
FEDERALLY MANDATED NOTICES FOR ANNUAL ENROLLMENT 

 

MCC is providing you with the following notices via US mail to comply with federal regulations governing health 

plans. Please review these notices. If you have questions on any of the information contained in the notices you may 

contact Michigan Catholic Conference at 800--‐395--‐5565 or by mail at 510 South Capitol Avenue Lansing, MI 

48933. You may visit www.micatholic.org/OpenEnrollment to print Benefit Enrollment Forms and to obtain 

additional information. 

 

WOMEN’S HEALTH AND CANCER RIGHTS ACT ENROLLMENT NOTICE --‐ If you have had or are 

going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights 

Act of 1998 (WHCRA). For individuals receiving mastectomy--‐related benefits, coverage will be provided in a 

manner determined in consultation with the attending physician and the patient, for: All stages of reconstruction of 

the breast on which the mastectomy was performed; Surgery and reconstruction of the other breast to produce a 

symmetrical appearance; Prostheses; and Treatment of physical complications of the mastectomy, including 

lymphedemas. These benefits will be provided subject to the same deductibles and coinsurance applicable to other 

medical and surgical benefits provided under this plan. 

 

NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT NOTICE Group health plans and health 

insurance issuers generally may not, under Federal law, restrict benefits for any hospital length of stay in connection 

with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 

hours following a cesarean section. However, Federal law generally does not prohibit the mother's or newborn's 

attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 

hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law, require that a provider 

obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours 

(or 96 hours). 

 

PROCEDURE FOR OBTAINING CERTIFICATE OF CREDITABLE COVERAGE The Health Insurance 

Portability and Accountability Act of 1996 (“HIPAA”) requires all health plans to provide a certificate of creditable 

coverage to any individual who loses health coverage. The certificate rules help ensure that coverage is portable, 

which means that once a person has coverage, he or she can use it to reduce or eliminate any exclusion periods for 

pre--‐existing conditions that might otherwise apply when changing coverage. When your coverage through your 
employer ends, you will receive a certificate of creditable coverage which states that amount of time that you had 

coverage with your employer. You also may request a certificate for health coverage periods on and after July 1, 

1996, at any time during your coverage or within 24 months after loss of coverage. To request a certificate of 

creditable coverage, please contact the following entity: For Community Blue PPO: Blue Cross Blue Shield of 

Michigan at 1--‐800--‐422--‐9148; For Dental: Delta Dental 1--‐800--‐482--‐8915 

 

NOTICE OF SPECIAL ENROLLMENT RIGHTS Our records show that you are eligible to participate in the 

Michigan Catholic Conference Group Health Plans. A federal law called HIPAA requires that we notify you about 

your right to enroll in the plan under its “special enrollment provision” if you acquire a new dependent, if you lose 

certain Medicaid coverage or become eligible for a Medicaid premium subsidy, or if you decline coverage under this 

plan for yourself or an eligible dependent while other coverage is in effect and later lose that other coverage for 

certain qualifying reasons. 

 

Special Enrollment Provision: 

 

Loss of Other Coverage: If you decline enrollment for yourself or for an eligible dependent (including your 

spouse) while other health insurance or group health plan coverage is in effect, you may be able to enroll yourself 

and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer 

stops contributing toward your or your dependents’ other coverage). However, you must request enrollment within 

30 days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the 

other coverage). 

 

New Dependent by Marriage, Birth, Adoption, or Placement for Adoption: In addition, if you have a new 

dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and 



your new dependents. However, you must request enrollment within 30 days after the marriage, birth, adoption, or 

placement for adoption. 

 

Affected Medicaid Coverage: If you or an eligible dependent lose eligibility for coverage and coverage is 

terminated under a Medicaid plan (under Title XIX of the Social Security Act) or under a State child health plan 

(under Title XXI of the Social Security Act), or if you or an eligible dependent become eligible for premium 

assistance with respect to coverage under the Plan under such Medicaid plan or State child health plan, you may be 

able to enroll yourself and your affected dependents as long as you request enrollment within 60 days. To request 

special enrollment or to obtain more information about the plan’s special enrollment provisions, contact your Plan 

Administrator at Michigan Catholic Conference. 

 

JOINT NOTICE OF PRIVACY PRACTICES 

THE MICHIGAN CATHOLIC CONFERENCE MEDICAL EXPENSE REIMBURSEMENT PLAN AND THE 

APPLICABLE COMPONENT BENEFIT PROGRAMS WITHIN THE MICHIGAN CATHOLIC CONFERENCE 

GROUP HEALTH BENEFIT PLAN FOR EMPLOYEES 

 

Notice of Privacy Practices Revised September 23, 2013 --‐ THIS NOTICE DESCRIBES HOW MEDICAL 

INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 

TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

 

This Joint Notice of Privacy Practices (“Notice”) describes how (1) the Michigan Catholic Conference Medical 

Expense Reimbursement Plan (as may be revised, amended, and/or restated from time to time), specifically 

including medical expense reimbursement benefits; and (2) the applicable component benefit programs offered 

through the Michigan Catholic Conference Group Health Benefit Plan for Employees (as may be revised, amended, 

and/or restated from time to time), specifically including (a) the Michigan Catholic Conference Community Blue 

PPO Plan, with medical administered by a third party administrator, and prescription administered by a third party 

administrator; and (b) the Michigan Catholic Conference Dental Plan PPO, administered by a third party 

administrator (“Plan” or “Plans”) may use and disclose your protected health information (“PHI”) to carry out 

treatment, payment, and health care operations, and for other purposes that are permitted or required by the Health 

Insurance Portability and Accountability Act of 1996, as amended by Subtitle D of the Health Information 

Technology for Economic and Clinical Health Act as Title XIII of Division A and Title IV of Division B of the 

American Recovery and Reinvestment Act of 2009 (the “HITECH Act”), and as may otherwise be amended from 

time to time, and their implementing regulations (“HIPAA”). It also describes your rights to access and control your 

PHI. In general, “PHI” is information, including demographic information, collected from you or (1) created or 

received by a health care provider, a health clearinghouse, a health plan or your employer on behalf of a group 

health plan, (2) that relates to your past, present, or future physical or mental health or condition; the provision of 

health care to you; or the past, present, or future payment for the provision of health care to you; and (a) that 

identifies you, or (b) with respect to which there is a reasonable basis to believe the information can be used to 

identify you; and (3) that is transmitted or maintained in electronic media or other format. 

 

The Plan is required by law to: (1) maintain the privacy of your PHI, (2) give you this Notice of the legal duties of 

the Plan and privacy practices with respect to your PHI, (3) notify you (if you are affected) following a breach of 

unsecured PHI, and (4) follow the terms of the Notice currently in effect. Specifically, the Plan is required to abide 

by the terms of this Notice. However, the Plan may change or modify the terms of this Notice, at any time. The new 

notice will be effective for all PHI that the Plan maintains at that time, and any received thereafter. Upon request, the 

Plan will provide you with any revised Notice of Privacy Practices by contacting the Privacy Official at the contact 

information listed at the end of this Notice and requesting that a revised copy be sent to you in the mail or picked up 

by you in person. The medical expense reimbursement plan and the individual applicable component benefit 

programs are separate covered entities who are operating as an organized health care arrangement (“OHCA”) under 

HIPAA, as amended from time to time. The medical expense reimbursement plan and each applicable component 

benefit program within the OHCA agrees to abide by the terms of this Notice with respect to PHI created or received 

by the medical expense reimbursement plan or the individual component benefit program as part of its participation 

in the OHCA. The medical expense reimbursement plan and the applicable component benefit programs within the 

OHCA will disclose PHI with each other, as necessary to carry out treatment, payment, or health care operations 

relating to the OHCA, and as permitted or required by law. 

 



USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

Under HIPAA, the Plan may use or disclose your PHI under certain circumstances without your permission. The 

Plan does not require your authorization to use or disclose your PHI for the following purposes listed within this 

section of the Notice, or incident to a use or disclosure listed within this section of the Notice. Except as otherwise 

noted, other uses and disclosures of PHI not listed or referenced within this section of the Notice will be made only 

with your written authorization and such authorization may be revoked by you pursuant to the rules under HIPAA. 

The following categories describe different ways that the Plan may use and disclose your PHI without your 

authorization. For each category of uses or disclosures, this Notice will explain and present some examples. These 

examples are not meant to be exhaustive, but are meant to illustrate the different types of uses and disclosures. 

Where multiple state or federal laws protect the privacy of your PHI, the Plan will follow the requirements that 

provide you with the greatest protection. For example, when you authorize the release of information to a third 

party, the third party shall not release that information unless you execute in writing another consent authorizing the 

additional release. 

 

For Treatment. The Plan may use and disclose your PHI for certain treatment activities, including to assist your 

health care providers in your diagnosis and treatment. The Plan may disclose your PHI to providers, including 

doctors, nurses, technicians, medical students, or other hospital personnel who are involved in taking care of you. 

For example, the Plan may disclose PHI about your prior prescriptions to a pharmacist to determine if a pending 

prescription is contraindicative with prior prescriptions.  

 

For Payment. The Plan may use and disclose your PHI for certain payment activities, generally including activities 

to determine eligibility for Plan benefits, to facilitate payment for the treatment and services you receive from health 

care providers, to determine benefit responsibility under the Plan, or to coordinate Plan coverage. The Plan may also 

share PHI with a utilization review or precertification service provider. The Plan may share PHI with another entity 

to assist with the adjudication or subrogation of health claims or to another health plan to coordinate benefit 

payments. For example, the Plan may tell your doctor about your medical history to determine whether a particular 

treatment is experimental, investigational, or medically necessary, or to determine whether the Plan will cover the 

treatment. 

 

For Health Care Operations. The Plan may use and disclose your PHI for certain health care operations such as 

uses and disclosures that are necessary to run the Plan or another covered entity. For example, the Plan may use your 

PHI for its own health care operations such as: (1) conducting quality assessment and improvement activities; (2) 

reviewing the competence or qualifications of health care professionals, evaluating practitioner and provider 

performance, health plan performance, and certain other similar activities; (3) underwriting (except genetic 

information), enrollment, premium rating, and other activities relating to Plan coverage and benefits such as 

submitting claims for stop--‐loss or excess loss coverage; (4) conducting or arranging for medical review, legal 

services, audit services, and auditing functions (including fraud and abuse detection programs); (5) business 

planning and development such as cost management; and (6) business management and general Plan administrative 

activities. 

 

To Business Associates. The Plan may contract with individuals or entities known as “business associates” to 

perform various functions on the Plan’s behalf or to provide certain types of services. In order to perform these 

functions or to provide these services, the Plan may disclose your PHI to the Plan’s business associates and allow 

the business associate to create, receive, transmit, or maintain PHI on the Plan’s behalf, but only after the business 

associate provides satisfactory assurances to the Plan by agreeing in writing with the Plan to implement appropriate 

safeguards regarding your PHI. For example, the Plan may disclose your PHI to a business associate to administer 

claims or to provide support services, such as utilization management, pharmacy benefit management, disease 

management, or subrogation, but only after the business associate enters into a business associate agreement with 

the Plan. For example, the Plan may use or disclose PHI in connection with obtaining legal advice from the 

attorneys of the Plan after a business associate agreement has been entered into. 

 

As Required By Law. The Plan may use or disclose your PHI to the extent that such use or disclosure is required by 

law and the use or disclosure complies with and is limited to the relevant requirements of such law. For example, 

uses and disclosures of your PHI may be required by law when related to victims of abuse, neglect or domestic 

violence, judicial and administrative proceedings, or law enforcement purposes. 

 



To Avert a Serious Threat to Health or Safety. The Plan may, consistent with applicable laws and standards of 

ethical conduct, use and disclose your PHI when it, in good faith, believes the use or disclosure (1) is necessary to 

prevent or lessen a serious and imminent threat to your health and safety or the health and safety of the public or 

another person and is to someone able to prevent or lessen the threat; or (2) is necessary for law enforcement 

authorities to identify or apprehend an individual. 

 

Disclosure to Health Plan Sponsor. The Plan may disclose your PHI to the plan sponsor for certain limited 

purposes and in compliance with the applicable plan document. For example, for the purpose of administering the 

Plan, the Plan may disclose to certain employees of the employer your PHI. However, those employees will only use 

or disclose that information as necessary to perform plan administration functions or as otherwise required by 

HIPAA, unless you have authorized further disclosures. Your PHI cannot be used for employment purposes without 

your specific authorization. However, the Plan may disclose summary health information to the plan sponsor (except 

for genetic information for underwriting purposes) if the plan sponsor requests the summary health information for 

the purpose of (1) obtaining premium bids from health plans for providing health insurance coverage under the Plan; 

or (2) modifying, amending, or terminating the Plan. Additionally, the Plan may disclose to the plan sponsor 

information on whether you are participating in the Plan, or are enrolled in or have disenrolled from a health 

insurance issuer or HMO offered by the Plan. 

 

Release of Information to Family and Friends. Under limited circumstances, the Plan may disclose, to a family 

member, other relative, close personal friend, or other individuals identified by you, the PHI directly relevant to such 

person's involvement with your health care or payment related to your health care. The Plan may also use or disclose 

your PHI to notify or assist in notifying a family member, personal representative, or other person responsible for 

your care of your location, general condition, or death. Among other things, the Plan may describe your PHI to a 

disaster relief agency to assist in notifying family members. You have the right to agree or object to these uses and 

disclosures. 

 

Organ and Tissue Donation. The Plan may use or disclose your PHI to organ procurement organizations or other 

entities engaged in the procurement, banking or transplantation of cadaveric organs, eyes, or tissue for the purpose 

of facilitating organ, eye, or tissue donation and transplantation. 

 

Specialized Government Functions. If you are personnel of the armed forces, the Plan may use or disclose your 

PHI as required by military command authorities to assure the proper execution of the military mission if certain 

requirements are met. The Plan may also use or disclose PHI about foreign military personnel to the appropriate 

foreign military authority if certain requirements are met. The Plan may also use and disclose PHI to authorized 

federal officials for the conduct of certain national security, intelligence, and counter--‐intelligence activities; 

protective services to the President of the United States, other officials and foreign heads of state; and correctional 

institutional and other law enforcement custodial situations under limited circumstances. 

 

Workers’ Compensation. The Plan may disclose your PHI, as authorized by and to the extent necessary to comply 

with laws relating to workers’ compensation or similar programs. These programs provide benefits for work--related 

injuries or illness without regard to fault. 

 

Public Health Risks. The Plan may use or disclose your PHI for public health activities for certain purposes to 

certain public health and governmental authorities, and other entities. These activities generally include the 

following: To prevent or control disease, injury, or disability, such as through the reporting of disease, injury, vital 

events (such as birth or death), and conducting public health surveillance and public health investigations and 

interventions; To report child abuse or neglect; to report reactions to medications, problems with products or other 

adverse events related to products; to track products, conduct post marketing surveillance, and notify people of 

recalls of products they may be using; to notify a person who may have been exposed to a disease or may be at risk 

for contracting or spreading a disease or condition if the Plan or a public health authority is authorized by law to 

notify such person as necessary in the conduct of a public health intervention or investigation; to notify a school 

about an individual who is a student or prospective student of the school to a school if: (1) the PHI that is disclosed 

is limited to proof of immunization; (2) the school is required by state or other law to have such proof of 

immunization prior to admitting the individual; and (3) the Plan obtains and documents the agreement to the 

disclosure from either you (if you are an adult or emancipated minor), or your parent, guardian, or other person 

acting in loco parentis of you (if you are an unemancipated minor); and to notify the appropriate government 



authority if the Plan reasonably believes you have been the victim of abuse, neglect, or domestic violence. Except 

for reports of child abuse or neglect, the Plan will only make this disclosure (1) if you agree to the disclosure; (2) to 

the extent the disclosure is required by law and the disclosure complies with and is limited to relevant requirements 

of such law; or (3) to the extent the disclosure is expressly authorized by statute or regulation when certain 

conditions are met. 

 

Health Oversight Activities. The Plan may disclose your PHI to a health oversight agency for certain oversight 

activities authorized by law. These oversight activities include, for example, audits; civil, administrative, or criminal 

investigations; inspections; licensure, or disciplinary actions; civil, administrative, or criminal proceedings or 

actions; or other activities necessary for the government to monitor the health care system, government benefit 

programs, government regulation programs, and compliance with civil rights laws. For example, the Plan is required 

to disclose your PHI to the Secretary of the United States Department of Human Services when the Secretary is 

investigating or determining the Plan’s compliance with the HIPAA privacy rules. 

 

Lawsuits and Disputes. The Plan may disclose your PHI in the course of any judicial or administrative proceeding 

in response to (1) a court or administrative order, but only to the extent expressly authorized by such order; or (2) a 

subpoena, discovery request, or other lawful process not accompanied by a court or administrative order, but only if 

the Plan receives satisfactory assurance from the party seeking the information that reasonable efforts have been 

made to tell you about the request or to obtain an order protecting the information requested.  

 

Law Enforcement. The Plan may disclose your PHI if asked to do so by a law enforcement official under certain 

circumstances and subject to certain limitations, generally including, for example: Pursuant to a process and as 

otherwise required by law, but only in compliance with, and as limited by the relevant requirements of, a court 

order, subpoena, warrant, summons or similar process meeting certain requirements, or as otherwise required by 

law; to identify or locate a suspect, fugitive, material witness, or missing person; about the victim of a crime if, you 

agree to the disclosure, or under certain limited circumstances if the Plan is unable to obtain your agreement; about a 

death the Plan believes may be the result of criminal conduct; and about criminal conduct that occurred on the 

premises of the covered entity. 

 

Coroners, Medical Examiners and Funeral Directors. The Plan may disclose your PHI to a coroner or medical 

examiner to identify a deceased person, to determine the cause of death, or other duties as authorized by law. The 

Plan may also disclose PHI to funeral directors, consistent with applicable law, as necessary to carry out their duties. 

If necessary for funeral directors to carry out their duties, the Plan may disclose the PHI prior to, and in reasonable 

anticipation of, your death. 

 

Research. The Plan may use or disclose your PHI for research when: (1) a waiver with certain authorization 

requirements and containing certain information has been approved by an appropriate institutional review board or 

privacy board; and (2) the Plan receives certain representations and information required by HIPAA from the 

researcher. 

 

Fundraising. While the Plan does not currently do this, under limited circumstances, it may use or disclose certain 

PHI to a business associate or an institutionally related foundation for the purpose of raising funds for its own 

benefit. For example, the Plan may use your PHI to raise funds for itself under limited circumstances. In this regard, 

the Plan may contact you to raise funds for the Plan. However, you have the right to opt out of reviewing such 

communications. 

 

Underwriting Purposes. To the extent the Plan received your PHI for the purpose of underwriting, premium rating, 

or other activities relating to the creation, renewal, or replacement of a contract of health insurance or health 

benefits, and if such health insurance or health benefits are not placed with the health plan, the Plan may only use or 

disclose your PHI for such purpose or as may be required by law. However, the Plan shall not use or disclose your 

PHI that is genetic information for underwriting purposes. For example, the Plan may use your PHI (other than 

genetic information) for its underwriting purposes. 

 

De-identified PHI. The Plan may use your PHI to create information that is not individually identifiable health 

information or disclose your PHI only to a business associate for such purpose. Health information that has been 



properly de--‐identified (and not re--‐identified) may be freely used or disclosed by the Plan in accordance with the 

HIPAA privacy rules. 

 

Limited Data Sets. Under limited circumstances and solely for purposes of research, public health, or health care 

operations, the Plan may use or disclose a limited data set (PHI that excludes several of your direct identifiers), but 

only if the Plan enters into a data use agreement with the limited data set recipient. 

 

OTHER USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION REQUIRING 

AUTHORIZATION 

 

Other uses and disclosures of PHI not described in this Notice will be made only with your written authorization. 

For example, the Plan must obtain your authorization for any use or disclosure of your PHI for marketing, except if 

the communication is in the form of (1) a face--‐to--‐face communication made by the Plan to you; or (2) a 

promotional gift of nominal value provided by the Plan. Additionally, the Plan must obtain your authorization for 

any disclosure of your PHI which is a sale of PHI. Further, although the Plan generally does not have access to any 

psychotherapy notes, it must obtain your authorization for any use or disclosure of psychotherapy notes, except 

under certain limited circumstances. If you provide the Plan authorization to use or disclose your PHI, you may 

revoke that authorization, in writing, at any time, except if the Plan has already taken action in reliance on your 

authorization, or if the authorization was obtained as a condition of obtaining insurance coverage, other law provides 

the insurer with the right to contest a claim under the policy or policy itself. If you revoke your authorization, the 

Plan will no longer use or disclose your PHI for the reasons covered by your written authorization. You understand 

that the Plan is unable to take back any disclosures that the Plan has already made with your permission, and that the 

Plan is required to retain records of the services that are provided to you. Generally, the Plan will disclose your PHI 

to individuals authorized by you, or to an individual designated as your personal representative so long as you 

provide the Plan with a written notice/authorization and any supporting documents (i.e., power of attorney). Please 

note that under the HIPAA privacy rules, the Plan does not have to disclose PHI to a personal representative if (1) 

the Plan has a reasonable belief that (a) you have been, or may be, subjected to domestic violence, abuse or neglect 

by such person; or (b) treating such person as your personal representative could endanger you; and (2) in the 

exercise of professional judgment, the Plan determines that it is not in your best interest to treat the person as your 

personal representative. 

 

YOUR RIGHTS 

 

You have the following rights regarding PHI the Plan maintains about you:  

 

Right to Inspect and Copy. Except for in limited circumstances, you have the right to inspect and copy your PHI 

maintained in a designated record set. If the PHI that is the subject of a request for access is maintained in one or 

more designated record sets electronically, you have the right to request an electronic copy of such information. If 

you request an electronic copy of such information, the Plan must provide you with access to the PHI in the 

electronic form and format you requested, if it is readily producible in such form and format; or, if not, in a readable 

electronic form or format agreed to by you and the Plan. To inspect and copy PHI (or to request a summary of your 

PHI), you must submit your request in writing to the Privacy Official contact information listed at the end of this 

Notice. If you request a copy of the information, the Plan may charge a fee for the costs of (1) labor for copying the 

PHI you requested, whether in paper or electronic form, (2) supplies for creating the paper copy or electronic media 

if you request that the electronic copy be provided on portable media, (3) postage, when you have requested that the 

copy or summary be mailed, and (4) preparing a summary of PHI if you agree. The Plan may deny your request to 

inspect and copy (or for a summary) in certain limited circumstances. If you are denied access to PHI, you may 

request that the denial be reviewed under certain circumstances. 

 

Right to Amend. If you feel that PHI the Plan has about you is incorrect or incomplete, you may ask the Plan to 

amend the information. You have the right to request an amendment for as long as the information is maintained in 

the designated record set. To request an amendment, your request must be made in writing and submitted to the 

Privacy Official contact information listed at the end of this Notice. In addition, you must provide a reason that 

supports your request. The Plan may deny your request for an amendment if it is not in writing or does not include a 

reason to support the request. In addition, the Plan may deny your request if you ask the Plan to amend information 

that: Is not part of the PHI kept by or for the Plan (i.e., not part of the designated record set); Was not created by the 



Plan, unless the person or entity that created the information is no longer available to make the amendment; Is not 

part of the information which you would be permitted to inspect and copy; or Is accurate and complete. Any denial 

of a request to amend shall be provided to you in writing. If the Plan denies your request, you have the right to file a 

statement of disagreement with the Plan and any future disclosures of the disputed information will include your 

statement. 

 

Right to an Accounting of Disclosures. You have the right to request an “accounting of disclosures” of your PHI 

where such disclosure was made for any purpose other than (1) to carry out treatment, payment, or health care 

operations; (2) to you about your own PHI; (3) incident to an otherwise permitted use or disclosure under HIPAA; 

(4) pursuant to your authorization; (5) to persons involved in your care or payment for your care or for certain other 

notification purposes; (6) for national security or intelligence purposes; (7) to correctional institutions or law 

enforcement officials, (8) as part of a limited data set; or (9) that occurred prior to the HIPAA privacy rules 

compliance date for the Plan. To request this list or accounting of disclosures, you must submit your request in 

writing to the Privacy Official contact information listed at the end of this Notice. Your request must state a time 

period which may not be longer than six years prior to the date on which the accounting is requested and may not 

include dates before the Plan was required to be in compliance with the HIPAA privacy rules. Your request should 

indicate whether you would like the list in paper or electronic form, and the Plan will attempt to furnish you that 

format, if possible. The Plan may charge you for the reasonable costs of providing the list. The Plan will notify you 

of the cost involved and you may choose to withdraw or modify your request at that time before any costs are 

incurred. 

 

Right to Request Restrictions. You have the right to request a restriction or limitation on the PHI the Plan uses or 

discloses about you to carry out treatment, payment, or health care operations. You also have the right to request a 

limit on the PHI the Plan may disclose about you to someone who is involved in your care or the payment of your 

care, like a family member or close personal friend, or to certain entities assisting with disaster relief efforts. Except 

as provided in the next paragraph, the Plan is not required to agree to your request. If the Plan agrees to your request, 

the Plan will comply with your request until the Plan receives written notice from you that you no longer want the 

restriction to apply (except as required by law or in emergency situations). A restriction agreed to by the Plan is not 

effective to prevent uses or disclosures related to an investigation by the Department of Health and Human Services 

to determine the Plan’s compliance with HIPAA; required by law; for public health activities; victims of abuse, 

neglect or domestic violence; health oversight activities; judicial and administrative proceedings; law enforcement 

purposes; about decedents; for organ donations; for research purposes; to avert a serious threat to health or safety; 

for specialized government functions; and for workers compensation. The Plan must comply with any restriction 

request if: (1) the disclosure is for the purpose of carrying out payment or health care operations and is not otherwise 

required by law; and (2) the PHI pertains solely to a health care item or service for which the individual, or person 

other than the health plan on behalf of the individual, has paid the covered entity in full. To request restrictions, you 

must make your request in writing to the Privacy Official contact information listed at the end of this Notice. In your 

request, you must tell the Plan: (1) what information you want to limit; (2) whether you want to limit the use, 

disclosure, or both, of the Plan; and (3) to whom you want the limits to apply. The Plan reserves the right to 

terminate its agreement to a restriction (except as prohibited by law), however it will not do so prior to giving you 

notice in writing and such termination will only be effective with respect to your PHI which is created or received 

after you have been informed. 

 

Right to Request Confidential Communications. You have the right to request that the Plan communicate with 

you about your PHI in a certain way or at a certain location. For example, you can ask that the Plan only contact you 

at work or by mail. To request confidential communications, you must make your request in writing to the Privacy 

Official contact information listed at the end of this Notice. The Plan will not ask you the reason for your request. 

The Plan will accommodate all reasonable requests if you clearly state that the disclosure of all or part of your PHI 

could endanger you. Your request must specify how or where you wish to be contacted.  

 

Right to be Notified of a Breach. You have the right to be notified in the event that the Plan (or a business 

associate) discovers a breach of unsecured PHI. 

 

Rights to a Paper Copy of This Notice. You have the right to a paper copy of this Notice. You may ask the Plan to 

give you a copy of this Notice at any time. Even if you have agreed to receive this Notice electronically, you are still 



entitled to a paper copy of this Notice. To obtain a paper copy of this Notice, please submit a written request to the 

Privacy Official contact information listed at the end of this Notice. 

 

CHANGES TO THIS NOTICE 

 

The Plan expressly reserves the right to amend, change or terminate this Notice and/or its terms at any time, either 

prospectively or retroactively, without notice. The Plan expressly reserves the right to make the revised or changed 

Notice effective for PHI the Plan already has about you as well as any PHI the Plan receives in the future. This 

Notice will also change should it become necessary and appropriate to comply with changes in the law, including 

the standards, requirements, and implementation specifications of HIPAA. If the Plan makes a material change to 

the Notice, a revised Notice will be promptly provided to you either by mail to your last known address or, if you 

have agreed, by electronic delivery. Except when required by law, a material change to any term of this Notice may 

not be implemented prior to the effective date of the notice in which such material change is reflected. 

 

COMPLAINTS 

 

If you believe your privacy rights have been violated, you may file a complaint with the Plan or with the Secretary 

of the Department of Health and Human Services. To file a complaint with the Plan, please file a written request to 

the Privacy Official contact information listed at the end of this Notice. All complaints must be submitted in writing. 

You will not be penalized or retaliated against for filing a complaint. 

 

MISCELLANEOUS ITEMS 

 

Under no circumstances does this Notice extend the rights and obligations of HIPAA to benefits that would 

otherwise be outside the scope of HIPAA. This Notice does not create any contractual rights or obligations between 

the Plan and other parties to Plan benefits that would otherwise be outside the scope of HIPAA. To the extent that 

anything stated within this Notice is inconsistent with the applicable contracts, plan documents or other legal 

documentation, those other documents and contracts control. This Notice does not in any way alter or change the 

written terms of the Plan. No third party rights, including but not limited to rights of Plan participants, beneficiaries, 

covered dependents or business associates, are intended to be created by this Notice. To the extent this Notice 

attempts to establish requirements and obligations above and beyond those required by HIPAA, the Notice shall be 

aspirational and shall not be binding upon the Plan. This Notice does not address requirements under other federal 

laws or under state laws. Nothing within this Notice should be construed as a contract and no vested rights are 

created by this Notice. This Notice is designed to be implemented in conjunction with a comprehensive privacy 

policy and procedures which are contained within a separate document, and any ambiguities between this Notice and 

those documents should be harmonized consistent with the requirements of HIPAA. Any ambiguity within this 

Notice should be construed in a manner that permits the Plan to comply with the requirements of HIPAA. 

 

HOW TO CONTACT US 

If you have any complaints or questions about this Notice or you want to submit a written request to the Plan as 

required in any of the previous sections of this Notice, please write to the Plan at the address given below:  

 

Michigan Catholic Conference 

Attn: Privacy Official, Employee Benefits Manager 

510 South Capitol Avenue Lansing, MI 48933 517/372--‐9310 

 

  



PPACA CLAIMS AND APPEALS PROCEDURES FOR GROUP HEALTH PLANS 

 

Michigan Catholic Conference (“Employer”) has adopted the Michigan Catholic Conference Group Health Benefit 

Plan for Employees, as may be revised, amended, and/or restated from time to time (“Plan”). This Plan is the overall 

plan by Employer to provide you with certain benefits through contracts with various insurance companies, 

administrative service organizations and/or through the Employer’s programs. Specifically, the Plan incorporates the 

following benefits depending on employee eligibility and other Employer and insurer requirements: 

 

• “Self--‐Funded Benefits” include the following underlying plans:  

O The Michigan Catholic Conference Community Blue PPO Plan, with medical administered by 

BCBSM and prescription administered by Medco / Express Scripts  

O The Michigan Catholic Conference Dental Plan PPO, administered by Delta Dental 

 

Pursuant to the Patient Protection and Affordable Care Act of 2010, as amended by the Health Care and Education 

Reconciliation Act of 2010, and as may be further amended from time to time (“PPACA”), you have certain rights 

with respect to claims and appeals procedures related to the Plan.  

 

These Procedures have been prepared to generally explain the claims and appeals procedures included in the Plan; 

they do not give the full details of the claims and appeals procedures for each underlying plan. They are not meant to 

interpret, extend or change the underlying plans in any way. In case of a conflict between these Procedures and the 

actual provisions of the formal plan documents, the provisions of the plan documents will control, unless otherwise 

required by law. 

 

It is important that you know your legal rights and responsibilities with respect to claims and appeals related to your 

Plan benefits. Michigan Catholic Conference encourages you to read through these Procedures thoroughly. If for any 

reason you do not understand the information provided, contact the Plan Administrator for assistance. 

 

Article 1 --‐ Definitions and Applicability 

 

1.1  Definitions. For purposes of these Procedures, the following definitions are applicable:  

 

"Administrator" shall mean the relevant Plan Administrator or Contract Administrator who is administering 

benefits under the particular underlying plan.  

 

“Contract Administrator” means any third--‐party with whom the Michigan Catholic Conference has 

contracted with to provide and/or administer benefits under the Plan, specifically BCBSM, Medco / Express Scripts 

and Delta Dental. 

 

“Employer” is defined in the preamble of these Procedures.  
 

“Insurance Contracts” means any insurance contracts, certificates of coverage, certificates of insurance, 

benefit booklets or summaries, policies or other contracts between the Employer and Contract Administrators 

providing and/or administering benefits under the applicable underlying plans to you and your eligible dependents.  

 

“Plan” is defined in the preamble of these Procedures.  

 

“Plan Administrator” means the Michigan Catholic Conference or another person or entity designated by 

its board of directors to administer the Plan.  

 

“PPACA” is defined in the preamble of these Procedures.  

 

“Procedures” means these PPACA Claims and Appeals Procedures for Group Health Plans.  

 

“Self--‐Funded Benefits” is defined in the preamble of these Procedures.  

 



1.2  Application for Self--‐Funded Benefits. You shall make a claim for benefits by making a request pursuant 

to the procedures specified for each benefit in the underlying Self--‐Funded Benefits. Any claims not submitted 

within the specified time requirements will not be considered. Claims for benefits will be reviewed in accordance 

with the procedures contained in the Insurance Contracts.  

 

Generally, the provider will file all claims. However, in some circumstances, nonparticipating providers may not file 

a claim. In those cases, you shall make a claim for benefits by making a request pursuant to the procedures specified 

in the claim forms provided by the Administrator. For purposes of determining the amount of, and entitlement to, 

benefits provided through the employer’s general assets, the relevant Administrator is the named fiduciary under the 

Plan, with the full power to make factual determinations and to interpret and apply the terms of the Plan as they 

relate to the benefits provided through a self--‐funded arrangement.  

 

The Administrator will decide claims in accordance with reasonable claims procedures, as required by the PPACA. 

The Administrator may have the right to secure independent medical advice and to require such other evidence as it 

deems necessary in order to decide a claim. If the Administrator denies a claim in whole or in part, then you will 

receive a written notification setting forth the reason(s) for the denial.  

 

If a claim is denied, you may appeal to the Administrator for a review of the denied claim. The Administrator will 

decide the appeal in accordance with reasonable claims procedures, as required by the PPACA. If you do not appeal 

on time, you will lose the right to file suit in a state or federal court, because you will not have exhausted the internal 

administrative appeal rights (which generally is a prerequisite to bringing a suit in state or federal court). 

 

Article 2 --‐ PPACA Internal Claims Procedure and Appeals 
 

2.1  Timing of Notification of Initial Benefit Determination.  

 

(a) Pre--‐service Determinations. In the case of pre--‐service determinations, the Administrator shall notify you of 

the Plan’s benefit determination within a reasonable time, but no later than 15 days after receipt of the claim by the 

Plan if no further information is required. This period may be extended one time for 15 additional days if the 

Administrator determines that such an extension is necessary due to matters beyond the control of the Plan. The 

Administrator will provide you with written notice of the extension before the end of the initial 15--‐day period, 

explaining the reason for the extension and the date the Administrator expects to make a decision. If you fail to 

provide sufficient information to determine whether, or to what extent, benefits are covered or payable under the 

Plan, but communicate at least your name, a specific medical condition or symptom, and a specific treatment, 

service or product for which prior approval is requested, the Administrator will provide oral notice (and in writing if 

requested) of the failure and the proper procedure to complete the claim, within five days of the failure. If the 

extension is necessary due to your failure to submit the information necessary to decide the claim, the notice of 

extension will describe the required information and you shall have 45 days to provide the information. Failure to 

respond in a timely and complete manner will result in a benefit denial.  

 

(b) Post--‐service Decisions. In the case of post--‐service claims, the Administrator shall notify you of the Plan’s 

adverse benefit determination within a reasonable time, but no later than 30 days after receipt of the claim by the 

Plan if no further information is required. This period may be extended one time for 15 additional days if the 

Administrator determines that such an extension is necessary due to matters beyond the control of the Plan and the 

Administrator notifies you prior to expiration of the initial 30--‐day period of the reasons for the extension of time 

and the date by which the Administrator expects to render a decision. If the extension is necessary due to your 

failure to submit the information necessary to decide the claim, the notice of extension will describe the required 

information and you shall have at least 45 days to provide the information. Failure to respond in a timely and 

complete manner will result in the denial of benefit payment.  

 

(c) Concurrent Care Decisions. In the case of a reduction or termination of an ongoing course of treatment which 

the Administrator had previously approved, the Administrator shall notify you of the Plan’s benefit determination 

within a reasonable time sufficiently in advance of the reduction or termination to allow you to appeal and obtain a 

determination on review before the benefit is reduced or terminated. In the case of your request to extend the course 

of treatment which the Administrator had previously approved, the Administrator shall notify you of the Plan’s 



benefit determination within 24 hours after receipt of the claim by the Plan, provided the claim is made at least 24 

hours before the expiration of the period of time or number of treatments.  

 

(d) Urgent Care Decisions. In the case of urgent care claims, the Administrator shall notify you of the Plan’s 

benefit determination as soon as possible, but not later than 72 hours after receipt of the claim by the Plan. However, 

if you fail to provide sufficient information to determine whether, or to what extent, benefits are covered or payable 

under the Plan, but communicate at least your name, a specific medical condition or symptom, and a specific 

treatment, service or product for which prior approval is requested, the Administrator will provide notice of the 

failure and the proper procedure to complete the claim as soon as possible, but not later than 24 hours of the failure. 

You shall be afforded at least 48 hours to provide the specified information. The Administrator will notify you of the 

benefit determination as soon as possible, but not later than 48 hours of the earlier of receipt of the specified 

information or the end of the period in which you must provide the additional information.  

 

2.2  Content of Notification of Initial Benefit Determination. A notice of benefit determination will be sent 

to you in written or electronic format in a manner calculated to be understood by you. In the case of urgent care 

decisions, you may be informed orally and will be sent a written or electronic notification within three days of the 

oral notification. The notification to you of an adverse determination will generally include: the specific reason or 

reasons for the adverse determination; reference to the specific Plan provisions on which the determination is based; 

a description of any additional material or information necessary for you to perfect the claim and an explanation of 

why such material or information is necessary; a description of the Plan’s review procedures and the time limits 

applicable to such procedures; if an internal rule, guideline, protocol, or other similar criterion was relied upon in 

making the adverse determination, either a copy of the specific rule, guideline, protocol or other similar criteria, or a 

statement that such was relied upon in making the adverse benefit determination, will be provided free of charge to 

you upon request; if the adverse benefit determination is based on a medical necessity or experimental treatment or 

similar exclusion or limit, either an explanation  of the scientific or clinical judgment for the determination applying 

the terms of the Plan to your medical circumstances, or a statement of such explanation, will be provided free of 

charge upon request; and if the claim involves an urgent care decision, a description of the expedited review process 

for such claims. 

 

2.3  Appeal of Adverse Benefits Determinations. You shall have 180 days following receipt of a notification 

of an adverse benefit determination within which to appeal the determination to the appropriate named fiduciary of 

the plan. You may submit written comments, documents, records and other information relating to the claim for 

benefits. You shall be provided, upon request and free of charge, reasonable access to and copies of all documents, 

records and other information relevant to your claim for benefits. The review will take into account all comments, 

documents, records and other information you submitted relating to the claim, without regard to whether such 

information was submitted or considered in the initial benefit determination. The review will not give deference to 

the original determination and will be conducted by an appropriate name fiduciary of the plan who is neither the 

person who made the original determination subject to appeal, nor the subordinate of such individual. If the 

determination was based on medical judgment, including determinations of whether a particular drug or other item is 

experimental, investigational or not medically necessary or appropriate, the appropriate named fiduciary shall 

consult with an appropriate health care professional who has the appropriate training and experience in the field of 

medicine involved in the medical judgment. Medical or vocational experts consulted on behalf of the Plan in 

connection with the determination must be identified, whether or not the advice was relied upon in the 

determination. The health care professional consulted under (f) shall be an individual not consulted for the original 

determination, nor the subordinate of such individual. If the claim involves urgent care, an expedited review will 

occur, which may be requested orally or in writing by you and all necessary information, including the 

determination on review, shall be transmitted between the Administrator and you by telephone, facsimile or other 

available similarly expeditious method. 

 

2.4  Timing of Notification of Benefits Determination on Review. 

 

Pre--‐service Decisions. The Administrator shall notify you of the benefit determination on review concerning pre--

‐ service determinations within 30 days after receipt of your request of review. 

 

Post--‐service Decisions. The Administrator shall notify you of the benefit determination on review concerning 
post--service determinations within 60 days after receipt of your request of review. 



 

Urgent Care Decisions. The Administrator shall notify you of the benefit determination on review concerning 

urgent care determinations within 72 hours after receipt of your request of review. 

 

2.5  Content of Notification of Benefit Determination on Review. A notice of benefit determination on 

review will be sent to you in written or electronic format in a manner calculated to be understood by you. The 

notification to you will generally include: the specific reason or reasons for the adverse determination; reference to 

the specific plan provisions on which the benefit determination is based; a statement that you are entitled to receive, 

upon request and free of charge, reasonable access to and copies of all documents, records and other information 

relevant to your claim for benefits; if any voluntary appeal right exist, a statement describing any voluntary appeal 

procedures offered by the plan and your right to obtain the information about such procedures; if an internal rule, 

guideline, protocol, or other similar criterion was relied upon in making the adverse determination, either a copy of 

the specific rule, guideline, protocol or other similar criterion, or a statement that such was relied upon in making the 

determination, will be provided free of charge to you upon request; if the adverse benefit determination is based on a 

medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or 

clinical judgment for the determination applying the terms of the plan to your medical circumstances, or a statement 

of such explanation, will be provided free of charge upon request; and a statement of your other voluntary 

alternative dispute resolution options, if any. However, if you should initiate a lawsuit, it shall be brought within 

three years after exhaustion of the claims procedures. 

 

2.6  Additional Internal Claims and Appeals Standards. In addition to the applicable requirements set forth 

in Section 2.1 through 2.5, the internal claims and appeals processes of the plan and issuer shall: Full and fair 

review. Allow you to review the claim file and to present evidence and testimony as part of the internal claims and 

appeals process. Specifically, in addition to complying with the requirements set forth in Article 3: You shall be 

provided, free of charge, with any new or additional evidence considered, relied upon, or generated by the plan or 

issuer (or at the direction of the plan or issuer) in connection with the claim; such evidence must be provided as soon 

as possible and sufficiently in advance of the date on which the notice of final internal adverse benefit determination 

is required to be provided under Section 2.4 to give you a reasonable opportunity to respond prior to that date; and 

before the plan or issuer can issue a final internal adverse benefit determination based on a new or additional 

rationale, you must be provided, free of charge, with the rationale; the rationale must be provided as soon as possible 

and sufficiently in advance of the date of which the notice of final internal adverse benefit  determination is required 

to be provided under Section 2.4 to give you a reasonable opportunity to respond prior to that date.  

 

Avoiding conflicts of interest. In addition to the requirements of 29 CFR 2560.503--‐1(b) and (h) regarding full and 

fair review, the plan and issuer shall ensure that all claims and appeals are adjudicated in a manner designed to 

ensure the independence and impartiality of the persons involved in making the decision. Decisions regarding hiring, 

compensation, termination, promotion, or other similar matters with respect to any individual (such as a claims 

adjudicator or medical expert) shall not be made based upon the likelihood that the individual will support the denial 

of benefits.  

 

Notice. Effective the first day of the first plan year beginning on or after January 1, 2012, you shall be provided 

notice, in a culturally and linguistically appropriate manner (as set forth in 29 C.F.R. 2590.715--‐2719(e) with 

respect to applicable non--‐English languages) that complies with the requirements of 29 C.F.R. 2560.503--‐1(g) and 
(j) by the plan and issuer. Effective the first day of the first plan year beginning on or after July 1, 2011 (unless a 

different effective date is set forth below in this paragraph), the plan and issuer must also comply with the following 

requirements: Any notice of adverse benefit determination or final internal adverse benefit determination must 

include information sufficient to identify the claim involved (including the date of service, the health care provider, 

and the claim amount (if applicable)). Effective the first day of the first plan year beginning on or after January 1, 

2012, any notice of adverse benefit determination or final internal adverse benefit determination must include a 

statement describing the availability, upon request, of the diagnosis code and its corresponding meaning, and the 

treatment code and its corresponding meaning. The plan and issuer must provide to participants and beneficiaries, as 

soon as practicable, upon request, the diagnosis code and its corresponding meaning, and the treatment code and its 

corresponding meaning, associated with any adverse benefit determination or final internal adverse benefit 

determination. The plan or issuer must not consider a request for such diagnosis and treatment information, in itself, 

to be a request for an internal appeal under this Article 2, or an external review under Article 3. The plan and issuer 

must provide a description of available internal appeals and external review processes, including information 



regarding how to initiate an appeal. The plan and issuer must disclose the availability of, and contact information 

for, any applicable office of health insurance consumer assistance or ombudsman established under Public Health 

Service Act section 2793 to assist individuals with the internal claims and appeals and external review processes.  

 

Deemed exhaustion of internal claims and appeals processes. Effective the first day of the first plan year beginning 

on or after January 1, 2012, In the case of a plan or issuer that fails to adhere to all the requirements of this Article 2 

with respect to a claim, you are deemed to have exhausted the internal claims and appeals process of this Article 2 

except as provided in subparagraph (2) of this paragraph (d). Accordingly, you may initiate an external review under 

Article 3. You are also entitled to pursue any available remedies under State law, as applicable, on the basis that the 

plan or issuer has failed to provide a reasonable internal claims and appeals process that would yield a decision on 

the merits of the claim.  

 

Notwithstanding subparagraph (1) of this paragraph (d), the internal claims and appeals process of this Article 2 will 

not be deemed exhausted based on de minimis violations that do not cause, and are not likely to cause, prejudice or 

harm to you so long as the plan or issuer demonstrates that the violation was for good cause or due to matters 

beyond the control of the plan or issuer and that the violation occurred in the context of an ongoing, good faith 

exchange of information between the plan and you. This exception is not available if the violation is part of a pattern 

or practice of violations by the plan or issuer. You may request a written explanation of the violation from the plan 

or issuer, and the plan or issuer must provide such explanation within ten (10) days, including a specific description 

of its bases, if any, for asserting that the violation should not cause the internal claims and appeals process of this 

Article 2 to be deemed exhausted. If an external reviewer or a court rejects your request for immediate review under 

subparagraph (1) of this paragraph (d) on the basis that the plan met the standards for the exception under this 

subparagraph (2) of this paragraph (d), you have the right to resubmit and pursue the internal appeal of the claim. In 

such a case, within a reasonable time after the external reviewer or court rejects the claim for immediate review (not 

to exceed ten (10) days), the plan shall provide you with notice of the opportunity to resubmit and pursue the 

internal appeal of the claim. Time periods for re--‐filing the claim shall begin to run upon your receipt of such 

notice. 

 

2.7 Provision of Continued Coverage Pending the Outcome of an Appeal. A plan or issuer subject to the 

requirements of Sections 2.1 through 2.6 are required to provide continued coverage pending the outcome of an 

appeal. For this purpose, the plan and issuer must comply with the requirements of Section 2.1(c), which generally 

provides that benefits for an ongoing course of treatment cannot be reduced or terminated without providing 

advance notice and an opportunity for advance review. 

 

Article 3 

External Review Process 

3.1  In General. You may have the right to file a request for an external review of an adverse determination or 

final adverse determination with the Plan. You may contact the Plan Administrator for more detailed information 

related to the external review process. The Plan can be reached at (517) 372--‐9310 or Michigan Catholic 

Conference, 510 S. Capitol Avenue, Lansing, Michigan 48901. 

 

3.2  The Self--‐Funded Benefits. The Self--‐Funded Benefits will comply with the external review 
requirements under the PPACA if the following procedures are adhered to: Subject to the suspension provision set 

forth in Section 3.2(a) (and except to the extent provided otherwise by the Secretary of the Department of Labor in 

guidance) the external review process set forth in Sections 3.2(b) and (c) (i.e., the procedures set forth in Department 

of Labor Technical Release 2010--‐01, as modified by Department of Labor Technical Release 2011--‐02) shall 

apply to any adverse benefit determination or final internal adverse benefit determination, except that a denial, 

reduction, termination, or a failure to provide payment for a benefit based on a determination that  a participant or 

beneficiary fails to meet the requirements for eligibility under the terms of a group health plan is not eligible for 

external review process set forth in Sections 3.2(b) and (c). Unless or until this suspension is revoked in guidance by 

the Secretary of Labor, with respect to claims for which external review has not been initiated before September 20, 

2011, the external review process set forth in Sections 3.2(b) and (c) applies only to: (i) an adverse benefit 

determination (including a final internal adverse benefit determination) by a plan or issuer that involves medical 

judgment (including, but not limited to, those based on the plan’s or issuer’s requirements for medical necessity, 

appropriateness, health care setting, level of care, or effectiveness of a covered benefit; or its determination that a 



treatment is experimental or investigational), as determined by the external reviewer; and (ii) a rescission of 

coverage (whether or not the rescission has any effect on any particular benefit at that time).  

 

Standard external review for the Self--‐Funded Benefits. This paragraph (b) sets forth procedures for standard 

external review for the Self--‐Funded Benefits. Standard external review is external review that is not considered 

expedited (as described in paragraph (c)). 

 

Request for external review. You are allowed to file a request for an external review with the plan if the request is 

filed within four months after the date of receipt of a notice of an adverse benefit determination or final internal 

adverse benefit determination. If there is no corresponding date four months after the date of receipt of such a notice, 

then the request must be filed by the first day of the fifth month following the receipt of the notice. For example, if 

the date of receipt of the notice is October 30, because there is no February 30, the request must be filed by March 1. 

If the last filing date would fall on a Saturday, Sunday, or Federal holiday, the last filing date is extended to the next 

day that is not a Saturday, Sunday, or Federal holiday.  

 

Preliminary review. Within five business days following the date of receipt of the external review request, the group 

health plan shall complete a preliminary review of the request to determine whether: You are or were covered under 

the plan at the time the health care item or service was requested or, in the case of a retrospective review, were 

covered under the plan at the time the health care item or service was provided; The adverse benefit determination or 

the final adverse benefit determination does not relate to your failure to meet the requirements for eligibility under 

the terms of the group health plan (e.g., worker classification or similar determination); you have exhausted the 

plan’s internal appeal process unless you are not required to exhaust the internal appeals process under the interim 

final regulations; and you have provided all the information and forms required to process an external review. 

Within one business day after completion of the preliminary review, the plan must issue a notification in writing to 

you. If the request is complete but not eligible for external review, such notification shall include the reasons for its 

ineligibility and contact information for the Employee Benefits Security Administration (toll--‐free number 866--‐
444--‐EBSA (3272)). If the request is not complete, such notification shall describe the information or materials 
needed to make the request complete and the plan must allow you to perfect the request for external review within 

the four--‐month filing period or within the 48 hour period following the receipt of the notification, whichever is 

later.  

 

Referral to Independent Review Organization. The group health plan shall assign an independent review 

organization (“IRO”) that is accredited by URAC or by a similar nationally--‐recognized accrediting organization to 

conduct the external review. Moreover, the plan must take action against bias and to ensure independence. 

Accordingly, plans shall contract with at least two (2) IROs for assignments under the plan and rotate claims 

assignments among them (or incorporate other independent, unbiased methods for selection of IROs, such as 

random selection). In addition, the IRO may not be eligible for any financial incentives based on the likelihood that 

the IRO will support the denial of benefits. A contract between a plan and an IRO shall provide the following: The 

assigned IRO will utilize legal experts where appropriate to make coverage determinations under the plan. The 

assigned IRO will timely notify you in writing of the request’s eligibility and acceptance for external review. This 

notice will include a statement that you may submit in writing to the assigned IRO within ten business days 

following the date of receipt of the notice additional information that the IRO must consider when conducting the 

external review. The IRO is not required to, but may, accept and consider additional information submitted after ten 

business days. Within five business days after the date of assignment of the IRO, the plan must provide to the 

assigned IRO the documents and any information considered in making the adverse benefit determination or final 

internal adverse benefit determination. Failure by the plan to timely provide the documents and information must not 

delay the conduct of the external review. If the plan fails to timely provide the documents and information, the 

assigned IRO may terminate the external review and make a decision to reverse the adverse benefit determination or 

final internal adverse benefit determination. Within one business day after making the decision, the IRO must notify 

you and the plan.  

 

Upon receipt of any information submitted by you, the assigned IRO must within one business day forward the 

information to the plan. Upon receipt of any such information, the plan may reconsider its adverse benefit 

determination or final internal adverse benefit determination that is the subject of the external review. 

Reconsideration by the plan must not delay the external review. The external review may be terminated as a result of 

the reconsideration only if the plan decides, upon completion of its reconsideration, to reverse its adverse benefit 



determination or final internal adverse benefit determination and provide coverage or payment. Within one business 

day after making such a decision, the plan must provide written notice of its decision to you and the assigned IRO. 

The assigned IRO must terminate the external review upon receipt of the notice from the plan. The IRO will review 

all of the information and documents timely received. In reaching a decision, the assigned IRO will review the claim 

de novo and not be bound by any decisions or conclusions reached during the plan’s internal claims and appeals 

process applicable under paragraph (b) of the interim final regulations under section 2719 of the PHS Act. In 

addition to the documents and information provided, the assigned IRO, to the extent the information or documents 

are available and the IRO considers them appropriate, will consider the following in reaching a decision: Your 

medical records; The attending health care professional’s recommendation; Reports from appropriate health care 

professionals and other documents submitted by the plan or issuer, you, or your treating provider; The terms of your 

plan to ensure that the IRO’s decision is not contrary to the terms of the plan, unless the terms are inconsistent with 

the applicable law; Appropriate practice guidelines, which must include applicable evidence--‐based standards and 

may include any other practice guidelines developed by the Federal government, national or professional medical 

societies, boards, and associations; Any applicable clinical review criteria developed and used by the plan, unless the 

criteria are inconsistent with the terms of the plan or with applicable law; and the opinion of the IRO’s clinical 

reviewer or reviewers after considering the information described in this notice to the extent the information or 

documents are available and the clinical reviewer or reviewers consider appropriate. The assigned IRO must provide 

written notice of the final external review decision within 45 days after the IRO receives the request for the external 

review. The IRO must deliver the notice of final external review decision to you and the plan.  

 

The assigned IRO’s decision notice will contain: A general description of the reason for the request for external 

review, including information sufficient to identify the claim (including the date or dates of service, the health care 

provider, the claim amount (if applicable), the diagnosis code and its corresponding meaning, the treatment code and 

its corresponding meaning, and the reason for the previous denial); The date the IRO received the assignment to 

conduct the external review and the date of the IRO decision; References to the evidence or documentation, 

including the specific coverage provisions and evidence--‐based standards, considered in reaching its decision; A 

discussion of the principal reason or reasons for its decision, including the rationale for its decision and any 

evidence--‐based standards that were relied on in making its decision; A statement that the determination is binding 

except to the extent that other remedies may be available under State or Federal law to either the group health plan 

or to you; A statement that judicial review may be available to you; and current contact information, including 

phone number, for any applicable office of health insurance consumer assistance or ombudsman established under 

PHS Act section 2793. After a final external review decision, the IRO must maintain records of all claims and 

notices associated with the external review process for six years. An IRO must make such records available for 

examination by you, the plan, or the State or Federal oversight agency upon request, except where such disclosure 

would violate State or Federal privacy laws.  

 

Reversal of plan’s decision. Upon receipt of a notice of a final external review decision reversing the adverse benefit 

determination or final internal adverse benefit determination, the plan immediately must provide coverage or 

payment (including immediately authorizing or immediately paying benefits) for the claim.  
 

Expedited external review for Self--‐Insured Benefits: Request for expedited external review. You are allowed to 

make a request for an expedited external review with the plan at the time you receive: An adverse benefit 

determination if the adverse benefit determination involves your medical condition of for which the timeframe for 

completion of an expedited internal appeal under the interim final regulations would seriously jeopardize your life or 

health or would jeopardize your ability to regain maximum function and you have filed a request for an expedited 

internal appeal; or a final internal adverse benefit determination, if you have a medical condition where the 

timeframe for completion of a standard external review would seriously jeopardize your life or health or would 

jeopardize your ability to regain maximum function, or if the final internal adverse benefit determination concerns 

an admission, availability of care, continued stay, or health care item or service for which you received emergency 

services, but have not been discharged from a facility.  

 

Preliminary review. Immediately upon receipt of the request for expedited external review, the plan must determine 

whether the request meets the reviewability requirements set forth in paragraph (b)(ii) above for standard external 

review. The plan must immediately send a notice that meets the requirements set forth in paragraph (b)(ii) above for 

standard external review to you of its eligibility determination. Referral to independent review organization. Upon a 

determination that a request is eligible for external review following the preliminary review, the plan will assign an 



IRO pursuant to the requirements set forth in subparagraph (b)(iii) above for standing review. The plan must provide 

or transmit all necessary documents and information considered in making the adverse benefit determination or final 

internal adverse benefit determination to the assigned IRO electronically or by telephone or facsimile or any other 

available expeditious method.  

 

The assigned IRO, to the extent the information or documents are available and the IRO considers them appropriate, 

must consider the information or documents described above under the procedures for standard review. In reaching a 

decision, the assigned IRO must review the claim de novo and is not bound by any decisions or conclusions reached 

during the plan’s internal claims and appeals process. Notice of final external review decision. The plan’s contract 

with the assigned IRO must require the IRO to provide notice of the final external review decision, in accordance 

with the requirements set forth in subparagraph (b)(iii) above, as expeditiously as your medical condition or 

circumstances require, but in no event more than 72 hours after the IRO receives the request for an expedited 

external review. If the notice is not in writing, within 48 hours after the date of providing that notice, the assigned 

IRO must provide written confirmation of the decision to you and the plan. 

 

3.3  Primary Responsibility. To the extent that benefits under a group health plan are provided through health 

insurance coverage, the health insurance issuer has primary responsibility to comply with the external review 

process set forth in this Article 3. 


