan, that is offered by, through or in connection with the Plan Sponsor.

"Application" means the forms prescribed by the Administrator that each Eligible Employee, Deferred Retiree, Retiree and Survivor on his own behalf and on behalf of his Eligible Dependents, shall be required to complete and submit to the Administrator for the purpose of enrolling himself and his Eligible Dependents in the Plan.

“BlueCard® Program” means a PPO program offered by Administrator and other participating Blue Cross and/or Blue Shield Plans which enables Participants with In-Area Coverage living or traveling in the Service Area but outside of Texas to receive In-Network Services from Participating Health Care Providers.

"Breast Reconstruction" means reconstruction of a breast incident to mastectomy to restore or achieve breast symmetry.  The term includes surgical reconstruction of a breast on which mastectomy surgery has been performed and surgical reconstruction of a breast on which mastectomy surgery has not been performed.

“Calendar Year” means the period beginning January 1 of any year and ending December 31 of the same year.

"Child" means (1) the Subscriber's unmarried natural child, foster child, stepchild, legally adopted child or Grandchild; (2) a child whose adoption by the Subscriber is anticipated and for whom the Subscriber has legal support obligations; (3) a child under the Subscriber's legal guardianship; or (4) in the instance of a divorced Subscriber, a child for whom the Subscriber has been ordered to assume medical responsibility in a divorce decree entered by a court of competent jurisdiction.  Except in the instance of item (4), the person must reside with the Subscriber in order to be a "Child."  Child excludes a person who is on active military duty for any country.

"Childhood Immunization" means an immunization against diphtheria, hemophilus influenzae type b, hepatitis B, measles, mumps, pertussis, polio, rubella, tetanus, varicello and any other vaccination required by law and administered from the date of birth through the sixth birthday.

"Coinsurance" means the percentage of the charge for a Covered Service, as set forth in the Schedule of Benefits, that must be paid by the Participant.  Coinsurance requirements are separate from and in addition to any requirements to pay Copayments, Deductibles or Contributions.

"Contributions" means the payments made by the Subscriber on behalf of himself and any Dependents, in order to maintain enrollment in the Plan.

"Copayment" means the dollar charge for a Covered Service, as set forth in the Schedule of Benefits, that must be paid by the Participant.  For In-Network Services, the Participant must pay the Copayment to the Participating Health Care Provider at the time the service is rendered.  Copayment requirements are separate from and in addition to any requirements to pay Coinsurance, Deductibles or Contributions.

"Craniofacial Abnormality" means an abnormal structure or deformity of the cranial and facial bones caused by congenital defects, developmental deformities, trauma, tumors, infections or disease, including a defect of the upper face or midface, a defect of the midface or lower face, or both.

"Covered Services" means Medically Necessary health care services and supplies, specified as covered in the Schedule of Benefits, that are received by Participants in accordance with the terms and procedures of the Plan.  With respect to Participants who have In-Area Coverage, the term "Covered Services" means In-Network Services and Out-of-Network Services.  With respect to Participants who have Out-of-Area Coverage, the term "Covered Services" means Out-of-Area Services.

"Custodial Care" means care that primarily helps with or supports daily living activities (such as bathing, dressing, eating and eliminating body wastes) or can be given by people other than trained medical personnel.  Care can be "Custodial" even if it is prescribed by a physician or given by trained medical personnel, and even if it involves artificial methods such as feeding tubes or catheters.

"Deductible" means the annual dollar amount of the cost of Covered Services, as set forth in the Schedule of Benefits, that must be incurred by a Participant before benefits under the Plan will be available.  Deductible requirements are separate from and in addition to any requirements to pay Copayments, Coinsurance or Contributions.

"Deferred Retiree" means an Eligible Deferred Retiree who is enrolled in the Plan, who continues to meet the Deferred Retiree eligibility requirements set forth in this Plan Document, and for whom the Contributions required hereunder have been made in accordance with the terms of this Plan Document. 

"Dependent" means an Eligible Dependent who has been enrolled in the Plan by a Subscriber, who continues to meet the Dependent eligibility requirements set forth in this Plan Document, and for whom the Contributions required hereunder have been made in accordance with the terms of this Plan Document. 

"Diabetes Equipment" means:

(1)
blood glucose monitors, including monitors designed to be used by blind individuals;

(2)
insulin pumps and associated appurtenances;

(3)
insulin infusion devices; and 

(4)
podiatric appliances for the prevention of complications associated with diabetes.

"Diabetes Self-Management Training" means diabetes training provided by a health care practitioner or provider who is licensed, registered, or certified in this state to provide appropriate health care services. The term includes:

(1)
training provided to a qualified Participant after the initial diagnosis of diabetes in the care and management of that condition, including nutritional counseling and proper use of diabetes equipment and supplies;

(2)
additional training authorized on the diagnosis of a physician or other health care practitioner of a significant change in the qualified Participant's symptoms or condition that requires changes in the qualified Participant's self-management regime; and 

(3) periodic or episodic continuing education training when prescribed by an appropriate health care practitioner as warranted by the development of new techniques and treatments for diabetes.

"Diabetes Supplies" means:

(1)
test strips for blood glucose monitors; 

(2)
visual reading and urine test strips;

(3)
lancets and lancet devices;

(4)
insulin and insulin analogs;

(5)
injection aids;

(6)
syringes;

(7)
prescriptive and nonprescriptive oral agents for controlling blood sugar levels; and 

(8)
glucagon emergency kits.


“Durable Medical Equipment” or “DME” means equipment that can withstand repeated use, is primarily and usually used to serve a medical purpose, is generally not useful to a person in absence of illness or injury, and is appropriate for use in the home.

"Effective Date" means May 1, 2004.

"Eligible Deferred Retiree" means an Employee of the Plan Sponsor who as a member of one of the various State statutory pension plans that are offered to the Plan Sponsor's employees:

(1)
Has completed sufficient service time and/or met any other applicable requirements to be eligible to receive a deferred pension under the terms of the pension plan; and

(2)
Will attain the age necessary to commence actually receiving benefit payments under the pension plan on or before the fifth anniversary of the Employee's severance from active service with the Plan Sponsor.

"Eligible Dependent" means a Subscriber's Spouse or Primarily Dependent Person.  An Eligible Dependent is only eligible to enroll in the type of coverage under the Plan that such Dependent's Subscriber is eligible to enroll in.

"Eligible Employee" means a person who:

(1) 
regularly renders personal services not less than thirty (30) hours per week in the paid employment of the Plan Sponsor or who is the Mayor, a City Council Member or the City Controller of the Plan Sponsor; and 

(2)
has been employed or in office, as the case may be, for at least ninety (90) days.

The term "Eligible Employee" includes persons who meet the foregoing criteria and who, for a period of time not to exceed twelve (12) months, are on leave of absence approved by the Plan Sponsor.

"Eligible Retiree" means an individual who has retired from the service of the Plan Sponsor and is receiving retirement benefit payments under one of the several pension plans offered by the Plan Sponsor.  

"Emergency Care" means health care services provided in a hospital emergency facility or comparable facility to evaluate and stabilize medical conditions of a recent onset and severity, including, but not limited to, severe pain, that would lead a prudent layperson, possessing an average knowledge of medicine and health, to believe that his or her condition, sickness, or injury is of such a nature that failure to get immediate medical care could result in:

(1)
placing the patient's health in serious jeopardy;

(2)
serious impairment to bodily functions; 

(3)
serious dysfunction of any bodily organ or part; 

(4)
serious disfigurement; or 

(5)
in the case of a pregnant woman, serious jeopardy to the health of the fetus.

"Employee" means an Eligible Employee who is enrolled in the Plan, who continues to meet the Employee eligibility requirements set forth in this Plan Document, and for whom the Contributions required hereunder have been made in accordance with the terms of this Plan Document.

“Experimental/Investigational” means the use of any treatment, procedure, facility, equipment, drug, device or supply not accepted as standard medical treatment of the condition being treated or any of such items requiring Federal or other governmental agency approval not granted at the time services were provided.  "Approval" by a Federal agency means that the treatment procedure, facility, equipment, drug or supply has been approved for the condition being treated and, in the case of a drug, in the dosage used on the patient.  As used herein, "medical treatment" includes medical, surgical or dental treatment.  "Standard medical treatment" means the services or supplies that are in general use in the medical community in the United States, and: (1) have been demonstrated in peer reviewed literature to have scientifically established medical value for curing or alleviating the condition being treated; (2) are appropriate for the Hospital or Health Care Provider in which they were performed; and (3) the Physician or Health Care Provider has had the appropriate training and experience to provide the treatment or procedure.  Administrator shall determine whether any treatment, procedure, facility, equipment, drug, device, or supply is Experimental/Investigational, and will consider the guidelines and practices of Medicare, Medicaid, or other government-financed programs in making its determination.  Although a Physician or Health Care Provider may have prescribed treatment, and the services or supplies may have been provided as the treatment of last resort, such services or supplies still may be considered to be Experimental/Investigational within this definition.  Treatment provided as part of a clinical trial or a research study is Experimental/Investigational.

"Grandchild" means a natural or adopted grandchild of the Subscriber who is Primarily Dependent on the Subscriber.  The Subscriber will be required to document to the satisfaction of the Plan Sponsor that the Grandchild is Primarily Dependent on the Subscriber.

"Group Enrollment Period" means a period of at least thirty-one (31) consecutive days per Plan year, conducted from time to time, during which: 

(1) 
members of Alternative Health Benefits Plans who are eligible for enrollment as Subscribers in this Plan may submit an Application; 

(2)
Subscribers may elect to change from this Plan to an Alternative Health Benefits Plan for which they are eligible;

(3)
Subscribers may disenroll from the Plan or drop Dependents from the Plan; and

(4)
persons who are not Subscribers or are not covered under an Alternative Health Benefits Plan may apply for coverage under the Plan in accordance with Section II.B.4 of this Plan Document.

"Health Care Provider" means a Physician, Hospital, pharmacy or other professional person or facility licensed or otherwise duly authorized to provide health care services under the laws of the jurisdiction in which such provider or facility renders the services.  The term "Health Care Provider" includes, but is not limited to, In-Network Health Care Providers.

"Hospital" means:

(1)
an institution that is operated pursuant to state law and is primarily engaged in providing, on an inpatient basis, for the medical care and treatment of sick and injured persons through medical, diagnostic and major surgical services, all of which services must be provided on its premises under the supervision of a staff of Physicians and with twenty-four (24) hour a day registered nursing service; or

(2)
an institution that does not meet all of the foregoing requirements but that does meet state licensing requirements and is accredited as a Hospital by the Joint Commission on Accreditation of Hospitals.

In no event shall the term "Hospital" include a convalescent home, nursing home or any other institution or part thereof that is used principally as a convalescent facility, rest facility, nursing facility, facility for the aged or extended care facility, intermediate care facility, skilled nursing facility or facility primarily for rehabilitative services; the term "Hospital" shall include treatment in a residential treatment center for children and adolescents and treatment provided by a crisis stabilization unit.

"In-Area Coverage" means the type of coverage available under the Plan to (i) Subscribers who are Employees, Survivors, Deferred Retirees and Retirees who Reside in the Service Area, and (ii) the Dependents of such Subscribers. In-Area Coverage consists of In-Network Services and Out-of-Network Services.

"In-Network Services" means Covered Services, as specified in the Schedule of Benefits, that are:

(1) 
 provided by a Participating Health Care Provider (or, with prior written authorization from the Administrator, by a Non-Participating Health Care Provider), and otherwise pre-approved in writing by the Administrator as required in the Schedule of Benefits; or

(2)
Emergency Care provided by Health Care Providers.

"Life Threatening" means a disease or condition for which the likelihood of death is probable unless the course of the disease or condition is interrupted.

"Lifetime Maximum Benefit" means the maximum lifetime amount of benefits payable to or on behalf of a Participant.  The total lifetime benefit shall be computed by adding all amounts payable under the Plan, any Alternative Health Benefits Plan, and any comprehensive health benefits policy, plan or program formerly offered by the Plan Sponsor, whether insured or self-funded.

"Medical Director" means the licensed Physician in the full or part time employ of the Administrator, and such other licensed Physician(s) as the Medical Director may designate, who are responsible for overseeing medical matters arising in connection with the Plan.

"Medical Emergency" means a medical condition necessitating Emergency Care.

"Medically Necessary," as applied to a health care service, means that the service meets all of the following conditions:

(1)
the service is required for diagnosing, treating or preventing an illness or injury, or a medical condition such as pregnancy;

(2)
if the Participant is ill or injured, the service is needed in order to keep the Participant's condition from getting worse;

(3)
the service is generally accepted as safe and effective under standard medical practice in the community; 

(4)
the service is not primarily for the convenience of the Participant, his Physician, or Health Care Provider; and

(5)
the service is provided in the most cost-efficient way, while still giving an appropriate level of care.

"Medicare" means Title XVIII of the Social Security Act and regulations thereunder.

"Non-Participating," as applied to any Health Care Provider, means that the Health Care Provider is not under contract with the Administrator (or, in some instances, with other participating Blue Cross and/or Blue Shield Plans) to participate as a managed care provider to provide Covered Services to Participants.

“Non-Preferred Drug” means a name brand prescription drug product that does not appear and the Preferred Drug list and may be subject to the Non-Preferred Drug Copayment.

"Out-of-Area Coverage" means the type of coverage, consisting of Out-of-Area Services, that is available under the Plan to Subscribers who Reside outside the Service Area, and the Dependents of those Subscribers.  

"Out-of-Area Services" means Covered Services, as specified in the Schedule of Benefits, rendered to Subscribers who have Out-of-Area Coverage and to the Dependents of those Subscribers.  Out-of-Area Services are only available to those Participants who have Out-of-Area Coverage.

"Out-of-Network Services" means Covered Services, other than Out-of-Area Services, that are: 

(1) 
not provided by a Participating Health Care Provider (except that the Administrator may, under certain circumstances specified in the Schedule of Benefits, authorize services not provided by a Participating Health Care Provider to be treated as In-Network Services); or 

(2) 
not pre-approved by the Administrator as required for In-Network Services in the Schedule of Benefits.

“ParPlan” means a contractual arrangement between Administrator (or other Blue Cross and/or Blue Shield Plans) and certain Health Care Providers whereby such Health Care Providers agree to accept  a discounted rate as payment in full for Covered Services rendered. 

“ParPlan Provider” means a Non-Participating Health Care Provider who participates in Administrator’s ParPlan or in the ParPlan of other participating Blue Cross and/or Blue Shield Plans.  If a Non-Participating Health Care Provider participates in ParPlan, the Non-Participating Health Care Provider agrees to: (1) file all claims for Participant; (2) accept the Administrator’s Usual and Customary Charges as payment for Medically Necessary Covered Services; and (3) not bill Participant for Covered Services over the Usual and Customary Charge determination.  Participant will be responsible for any applicable Deductibles, Coinsurance, or services that are not Covered Services.  

"Participant" means any Subscriber or Dependent.

"Participating," as applied to any Health Care Provider, means that the Health Care Provider is under contract with the Administrator (or, in some instances, with other participating Blue Cross and/or Blue Shield Plans) to participate as a managed care provider to provide Covered Services to Participants. 

"Physician" means an individual licensed by the appropriate state or jurisdiction to practice as a physician within the scope of his license.

"Plan" is the plan of health care coverage offered by the Plan Sponsor, administered by the Administrator and described in this Plan Document.

"Plan Document" means this plan document, the Schedule of Benefits and all applicable attachments.

"Plan Sponsor" means the City of Houston.

“Preferred Drug” means a name brand prescription drug product that is preferred by Administrator and that is subject to the Preferred Drug Copayment.  Preferred Drugs are identified on the Preferred Drug list which is developed using monographs written by the American Medical Association, Academy of Managed Care Pharmacies, and other pharmacy and medical related organizations, describing clinical outcomes, drug efficacy, and side effect profiles. Administrator will periodically review the Preferred Drug list and adjust it to modify the Preferred/Non-Preferred Drug status of new and existing drugs. Changes to the Preferred Drug list would be implemented on the next renewal date of the Plan. The Preferred Drug list and any modifications thereto will be made available to Participants. Participants may also contact Administrator to determine if a particular drug is on the Preferred Drug list.  Drugs that do not appear on the Preferred Drug list may be subject to the Non-Preferred Drug Copayment.

"Primarily Dependent" means receiving more than fifty percent (50%) of his or her support from the Subscriber, meeting the requirements to be claimed as a dependent on the Subscriber's federal income tax return and being a dependent Child. 

"Primarily Dependent Person" means a Child who is:

(1) 
under twenty-five (25) years of age and Primarily Dependent on the Subscriber; or

(2)
any age and incapable of self-sustaining employment because of mental retardation or physical handicap provided: (i) such Child was an enrolled Participant prior to attainment of the limiting age; and (ii) Subscriber furnishes the Administrator proof of the incapacity and dependency within thirty-one (31) days after the occurrence of the incapacity and from time to time thereafter as the Administrator deems appropriate.

“Qualified Individual" means a member who is (i) a postmenopausal woman who is not receiving estrogen replacement therapy; (ii) an individual with vertebral abnormalities; primary hyperparathyroidism or a history of bone fractures; or (iii) an individual who is receiving long-term glucocorticoid therapy or is being monitored to assess the response to or efficacy of an approved osteoporosis drug (See Schedule of Benefits, Section 2, What is Covered, Preventive Services.)
"Residence" means the Participant's primary residence.  The availability of benefits to a Dependent is based upon the Residence of the Subscriber through whom he is enrolled.

"Retiree" means an Eligible Retiree who is enrolled in the Plan, who continues to meet the Retiree eligibility requirements set forth in this Plan Document, and for whom the Contributions required hereunder have been made in accordance with the terms of this Plan Document.

"Schedule of Benefits" means the schedule provided with this Plan Document, and made a part hereof, which sets forth the Covered Services.

"Serious Mental Illness" means the following psychiatric illnesses as defined by the American Psychiatric Association in the Diagnostic and Statistical Manual (DSM):

(1)
schizophrenia;

(2)
paranoid and other psychotic disorders;

(3)
bipolar disorders (hypomanic, manic, depressive, and mixed); 

(4)
major depressive disorders (single episode or recurrent); 

(5)
schizo-affective disorders (bipolar or depressive); 

(6)
pervasive developmental disorders; 

(7)
obsessive-compulsive disorders; and 

(8)
depression in childhood and adolescence.

"Service Area" means the geographical area in which a network of Participating Health Care Providers is offered and available and is used to determine eligibility for In-Area Coverage under the Plan.  The Service Area includes Administrator’s preferred provider organization (PPO) service area in Texas as well as the PPO service areas of other participating Blue Cross and/or Blue Shield Plans outside of Texas.

"Spouse" has the meaning ascribed by law, but excludes a spouse who is on active military duty for any country or who is legally separated from a Subscriber.

"Subscriber" means an Employee, Survivor, Retiree or Deferred Retiree.

"Survivor" means a Dependent whose coverage is continued in the event of termination of a Subscriber's coverage due to the death of the Subscriber, following the date of the Subscriber's death, provided that the Subscriber's surviving Spouse or, in the absence of such a surviving Spouse, the Subscriber's eldest Dependent, shall be deemed to be the Subscriber for purposes of the Plan, and further provided that the Contributions required with respect to all such Dependents of the deceased Subscriber are made.  Coverage for such Dependents shall terminate on the earliest of the following dates:

(1)
the last day of the month in which the Dependent marries or remarries (but this event shall only terminate coverage of the Dependent who is marrying or remarrying, and not the coverage of the other Dependents);

(2)
as to any Dependent Child of the deceased Subscriber, the last day of the month in which such Dependent Child ceases to be a Dependent as defined in this Plan;

(3)
the last day of the month in which the Dependent becomes eligible for coverage hereunder as an Eligible Employee, or becomes eligible for coverage under any employer-sponsored policy, plan or program of group health coverage; or

(4)
upon the date of termination of this Plan.

Coverage under this definition shall be limited to Dependents who were covered at the time of the Subscriber's death, except that coverage may also be extended to any newborn natural Child of the deceased Subscriber in accordance with the provisions of Section II.C of this Plan Document that pertain to newborn children.   Notwithstanding the foregoing, if the Revised Civil Statutes of Texas would entitle a Survivor under this definition to expanded eligibility under the Plan, then such Survivor shall be eligible in accordance with that Article for so long as it applies to that Survivor.

"Usual and Customary Charges" means the maximum amount eligible for consideration of payment for Covered Services.

For In-Network Services, Usual and Customary Charges are based on the provisions of the Participating Health Care Provider’s contract and the payment methodology in effect on the date of service, whether diagnostic related grouping (DRG), relative value, fee schedule, per diem or other.

For Out-of-Area Services and Out-of-Network Services, in those instances in which the Health Care Provider is a ParPlan Provider, Usual and Customary Charges shall be the negotiated charge for the Covered Services. (The ParPlan Provider may bill the recipient for any portion of the negotiated charge that is not covered by the Plan, such as applicable copayment, coinsurance, or deductible amounts).

For Out-of-Area Services and Out-of-Network Services provided by Health Care Providers who are not ParPlan Providers, Usual and Customary Charges shall be the lesser of:

(1) The charge made by the Health Care Provider for the Covered Services; or

(2) The charge most other Health Care Providers in the same locality where the Covered Services were provided would make for the Covered Services; for purposes of determining this amount, the Plan Sponsor shall utilize then current data applicable to the service locality as published in the Prevailing Health Care Charges System (currently published by Ingenix and formerly published by the Health Insurance Association of America) at the 70th percentile.
II.
ELIGIBILITY; EFFECTIVE DATE OF COVERAGE

A.
Eligibility

1.
To be eligible to enroll as a Subscriber in this Plan, a person must not be covered or eligible for coverage under extended benefits coverage of any other health plan, and must be within one of the following categories:

(i)
an Eligible Employee,

(ii)
an Eligible Deferred Retiree,

(iii)
an Eligible Retiree, or

(iv)
a Survivor.

2.
To be eligible to enroll as a Dependent in this Plan, a person must not be covered or eligible for coverage under extended benefits coverage of any other health plan, and must be within one of the following categories: 

(i)
the Spouse of a Subscriber, or a former spouse entitled to support from the Subscriber under a court order when a request for enrollment has been made within thirty-one (31) days after issuance of the court order; or

(ii)
a Primarily Dependent Person of a Subscriber.

3.
Omitted

4.
Notwithstanding the foregoing, a person may be covered only as a Subscriber or a Dependent, but not both simultaneously.  If and when a person terminates coverage under the Plan as either a Subscriber or Dependent, the person shall have the right to continue coverage under the definition that continues to apply, if any.

5.
In addition to any other criteria, the availability of coverage for a Deferred Retiree or Retiree shall be limited to persons who held coverage under the Plan, an Alternative Health Benefits Plan, or any comprehensive health benefits policy, plan or program formerly offered by the Plan Sponsor, as an employee at the time they first elected to assume deferred retiree or retiree status with the Plan Sponsor and who thereafter have continuously maintained coverage.  Coverage of Dependents of Deferred Retirees and Retirees shall also be so restricted, except that newly acquired Eligible Dependents may become Participants in accordance with the provisions related to Newly Acquired Dependents at Section II.C.2.

B.
Application for Coverage as Subscriber; When Subscriber Coverage Becomes Effective

1.
During the Initial Group Enrollment Period, for Persons Already Covered 

Each person eligible for enrollment as a Subscriber under Section II.A.1 above, who is already covered under an Alternative Health Benefits Plan and who submits an Application during the Initial Group Enrollment Period to be held in advance of the Effective Date, shall become covered under the Plan as a Subscriber on the Effective Date.  The Plan Sponsor is terminating a Point of Service health plan contemporaneously with the commencement of this Plan.  Any Subscriber in the former Point of Service plan who does not affirmatively elect to terminate coverage through the Plan or to utilize an Alternative Health Benefits Plan will be initially enrolled in this Plan.

2.
During Subsequent Group Enrollment Periods, for Persons Already Covered 


Each person eligible for enrollment as a Subscriber under Section II.A.1 above, who is already covered under this Plan or an Alternative Health Benefits Plan and who submits an Application during a subsequent Group Enrollment Period, shall become covered under the Plan as a Subscriber (or shall transfer between types of coverage for which the person is eligible, if he is already a Subscriber) on the date specified in connection with the enrollment. 

3.
Newly Eligible Employees and Survivors

Each person who first meets the requirements for enrollment as an Eligible Employee or Survivor under Section II.A.1 above at a time that is not during a Group Enrollment Period may enroll within thirty-one (31) days of meeting such requirements by submitting an Application.  Such person shall become covered under the Plan as a Subscriber on the first day of the month following submission of the Application. 

4.
During Group Enrollment Periods, for Persons Not Already Covered

During a Group Enrollment Period (including the Initial Group Enrollment Period), a person who would otherwise be eligible to be a Subscriber but who is not enrolled as a Subscriber in the Plan or an Alternative Health Benefits Plan may apply for enrollment in the Plan by submitting an Application.  Coverage shall commence on the sixteenth (16th) day of the calendar month or the first day of the next month (whichever is sooner) following the expiration of ninety (90) days after submission of the Application, or on such other date as the Plan Sponsor may specify in calling the Group Enrollment Period. 

C.
Application for Coverage as Dependent; When Dependent Coverage Becomes Effective

1.
When Subscriber Becomes Covered

An Eligible Dependent included on a person's Application submitted in accordance with Sections II.B.1, II.B.2 or II.B.3 of this Plan Document shall become covered under the Plan as a Dependent on the date that the Subscriber becomes covered under the Plan, provided that the Eligible Dependent meets the same criteria specified in Sections II.B.1, II.B.2 or II.B.3 for Subscribers, as applicable.

2.
Newly Acquired Dependents

a.
A Subscriber's newly acquired Spouse or stepchild, on whose behalf the Subscriber has submitted an Application within thirty-one (31) days of the marriage, shall be covered as of the date of the marriage.
b.
A newborn natural Child of Subscriber shall be covered under the Plan for an initial period of thirty-one (31) days from the date of birth, and shall continue to be covered after that time if, prior to the expiration of the thirty one (31) day period, the Subscriber submits an Application for the newborn Child.
c.
A Child of the Subscriber who is not a newborn natural Child or a newly acquired stepchild shall be covered under the Plan if the Subscriber submits an Application on behalf of such Child as follows:

(i)
In the case of a Grandchild, the Application must be submitted within thirty-one (31) days after the date when the Grandchild becomes Primarily Dependent on the Subscriber.  If the Application is submitted within thirty-one (31) days of the date when the foregoing condition is first met, coverage shall commence as of the date the Grandchild becomes Primarily Dependent on the Subscriber.
(ii) In the case of an adopted child, foster child, child under Subscriber's legal guardianship or child whose adoption by the Subscriber is anticipated and for whom the Subscriber has legal support obligations, the Application must be submitted within thirty-one (31) days after the earlier of the date upon which the child commences residence with the Subscriber, the date when the Subscriber undertakes a legal obligation to provide the total or partial support of the child or the date when a Court orders the child be covered by the Subscriber, and coverage shall begin on the earlier date provided the Application is submitted on a timely basis.

(iii) In the case of a dependent Child who has lost coverage under Title XIX of the Social Security Act, other than coverage consisting solely of benefits under Section 1928 of the Act (42 U.S. C. Section 1396s) or under Chapter 62, Health and Safety Code, the Application must be submitted within thirty-one (31) days after such Child’s loss of coverage.  If the Application is submitted within thirty-one (31) days of such loss of coverage, coverage shall commence on the date of such loss of coverage.

3.
During Group Enrollment Periods, for Eligible Dependents Not Previously Covered:

During a Group Enrollment Period, a Subscriber may submit an Application on behalf of an Eligible Dependent who is not enrolled. Coverage shall commence on the sixteenth (16th) day of the calendar month or the first day of the next month (whichever is sooner) following the expiration of ninety (90) days after submission of the Application, or on such other date as the Plan Sponsor may specify in calling the Group Enrollment Period.

D.
In no event shall the Plan cover any health care services rendered prior to the date when the Participant's coverage becomes effective or after the date such coverage terminates pursuant to this Plan Document.  To the extent that any of the foregoing provisions allows retroactive coverage to be extended, the availability of coverage shall be subject to payment of any required contributions retroactively to the effective date.

E.
Notification of Ineligibility

A condition of participation in the Plan is Subscriber's agreement to notify the Plan Sponsor of any changes in status that affect the eligibility of the Subscriber or any of his Dependents hereunder.

F.
Clerical Error

1.
Clerical error by the Administrator or Plan Sponsor shall not deprive any eligible individual of coverage under the Plan, provided that the individual's Application and any related materials (such as evidence of insurability or proof of financial dependence) have been submitted on a timely basis, the Administrator has accepted the Application and related material as satisfactory, and all required Contributions have been made.

2.
Clerical error by the Administrator or Plan Sponsor shall not extend coverage beyond the date it would otherwise terminate pursuant to the terms of this Plan Document.

G.
The provisions of this Section II shall not be construed to preclude special enrollments of Subscribers or Dependents or transfers of Subscribers and Dependents between Alternative Health Benefits Plans at times other than as specified above or to preclude the extension of coverage at times sooner than as specified above where such enrollment or time of taking effect is afforded in order to comply with state or federal laws and regulations regarding the portability of health insurance coverage, the provision of health insurance coverage to children under court orders, residency relocations that affect eligibility, changes in Plan Service Area, and any other provisions of law that preempt the literal application of this Section II or affect eligibility in the Plan or an Alternative Health Benefits Plan.  The Administrator, in consultation with the Plan Sponsor's Human Resources Director may, from time to time, promulgate any supplemental provisions regarding eligibility, effective dates and related issues that are necessary or desirable to ensure that the Plan conforms to applicable laws and regulations.  No person may be enrolled in the Plan as a Subscriber or Dependent, except under the foregoing provisions of Section II and the aforesaid supplemental provisions.

III.
TERMINATION OF COVERAGE OF INDIVIDUAL PARTICIPANTS
A.
Employees

Subject to any right to continue coverage under Section XIII of this Plan Document, the coverage of any Employee under the Plan will terminate on the earliest to occur of the following dates:

1.
The date of termination of the Plan.

2.
The end of the last semi-monthly period for which the Employee is current in his Contributions.

3.
The last day of the semi-monthly period coinciding with or next following the day on which the Employee ceases to be eligible for coverage under this Plan.

4.
The last day of the semi-monthly period coinciding with or next following the day on which the Employee ceases to be employed by the Plan Sponsor, unless the Employee qualifies for and continues coverage hereunder as a Deferred Retired Employee or Retiree.  For this purpose, an Employee who is on a leave of absence, not to exceed twelve (12) months, that has been approved by the Plan Sponsor, has not ceased to be employed by the Plan Sponsor.

5.
The date of termination of the Employee by the Administrator for fraud, misrepresentation or misconduct as provided in Section III.E below.

6.
The end of a semi-monthly period, at the request of the Employee.

B.
Deferred Retirees

Subject to any right to continue coverage under Section XIII of this Plan Document, the coverage of any Deferred Retiree under the Plan will terminate on the earliest to occur of the following dates:

1.
The date of termination of the Plan.

2.
The end of the last month for which the Deferred Retiree is current in his Contributions.

3.
The last day of the month coinciding with or next following the day on which the Deferred Retiree ceases to be eligible for coverage under this Plan as a Deferred Retiree, by attaining the age necessary to become eligible for pension benefits or otherwise, unless the Deferred Retiree qualifies for and continues coverage hereunder as a Retiree.

4.
The date of termination of the Deferred Retiree by the Administrator for fraud, misrepresentation or misconduct as provided in Section III.E below.

5.
The end of a month, at the request of the Deferred Retiree.

C. 
Retirees

Subject to any right to continue coverage under Section XIII of this Plan Document, the coverage of any Retiree under the Plan will terminate on the earliest to occur of the following dates:

1.
The date of termination of this Plan.

2.
The end of the last month for which the Retiree is current in his Contributions.

3.
The date of termination of the Retiree by the Administrator for fraud, misrepresentation or misconduct as provided in Section III.E below.

4.
The end of a month, at the request of the Retiree.

D.
Dependents

Subject to any right to continue coverage under Section XIII of this Plan Document, the coverage of any Dependent under the Plan will terminate on the earliest to occur of the following dates:

1. The date of termination of the Plan.

2.
The date of discontinuation of coverage for such Dependents under the Plan.

3.
The date that the Dependent becomes covered as an Employee under the Plan.

4.
The date of the termination of coverage of the Subscriber through whom the Dependent is enrolled in the Plan, provided that coverage may be continued as a Survivor in the event that the Subscriber has died.

5.
The last day of the month coinciding with or next following the day on which the Dependent ceases to be eligible for coverage under the Plan.

6.
If the Administrator or the Plan Sponsor's Human Resources Director makes a written request to the Subscriber through whom the Dependent is enrolled in the Plan to furnish proof of the eligibility of the Dependent, and the Subscriber fails to furnish the proof within thirty (30) days after receipt of the request, the Dependent's coverage shall terminate upon further written notice from the Administrator or the Plan Sponsor to the Subscriber, provided that the termination shall not take effect until at least fifteen (15) days after the further notice is mailed to the last known address of the Subscriber.

7.
The date of termination of the Dependent by the Administrator for fraud, misrepresentation or misconduct as provided in Section III.E below.

E.
Termination by the Administrator

Coverage of a Participant may be terminated by the Administrator as follows:

1.
In the case of fraud or material misrepresentation by a Participant in connection with the Plan, coverage may be terminated retroactively as of the time when the fraud or misrepresentation occurred, after not less than fifteen (15) days written notice from the Administrator to the Participant.

2.
In the case of fraud by a Participant in the use of Covered Services, including without limitation permitting the improper use of a Plan identification card as described in Section VI of this Plan Document, coverage may be terminated retroactively as of the time when the fraud occurred, after not less than fifteen (15) days written notice from the Administrator to the Participant.
3.
In the case of misconduct by a Participant detrimental to safe Plan operations and the delivery of Covered Services, coverage may be terminated immediately, upon written notice from the Administrator to the Participant.

4.
In the absence of fraud, all statements made by a Subscriber applying for coverage under this Plan will be deemed representations and not warranties.  Coverage can be voided for fraud or intentional misrepresentation contained in a written application.  A copy of the written application must be furnished to the Subscriber if the terms of the application or enrollment form are to be applied.
IV.
SPECIAL REQUIREMENTS FOR PARTICIPANTS COVERED UNDER MEDICARE

A.
The Plan shall be the primary payor, as compared to Medicare, when an Employee age 65 or older is enrolled in Medicare.  The Plan shall also be the primary payor, as compared to Medicare, when an Employee's Dependent age 65 or older is enrolled in Medicare.

B. The Plan shall be the primary payor, as compared to Medicare, for a period of thirty (30) months, for Participants who have become entitled to Medicare solely on the basis of end stage renal disease.  The thirty (30) month period begins the first month in which the individual became entitled to Medicare coverage.

C.
When a Participant is covered under Part A and/or Part B of Medicare and Medicare is the primary payor as compared to the Plan, the Administrator shall pay on behalf of that Participant all Medicare deductible and coinsurance payments applicable to services covered by Medicare that would also be Covered Services.  The Participant shall remain liable, however, for the Copayments, Coinsurance and Deductibles set forth in the Schedule of Benefits. If that Participant is eligible for Medicare Part A and/or Part B but has not enrolled in such coverage, his claims shall be treated by the Administrator as though the Participant had enrolled in such Medicare coverage.

D.
When any benefits are available as primary benefits to a Participant under Medicare, Medicare will be determined first and benefits available under this Plan, if any, will be adjusted accordingly.

V.
PARTICIPANT PAYMENT REQUIREMENTS

A.
Participant Contributions shall be established from time to time by the Plan Sponsor, and shall be due and payable as determined by the Plan Sponsor.  By enrolling in this Plan, the Subscriber agrees to pay all Contributions at such time and in such manner as may be established by the Plan Sponsor.

B.
Participants must pay any Copayments, Coinsurance and Deductibles on a timely basis.  Combined Coinsurance/Deductible Maximum Amounts may apply as specified in the Schedule of Benefits.

VI.
IDENTIFICATION CARDS
Possession of a Plan identification card in and of itself confers no rights to Covered Services. The holder of the card and the name on the card must be the same and the holder of the card must be, in fact, a Participant on whose behalf all applicable Contributions under the Plan have actually been paid.  Any person receiving services or other benefits to which he is not entitled, through use of the identification card or otherwise, shall be required to pay the actual cost of services and benefits received.  If a Participant permits the use of his identification card by any other person, this card may be recalled and invalidated by the Administrator, and all rights of that Participant pursuant to this Plan Document may be terminated in accordance with Section III.E of this Plan Document.  The remedies specified in this Section are not exclusive, and the Plan Sponsor reserves the right to pursue any action against persons who misuse or suffer the misuse of Plan identification materials.

VII.
TERMINATION AND AMENDMENT OF PLAN DOCUMENT
A.
Termination

The Plan Sponsor reserves the right to terminate the Plan at any time.  After the termination of the Plan, benefits payable under the Plan in connection with any claim that arose prior to the date of termination shall be paid in accordance with the terms of the Plan as in existence at the time of termination, subject to the Plan Sponsor's allocation of funds to pay those claims.

B.
Amendment

The provisions of the Plan may be amended at any time, and from time to time, by the Plan Sponsor upon concurrence of the Plan Sponsor's Mayor, Human Resources Director and City Attorney; provided, however, that no amendment shall deprive any Participant of any benefits to which he became entitled in connection with any claim incurred before the date of the amendment, subject to the Plan Sponsor's allocation of funds to pay those claims.

VIII.
HEALTH CARE SERVICES

Services Covered by the Plan

The Plan consists of two types of coverage: In-Area Coverage and Out-of-Area Coverage. The definitions of In-Area Coverage and Out-of-Area Coverage in Section I of this Plan Document specify which Subscribers may receive which type of coverage for themselves and their Dependents.  Only Subscribers who are determined by the Plan Sponsor to reside outside the Service Area will be entitled to receive Out-of-Area Coverage.  

The Covered Services included In-Area Coverage are In-Network Services and Out-of-Network Services as described in the Schedule of Benefits.  The Covered Services included in Out-of-Area Coverage are limited to Out-of-Area Services as described in the Schedule of Benefits.  

The Plan shall cover In-Network Services, Out-of-Network Services and Out-of-Area Services in accordance with the terms and procedures and subject to the limitations and exclusions specified in the Schedule of Benefits and in this Plan Document. The Administrator shall arrange for the provision of the In-Network Services.

IX.
CLAIM PROVISIONS

A.
Reimbursement Claims for services Paid for by Participants

If the Participant furnishes to the Administrator written proof of claim for services that would otherwise be payable by the Plan in accordance with its terms, reimbursement for the payment will be made to the Participant, but without prejudice to the Administrator's right to seek recovery from the Health Care Provider of any payment made by 

the Plan before the Administrator received the claim.  Claims for reimbursement must be made in writing in a form acceptable to the Administrator.  Claims and their supporting proof must be furnished to and received by the Administrator within twelve (12) months after the service for which reimbursement is sought was rendered.  All of those claims will be paid within sixty (60) days of receipt of complete documentation, unless the Participant is notified of the need for a longer time pursuant to subsection B below.

B.
Action on Reimbursement Claims

The Administrator shall endeavor in good faith to process claims for reimbursement in accordance with the following time frames:

1.
A claim for which benefits are not assigned or payment is not made directly to the Physician or Provider shall be acknowledged not later than the 15th day after receipt by the Administrator.  The claimant shall be notified in writing of the acceptance or rejection of the claim not later than the 15th business day after the date the Administrator receives all items, statements, forms and other supporting materials required.  If the claim is rejected, the notice shall state the reasons for rejection and advise the claimant of the dispute procedures of Section XIV.

2.
If a claim cannot be accepted or rejected within 15 days after receipt, the claimant shall be so notified not later than the 15th day and the reasons the Administrator needs additional time shall be given, but the Administrator shall accept or reject the claim not later than the 45th day after the date of the notice that the claim cannot be accepted or rejected.  If the claimant has not received notice of acceptance or rejection within the 45-day period, the claim will be considered denied on the 45th day of that period.

C.
Review; Legal actions; Liability

1.
If a claim for reimbursement is denied, a Participant may obtain a review of the denial through the Participant Complaint Resolution Procedure process (See Section XIV).

2.
No action at law or in equity (or arbitration proceeding, if arbitration is required in lieu of judicial legal action under provisions applicable to the Plan) shall be brought against the Administrator or the Plan Sponsor: (i) prior to the exhaustion of the remedies available under Section XIV, or (ii) later than three (3) years after the expiration of the period of time in which the proof of the charge or loss is required under this Section to be furnished to the Administrator.

3.
No liability shall be imposed upon the Administrator or the Plan Sponsor other than for the benefits and services specifically covered hereunder.

D.
Warrants issued in payment of claims shall be mailed to the address of the claimant as stated on the claim form.  If the warrant is returned in the U.S. Mail or is not timely presented for payment by its expiration date, the Plan Sponsor and the Administrator shall make a reasonable effort to locate the claimant and reissue the warrant.  However, the right to claim any benefit hereunder shall terminate and all rights shall revert to the Plan Sponsor unless the claimant contacts the Plan Sponsor or the Administrator and obtains a replacement warrant within one year from the original date of issuance of the claim warrant.

X.
LIMITATIONS

The rights of Participants and obligations of Administrator, Participating Physicians, and Participating Health Care Providers under this Plan Document are subject to the following limitations:

A.
Major Disaster or Epidemic

In the event of any major disaster or epidemic that would severely limit the ability of Participating Health Care Providers to provide health care services on a timely basis, Participating Health Care Providers shall, in good faith, use their best efforts to render the benefits and services covered insofar as practical according to their best judgment and within the limitation of such facilities and personnel as are then available.  If the Plan Sponsor, Administrator, and Participating Health Care Providers shall have, in good faith, used their best efforts to render benefits and services in the aforesaid manner, they shall have no further liability or obligation for delay or failure to provide such benefits and services due to a shortage of available facilities or personnel resulting from such disaster or epidemic.

B.
Circumstances Beyond Plan Sponsor's, Administrator's or Participating HealthCare Provider's Control

In the event that, due to circumstances not reasonably within the control of Plan Sponsor, Administrator, or Participating Health Care Providers such as the complete or partial destruction of facilities because of war, riot, civil insurrection, or the rendering of benefits and services covered hereunder is delayed or rendered impractical, neither the Plan Sponsor, Administrator, nor any Participating Health Care Providers shall have any liability or obligation on account of such delay or such failure to provide such benefits and services if they shall have, in good faith, used their best efforts to render the benefits and services covered insofar as practical according to their best judgment and within the limitation of such facilities and personnel as are then available.

C.
Limitations as Set Out in the Schedule of Benefits

The benefits provided in this Plan Document are also limited by the limitations and exclusions as set out in the Schedule of Benefits.

D.
Non-Covered Services

Administrator shall not be responsible for the reimbursement for services or treatment of complications that result from any non-covered service, procedure or treatment.  Administrator shall not be responsible for prescription drugs and/or medications related to any non-covered service, procedure or treatment.

XI.
COORDINATION OF BENEFITS
If any benefits to which a Participant is entitled under the Plan are also covered under any other Health Care Plan, the benefits payable under the other Health Care Plan include the benefits that would have been payable under the Plan had claim been duly made therefore. This provision does not apply to Medicaid.

A.
For purposes of this Section only, the following words and phrases shall have the following meanings:

1.
"Allowable Expenses" means any necessary, reasonable and customary item of expense at least a portion of which is covered under at least one of the Health Care Plans covering the person for whom claim is made.  When a Health Care Plan (including the Plan) provides benefits in the form of services, the reasonable cash value of each service rendered shall be deemed to be both an Allowable Expense and a benefit paid.

2.
"Health Care Plan" means any of the following (including the Plan) that provide benefits or services for, or by reason of, medical care or treatment:

a.
Coverage under government programs, including Medicare, required or provided by any statute unless coordination of benefits with any such program is forbidden by law.

b. Group or individual coverage, including automobile insurance, individual coverage or any other arrangement of coverage for individuals in a group, whether on an insured or uninsured basis, including any prepayment coverage, group practice basis or individual practice coverage and any coverage for students that is sponsored by, or provided through, a school or other educational institution above the high school level.

The term "Health Care Plan" shall be construed separately with respect to:

(i) Each policy, contract or other arrangement for benefits or services.

(ii) That portion of any policy, contract or other arrangement that reserves the right to take the benefits of other Health Care Plans into consideration in determining its benefits and that portion that does not.

B.
The benefits provided under the Plan will not duplicate benefits that have been provided under another Health Care Plan.  If a Participant received benefits from another Health Care Plan on a primary basis, then the Plan will provide benefits on a secondary basis, which will result in the Participant's receiving the level of benefits he would have received had he not received payments from another Health Care Plan.  In these instances the Plan will not provide benefits that will result in the Participant receiving 100% coverage unless he would have received 100% coverage from the Plan had he not received benefits from another Health Care Plan.

C.
The Administrator shall have the right to coordinate benefits between the Plan and any other Health Care Plan covering the Participant.

The rules establishing the order of benefit determination between the Plan and any other Health Care Plan covering the Participant on whose behalf a claim is made are as follows:

1.
The benefits of a Health Care Plan that does not have a "coordination of benefits with other health plans" provision shall, in all cases, be determined before the benefits of the Plan.

2. If, according to the rules set forth in subsection D of this Section, the benefits of another Health Care Plan that contains a provision coordinating its benefits with the Plan before the benefits of the Plan have been determined, the benefits of the other Health Care Plan will be considered before the determination of benefits under this Plan.

D.
Rules establishing the order of benefit determination as to a Participant's claim for the purposes of subsection C of this Section are as follows:

1.
The benefits of a plan that covers the person other than as a Dependent shall be determined before the benefits of a plan that covers the person as a Dependent.

2.
The benefits of a plan that covers the person as a Dependent of a person whose date of birth, excluding year of birth, occurs earlier in a Calendar Year shall be determined before the benefits of a plan that covers such person as a Dependent of a person whose date of birth, excluding year of birth, occurs later in a Calendar Year.  If either plan does not have the provisions of this paragraph regarding Dependents, which results either in each plan determining its benefits before the other, or each plan determining its benefits after the other, the provisions of this paragraph shall not apply, and the rule set forth in the plan that does not have the provisions of this paragraph shall determine the order of benefits. However, in the case of a person for whom claim is made as a Dependent child:

(i)
When the parents are separated or divorced and the parent with custody of the child has not remarried, the benefits of a plan that covers the child as a Dependent of the parent with custody of the child will be determined before the benefits of a plan that covers the child as a Dependent of the parent without custody.

(ii)
When the parents are divorced and the parent with custody of the child has remarried, the benefits of a plan that covers the child as a Dependent of the parent with custody shall be determined before the benefits of a plan that covers that child as a Dependent of the step-parent, and the benefits of a plan that covers that child as a Dependent of the step-parent will be determined before the benefits of a plan that covers the child as a Dependent of the parent without custody.

(iii)
Notwithstanding subparagraphs (i) and (ii) of this paragraph, when the parents are divorced or separated and there is a court decree that would otherwise establish financial responsibility for the medical, dental, or other health care expenses with respect to the child, the benefits of a plan that covers the child as a Dependent of the parent with such financial responsibility shall be determined before the benefits of any other plan that covers the child as a Dependent child.

3.
When paragraphs 1 and 2 of this subsection do not establish an order of benefits determination, the benefits of a plan that has covered the person on whose expenses claim is based for the longer period of time shall be determined before the benefits of a plan that has covered the person the shorter period of time, except that:

(i) the benefits of a plan covering the person on whose expenses claim is based as a laid-off or retired employee or as the Dependent of a laid-off or retired employee shall be determined after the benefits of any other plan covering the person as an employee other than  a laid-off or retired employee or a Dependent of a laid-off or retired employee; and,

(ii) if either plan does not have a provision regarding laid-off or retired employees and, as a result, each plan determines its benefits after the other, then the provisions of subparagraph (i) of this paragraph do not apply.

E. If a Participant who has enrolled under the Plan is entitled to inpatient benefits under another contract or policy of insurance due to inpatient care that began while the Participant was enrolled under a previously held policy, the Administrator will pay, subject to Copayments under the Plan, the difference between entitlements under the Plan and entitlements under the other contract or policy of insurance.

F.
Benefits that are provided directly through a specified provider of an employer shall in all cases be provided before the benefits of the Plan.

F-1.
Benefits available under any plan or policy of dental coverage or care shall in all cases be provided before the benefits of this Plan for dental-related services.

G.
Services and benefits for military service connected disabilities to which a Participant is legally entitled and for which facilities are reasonably available, shall in all cases be provided before the benefits of this Plan.

H.
For purposes of this provision, the Administrator may, subject to applicable confidentiality requirements set forth in this Plan, release to or obtain from any insurance company or other organization necessary information under this provision. Any Participant claiming benefits under the Plan must furnish to the Administrator all information deemed necessary by the Administrator to implement this provision.

I. None of the above rules as to coordination of benefits will serve as a barrier to the Participant first receiving direct health services to which the Participant may be entitled under the Plan except as specifically stated in paragraph G of this Section XI.

J.
Whenever payments have been made by the Administrator with respect to Allowable Expenses in a total amount, at any time, in excess of 100% of the amount of payment necessary at that time to satisfy the intent of this Section XI, the Administrator shall have the right to recover the payment, to the extent of the excess, from among one or more of the following as the Administrator shall determine: any person or persons to, or for, or with respect to whom, the excess payments were made; any insurance company or companies; or any other organization or organizations to which such payments were made.

K.
Workers' Compensation

All sums payable for services provided pursuant to workers' compensation shall not be reimbursable under the Plan.

L.
Participant's Cooperation (Medicare)

Each Participant shall complete and submit to the Administrator such consents, releases, assignments and other documents as may be requested by the Administrator in order to obtain or assure reimbursement under Medicare.  Any Medicare-eligible Participant who fails to enroll under Part B and, if eligible, Part A of the Medicare program, will be liable for the amount of benefits that Medicare would have covered had Participant so enrolled.

M.
Facility of Payment

Whenever payments that should have been made under the Plan have been made under any other Health Care Plan, the Administrator shall have the right, exercisable in its sole discretion, to pay over to an organization making other payments any amounts it shall determine to be warranted in order to satisfy the intent of this Section XI.  Amounts so paid by the Administrator shall be deemed to be benefits paid under the Plan, and to the extent of that payment, the Plan Sponsor and Administrator shall be fully discharged from liability under this Plan.

N.
Disclosure

Each Participant agrees to disclose to the Administrator at the time of enrollment, at the time of receipt of services and benefits, and from time to time as requested by the Administrator, his Social Security number, birth date, employment status, and existence of other Health Care Plan coverage, in regard to which the identity of the carrier and the group through whom provided will be furnished by the Participant.

O. 
Administrator and Plan Sponsor understand that it may not be practicable to literally administer the provisions of this Article XI in certain circumstances where Medicare is the primary form of coverage for a claim and the plans to be administered herein are secondary.  Consistent with the provisions of this Article XI and the Administrator’s claim processing system and capabilities, the Administrator and the Plan Sponsor’s Human Resources Director shall develop an alternative protocol for the administration of Medicare claims that cannot be administered as literally provided herein.

XII.
SUBROGATION
In consideration of benefits provided under Plan, the Plan Sponsor (as the source of payment of benefits under the Plan) shall be subrogated to any recovery (irrespective of whether there is recovery from the third party of the full amount of all claims against the third party) or right to recovery of any Participant or legal representative of a Participant  (individually and collectively referred to as the "Claimant") against any person or entity, including any insurance maintained by such Participant.  The Claimant shall cooperate in doing what is reasonably necessary to assist the Plan Sponsor in exercising such rights, including, but not limited to: (1) notifying the Plan Sponsor of the institution of a claim against a third party, (ii) notifying the third party and the third party's insurer, if any, of the Plan Sponsor's subrogation rights, and (iii) releasing any information to the Plan Sponsor that the Plan Sponsor determines may assist the Plan Sponsor in exercising its subrogation rights.  The Claimant shall not do anything after a loss to prejudice such rights.

In its sole discretion, the Plan Sponsor reserves the right to prosecute an action in the name of the Claimant against any third parties potentially liable to the Claimant.  The Plan Sponsor shall have the absolute discretion to settle subrogation claims on any basis it deems warranted and appropriate under the circumstances.  If a Claimant initiates a lawsuit against any third parties potentially liable to the Claimant, the Plan Sponsor shall not be responsible for any attorney's fees or court costs that may be incurred in the liability claim.

The Plan Sponsor shall be entitled, to the extent of any payments made to or on behalf of a Claimant, to be paid first from the proceeds of any settlement or judgment that may result from the exercise of any rights of recovery asserted by or on behalf of a Claimant against any person or entity legally responsible for the injury for which such payment was made.  The Plan Sponsor shall be reimbursed by the Claimant an amount of money equal to all sums paid by the Plan Sponsor under the Plan to or on behalf of the Claimant and all expenses, costs and attorney's fees incurred by the Plan Sponsor in connection with the prosecution and collection of its subrogation interest.  The right is also hereby given the Plan Sponsor to receive directly from any third party(ies), attorney(s) or insurance company(ies) any amount equal to the amount paid to or on behalf of the Claimant.

Amounts recovered in excess of the Plan Sponsor's reimbursement and costs shall be paid to the Claimant, but that excess shall apply as a credit against liability of the Plan Sponsor for further payment to or on behalf of the Claimant, which liability has arisen or may arise from the injury or illness that forms the basis of the claim asserted by or on behalf of the Claimant.

XIII.
OPTION TO CONTINUE GROUP COVERAGE, CONVERSION PRIVILEGE AND TRANSFER

A.
Continuation of Group Coverage

If, under the provisions of Title X of the  Consolidated  Omnibus Budget  Reconciliation Act of 1985 ("COBRA"), the Tax Reform Act of 1986, or any other applicable state or federal law, any Participant is granted the right to continuation of coverage beyond the date his coverage would otherwise terminate, the Plan Sponsor shall be deemed to allow continuation of coverage to the extent necessary to comply with the provisions of the applicable statute.  Participants should contact Plan Sponsor for verification of eligibility and procedures to follow.

B.
Transfer of Residence

1.
Notice

If a Subscriber changes his Residence, he must notify the Plan Sponsor within ten (10) days of the change.

2.
Transfer outside the Service Area

If a Subscriber changes his Residence from a place that is within the Service Area to a place that is outside the Service Area, the change shall result in loss of eligibility for In-Area Coverage, and the Subscriber and his Dependents will be eligible only for Out-of-Area Coverage effective upon the first day of the month next following the relocation of the Residence. 

3.
Transfer into the Service Area

If a Subscriber changes his Residence from a place that is located outside the Service Area to a place that is within the Service Area, the change will result in loss of Out-of-Area Coverage, and the Subscriber and his Dependents will be eligible only for In-Area Coverage effective upon the first day of the month next following the relocation of the Residence.

4.
Expansion of Service Area

If the Administrator expands the Service Area resulting in inclusion of a Subscriber's Residence, the Subscriber and his Dependents will lose eligibility for Out-of-Area Coverage and shall become eligible only for In-Area Coverage.  The transition of coverage shall take place on the first day of the month next following the giving of notice by the Plan Sponsor to the Subscriber.  The Plan Sponsor shall not give the notice until the Administrator has advised that its provider network is in place for the Service Area Expansion.

5.
Reduction of Service Area

If the Administrator reduces the Service Area resulting in the exclusion of a Subscriber's Residence, the Subscriber and his Dependents will lose eligibility for In-Area Coverage and become eligible only for Out-of-Area Coverage.  The transition of coverage shall take place on the first day of the month next following the giving of notice by the Plan Sponsor to the Subscriber.

6.
Determination of Residency

The Plan Sponsor's Human Resources Director may establish regulations that are consistent with this Plan for the determination and reporting of residency. The Plan Sponsor may at any time request proof of residency of any Subscriber.  If the Subscriber fails to provide requested proof within thirty (30) days or if the materials provided fail to resolve the issue, then the Plan Sponsor may suspend or limit benefits available to the Subscriber and his Dependents until the issue is resolved.  The Plan Sponsor reserves the right to recover any benefits that are paid in error to any Participant because a Subscriber failed to disclose his actual Residence or failed to disclose a change of Residence.  This right is cumulative of all other rights under the Plan and at law.

XIV.
PARTICIPANT COMPLAINT RESOLUTION PROCEDURE
A.
General

The Administrator shall investigate and endeavor to resolve any and all complaints received from Participants relating to matters within the duties of the Administrator. Any inquiries or complaints shall be made to the Administrator in writing addressed as set forth in Section XV.C of this Plan Document or by calling the Administrator at the telephone number set forth in this Plan Document, or at the then current address and phone number of the then current Administrator.  On occasion, individual Participants may find that:

(i)
They do not understand or agree with the policies, procedures or operations of the Administrator; 

(ii)
They are not satisfied with some part of their treatment by Participating Health Care Providers; or

(iii)
They disagree with the Administrator's adjudication of a claim for Out-of-Network Services or Out-of-Area Services.

The Administrator shall endeavor to resolve any complaint as expeditiously as possible, preferably with the source of the dissatisfaction.

B.
Purpose of Administrator's Procedure.

In order to enhance Participant satisfaction and to resolve any complaints that may occur, the Administrator shall make available to Participants its Participant Complaint Resolution Procedure.  The objectives of this Procedure are:

(i)
To provide a clear procedure for complaint resolution that is easily understood by Participants;

(ii)
To facilitate an expeditious resolution of all complaints;

(iii)
To acquire feedback so that any recurring problems may be corrected; and

(iv)
To provide management information so that Participant satisfaction may be measured and compared to the Administrator's service standards.

C.
Communication with Participating Health Care Providers

Where applicable to In-Network Services, Participants are encouraged to communicate any question or concern directly to the Participating Physician, Health Care Provider or staff member rendering service in order to immediately resolve the issue.

D.
Administrator's Participant Complaint Resolution Procedure

Specifically, the Participant Complaint Resolution Procedure involves the following:

1.
Definitions.

a. An “inquiry” is a Participant’s request for administrative service, information, or to express an opinion, including but not limited to, claims regarding scope of coverage for health services, denials, cancellations, terminations or renewals, and the quality of services provided.  Administrator encourages Participants to resolve an individual inquiry without the initiation of a Complaint review. 

b. An “Adverse Determination” is a determination that a service or supply is not Medically Necessary or appropriate.

c. A “Complaint” is any dissatisfaction expressed by a Participant orally or in writing to Administrator with any aspect of Administrator’s operation, including but not limited to:

1. dissatisfaction with plan administration;

2. procedures related to review or appeal of an Adverse Determination; 

3. the denial, reduction, or termination of a service for reasons not related to the services being Medically Necessary;

4. the way a service is provided; or

5. disenrollment decisions. 

A Complaint is not a misunderstanding or a problem of misinformation that is resolved promptly by clearing up the misunderstanding or supplying the appropriate information to the satisfaction of the Participant. 

A Complaint does not include a Provider’s or Participant’s dissatisfaction or disagreement with an Adverse Determination.

2.
Complaint Review.

a. Administrator will send the Participant acknowledgment of the Complaint within 5 business days of having received it.  The acknowledgment will contain:

1. the date of receipt of the Complaint;

2. a description of Administrator’s Complaint procedures and deadlines;

3. a one-page Complaint form, clearly stating that the Complaint form must be returned to Administrator for prompt resolution of the Complaint, if the Complaint is received orally;

4.
requests for the Participant to provide any additional information, including documentation, necessary to assist Administrator in handling and deciding the Complaint; and

5. a notice informing the Participant of the Participant’s right to have an uninvolved Administrator representative assist the Participant in understanding the Complaint process.

Administrator will acknowledge, investigate, and resolve the Complaints within 30 calendar days from the date of receipt of the written Complaint or one-page Complaint form. 

b. The Complaint Panel reviewing the Complaint shall be comprised of one or more employees of Administrator.  It shall not include any person whose decision is being appealed, any person who made the initial decision regarding the claim, or any person with previous involvement with the Complaint.

c. A written notice stating the result of the review by the Complaint Panel shall be forwarded by Administrator to the Participant.  Such notice shall include:

1. a description of the Panel’s understanding of the Participant’s Complaint as presented to the Complaint Panel (e.g., dollar amount of the disputed issue, medical facts in dispute, etc.); and

2. the Panel’s decision in clear terms, including the contract basis or rationale, as applicable, in sufficient detail for the Participant to respond further to Administrator's position (e.g., the services were non-emergency services as identified in the medical report, the services were not covered by the Plan, etc.); and

3. citations to the evidence or documentation used as the basis for the decision, including the specialization of any Physician or Health Care Provider consulted (e.g., reference to the Plan, medical records, etc.); 

4. that the decision of the Complaint Panel shall be final and binding unless appealed by the Participant to Administrator within 60 days of the date of the notice of the decision of the Complaint Panel; and

5. a full description of the Complaint appeals process and the deadlines for the final decision on the appeal.

3.    
Complaint Appeals.

a. Upon receipt of a Participant’s written appeal of a Complaint, Administrator shall provide the Participant with an acknowledgment letter within 5 business days. This letter shall contain the procedures governing appeals before the Appeal Panel including the date and location for the Participant to appear before the Appeal Panel.  The appeal process gives the Participant the opportunity to appear in person or by telephone before the Appeal Panel or address the Participant's issues through a written appeal to the Appeal Panel. The Participant shall be notified of the Participant’s right to have an uninvolved Administrator representative available to assist the Participant in understanding the appeal process.

No less than 5 business days prior to the Participant's appearing before the Appeal Panel, the Participant will receive a copy of any documentation to be presented by the Administrator staff; the specialization of Physicians or Health Care Providers consulted during the review; and the name and affiliation of all Administrator representatives on the Appeal Panel.  The Participant may respond to this information for the Appeal Panel to consider in the Administrator's deliberations.

b. The Appeal Panel shall be comprised of three Subscribers designated by Plan Sponsor, one of which designees will be a member of an employee union or similar organization; three Administrator staff persons not previously involved in the disputed decision; and three Physicians or Health Care Providers, at least one of whom shall be experienced in the area of care that is in dispute, who are independent of the Physicians or Health Care Providers who made the prior decision that resulted in the Participant's appeal.  If specialty care is in dispute, the appeal panel shall include a person who is a specialist in the field of care to which the appeal relates. 

c. The Appeal Panel shall hold appeal hearings within the Participant's county of residence or the county where the Participant normally receives health care services under the Plan. Another location may be used if agreed to by the Participant and Administrator.

d. The Participant shall have the right to attend the appeal hearing in person or by telephone and present their case, question the representative of Administrator designated to appear at the hearing and any other witnesses, including any person responsible for making the prior determination that resulted in the appeal.  The Participant shall also have the right to be assisted or represented by a person of the Participant’s choice, and to submit written material in support of their Complaint.  The Participant may bring a Physician or other expert(s) to testify on the Participant’s behalf.  Administrator shall also have the right to present witnesses.  Counsel for the Participant may present the Participant’s case and question witnesses; if the Participant is so represented, Administrator may be similarly represented by counsel.  The Appeal Panel shall have the right to question the Administrator representative, the Participant and any other witnesses.

e. The appeal hearing shall be informal.  The Appeal Panel shall not apply formal rules of evidence in reviewing documentation or accepting testimony at the hearing.  The Chair of the Appeal Panel shall have the right to exclude redundant testimony or excessive argument by any party or witness.

f. A written record of the appeal hearing shall be made.

g.
Before the record is closed, the Chair of the Appeal Panel shall ask both the Participant and the Administrator representative (or their counsel) whether there is any additional evidence or argument which the party wishes to present to the Appeal Panel.  Once all evidence and arguments have been received, the record of the appeal hearing shall be closed.  The deliberations of the Appeal Panel shall be confidential and shall not be transcribed.

h. The Appeal Panel shall render a written decision, which shall be advisory, within thirty (30) days of the conclusion of the appeal hearing. The decision shall contain:

1. date of receipt of the oral or written request for appeal;

2. a statement of the Appeal Panel’s understanding of the nature of the Complaint and the material facts related thereto; 

3. the Appeal Panel’s decision and rationale, including a statement of the specific determination, clinical basis, and contractual criteria used to reach the final decision; and

4. a summary of the evidence, including necessary documents supporting the decision.

E.
Appeals of Other Matters

The foregoing provisions relate to the provision of In-Network Services, claims processing disputes and other matters that are within the duties of the Administrator. The Plan Sponsor's Human Resources Director shall establish procedures and provide a hearing process for the resolution of disputes arising from actions of the Plan Sponsor including, without limitation, decisions concerning eligibility for participation in the Plan, effective dates of coverage and residency of Subscribers. A copy of the procedures may be obtained by contacting the Plan Sponsor's Human Resources Director.

F.
To the extent that any action or decision taken or administered by the Administrator is subject to an Appeal Process that is required to be conducted in a manner that is specified under State or federal law or regulations, then the Administrator shall ensure that any person affected by the action or decision who may have a right of appeal is afforded information regarding the applicable appeal procedure, and that appeal procedure shall supersede the other provisions of this Section.

XV.
MISCELLANEOUS

A.
Pronouns

Masculine pronouns used in this Plan Document shall include both masculine and feminine genders.

B.
Records and Information

1. Information from medical records of Participants and information received from Health Care Providers incident to the Provider-patient relationship shall be kept confidential. The information, except as reasonably necessary in connection with the administration of this Plan Document, or as required by law, may not be disclosed without the written consent of Participants.

2.
For the purposes of administering the Plan (including, without limitation, Section XI or XII hereof), the Administrator may, to the extent legally allowable and without further consent of or notice to any Participant, release to or obtain from any insurance company or other organization or person any information, with respect to any person, that the Administrator deems to be necessary for such purposes.  Any person claiming benefits under the Plan shall furnish to the Administrator any information as may be necessary to implement Section XI or XII hereof.

3.
The Application completed by Subscriber authorizes any Health Care Provider to make such records, photographs or information available to the Administrator as the Administrator may reasonably request on behalf of a Subscriber or his Dependents.

C.
Notices

Any notice under this Plan Document may be given by United States Mail, postage prepaid, addressed as follows:

If to the current Administrator:

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation

P.O. Box 660044

Dallas, Texas  75266-0044

and thereafter, to the name and address of the successor Administrator provided to Participants by the Plan Sponsor.

If to the Plan Sponsor:

City of Houston

Human Resources Director

611 Walker, Suite 4-A

Houston, Texas 77002

If to Participant:

The latest address provided by the Participant on forms actually delivered to the Administrator or by the Plan Sponsor.

D.
Telephone

The telephone number of the Administrator is (866) 757-6875.

E.
Assignment

The benefits to a Participant under this Plan Document are personal to the Participant and are not assignable or otherwise transferable, except as authorized by the Administrator to service providers.

F.
Severability

The invalidity or unenforceability of any term or condition hereof shall in no way affect the validity or enforceability of any other term or provision hereof.

G.
Incorporation by Reference

The Schedule of Benefits attached hereto forms a part of this Plan Document as if fully incorporated herein.

H.
List of Providers of Services

From time to time, the Administrator will provide to the Plan Sponsor, for dissemination to Subscribers, information identifying Participating Health Care Providers.

I.
Furnishing Information

Any person claiming or who may claim benefits under the Plan shall facilitate the access of or furnish to the Administrator any information as may be necessary to implement this Plan Document, and the Administrator may release or obtain such information as needed to implement the provisions of this Plan Document.

J.
Independent Parties

1. The relationship between the Administrator and the Participating Health Care Providers is that of independent contractors.  Participating Health Care Providers are not agents or employees of the Administrator nor is the Administrator an employee or agent of any Participating Health Care Provider. Health Care Providers shall maintain the Provider-patient relationship with Participants and shall be the only parties responsible to Participants for the services that they provide.

2.
Neither the Plan Sponsor nor any Participant is the agent or representative of the Administrator, and neither shall be liable for any acts or omissions of the Administrator, its agents or employees, any Health Care Provider, or any other entity with which the Administrator has made or hereafter shall make arrangements for the performance of services in connection with the Plan.

K.
The provision of any services or the payment of any claim under any circumstances in which the recipient was not legally entitled to benefits hereunder shall not create any right of benefits hereunder.  The Administrator and the Plan Sponsor retain all rights to recover therefor, including by way of example but not limitation, the right to seek recovery at law or in equity and the right (after notice and a right to be heard on the matter) of offset against any claim or amounts payable to the Subscriber who is the beneficiary of the services or payment.  The right of offset shall not extend to any claims and amounts payable to the Subscriber under whose coverage the error arose.
L. Information contained in the medical records of Participants and information received from Physicians, surgeons, Hospitals or other Health Care Providers incident to the physician-patient relationship or hospital-patient relationship shall be kept confidential in accordance with applicable law.  Information may not be disclosed without the consent of the Participant except for use incident to bona fide medical research and education as may be permitted by law, or reasonably necessary by Administrator in connection with the administration of the Plan, or in the compiling of aggregate statistical data.  Such information that is identifiable with an individual Participant may not be disclosed to Plan Sponsor, in connection with the conduct of appeals or otherwise, without the written consent of the affected Participant.

M.
Administrator will not prohibit, attempt to prohibit or discourage any Physician or Health Care Provider from discussing or communicating to a Participant or a Participant's designee any information or opinions regarding the Participant's health care, any provisions of the Plan as it relates to the medical needs of the Participant or the fact that the Physician's or Health Care Provider's contract with the Administrator has terminated or that the Physician or Health Care Provider will no longer be providing services under the Plan.

N. If this Plan Document contains any provision not in conformity with Texas state law or other applicable laws it shall not be rendered invalid but shall be construed and applied as if it were in full compliance according to applicable Texas state law and other applicable laws.

O. BlueCard Program

Administrator hereby informs Participants that other Blue Cross and Blue Shield Plans outside of Texas ("Host Blue") may have contracts with certain Providers ("Host Blue Providers") in their service area similar to the contracts between Administrator and Participating Providers. When a Participant receive health care services through the BlueCard Program outside of Texas and from a Host Blue Provider which does not have a contract with Administrator, the amount Participant pays for Covered Services is calculated on the lower of: The billed charges for Participant’s Covered Services, or the negotiated price that the Host Blue passes on to Administrator. Often, this "negotiated price" will consist of a simple discount which reflects the actual price paid by the Host Blue.  Sometimes, however, it is an estimated price that factors into the actual price increased or reduced to reflect aggregate payment from expected settlements, withholds, any other contingent payment arrangements and non-claims transactions with the health care provider or with a specified group of providers. The negotiated price may also be billed charges reduced to reflect an average expected savings with the health care provider or with a specified group of providers. The price that reflects average savings may result in greater variation (more or less) from the actual price paid than will the estimated price. The negotiated price will also be adjusted in the future to correct for over-or underestimation of past prices. However, the amount Participant pays is considered a final price. Statutes in a small number of states may require the Host Blue to use a basis for calculating Participant liability for Covered Services that does not reflect the entire savings realized or expected to be realized on a particular claim or to add a surcharge. Should any state statutes mandate Participant liability calculation methods that differ from the usual BlueCard method noted above or require a surcharge, Administrator would then calculate Participant liability for any Covered Services in accordance with the applicable state statute in effect at the time Participant received care.
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