
 

HIPAA SPECIAL ENROLLMENT PERIODS  

Loss of Other Coverage 

If you decline enrollment for yourself or your dependents (including your spouse) because of other health 

insurance coverage, 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 to the other coverage).  

However, you must request enrollment within 30 days after the other coverage ends (or after the employer stops 

contributing to the other coverage).    

New Dependent 

If you gain a new dependent as the result of marriage, birth, adoption or placement for adoption, you may be able 

to enroll yourself and your dependents, provided that enrollment is requested within 30 days after the marriage, 

birth, adoption, or placement for adoption.   

 

CHILDREN’S HEALTH INSURANCE PROGRAM AND MEDICAID ELIGIBILITY CHANGES  

If you or your dependents are eligible for medical coverage in this Plan but are not enrolled, you have 60 days to 

enroll in the Plan in the following two circumstances:  

o If you or your eligible dependents’ Medicaid coverage or coverage under the state Children’s Health Insurance 
Program (CHIP) is terminated due to loss of eligibility; or  

o If you or your dependents become eligible for a premium assistance program in the state in which you reside. 
 
 
 

NOTICE OF WOMEN’S HEALTH AND CANCER RIGHTS ACT 

This Plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides group health benefits for 

mastectomy-related services including reconstruction and surgery to achieve symmetry between the breasts, 

prostheses, and complications resulting from a mastectomy, including lymphedema (swelling caused by the 

removal of lymph nodes).  Coverage for breast reconstruction and related services will be subject to deductibles 

and coinsurance amounts that are consistent with those that apply to other benefits under the Plan.   

 

NEWBORNS AND MOTHERS HEALTH PROTECTION NOTICE 

Group health plans generally may not, under federal law, restrict benefits for any hospital length of stay for the 

mother or newborn child in connection with childbirth 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 health care provider, after consulting with the mother, from discharging the mother or 

newborn earlier than 48 hours (or 96 hours, if applicable).  In any case, the Health Plan will not require a provider 

to obtain authorization from the Health Plan for prescribing a length of stay of 48 hours (or 96 hours, if applicable) 

or less. 

 



 

NOTICE OF ELIGIBILITY FOR HEALTH PLAN RELATED TO MILITARY LEAVE 

If you take a military leave, the Uniformed Services Employment and Reemployment Rights Act (USERRA) 

provides the following rights:  

o If you take a leave from your job to perform military service, you have the right to elect to continue your existing 
employer-based health plan coverage at your cost for you and your dependents for up to 24 months during your 
military service.   
 

o If you don’t elect to continue coverage during your military service, you have the right to be reinstated in the Plan 
when you are reemployed, without any additional waiting period or exclusions (e.g., pre-existing condition 
exclusions) except for service-connected illnesses or injuries. 

 
The Plan Administrator can provide you with information about how to elect continuation coverage under USERRA.  

 

PATIENT PROTECTION NOTICES 

If the Plan provides for or requires the designation of a primary care provider, you have the right to designate any 

primary care provider who participates in our network and who is available to accept you or your family members.  

For information on how to select a primary care provider, and for a list of the participating primary care providers, 

contact the Plan Administrator.  For children, you may designate a pediatrician as the primary care provider.   

You do not need prior authorization from the Plan or from any other person (including a primary care provider) in 

order to obtain access to a health care professional in our network who specializes in obstetrics or gynecology.  

The health care professional, however, may be required to comply with certain procedures, including obtaining 

prior authorization for certain services, following a pre-approved treatment plan, or procedures for making 

referrals.  For a list of participating health care professionals who specialize in obstetrics or gynecology, contact 

the Plan Administrator.  

If you have a health emergency, you can go to any emergency room.  You don’t need to get approval from the 

plan first – even if the emergency room isn’t in your plan’s network.  However, we do require you or your doctor to 

notify us of your visit after you go to the emergency room. 

Your plan covers both in-network and out-of-network emergency services.  Your out-of-pocket costs are the 

same, but you may pay more for out-of-network care in other ways.  For example, an out-of-network provider is 

allowed to bill you for some things that in-network providers can’t bill you for. 

 

WELLNESS PROGRAMS 

If it is unreasonably difficult due to a medical condition for you to achieve the standards for the reward under this 

program, or if it is medically inadvisable for you to attempt to achieve the standards for the reward under this program, 

contact MESSA at (800) 336-0013 or PRIORITY HEALTH at (800) 446-5674 and they will work with you to develop 

another way to qualify for the reward. 
 

 
 


