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STATE OF TEXAS § 
 § 
COUNTY OF FORT BEND § 
 

FIRST  AMENDMENT TO  
AGREEMENT FOR THIRD PARTY CLAIMS ADMINISTRATION SERVICES 

PURSUANT TO RFP 16-086 
  

This FIRST AMENDMENT of the AGREEMENT FOR THIRD PARTY CLAIMS ADMINISTRATION 
SERVICES PURSUANT TO RFP 16-086 is made and entered into by and between FORT BEND 
COUNTY, TEXAS, a body politic, acting herein by and through its Commissioners Court and Boon 
Chapman Benefit Administrators, Inc., (hereinafter “Contractor”), a company authorized to 
conduct business in the State of Texas. 
 

RECITALS 
 

 WHEREAS, on or about December 20, 2016,  the Parties entered into AGREEMENT FOR 
THIRD PARTY CLAIMS ADMINISTRATION SERVICES PURSUANT TO RFP 16-086  attached hereto as 
Exhibit “One” and incorporated by reference;  
 

WHEREAS, the Parties now desire to amend a certain portion of the Agreement; and  
 
NOW THEREFORE, for and in consideration of the mutual benefits to be derived by the 

parties hereto, County, and Contractor agree as follows: 
 

I. Amendments 
 

A. Section 5, Limit of Appropriation, is amended to add an additional $635,000 to the total 
maximum annual compensation that Boon Chapman may become entitled to for 
capitated fees under the Agreement.  The Parties  agree that Section 5.1 shall now read: 

 

Boon Chapman  does further understand and agree, said understanding and 
agreement  also being of the absolute essence of this Agreement, that the total 
maximum annual  compensation that  Boon Chapman may become entitled to for 
capitated fees, unless  there is an increase in enrollment, and the total maximum 
sum that County may  become liable to pay to  Boon Chapman  shall not under any 
conditions, circumstances,  or interpretations thereof exceed $1,500,000.00.  

 
 

II. Except as modified herein, any prior executed document remain in full force and effect 
and has not been modified or amended.  In the event of conflict, the contents of this First 
Amendment shall prevail. 
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III. Execution  
 

IN TESTIMONY OF WHICH, THIS AMENDMENT shall be effective upon execution of all parties.  
     
      “County” 
      FORT BEND COUNTY 
 
       By: ______________________________ 
        Robert E. Hebert, County Judge 
ATTEST: 
       Date: ______________________________ 
_____________________________ 
Laura Richard, County Clerk    

 
 
         “Contractor” 

                             Boon Chapman Benefit Administrators, Inc., 
 

       By: ____________________________ 
    
 
       Name: ______________________________ 
 
       Title: ______________________________ 
    

Date: ______________________________ 
ATTEST:            
       
______________________________  Date:   _____________________________ 
Name 
 
Attachments:   

Exhibit One:   AGREEMENT FOR THIRD PARTY CLAIMS ADMINISTRATION SERVICES PURSUANT TO  
RFP 16-086 
 

AUDITOR’S CERTIFICATE 

I hereby certify that funds are available in the amount of $__________ to accomplish 
and pay the obligation of Fort Bend County under this contract. 
 

_____________________________________ 
Robert Ed  Sturdivant, County Auditor 
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STATE OF TEXAS § 

§ 

COUNTY OF FORT BEND § 

AGREEMENT FOR THIRD PARTY CLAIMS ADMINISTRATION SERVICES 

PURSUANT TO RFP 16-086 

THIS AGREEMENT is made and entered into by and between Fort Bend County, 

(hereinafter "County" ), a body corporate and politic under the laws of the State of Texas, and 
Boon Chapman Benefit Administrators, Inc., (hereinafter "Boon Chapman"), a company 
authorized to conduct business in the State of Texas. 

WITN ESS ETH 

WHEREAS, County desires that Boon Chapman provide Third Party Claims 
Administration Services for the Fort Bend County Medical, Dental and Cafeteria plans pursuant 
to RFP 16-086; and 

WHEREAS, Boon Chapman represents that it is qualified and desires to perform such 

services. 

NOW, THEREFORE, in consideration of the mutual covenants and conditions set forth 
below, the parties agree as follows: 

AGREEMENT 

Section 1. Services to be Provided by Boon Chapman 

1.1 Boon Chapman shall perform Third Party Claims Administration Services (hereinafter 
"Services") for the Fort Bend County Medical, Dental and Cafeteria plans (hereinafter 
" Benefit Plans") (that meet or exceed the minimum requirements of RFP 16-086 with 
the exception of Section 5.0 and Section 6.0) (attached and incorporated as Exhibit A) 
and as described in the Scope of Work (attached and incorporated as Exhibit B). 

1.2 The Parties reserve the right to add any service that was offered as an optional service 
by Boon Chapman in Boon Chapman's original response to RFP 16-086, but not included 
as part of this Original Agreement, during the course of the Agreement or any renewal 
period. A copy of the Boon Chapman Original Response dated May 16, 2016, Optional 
Services is attached as Exhibit F for reference only to document those services and 
prices that were offered by Boon Chapman for future consideration. Additional services 
may only be added by a written amendment to this Agreement, signed by both Parties. 

1.3 It is understood and agreed that County retains complete authority and responsibility 

for the Benefit Plans, their operation, and the benefits provided there under, and that 



Boon Chapman is empowered to act on behalf of County in connection with the Benefit 
Plans only to the extent expressly stated in this Agreement or as agreed to in writing by 
Boon Chapman and County. 

Section 2. Personnel 

2.1 Boon Chapman represents that it presently has, or is able to obtain, adequate qualified 
personnel in its employment for the timely performance of the Services required under 
this Agreement and that Boon Chapman shall furnish and maintain, at its own expense, 
adequate and sufficient personnel, in the opinion of County, to perform the Services 
when and as required and without delays. 

2.2 All employees of Boon Chapman shall have such knowledge and experience as will 
enable them to perform the duties assigned to them. Any employee of Boon Chapman 
who, in the opinion of County, is incompetent or by his conduct becomes detrimental to 
the project shall, upon request of County, immediately be removed from association 
with the project. 

Section 3. County Responsibilities 

3.1 It is mutually understood that the effective performance of Services by Boon Chapman 
under this Agreement will require that the County furnish to Boon Chapman timely 
reports and information in a form and manner specified by Boon Chapman. Such 
reports and information shall include timely additions, deletions and changes in 
eligibility, including address and name changes. 

3.2 If County fails to furnish any required information promptly, Boon Chapman shall not be 
responsible for any delay in the performance of the actuarial, claim, and underwriting 
services caused by this failure, if the delay is due to County's negligent failure to provide 

the information. 

3.3 County will establish an account for the Services at a bank of County's choice. The 
amounts needed for this account shall be determined upon Boon Chapman providing 
County with a list of all Benefit Plans costs at the inception of the Benefit Plans, monthly 
thereafter and as requested. This will include the cost for coverage of each covered 
person. The list will be maintained by Boon Chapman and adjusted regularly, based on 
additions, deletions, and changes provided to Boon Chapman by County. 

A. Claims will be paid from this account. 

B. County will deposit funds to the account sufficient to cover claims as they are 
adjudicated and processed by Boon Chapman. County, by execution of this 
agreement, expressly authorizes Boon Chapman to issue drafts on the account 
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for payment of benefits. Boon Chapman will not release such drafts until 
sufficient funds are deposited to cover them. 

C. County may deposit funds into the account for payments of insurance and or 
reinsurance premiums, administrative expenses, and other charges related to 
the Benefit Plans that may be authorized by County. 

D. County may authorize and instruct Boon Chapman to issue drafts on the account 
for payment of such expenses that shall have been authorized by County. 

3.4 County will remit funds for payments of insurance and or reinsurance premiums, on 
behalf of the Services, County or covered persons, administrative services, and other 
expenses that have been authorized by County and that Boon Chapman has agreed to 
disburse to the appropriate parties. The funds shall be provided to Boon Chapman not 
later than the tenth day after the first day of the month in which they are due. The 
funds may be remitted directly t o Boon Chapman or deposited into the bank account 
referenced in this Section of the Agreement. 

3.5 County shall give written notice to all Covered Persons of the identity of Boon Chapman 
and the relationship of Boon C,hapman to County. 

Section 4. Compensation and Payment 

4.1 Boon Chapman shall be compensated in accordance with the Service and Fee schedule 
attached and incorporated as Exhibit C. The Parties acknowledge and agree that County 
is exempt from taxes. 

4.2 County will pay Boon Chapman based on the following procedures: Monthly, Boon­
Chapman will send the County invoice for the fees described in Exhibit C showing the 
amounts due for services performed in a form acceptable to County. County shall 
review such invoices and approve them within 30 calendar days with such modifications 
as are consistent with this Agreement and forward same to the Auditor for processing. 
County shall pay each such approved invoice within thirty (30} calendar days. County 
reserves the right to withhold payment pending verification of satisfactory work 

performed. 

Section 5. Limit of Appropriation 

5.1 Boon Chapman does further understand and agree, said understanding and agreement 
also being of the absolute essence of this Agreement, that the total maximum annual 
compensat ion that Boon Chapman may become entitled to for capitated fees, unless 
there is an increase in enrollment, and the total maximum sum that County may 
become liable to pay to Boon Chapman shall not under any conditions, circumstances, 
or interpretations thereof exceed $835,000. 
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5.2 Notwithstanding anything contained in this Agreement to the contrary, in the event no 
funds or insufficient funds are appropriated or budgeted or otherwise available during a 
fiscal year for fees under this Services Agreement or for payment of costs and expenses 
for Covered Persons under this Services Agreement, County shall immediately notify 
Boon Chapman in writing of such occurrence and this Agreement shall terminate on the 
last day of the month for which appropriations have been received or made without 
penalty or expense to County, except as to portions of fees or expenses which have 
been incurred and for which funds have been appropriated or budgeted from a prior 
year or are otherwise available. 

Section 6. Modifications and Waivers 

6.1 The parties may not amend or waive this Agreement, except by a written agreement 
executed by both parties. 

6.2 No failure or delay in exercising any right or remedy or requiring the satisfaction of any 
condition under this Agreement, and no course of dealing between the parties, operates 
as a waiver or estoppel of any r ight, remedy, or condition. 

6.3 The rights and remedies of the parties set forth in this Agreement are not exclusive of, 
but are cumulative to, any rights or remedies now or subsequently existing at law, in 

equity, or by statute. 

Section 7. Term and Termination 

7.1 The term of this Agreement shall be for a period of twelve months, commencing on 
January 1, 2017, and ending at the close of business on December 31, 2017, with five 
additional one-year renewal options at County's sole discretion. Renewals shall be 
under on the same terms and conditions, except that pricing may be negotiated in 
accordance with Exhibit C. Either party shall have the right to terminate this Agreement 
as provided herein. 

7.2 Termination for Convenience: County may terminate this Agreement at any time upon 
thirty (30) days written notice issued by County. 

7.3 Termination for Default 

A. County may terminate the whole or any part of this Agreement for cause if Boon 
Chapman materially breaches any of the covenants or terms and conditions set 
forth in this Agreement or fails to perform any of the other provisions of this 
Agreement or so fails to make progress as to endanger performance of this 
Agreement in accordance with its terms, and in any of these circumstances does 
not cure such breach or failure to County's reasonable satisfaction within a 
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period of ten (10) calendar days after receipt of notice from County specifying 
such breach or failure. 

B. If, after termination, it is determined by County that for any reason whatsoever 
that Boon Chapman was not in default, or that the default was excusable, 
services may continue in accordance with the terms and conditions of this 
Agreement or the rights and obligations of the parties shall be the same as if the 
termination had been issued for the convenience of the County in accordance 
with this Section. 

7.4 Upon termination of this Agreement, County shall compensate Boon Chapman for those 
services which were provided under this Agreement prior to its termination and which 
have not been previously invoiced to County. Boon Chapman's final invoice for said 
services will be presented to and paid by County in the same manner set forth in the 
Compensation Section above. 

7.5 If County terminates this Agreement as provided in this Section, no fees of any type, 
other than fees due and payable at the Termination Date, shall thereafter be paid to 
Boon Chapman. 

, 

Section 8. Ownership and Reuse of Documents 

8.1 All documents, data, reports, graphic presentation materials, etc., developed for County 
by Boon Chapman as a part of its work under this Agreement, shall become the 
property of County upon completion of this Agreement, or in the event of termination 
or cancellation thereof, at the time of payment for work performed. 

8.2 County's right of ownership under this Section shall not include Contractor's proprietary 
underlying research or data used for compilation of the materials for County. 

8.3 At all times during the Agreement and upon termination, Boon Chapman shall promptly 
furnish copies of all such data and material to County on request but no later than 15 
days after the request was received. Contractor shall mark any materials believed to be 
proprietary prior to delivery of same. 

Section 9. Inspection of Books and Records 

Boon Chapman will permit County, or any duly authorized agent of County, to inspect 
and examine the books and records of Boon Chapman for the purpose of verifying the Services 
performed County's right to inspect survives t he termination of this Agreement for a period of 

four years. 
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Section 10. Insurance 

10.1 Prior to commencement of the Services, Boon Chapman shall furnish County w ith 
properly executed certificates of insurance which shall evidence all insurance required 
and provide that such insurance shall not be canceled, except on 60 days' prior written 
notice to County. Boon Chapman shall provide certified copies of insurance 
endorsements and/or policies if requested by County. Boon Chapman shall maintain 
such insurance coverage from the time Services commence until Services are completed 
and provide replacement certificates, policies and/or endorsements for any such 
insurance expiring prior to completion of Services. Boon Chapman shall obtain such 
insurance written on an Occurrence form from such companies having Bests rating of 
A/VII or better, licensed or approved to transact business in the State of Texas, and shall 
obtain such insurance of the following types and minimum limits: 

A. Workers Compensation in accordance with the laws of the State of Texas. 
Substitutes to genuine Workers' Compensation Insurance will not be allowed. 

B. Employers' Liability insurance with limits of not less than $500,000 per injury by 
accident, $500,000 per injury by disease, and $500,000 per bodily injury by 
disease. 

C. Commercial general liability insurance with a limit of not less than $1,000,000 
each occurrence and $2,000,000 in the annual aggregate. Policy shall cover 
liability for and property damage and products/completed operations arising out 
of the business operations of the policyholder. 

D. Third Party Claims Administration Professional Liability insurance with limits not 
less than $2,000,000 each claim/annual aggregate. 

E. Crime coverage with limits of $500,000 per occurrence/$1,000,000 in aggregate. 

10.2 County and the members of Commissioners Court shall be named as additional insured 
to all required coverage except for Workers' Compensation and Professional liability (if 
required). Workers Compensation shall contain a waiver of subrogation in favor of 
County and members of Commissioners Court. 

10.3 If requ ired coverage is written on a claims-made basis, Boon Chapman warrants that any 
retroactive date applicable to coverage under the policy precedes the effective date of 
the Contract and that continuous coverage will be maintained or an extended discovery 
period will be exercised for a period of 2 years beginning from the time the work under 
this Contract is completed. 
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10.4 Boon Chapman shall not commence any portion of the work under this Contract until it 
has obtained the insurance required herein and certificates of such insurance have been 
filed with and approved by Fort Bend County. 

10.S No cancellation of or changes to the certificates, or the policies, may be made without 
thirty (30) days prior, written notification to Fort Bend County. 

10.6 Approval of the insurance by Fort Bend County shall not relieve or decrease the liability 
of Boon Chapman. 

Section 11. Indemnity 

11.1 BOON CHAPMAN SHALL SAVE HARMLESS COUNTY FROM AND AGAINST ALL CLAIMS, 
LIABILITY, AND EXPENSES, INCLUDING REASONABLE AITORNEY'S FEES, ARISING FROM 

ACTIVITIES OF BOON CHAPMAN, ITS AGENTS, SERVANTS OR EMPLOYEES, PERFORMED 
UNDER THIS AGREEMENT THAT RESULT FROM THE GROSSLY NEGLIGENT ACT, ERROR, 

OR OMISSION OF BOON CHAPMAN OR ANY OF BOON CHAPMAN'S AGENTS, 

SERVANTS OR EMPLOYEES. 

11.2 Boon Chapman shall t imely report all such matters to Fort Bend County and shall, upon 
the receipt of any such claim, demand, suit, action, proceeding, lien or judgment, not 
later than the fifteenth day of each month; provide Fort Bend County with a written 
report on each such matter, setting forth the status of each matter, the schedule or 
planned proceedings with respect to each matter and the cooperation or assistance, if 
any, of Fort Bend County required by Boon Chapman in the defense of each matter. 

11.3 Boon Chapman's duty to defend, indemnify and hold Fort Bend County harmless shall 
not abate or end by reason of the expiration or termination of any contract unless 
otherwise agreed by Fort Bend County in writing. The provisions of this section shall 
survive the termination of the contract and shall remain in full force and effect with 
respect to all such matters no matter when they arise. 

11.4 The provision by Boon Chapman of insurance shall not limit the liability of Boon 
Chapman under an agreement. 

11.S Loss Deduction Clause - Fort Bend County shall be exempt from, and in no way liable for, 
any sums of money which may represent a deductible in any insurance policy. The 
payment of deductibles shall be the sole responsibility of Boon Chapman and/ or trade 
Boon Chapman providing such insurance. 

Page 7 of 15 



Section 12. Confidential and Proprietary Information 

12.1 Boon Chapman acknowledges that it and its employees or agents may, in the course of 
performing their responsibilities under this Agreement, be exposed to or acquire 
information that is confidential to County. Any and all information of any form obtained 
by Boon Chapman or its employees or agents from County in the performance of this 
Agreement that the County has informed Boon-Chapman is confidential shall be 
deemed to be confidential information of County ("Confidential Information"). Any 
reports or other documents or items (including software) that result from the use of the 

Confidential Information by Boon Chapman shall be treated with respect to 
confidentiality in the same manner as the Confidential Information. Confidential 
Information shall be deemed not to include information that (a) is or becomes (other 
than by disclosure by Boon Chapman) publicly known or is contained in a publicly 
available document; (b) is rightfully in Boon Chapman's possession without the 
obligation of nondisclosure prior to the time of its disclosure under this Agreement; or 
(c) is independently developed by employees or agents of Boon Chapman who can be 
shown to have had no access to the Confidential Information. 

12.2 Boon Chapman agrees to hold Confidential Information in strict confidence, using at 
least the same degree of care that Boon Chapman uses in maintaining the 
confidentiality of its own confidential information, and not to copy, reproduce, sell, 
assign, license, market, transfer or otherwise dispose of, give, or disclose Confidential 
Information to third parties or use Confidential Information for any purposes 
whatsoever other than the provision of Services to County hereunder, and to advise 
each of its employees and agents of their obligations to keep Confidential Information 
confidential. Boon Chapman shall use its best efforts to assist County in identifying and 
preventing any unauthorized use or disclosure of any Confidential Information. Without 
limitation of the foregoing, Boon Chapman shall advise County immediately in the event 
Boon Chapman learns or has reason to believe that any person who has had access to 
Confidential Information has violated or intends to violate the terms of this Agreement 
and Boon Chapman will at its expense cooperate with County in seeking injunctive or 
other equitable relief in the name of County or Boon Chapman against any such person. 
Boon Chapman agrees that, except as directed by County, Boon Chapman will not at any 
time during or after the term of this Agreement disclose, directly or indirectly, any 
Confidential Information to any person, and that upon termination of this Agreement or 
at County's request, Boon Chapman will promptly turn over to County all documents, 
papers, and other matter in Boon Chapman's possession which embody Confidential 

Information. 

12.3 Boon Chapman acknowledges that a breach of this Section, including disclosure of any 
Confidential Information, or disclosure of other information that, at law or in equity, 
ought to remain confidential, will give r ise to irreparable injury to County that is 
inadequately compensable in damages. Accordingly, County may seek and obtain 
injunctive relief against the breach or threatened breach of the foregoing undertakings, 
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in addition to any other legal remedies that may be available. Boon Chapman 
acknowledges and agrees that the covenants contained herein are necessary for the 
protection of the legitimate business interest of County and are reasonable in scope and 
content. 

12.4 Boon Chapman in providing all services hereunder agrees to abide by the provisions of 
any applicable Federal or State Data Privacy Act. 

12.5 Boon Chapman expressly acknowledges that County is subject to the Texas Public 
Information Act, TEX. GOV' T CODE ANN. §§ 552.001 et seq., as amended, and 
notwithstanding any provision in the Agreement to the contrary, County will make any 
information related to the Agreement, or otherwise, available to third parties in 
accordance with the Texas Public Information Act. Any proprietary or confidential 
information marked as such provided to County by Boon Chapman shall not be disclosed 
to any third party, except as directed by the Texas Attorney General in response to a 
request for such under the Texas Public Information Act, which provides for notice to 
the owner of such marked information and the opportunity for the owner of such 
information to notify the Attorney General of the reasons why such information should 
not be disclosed. The terms and conditions of the Agreement are not proprietary or 
confidential information. 

12.6 In accordance with the services being provided under the Services Agreement, Boon 
Chapman will have access to, create and/ or receive certain Protected Health 
Information thus necessitating a written agreement that meets the applicable 
requirements of the privacy and security rules promulgated by the Federal Department 
of Health and Human Services. County and Boon Chapman mutually agree to satisfy the 
foregoing regulatory requirements through execution of the Business Associates 
Agreement incorporated and attached as Exhibit D to the Services Agreement. As of the 
effective dates set forth therein, the provisions of Business Associates Agreement 
supersede any other provision of the Services Agreement, which may be in conflict with 
such Business Associates Agreement on or after the applicable effective date. 

12.7 Contractor has represented that Contractor has implemented the attached Security 
Policies and has further represented that they meet or exceed industry standards in 
Data Privacy and Security. A copy of the current policies is attached as Exhibit E for 
reference only to document the policies that Contractor represents meet or exceed 
industry standards and upon which County has relied in selecting Contractor. 
Contractor shall ensure that these policies are updated if law or industry standards 
mandate stricter requirements. Upon request, a copy of any updated policies will be 
provided to County without delay. Contractor shall also ensure all employees are 
trained to adhere to the requirements of their current polices and as may be updated 
during the course of the Agreement. 

Page 9of15 



12.8 Upon termination of this Service Agreement, Boon Chapman shall provide notice to all 
affected individuals and facilitate the transfer of any needed records to any subsequent 
Service Provider as directed by County. Copies of records shall be made available in 
accordance with law and this Agreement. Boon Chapman may charge reasonable copy 
fees for copies provided that the charges do not exceed the amounts set by the Texas 
Public Information Act. 

Section 13. Independent Contractor 

13.1 In the performance of work or services hereunder, Boon Chapman shall be deemed an 
independent contractor, and any of its agents, employees, officers, or volunteers 
performing work required hereunder shall be deemed solely as employees of Boon 
Chapman or, where permitted, of its subcontractors. 

13.2 Boon Chapman and its agents, employees, officers, or volunteers shall not, by 
performing work pursuant to this Agreement, be deemed to be employees, agents, or 
servants of County and shall not be entitled to any of the privileges or benefits of 
County employment. 

Section 14. Notices 

14.1 Each party giving any notice or making any request, demand, or other communication 
(each, a "Notice") pursuant to th is Agreement shall do so in writing and shall use one of 
the following methods of delivery, each of which, for purposes of this Agreement, is a 
writing: personal delivery, registered or certified mail (in each case, return receipt 
requested and postage prepaid), or nationally recognized overnight courier (with all fees 
prepaid). 

14.2 Each party giving a Notice shall address the Notice to the receiving party at the address 
listed below or to another address designated by a party in a Notice pursuant to this 

Section: 

County: 

With a copy to: 

Fort Bend County 
Attn: County Judge 
401 Jackson Street 
Richmond, Texas 77469 

Fort Bend County 
Attn: Risk Management Director 
301 Jackson Street, Suite 224 
Richmond, Texas 77469 

Page l0 of l5 



Boon Chapman: Boon-Chapman 
Attn: Kevin Chapman, President 
9401 Amberglen Blvd. 
Building I, Suite 100 
Austin, Texas 78729 

14.3 Notice is effective only if the party giving or making the Notice has complied with this 
requirements of this Section and if the addressee has received the Notice. A Notice is 
deemed received as follows: 

A. If the Notice is delivered in person, or sent by registered or certified mail or a 
nationally recognized overnight courier, upon receipt as indicated by the date on 
the signed receipt. 

B. If the addressee rejects or otherwise refuses to accept the Notice, or if the 
Notice cannot be delivered because of a change in address for which no Notice 
was given, then upon the rejection, refusal, or inability to deliver. 

Section 15. Compliance with Laws 

The parties shall comply with all federal, state, and local laws, statutes, ordinances, rules 
and regulations, and the orders and decrees of any courts or administrative bodies or tribunals 
in any matter affecting the performance of this Agreement, including, without limitation, 
Worker's Compensation laws, minimum and maximum salary and wage statutes and 
regulations, licensing laws and regulations. 

Section 16. Performance Warranty 

16.1 Boon Chapman warrants to County that Boon Chapman has the skill and knowledge 
ordinarily possessed by well-informed members of its trade or profession practicing in 
the greater Houston metropolitan area and Boon Chapman will apply that skill and 
knowledge with care and diligence to ensure that the Services provided hereunder will 
be performed and delivered in a manner to meet or exceed the professional standards 
of the industry. 

Section 17. Assignment and Delegation 

17.1 Except as otherwise specified in this Agreement: 

A. Neither party may assign any of its rights under this Agreement, except with the 
prior written consent of the other party. That party shall not unreasonably withhold 
its consent. All assignments of rights by Boon Chapman are prohibited under this 
subsection, whether they are voluntarily or involuntarily, without first obtaining 
written consent from County. 
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B. Neither party may delegate any performance under this Agreement, except with the 
prior written consent of the other party. 

17.2 Any purported assignment of rights or delegation of performance in violation of th is 
Section is void. 

Section 18. Applicable Law 

The laws of the State of Texas govern all disputes arising out of or relating to this 

Agreement. The parties hereto acknowledge that venue is proper in Fort Bend County, Texas, 
for all legal actions or proceedings arising out of or relating to this Agreement and waive the 
r ight to sue or be sued elsewhere. Nothing in the Agreement shall be construed to wa ive the 
County's sovereign immunity. 

Section 19. Successors and Assigns 

County and Boon Chapman bind t hemselves and their successors, executors, 
administrators and assigns to the other party of this Agreement and to the successors, 
executors, administrators and assigns of the other party, in respect to all covenants of this 
Agreement. 

Section 20. Third Party Beneficiaries 

This Agreement does not confer any enforceable rights or remedies upon any person 
other than the parties. 

Section 21. Severability 

If any provision of this Agreement is determined to be invalid, illegal, or unenforceable, 
the remaining provisions remain in full force, if t he essential terms and conditions of this 
Agreement for each party remain valid, binding, and enforceable. 

Section 22. Publicity 

Contact with citizens of Fort Bend County, media outlets, or governmental agencies shall 
be the sole responsibility of County. Under no circumstances whatsoever, shall Boon Chapman 
release any material or information developed or received in the performance of the Services 
hereunder without the express written permission of County, except where required to do so 
by law. 

Section 23. Captions 

The section captions used in this Agreement are for convenience of reference only and 
do not affect the interpretation or construction of this Agreement. 
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Section 24. Entire Agreement 

This Agreement contains the entire Agreement among the parties and supercedes all 
other negotiations and agreements, whether written or oral. Attached hereto is Exhibit A: RFP 

16-086; Exhibit B: Services; Exhibit C: Fee Schedule; Exhibit D: Business Associates Agreement; 

all of which are incorporated by reference as if set forth herein verbatim for all purposes. 
Exhibit E: Security Policies and Exhibit F: Boon Chapman Original Response dated May 16, 2016, 

Optional Services are included for reference only. 

Section 25. Conflict 

In the event there is a conflict, the following have priority with regard to the conflict: 
first: this document titled "AGREEMENT FOR THIRD PARTY CLAIMS ADMINISTRATION SERVICES 
PURSUANT TO RFP 16-086;" second: Exhibit D Business Associates Agreement; third: RFP 16-
086 fourth: Exhibit C: Fee Schedule; and fifth: Exhibit B: Services; Exhibit E: Security Policies and 
Exhibit F: Boon Chapman Original Response dated May 16, 2016, Optional Services will have no 
priority with regard to any conflict because they are included only for reference. 

Remainder left blank 

Execution page follows 
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Section 26. Execution. 

IN WITNESS WHEREOF, the parties hereto have signed or have caused their respective 
names to be signed to multiple counterparts to be effective on the __ day of 

2016. 
-----~ 

FORT BEND COUNTY 

uW!iw: 
ATIEST: 

Laura Richard, County Clerk 

Exhibits: 

Exhibit A: 
Exhibit B: 
Exhibit C: 
Exhibit 0 : 
Exhibit E: 

RFP 16-086 
Services 
Fee Schedule 
Business Associates Agreement 
Security Policies 

BOON-CHAPMAN 
BENEFIT ADMINISTRATORS, INC., 

Authorized Agent- 1gn 

/(e v ;" S. C 3T.;rna '"'-
Authorized Agent- Printed;me 

Tr~s, d~r-- f-
Title 

Date 

Exhibit F: Boon Chapman Original Response dated May 16, 2016, Optional Services 
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AUDITOR'S CERTIFICATE 

I hereby certify that funds are available in the amount of $835,000 to accomplish and 

pay the obligation of fort Bend County under1ti°ll1~ 
~obert Ed Sturdivant, County Auditor 
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Exhibit A: 
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Fort Bend County Specification Download Acknowledgment 

Request f or Proposals 
Third Party Claims A dministration Services 

for the Fort Bend County Medical, Dental and Cafeteria plans 
RFP 16-086 

\ El\DORS \ffST l\l\IEOl.\TEL\ Rl·'l l R~ THIS FOR-'·1 BY FAX TO 281-3.t l-86 .. 5 

.....••..•...........•.......•....................... ..................................... ........••• 
Vendor Responsibilities: 

~ Vendors are responsible to download and complete any addendums. 
(Addendums will be posted on the Fort Bend County Website no later than 48 hours prior to 
Opening) 

' Vendors will submit responses in accordance with requirements stated on cover o f document. 
' Vendors may not submit responses via email or fax . 

......... ............................. ......... ............... ..... .................... .............. 

Legal Name of Contracting Company 

Contact Person 

Complete Mailing Address 

Telephone Number Facsimile N umber 

Email Address 

S ignature Date 



Fort Bend County, Texas 
Request for Proposals 

Third Party Administration Services 
for the Fort Bend County Medical, Dental and Cafeteria Plans 

RFP 16-086 

I SUBMIT PROPOSALS TO: 

Fort Bend County 
Purchasing Department 
Travis Annex 
301 Jackson, Suite 201 
Richmond, TX 77469 

"*NOTE: 
All correspondence must include the term 
"Purchasing Department" in address to 
assist in proper delivery 

I SUBMIT NO LATER THAN: 

Thursday, May 12, 2016 
I :30 PM (Central) 

I LABEL ENVELOPE: 

RFP 16-086 
TP A Services 

ALL RFPS :"1-WST BE RECEIVED IN AND Tl.WE/DATE St4.lfPED BY THE PURCHASllVG OFFICE OF 
FORT BEND COL 'NTJ' BEFORE THE SPECIF/ED TJ.il/£/DATE STATED ABOVE. 

RFPS RECEJJ'EDAS REQUIRED WILL THE;V BE OPE,\'ED.·LVD THE SA,\1ES 
OF THE RESPOSDJSG I E i...-DORS PUBLICLY READ. 

RFPS RECEIVED AFTER THE SPECIFIED Tl.'HE WILL BE RETURNED UNOPEf\ED. 

Results will not be give.n by phone. 
Results will be provided afier final 
agreement approved by Commissioners Court. 

Prepared: 4/8/16 
Issued: 4/ 13/ 16 

Fort Bend County is always conscious and 
extremely appreciative of your effort in the 
preparation of this RFP. 

Requests for information must be in 
writing and directed to: 

Gilbert Jalomo, CPPB 
Purchasing Agent 
gilberLjalomo@fo11bendcountvtx.1mv 
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Respondent Information 

Legal Name of Contracting Company 

Federal ID Number (Company or Corporation) or Social Security Number (Individual) 

Telephone Number Facsimile Number 

Complete Mailing Address (for Correspondence) 

City, State and Zip Code 

Complete Remittance Address (if different from above) 

C ity, State and Zip Code 

Authorized Representative and Title (printed) 

Authorized Representative's Emai l Address 

S ignature of Authorized Representative Date 
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1.0 INTRODUCTION: 

Fort Bend County, Texas (hereafter referred to as the ("County") seeks Proposals for selection of 
firm ("Respondent") to provide Third Party Administration Services for the Fort Bend County 
Employee Medical, Dental and Cafeteria Plan (" Project") in accordance with the terms, conditions 
and requirements set forth in this RFP. 

2.0 PROPOSAL CONT ACT: 

This Proposal is being issued by the County Purchasing Agent on behalf of Fort Bend County, Texas. 
Thus, responses should be directed to the Purchasing Agent, as outlined below. Respondents are 
specifically directed NOT to contact any County personnel for meetings, conferences or technical 
d iscussions that are related to this Proposal other than specified herein. Unauthorized contact of any 
County personnel will likely be cause for rejection of the Respondent' s proposal. All 
communications regarding the Proposal shall be directed to the County's Proposal Contact. 
Communication with the Proposal Contact is permitted via email, facsimile, or written 
correspondence. 

PROPOSAL CONTACT: 

Gilbert Jalomo, CPPB 
County Purchasing Agent 
Fort Bend County Travis Annex 
30 I Jackson, Suite 20 I 
Richmond, Texas 77469 
G i lbe11.Ja lom<Y'afortbendct)Untvtx .gov 

3.0 GUIDELINES: 

By vi11ue of submitting a proposal, interested parties are acknowledging: 

3.1 The County reserves the right to reject any or all proposals if it determines that select 
proposals are not responsive to the RFP. The County reserves the right to reco nsider 
any proposal submitted at any phase of the procurement. It also reserves the right to 
meet with select Respondents at any time to gather additional information. 
Furthermore, the County reserves the right to delete or add scope up until the final 
contract signing. 

3.2 All Respondents submitting proposals agree that their pricing is valid for a minimum 
of one-hundred twenty ( 120) days after proposal submission to the County. 
Furthermore, the County is by statute exempt from the State Sales Tax and Federal 
Excise Tax; therefore, proposa l prices shall not include taxes. 

3 .3 This Proposal does not comm it the County to award nor does it constitute an offer of 
employment or a contract for services. Costs incurred in the submission of this 
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proposal, or in making necessary studies or designs fo r the preparation thereof, are 
the sole responsibility of the Respondents. Further, no reimbursable cost may be 
incurred in the anticipation of award. Proposals containing elaborate artwork, 
expensive paper and binding and expensive visual or other presentations are neither 
necessary nor desired. 

3.4 Jn an effort to maintain fairness in the process, all inquiries concerning this 
procurement are to be directed on ly to the County's Purchasing Agent in writing. 
Attempts to contact any memhers of the County' s Commissioners' Court or any other 
County employee to influence the procurement decis ion may lead to immediate 
el imination from further consideration. 

3.5 When responding to this Proposal, follow all instructions carefully. Submit proposal 
contents according to the outline specified and submit a ll hard copy and electro nic 
documents according to the instructions. Failure to fo llow these instructions may be 
considered a non-responsive proposal and may result in immediate elimination from 
further consideration. 

4.0 PROPOSAL SUBMISSION: 

4.1 Questions concerning this RFP must be submitted in writing to: 

Questions concerning this RFP must be submitted in writing to Proposal Contact. 
Responses to questions will be issued in writing only, verbal questions and responses 
will not be considered. Deadline for submission of questions and/or clarificatio n is, 
Wednesday, April 27, 2016 at 3:00PM (Central). Requests received after the 
deadline will not be responded to due to the time constraints of this Proposal process. 

4.2 When submitting a proposal in response to this request the fo llowing are requi red: 

4.2.1 One ( I) original, five (5) electronic response on CD or flash drive. C D or 
flash d rive must contain only one (I ) fi le in PDF format and must match 
\Vrinen response identically. Failure to provide proper CD or flash drive will 
result in disqualification. 

4.2.2 Insure that this RFP is included in your proposal and that all the information 
requested on the cover of this RFP is completed. 

4.2.3 Provide a title page showing the RFP subject, name of Respondent, address, 
telephone number, fax number and email address. The title page must be 
signed by an officer of the firm. 

4.2 .4 Provide all requ ired elements as stated. 
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4.3 Proprietary Information: 

If a proposal includes any proprietary content or information that the Respondent 
does not want disclosed to the public, such content or information must be clearly 
identified on every page on which it is found. Content or information so identified 
will be used by Fort Bend County officials and representatives solely for the purpose 
of evaluating proposals and conducting contract negotiations. 

4.4 Cost of Proposal Preparation: 

The cost of preparing a response to this RFP is not reimbursable to Respondent. 

4.5 Modification or Withdrawal of Proposals: 

Any proposal may be withdrawn or modified by written request of the Respondent 
prior to the deadline for submission. Modifications received after the submission 
deadline will not be considered. Respondents wi ll be accorded fair and equal 
treatment with respect to any opportunity for d iscuss ion and revision. Revisions will 
be permitted after submission and before final contract award for the purpose of 
obtaining the best and final offer. 

4.6 Preparation of Proposal: 

Proposals must be in correct format and complete. Respondents are expected to 
address all items in as much detail as necessary for Fort Bend County representatives 
to make a fair evaluation of the company and the proposal. 

4.7 Confidentiality of Proposals: 

Proposals will be opened on the date specified on the cover page and kept secret 
during the process of negotiations. Only the names of the Respondents wi 11 be made 
public at time of opening. All proposals that have been submitted shall be open for 
public inspection only after final contract award, subject to the requirements of the 
Texas Public Information Act. 

4.8 Contract Award: 

Award of contract will be made by Fort Bend County Commissioners Court to the 
responsible company(s) who has been determined to be the best evaluated offer 
resulting from negotiations. Fort Bend County reserves the right to reject any or all 
proposals and is not obligated to award a contract pursuant to this request for 
proposals. 
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4.9 Exceptions to the RFP: 

Any and all exceptions, conditions or quali fications to the provisions contained 
herein must be clearly identi fied as such together with reasons for taking exception, 
and inserted in the proposal along with associated costs. 

5.0 INSURANCE: 

S. l All Respondents must submit, with RFP, a current certificate of insurance indicating 
coverage in the amounts stated below. In I ieu of submitting a certificate of insurance, 
Respondents may submit, with RFP, a notarized statement from an Insurance 
company, authorized to conduct business in the State of Texas, and acceptable to Fort 
Bend County, guaranteeing the issuance of an insurance policy, with the coverage 
stated below, to the contractor named therein, if successfu l, upon award of this 
Contract. Failure to prov ide current insurance certificate or notarized statement will 
result in d isqualification of submittal. 

5.2 The certificates of insurance to be satisfactory to Fort Bend County, naming the 
contractor and its employees as insured: 

5.2. I Workers Compensat ion in accordance with the laws of the State of .Texas. 
Substitutes to genuine Workers' Compensation Insurance wil l not be allowed. 

5.2.2 Employers· Liability insurance with limits of not less than $1,000,000 per 
injury by accident, $ l ,000,000 per inj ury by di sease, and $1,000,000 per 
bod ily injury by disease. 

5.2.3 Commercial general liability insurance with a limit of not less than 
$1,000,000 each occurrence and $2,000,000 in the annual aggregate. Policy 
shall cover liabi lity for bodi ly injury, personal injury, and property damage 
and products/completed operations aris ing out of the business operations of 
the policyholder. 

5.2.4 Professional Liabi lity insurance with limits not less than $2,000,000 each 
claim/annual aggregate. 

5.3 County and the members of Commissioners Court shall be named as additional 
insured to all required coverage except for Workers' Compensation and Profess ional 
Liability (if required). All Liability policies written on behalf of contractor shall 
contain a waiver of subrogation in favor of County and members of Commissioners 
Court. 

5.4 If requ ired coverage is written on a claims-made basis, contractor warrants that any 
retroactive date applicable to coverage under the policy precedes the effective date of 
the Contract and that cont inuous coverage will be maintained or an extended 
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discovery period wi II be exercised for a period of2 years beginning from the time the 
work under this Contract is completed. 

5.5 Contractor shall not commence any portion of the work under this Contract unti l it 
has obtained the insurance required herein and certificates of such insurance have 
been filed with and approved by Fort Bend County. 

5.6 No cancellation of or changes to the certificates, or the po licies, may be made without 
sixty (60) days prior, written notification to Fort Bend County. 

6.0 INDEMNIFICATION: 

Respondent shall save harmless County from and against all claims, liability, and expenses, 
including reasonable attorney's fees, arising from activities of Respondent, its agents, servants or 
employees, performed under this agreement that result from the negligent act, error, or omission of 
Respondent or any of Respondenfs agents, servants or employees. 

6.1 Respondent shall timely report all such matters to Fort Bend County and shall, upon 
the receipt of any such claim, demand, suit, action, proceeding, lien or judgment, not 
later than the ft fteenth day of each month: provide Fort Bend County with a written 
report on each such matter, setting forth the status of each matter, the schedule or 
planned proceedings with respect to each matter and the cooperation or assistance, if 
any. of Fort Bend County required by Respondent in the defense of each matter. 

6.2 Respondent's duty to defend, indemnify and ho ld Fo11 Bend County harmless shall be 
absolute. It shall not abate or end by reason o f the expiration or termination of any 
contract unless otherwise agreed by Fort Bend County in writing. The provisions of 
this section shall survive the termination of the contract and shall remain in full force 
and effect with respect to all such matters no matter when they arise. 

6.3 In the event of any dispute between the parties as to whether a claim, demand, suit, 
action, proceeding, lien or judgment appears to have been caused by or appears to 
have arisen out of or in connection with acts or omissions of Respondent. 
Respondent shall never-the-less fully defend such claim, demand, suit, action. 
proceeding, lien or judgment until and unless there is a determination by a court of 
competent jurisdiction that the acts and omissions of Respondent are not at issue in 
the matter. 

6.4 Respondent's indemnification shall cover. and Respondent agrees to indemnify Fort 
Bend County, in the event Fort Bend County is found to have been negligent for 
having selected Respondent to perform the work described in this request. 

6.5 The provision by Respondent of insurance shall not limit the liabi lity of Respondent 
under an agreement. 
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6.6 Respondent shall cause al I trade contractors and any other contractor who may have a 
contract to perform construction or installation work in the area where work will be 
performed under this request, to agree to indemnify Fort Bend County and to hold it 
harmless from all claims for bodily injury and property damage that arise may from 
said Respondent's operations. Such provis ions shall be in fo rm satisfactory to Fort 
Bend County. 

6.7 Loss Deduction Clause - Fort Bend County shall be exempt from, and in no way 
liable for, any sums of money which may represent a deductible in any insurance 
policy. The payment of deductibles shall be the sole responsibility of Respondent 
and/or trade contractor providing such insurance. 

7.0 TENTATIVE SCHEDULE OF EVENTS: 

Release ofRFP: 
Deadline for Questions: 
Submission Due Date: 
Evaluation of Submissions, Site Visits and Evaluations: 
Commissioners Court Permission to Negotiate: 
Negotiations: 
Final Contract Approval Commissioners Court: 

8.0 EVALUATION FACTORS: 

April 13,2016 
April 27, 2016@3PM 
May 12, 2016@ 1:30PM 
June 13-30, 20 16 
July 12, 2016 
Beginning July 13, 2016 
August 23, 20 16 

Contract award will be made to the Respondent whose proposal is determined to be the best 
evaluated offer resulting from negotiations, taking into consideration the relative importance of 
service, price and other evaluation factors set forth in this RFP and in accordance with The County 
Purchasing Act of the TEXAS LOCAL GOVERNMENT CODE. 

8.1 Basic Requirements: Initially, the proposal will be examined to determine if it 
"qualifies" in that it meets the basic requirement for consideration. This rev iew will 
pertain to such matters as adequate responsiveness to the RFP, necessary signatures, 
completeness, and clarity with respect to such essential factors as price. Failure of 
the proposal to meet the basic requirements of a proposal may disqualify it from 
further consideration. 

8.2 Evaluation of Qualifying Proposals: Having determined that a proposal meets the 
basic requirements, the Evaluation Committee wi ll then evaluate it with respect to 
each of the fol lowing elements: 

Proposal Presentation and Completeness (Maximum 20 points): The Evaluation 
Committee will review the proposal for its completeness, see how the respondent wi ll 
approach the task of initiating and then fully implementing its program, look at the 
proposed health care delivery system in all its facets including how desired resu lts 
wi ll be attained. In all, proposal's clarity, understanding of issues, completeness of 

8 



Fort Bend County RFP 16-086 

program, and demonstration of assurance of performance as to qua I ity and efficiency 
wi ll be weighted when scoring this category. 

Qualifications/Experience/References (Maximum 45 points): Included in this 
criterion of the evaluation will be: Length of time respondent has been in the business 
of Employee Benefits Administration; current and recent history of past performance 
by the Respondent of a s imilar nature to the performance offered in response to the 
RFP; any evidence submitted (letters ofreference) or readily attainable regarding the 
quality of past performance and the reliability of responsiveness of the Respondent; 
the apparent capabi lities of the Respondent to perform well in the execution of its 
obligations under a contract with the County as evidenced by its leadership and 
management personnel, size of organization, length of time in business, past 
performance, and other current contractual obligations defining the Respondents 
capability to undertake and successfully fulfill the obligations proposed to be 
undertaken by its submission of a proposal in response to this RFP. Respondent 
should outline experience with clients of the same size and/or same v icinity/state as 
this County. 

Price (Maximum 35 points): Price per employee per month to provide medical , 
dental and cafeteria p lan administration services. 

9.0 EVALUATION CRITERIA: 

In order to facilitate the analysis of responses to this Proposal, Respondents are required to prepare 
their proposals in accordance with the instructio ns outlined in this patt. Proposals should be prepared 
as s imply as possib le and provide a straightforward, concise description of the Respondent's 
capabilities to satisfy the requirements of the Proposal. Emphasis should be concentrated on 
accuracy, completeness, and clarity of content. All parts, pages, figures, and tables should be 
numbered and clearly labeled. 

9.1 Respondents are required to follow the outline below when preparing their proposals: 

T itle Page 
Table of Contents 
Executive Summary 

I. Response to Questions Concerning: 
a. Medical Administration 
b. Dental Administration 
c. Cafeteria Plan Administration 

2. Price 

9.2 Any exceptions to the Proposal requirements shall be identified in the app licable 
section. 
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9.3 Executive Summary- This section should be limited to a brief narrative highlighting 
the company's background and exper ience. Narrative should clearly demonstrate 
compliance with Respondent qualifications listed in the RFP specifications. Include 
length of time the company has been in business and provide examples of past 
projects. Include a list of current and/or pending installations, includ ing number of 
licensed users. 

10.0 EVALUATION PROCESS: 

t 0.1 After the proposals are received, the evaluation team shall evaluate each proposal that 
was submitted on time, and the evaluation shall be based on the criteria listed in the 
proposal. Selection committee members wilt conduct a quantitative evaluation 
according to a numerical ranking system and a qual itative evaluation for over all 
proposal content and its conformance to requirements. The entire evaluation 
committee will then meet to discuss the strong and weak points of each proposal to 
assure that it has been evaluated fairly, impartially and comprehensively. Following 
this initial evaluation, the eva luation team may recommend contract award without 
further discussion with Respondents, or the fi rms submitting the top rated proposals 
may be asked to make an oral presentation to the evaluation team fo r the propose of 
further clarification and evaluation of the proposals. 

I 0.2 If site vis its and interviews are scheduled, the representatives of the finn who will be 
directly assigned to the account must be present at the interview. 

I 0.3 The evaluation team shall not disclose any information included in a firm's proposal 
to another firm during the RFP process and shall not disclose any information for the 
purpose of bringing one firm's proposal up to that of a competitor's proposal. 

I 0.4 Fort Bend County reserves the right to reject any and all proposals received for any 
reason that wou ld be to the benefit of Fort Bend County. 

J 0.5 All proposals submitted are to be valid for a period of one-hundred twenty (120) 
days. 

I 0.6 Site visits may be required. Respondents may be required to facilitate such visits; 
however, County will be responsible for all travel costs associated with any and a ll 
site visits. 

11.0 AWARD: 

Proposals will be opened on the date specified on the cover page and kept secret until the Fort Bend 
County Commissioners Court awards a fina l negotiated contract. Only the names of the 
Respondents will be read aloud during the opening. A ll proposals that have been submitted shall be 
open to public inspection after the contract award. 
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12.0 TEXAS ETHICS COMMISSION FORM 1295: 

12. 1 Effective January I , 2016 all contracts executed by Commissioners Court, regardless 
of the dollar amount, will require completion of Form I 295 "Certificate oflnterested 
Parties", per the new Government Code Statute §2252.908. All vendors submitting a 
response to a formal Bid, RFP, SOQ or any contracts, contract amendments, renewals 
or change orders are required to complete the Form 1295 online through the State of 
Texas Ethics Commission website. Please visit: 
https://www.ethics.state.tx.us/v, hatsnew!e lf info fom1 I ?QS.htm. 

I 2.2 On-line instructions: 

12.2.1 Name of governmental entity is to read Fort Bend County. 

12.2.2 Identification number used by the governmental entity is the solicitation 
number: RFP I 6-086. 

12.2.3 Description is the title of the solicitation: TPA Services. 

12.3 Selected Respondent will be required to provide the Form 1295 within three (3) 
calendar days from notification. In the event the vendor does not provide the 
document in the stated time period the vendor's response will be marked as 
disqualified and the next highest evaluated Respondent wi ll be contacted. 

13.0 ADDITIONAL REQUIRED FORMS: 

All Respondents submitting are required to complete the attached and return with submission: 

13. 1 Respondent Form 

13.2 W9 Form 

13.3 Tax Form/Debt/Residence Certification 

14.0 ATTACHMENTS: 

I . General Questionnaire 
2. Medical/Dental/Cafeteria Plan Administration Questionnaire 

15.0 EXHIBITS: 

I . Fort Bend County Medical and Dental plan statistical data 
2. Fort Bend County Cafeteria plan enrollment by category 
3. Current FBC Medical Plan Document 
4. Current FBC Dental Plan Document 
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5. Current FBC Cafeteria Plan Document. 
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ATTACHMENT l 

GENERAL QUESTIONNAIRE 
FOR TIDRD PARTY ADMINlSTRATORS 

l. Please give a history o f your firm, including ownership, length of time in the contract claims 
administration business, physical location and satellite operation locations 

2. Please provide a list of all companies/organizations that you have a financial interest in and a 
description of that financial interest. 

3. Successful vendor must have a completed 1295 form from The Texas Ethics Commission on 
file with Fort Bend County prior to award by Commissioners Court 

4 . Please include a copy of your most recent audited financ ial statement (i ncluding P&L and 
balance sheet) (Please mark as Confidential) and SAS70 report for the previous 3 years. 

5. Please send a copy of your Third Party Administrators Errors and Omission Pol icy and 
disclose if you currently have, or have had in the past, any litigation involving your claims 
service and the dispositio n of that litigation. 

6. Please list the number of employees you employ by department and j ob function. 

7. Please list all employee benefit related organizations that your firm belongs to and the length 
of time. 

8. Please give the total number of employee lives that you currently administer, month-by­
month for the past twelve (l 2) months. 

9. Please list all states where you are currently a licensed T.P.A. 

l 0. Please list all states where you currently have clients. 

11. Please list all fully insured carriers with which you have draft book authority. 

12. Please list all Stop loss carriers with which you are approved. 

13. Please list all PPO's with which you currently work. 

14. Please list all Pre-Certification/Util ization Review/Case Management companies that you 
currently administer claims in conjunction with your cl ients benefit p lans. 

15. Please list all Prescription Benefit Management companies with which you currently work. 
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16. Please list all E.A.P organizations with which you work. 

17. Please list all political subdivisions in Texas for which you currently administer medical, 
dental and cafeteria plans with including years doing business, the name of a contact and 
telephone number; i.e., state, county, city, school district, etc. 

18. Please provide a list of all clients that have terminated the last three (3) years, give reason for 
termination and a contact person. 

19. Please complete the Medical , Dental and Cafeteria Plan Administration Questionnaire. 
Please add a section in your response to this RFP and t itle it Optional Services if you w ish to 
offer additional services. Any Optional Services you offer must be listed here with the name 
of the service and a complete description of the service. If there is a charge for the optional 
service, it must be disclosed in this section. If a charge/fee for an Optional Service cannot be 
quoted at this time due to a lack of information, please state in your proposal:" Additional 
information is required for a charge/fee quote" 
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ATTACHMENT 2 

MEDICAL, DENT AL, CAFETERIA PLAN CLAIMS ADMINISTRATION 
QUESTIONNAIRE 

MEDICAL ADMINISTRATION 

I. Where is your cla ims payment office located that would serve the Plan? Would benefit 
checks and explanation of benefits forms be mailed from the claims office or elsewhere? 
Please provide a sample EOB 

2. Ho w many employees would you assign to our account? Which of them would be dedicated 
to our account only? State titles and explain function with brief biographies on each. 

3. What is the minimum experience for hiring a claims processor at your firm? How much 
experience (minimum and average) would the personnel assigned to our account have? 

4. Have you developed your own claims payment software, or do you use vendor software? 
Describe your system; identify the vendor if a vendor is used. Do you own o r lease your 
claim software? Explain any special features of the system you use. 

5. If any o f your claim adjudication is manual, please explain. 

6 . Is your claim system and tinn compliant with HIPAA Privacy requirements? 

7. Is your claims system capable of handling a group with different plan designs? 

8. Describe procedure used to screen fo r duplicate charges 

9. Explain your coordination of benefits procedures and state your average percentage of 
recovery on all health benefit accounts now handled, in relation to claims paid. If possible, 
estimate your anticipated dollar amount of recovery on this account. 

I 0. What is your average claims turnaround time? Specify in calendar days for both average and 
maximum allowed turnaround. Define all terminology used. If a claim is not " clean" when 
first received, explain the procedures used and the time required to correspond for additional 
information. 

11. Do you furnish your explanation of benefits with the payment check or separately? Explain 
procedures and who receives copies. 

12. Do you furnish your explanation of benefits with the payment check or separately? Explain 
procedures and who receives copies. 
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13. Do you generate your own usual and customary fee date, or do you use vendor data? If so, 
who? How often is it updated? Can you pay at differing percentiles if requested by the 
client? 

14. Do you have the capabil ity to process medical claims with Medicare pricing? 

15. Describe the standard procedures used for subrogation investigation. 

16. What services does your firm usually offer for claims on which subrogation may he possihle? 
If options are available, explain and indicate fees 

17. Do you batch claim payments? 

18. Please explain what type of claims filing system you use. 

19. Wil l you reimburse the County for all payments due to overpayment of a claim if refund 
cannot be received fro m provider within 6 months? 

20. Describe your clin ical editing capabilities to detect unbundling, up coding, duplicate claims 
payment and other erroneous claims filing practices, inc luding fraud and other abuses 

2 1. Please explain your internal audit procedures and at what level these aud its begin. Please 
explain if you have external aud its performed and will you provide copies of those audits? 

22. Do you have a catastrophic backup plan? Please explain 

23. Please explain all claim/eligibility system security and your company's security 

24. Do you have a service by which providers may verify participant coverage? Jfso, what hours 
and days does it operate? Do you have a tol l free number? If the service is not operated 24 
hours/7 days a week. would you be willing to expand it? 

25. Provide any third party actuarial studies or any other objective outside data ava ilable that 
assess the effectiveness of your TPA service for other cl ients with similar plans in obtaining 
accurate payment of claims. 

26. Is postage included in your mo nthly fee per participant? 

27. Please include samples with a description of the standard types of management reports and 
frequency you provide for your clients, and any fees that are charged for reports. Please 
explain what ad hoc report capabilities you have and any associated fees. 

28. Please explain all lnternet/Webpage capabil ities your firm offers to employees and the 
County including security for these capabilities 
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29. What is the banking arrangement for transfer of funds that you wou ld use for this account? 

30. Include a description of your preferred banking arrangement. Be certain to address the 
fo llowing: 
Who sets up the bank account and pays the banking charges? 
How is the Client assessed banking charges if its own bank is not used to write checks? 
How are funds to be remitted? 
Minimum balance requirement? 
f- requcncy of bank account funding? 
Timing on claims funding? 
Funding to claims through any bulk payment arrangement? 
Reconci liation procedures 

3 1. Are any alternative banking arrangements available? If so, describe briefly. 

32. Are you able to use drafts and print on C lient' s stock? 

33. Assuming direct c laims subm ission, describe your procedures for handling el igibility? 

34. How often do you require updated e ligi bility from your Clients? 

35. How long do you anticipate it taking to set up e ligibility for this Client? 

36. What online eligibil ity capabilities are available to the Client? 

37. Can you receive eligibility files electronically? lf the County provides a fu ll eligibility feed 
to the new administrator, how long before the effective date does your firm need to receive 
this data? 

38. Can your system track each dependent by the dependent's name and the dependent's socia l 
security number? 

39. Specify how you would prefer to receive the data ( i.e. tape, disk electronically 

40. Please provide the specifications of your preferred method 

41. If any costs are associated with your preferred method, would you be willing to assume that 
cost? 

42. Estimate your minimum start-up time from date of contract award to date you could 
commence processing claims. Do you presently have the needed personnel, equipment and 
fac ilities? If not, how do you propose to obta in them? 

43. Do you provide COBRA administration in your basic fee? Ifnot, please state additional fee. 
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44. Please include a copy of your company's HIP AA policy includ ing a copy ofthetrainingyour 
employees receive. 

45. Wi ll you provide an administrative manual for the Risk Management Department? 

46. Wi ll you produce I.D. cards, benefit booklets and is there a cost? If yes, please explain any 
costs associated with this item. 

47. Will you produce and timely file IRS form 1099 for providers? 

48. Please include a sample monthly invoice for your services 

49. May additional vendors be added to your monthly invoice in order to consolidate bil ling? 

50. Can you invoice monthly for COBRA participants Retiree participants and Survivor 
participants? Please explain in detail what you would do if a COBRA, Retiree participant 
and Survivor participant does not pay their monthly premium in a timely fashion. 

5 1. Wi ll you provide a contact person to answer legal questions and expla in changes in benefits 
required by the federal government? 

52. Does your firm have personnel avai lable to assist in annual enrollments? Please explain any 
costs associated with this. 

53. Please describe the PPACA - Health Reform Services you will provide to self-insured cl ients 
and the associated costs as applicable 

54. Furnish your proposed fee structure, and explain the details and costs of any services or 
options offered. Explain if additional fees will be imposed for processing runoff claims in the 
event of termination. Unless you state otherwise, it w ill be assumed that all TPA services 
discussed in your proposal are included in the basic fee quoted. The County would prefer a 
composite basic fee (PEPM) for medical claim administration. If you have a separate fee for 
COBRA participants or any other category of participation in the medical program, please 
inc lude the fee or it will be assumed all participants in the medical program will have the 
same fee as the composite basic fee (PEPM) 

55. Include a sample of your administrative service contract for medical claim administration. 

DENTAL ADMINISTRATION 

I . Is your dental claims payment system a component of your medical clai m system or is it a 
separate system? 

2. Is any part of your dental claims payment system manual? If so, please explain. 
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3. ,,,_ 

-
4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

Do you generate your own dental usual and customary fee data, or do you use vendor data? If 
so, who? How often is it updated? Can you-pay at differing percentiles if requested by the 
client? 

What percentile do you use for payment of dental claims and can clients pick alternate 
percentiles? 

Will the system automatically deny any (all) non-covered items based on the procedure codes 
entered by the processor? 

Are claims routinely coded using standard ADA codes? What other coding protocols are 
used? 

How long has your firm been processing dental claims? 

Are the same internal and external audit processes the same as medical claims? If not, please 
explain 

Please include resumes on the dental claims team personnel 

Please provide a sample EOB for a dental claim 

Can you receive el igibility in the same electronic method as the medical plan? 

The County would prefer a composite basic fee (PEPM) for dental c laim administration. 

Include a sample o f your administrative service contract for dental. 

CAFETERIA PLAN ADMINISTRATION 

1. Is your cafeteria plan administration component integrated within your medical/dental 
claims/administration system? 

2. Include with this proposal any forms, documents and brochures that you wil l prov ide Fort 
Bend County. 

3. Include costs for any services, brochures, forms and aud io-visual material, which you will 
provide assistance in developing. 

4. What experience does your organization have with Section 125 Plans and for what period of 
time have you administered such plans? 

5. If there are any questio ns from Fort Bend County or its employees relating to this program. 
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will you provide easy access to the answers? This includes staff support and toll free access 
to the staff? Describe your consumer service program in detail. 

6. Can you provide a printed copy of any employee' s contribution and expense status if 
requested, on demand? 

7. In order to provide the services at the level of fees indicated in your proposal, w ill you 
require any minimum amount of participants in the Section 125 Plan? 

8. Describe a typical medical expense reimbursement claim. How would you expect it to be 
reported, what documentation would you require, to whom would a claim be submitted and 
where, how long thereafter on the average would a check be issued and to whom would it be 
issued? How frequently are reimbursement claims processed? Would you issue checks 
direct ly to a provider? 

9. Describe a typical dependent care expense reimbursement claim; how would you expect it be 
reported, what documentation wou ld you require, to whom would the claim be submitted and 
where, how long thereafter on the average would a check be issued and to whom would it be 
issued? 

l O. Is your company' s primary business a plan admin istrator, or sell ing products? If you sell 
products would you require that Fort Bend County allow you the opportunity to sell your 
products? Is your administrative cost affected if you do not sell your products? If allowed 
the opportunity, what type marketing opportunity would you require of employees or Fort 
Bend County? What type products would you requ ire be offered? 

11. What assistance would you require of Fort Bend County· s payro ll and accounting department 
in implementing and administering the Plan? 

12. What kind o f frequency of reporting would you prov ide to participants regarding their 
accounts, deposits, cla ims, etc.? 

13. What kind of reporting would you provide the County and what frequency? 

14. What happens to unused balances in the participant' s account at the end of the year? 

15. Do you provide all enrollment forms, claim forms, etc? 

16. Do you have a minimum monthly participation amount? Maximum monthly contribution 
amounts? 

17. Do you maintain separate bookkeeping accounts by participant for each plan option? 

I 8. Do you allow claims to be submitted as incurred, or in increments, or both? 
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19. Can you receive eligibility electronically? 

20. The County would prefer a composite basic fee (PEPM) for Cafeteria Plan administration by 
category. Please state your fee for pa1ticipation in the premium reduction account. Please 
state your fee for participation in the child care account. Please state your fee for participation 
in the medical reimbursement account. 

2 1. Include a sample of your administrative service contract for Cafeteria Plan administration. 

OPTIONAL SERVICES 

Please explain all optional services your firm can offer by name, with a full description of the service 
and any additional charges involved. If a charge/fee for an Optional Service cannot be quoted at this 
time due to a lack of information, p lease state in your proposal "Additional Information is required 
for a charge/fee quote" . 



FORT BEND COUNTY 

2015 JAN FEB MAR APRiL MAY JUNE JULY AUG SEPT ocr NOV OF.C YTD Totals 

Plan Benefits Paid 
Medical Claims $1.723.419 $1,737,759 51 ,367,103 $1 ,803.305 S1/iS5,66S $2,24:3,314 ~1.500,3'35 $1,626,255 $1,354.291 :s 1,f>f>0.801 $1 ,310 ,2·12 $1,902.587 $19,805,085 
Dental Claims 127,631 130,406 156,305 129,99!) 114,345 146,321 184,333 125,336 141,667 113,f/43 11G.61!1 161l.212 1,655,016 
Total Monthly Paid $ 1,851,050 $ 1,863,1&5 s 1,523,408 $ 1,733,305 s 1,800,029 $2,389,636 $1,684,697 s 1,951,591 s 1,495,958 s 1,664,743 5 1,426,721 $ 2,070,799 $ 21,460, 101 

#of Medlcol Claims Paid 4.512 MS9 4,845 4.879 4,910 5,319 4,979 4,64~ 4,3-41 S,3G2 A,122 5.594 59,196 
# of Dental Claim• Paid ·ro2 675 787 626 567 759 9;·3 649 754 659 t\92 823 8,666 

Monthly Mttdlcal Enrollment YTD Average 
Employee Only 1,154 1,1 49 1,119 1.129 1.133 1,133 1,134 1,128 i.120 1.132 1,134 1,138 1134 
Spouse 257 25a 268 278 217 27ll 26' 275 i81 ?83 ,79 2i6 274 
Child 565 567 58' 589 589 !:SU 589 s~ $8'1 56'1 SSS 566 583 
Family 33.1 ~3 346 341 :.;49 350 354 354 355 356 354 35S 349 
Total Monthly Enrollment 2,309 2,307 2,316 2,337 2,348 2,349 2,358 2,3'41 2,340 2,355 2,352 2,360 2339 

Monthly O~nt~I Enrollment YTDAverage 
Employee Only 1,142 1,139 1,110 1.118 1, 127. 1,13? l ,127 1,123 1.121 1.135 1,134 1,137 1128 
Spouse 482 461 478 481 463 403 484 479 479 480 481 480 481 
Child 325 32:; 336 338 :l.."8 336 336 s~ 330 330 339 ~2 335 
Family 344 3.47 373 37\l 359 366 370 S69 370 :iGe 369 372 366 
Total Monthly Enrollment 2,293 2,290 2,297 2,307 2,312 2,317 2,317 2,307 2,308 2,319 2,323 2,331 2310 

2014 JAN FEB MAR APRIL MAY JUNE JULY AUG SEPT OCT NOV DEC YTD Totals 

Plan Benetlts Paid 
Medical Claims $1,730.728 $1,402,521 $1,565,823 $2,005.744 S1,4!3,242 Sl.780.931 $1,641 ,936 $1.?.58.776 2,002,231 2,002,931 S1.198,1Sl $2.115,937 $20, 149,009 
Dental Claims 170,303 120,00~ 164,278 162,970 1:13,417 131,387 ,147,2 17 150,290 132,567 148,228 100, 121 140,809 1,709,784 
Total Monthly Paid $ 1,901,111 $1,530,609 $1,730, 101 $ 2,168,723 s 1,1!48,6119 $1,912,318 s 1,789,203 $ 1,409,088 2,134,818 2,181,11!9 $ 1,298,278 $ 2,21!8,746 $ 21.8118, 79a 

#of Medlen I Claims Paid 4.419 4,522 4.725 4,920 4,703 4.230 4,647 4.G89 6,126 G,275 4,?.73 5,"'98 59,327 
# ot Dental Claims Paid 814 6 18 833 ?99 676 719 806 ?57 741 721l 568 693 8,752 

Monthly Mcdic11I Enrollment VTD Average 
Employee Only 1,033 1,047 1,026 '1.031 1,052 1.053 1,058 1,075 1,08~ 1,039 11090 1.090 1061 

Spouse 292 289 302 303 301 301 301 301 301 302 298 298 299 
Child t;t;2 45!1 446 451 454 401 •1GO 4~6 ~60 459 453 413$ 458 

Family l\00 40S 445 -446 455 456 453 454 450 463 451 4!)2 444 

Total Monthly Enrollment 2,195 2,1911 2,219 2,231 2,262 2,271 2,272 2,286 2,2113 2,303 2,302 2,308 2282 

Monthly O•ntal Enrollment YTO Averiige 

Employee Only 1,050 1,054 1,026 1,032 1,047 1.002 1,059 1.oee 1,067 1,07\) 1.075 1.ceo 1057 

Spou111 4~ 483 4S4 498 499 500 501 503 501 soo 503 502 497 

Child 32S 321 314 ~17 314 314 311 307 309 305 :~10 ~1 0 313 

Family 350 346 373 369 375 374 373 311 367 370 369 $69 367 

Total Monthly Enrollment 2,209 2,204 2,207 2,216 2,235 2,240 2,244 2,249 2,244 2,254 2,2117 2,291 2231! 
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Fort Bend County 

Section 125 Cafeteria Plan 
ADOPTION AGREEMENT 

Effective Date: 01/01/2007 

Item I: Adoption 

The Employer hereby establishes a Qualified "Cafeteria Plan" as set forth pursuant to Section 125 of the 
Internal Revenue Code. The Benefit Package Opti-Ons listed in Item VII below have been incorporated 
into this Plan by reference. Nothing in this Adoption Agreement shall be intended to override the terms of 
the Plan Document to which this Adoption Agreement is attached. 

Name of Organization: 
Federal Employer ID Number: 
Mailing Address: 
City, State. Zip: 
Street Address: 
Street Zip: 
Form of Organization: 
Organized in the state of: 

Plan Information 
Plan No.: 
Plan Name: 
Original Effective Date: 
Plan Year Runs"': 
Plan Restated and Amended: 

Item II: Employer Organization 

Fort Bend County 
74-6001969 
301 Jackson 
Richmond, TX 77469 
301 Jackson 
Richmond, TX 77469 
Government 
TX 

Item Ill: Plan Elections 

502 
Fort Bend County 125 Flexible Benefits 
04/01/1989 
01/01 - 12'31 
01/01/2007 

*This Plan is designed to nm on a 12-month plan year period as stated above. A Short Plan Year may occur when the Plan is first established, 
when the plan year period chmlges, or at the termination of a Plan. 

Plan Administrator; 

Plan Service Provider: 
Street Address: 
City, Stat~ Zip: 
Contact: 
Phone: 

Fort Bend County 

Boon-Chapman 
12301 Research Blvd., Suite 400 
Austin, TX 78759 
Terri Garza 
(800) 252-9653 

Item IV: Eligibility Requirements 

(a) Except as provided in (b) below, the Classification of eligible employees consists of All employees. 



(b) Employees excluded from this classification group are those individual employees who fall into one or 
more of the following categories below: 

Individuals under 18 years of age. 
Employees who work less than 40.0 hours per week. 

Service Period Requirement 

For All plan years, eligibility is the following: 

First of the month following the 90th day after hire. 

Item V: Plan Entry Date 

The Plan Entry Date is the date when an employee who has satisfied the Eligibility Requirements may 
commence participation in the Plan. The Plan Entry Date is the later of the date the Employee files a 
Salary Reduction Agreement or Date requirements are met. 

Item VI: Contacts and Responslbilltles 

Benefits Coordinator 
Name: 
Title: 
Phone: 
Company Name: 
Street Address: 
City, State, Zip: 

Acceptance of Legal Process 
Name: 
Title: 
Phone: 
Company Name: 
Street Address: 
City, State> Zip: 

Director of Risk Management 
(281) 341-8630 
Fort Bend County 
301 Jackson 
Richmond, TX 77469 

County Attorney 
(281) 341-4555 
Fort Bend County 
301 Jackson 
Richmond, TX 77469 

Hem VII - Benefit Package Options 

The following Benefit Package Options are offered under this Plan: 

Major Medical Plan. 
The terms, conditions, and limitations of the Core Health Benefits offered will be as set forth 
in and controlled by the Group/Individual Medical Insurance Policy or Policies. 

Non-Core Supplemental Health Benefits. 
The terms, conditions, and limitations of the Non-Core Supplemental Health Benefits offered 
will be as set forth in and controlled by the Group/Individual Medical Insurance Policy or 
Policies. 

Unreimbursed Medical Plans. 
The tenns, conditions, and limitations will be as set forth in and controlled by the Plan 



Document. Each year each participant may elect in writing on a form filed with the plan 
administrator on or before the date he first becomes eligible to participate 

Dependent Care Plans. 
The terms, conditions, and limitations will be as set forth in and controlled by the Plan 
Document. Each year each participant may elect in writing on a fonn filed with the plan 
administrator on or before the date he first becomes eligible to participate 

Item IX • Flexible Spending Account Elections 

The Closing Period is the period of time that begins after the Plan Year ends during which the employee 
can submit claims for payment of Qualified Expenses incurred during the Plan Year. This Closing Period 
begins at the end of the Plan year and terminates 60 days after the end of the plan year. 

The Claims Submission Grace Period is the period of time after an employee tenninates employment (or 
loses eligibility to participate in the Plan) during which the employee can b'Ubmit claims for expenses 
incurred while the employee remained a participant. The Claim Submission Grace Period begins on the 
employee's termination and ends 60 days after the end of the plan year. 

Health FSA 

(a) The maximum annual reimbursement amount an Employee may elect for any Plan Year is $2600.00. 

(b) The maximum annual reimbursement amount that a Participant may receive during the year is the 
annual reimbursement amount elected by the Employee on the Salary Reduction Agreement for 
Health FSA coverage, not to exceed the amount set forth in (a) above. 

(c) Minimum Contribution for this Benefit per Plan Year per Employee is $0.00. 

( d) In order to receive reimbursement under the Health FSA> the claim or claims must equal or exceed the 
Minimum Check Amount. If a claim or claims submitted by the Participant do not equal or exceed 
this amount, the claim or claims will be held until the accumulated claims equal or exceed the 
Minimum Check Amount, except that claims submitted for reimbursement during the last month of 
the Plan Year, the Closing Period, or the Claims Submission Grace Period, whichever is applicable, 
will not be subject to the Minimum Check Amount. There is no Minimum Check Amount under this 
Plan. 

Oependent Care Assistance Plan 

(a) The maximum annual reimbursement amount a Participant may elect under the Dependent Care 
Assistance Plan for any Plan Year is the lesser of the maximum established by the Plan described in 
(b) below or the statutory maximlim specified in Code Section 129 (as described in Appendix A of the 
Plan). 

(b) The maximum annual reimbursement amount established by the Dependent Care Assistance Plan is as 
follows: $5000.00 for married filing jointly or single and $2500.00 for married filing separately. 

( c) The maximum annual reimbursement that a Participant may receive during the year is the annual 
reimbursement amount elected by the Participant on the Salary Reduction Agreement, not to exceed 
the amount in (a) above. 

(d) Minimum Contribution for the Benefit per Plan Year per Employee is $0.00. 

(e) In order to receive reimbursement under the Dependent Care Assistance Plan, the claim or claims 
must equal or exceed the Minimum Check Amount. If a claim or claims submitted by the Participant 
do not equal or exceed this amount, the claim or claims will be held until the accumulated claims 

, . 

! 



equal or exceed the Minimum Check Amount, except that claims submitted for reimbursement during 
the last month of the Plan Year or during the Closing Period or Claims Submission Grace Period, 
whichever is applicable, will not be subject to the Minimum Check Amount. There is no Minimum 
Check Amount under this Plan. 

Item X • Incorporation by Reference 

The actual tenns and the conditions of the separate benefits offered under this Plan are contained in 
separate, written documents governing each respective benefit, and will govern in the event of a conflict 
between the individual plan document and the Employer's Cafeteria Plan adopted through this Agreement 
as to substantiv content. To that end, each such separate document, as amended or subsequently 
replaced, is her incorporat by referen as if fully recited herein. 

Signature: --+J.::...Jl,,.l~~u__µ..;:.....::..~...:::.....::!L-_____ Date: 1'2.. / fl /°'1 
Name: 2osee. H£8~a.i 
Title: ccu.N1Y J'"UD&~ 

Executed at: Fort Bend County 
301 Jackson 
Richmond, TX 77469 
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PLAN DOCUMENT 

As ADOPTED BY 
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Section 125 Cafeteria Plan 

1. INTRODUCTION 

1.1.PURPOSE OF PLAN 

The purpose of tllis Plan (as defined in Section 2.26) is to provide Employees of the Company a choice between cash and the 
non-taxable Benefit Package Options referenced herein under Section 6. The Plan is intended to qualify as a "cafeteria plan" 
under Section 125 of the Intemal Revenue Code, as amended from time to time. It is the intent this Plan will be maintained for 
the exclusive benefit of the Company's Eligible Employees (as defined in Section ~.17 herein), their Dependents, and 
beneficiaries. The Employer further intends that the tenns of this Plan, including those relating to the underlying Insurance 
Benefits. Medk:al Expense Reimbuncment Plan. and the Dependent Care Assistance Plan, be legally enforceable by EJigible 
Employees. If elected by the Employer, the Dependent Care Assistance Plan is intended to qualify as a Code Section 129 
dependent care assistance plan, and, if elected by the Employer, the Medical Expense Reimbursement Plan is intended to 
qualify as a Code Section 105 medical expense reimbursement plan. Although reprinted within this document, the Dependent 
Care Assistance Plan and the Medical Expense Reimbursement Plan are separate written plans for pwposes of administration 
and all reporting and nondiscrimination requirements imposed by Sections 105 and 129 of the Code and all applicable 
provisions ofERISA 

2. DEFINlTIONS · 

The following words and phrases used in this Plan bave the meanings set forth ullless a different meaning is clearly required by 
the context. 

2.lADMINI!R'RATOR 

An Administrator is an Employer and/or other person or committee who has been so designated by the Employer in the 
Summary Plan Description. The Administrator is also referred to as the Plan Administrator. 

2.2AFFILIATED EMJ'LoYER 

An Affiliated.Employer is any Employer who, within the context of Code Section 414(b), (c), or (m) of the Code, will be treated 
with the Employer as a single employer for purposes of Code Section 125. 

2.3A.NN1VER8ARY DATE 

The Anniversary Date is the first day of any subsequent Plan Year. 

2.4BF..NEFIT .ELECTION FOIU\f 

The Benefit Election Form is an agreement whereby the Eligil>le Employee participates by electing to redncc and/or deduct 
from the Employee's Compensation to receive selected benefits under Section 6 below. 1be Benefit Election Form is also 
known as a Salary Reduction Agreement 

2.9ENKFIT PACKAGE 0PTJON(S) 

The Benefit Package Optioo(s) are those Qualified Benefits available to a Participant under this Plan as set forth in the 
Summary Plan Description. 

2.6CHANGE IN STATUS 

Change in status means any of tile events described in the Summary Plan Description, as well as any other events iJJcluded 
mtder subsequent changes to Code Section 125 or regulations issued mtder Code Section 125, that the Plan Administrator (in 
its sole discretion) decides to recogni7..e on a unifonn and consistent basis as a reason to change the election mid·year. Note: See 
the Summary Plan Description for niquirements that most be met to perm.it certain mid·year election changes due to a Change 
in Status. 



2. 70..AJM SUBMISSION GRACE PERIOD 

The Claim Submission Grace Period is the period during which Participants who tenninate coverage during the Plan Year can 
file claims after participation in a Benefit Package Option has terminated. If set forth in the Summary Plan Description, a 
separate Claims Submission Grace Period can be established for Participants terminating coverage during the Plan Year and 
will take precedence over the Closing Period with respect to tbose who tenninate employment. If a Claims Submission Grace 
Period is not set forth in the Summary Plan Description. tenninated employees can file claims until the end of the applicable 
Closing Period for expenses incurred before teimination. 

2.8CLOSING l>ERIOD 

Tbe period of time beginning at the end of the Plan Year in which a Participant may wbmit claims incurred during the Plan 
Year. The Closing Period is as specified in the Summary Plan Descriptioa (See Claim Submission Grace Period above.) 

2.9CODE 

The Internal Revenue Code as amended from time to time. 

2.10CoMMI88101''ERS COURT 

Commissioners Court 

2.UCOMPANY 

The organiz.ation named in the Summa1y Plan Description as the "Employer." 

2.12COMPEN8-.\TION 

The cash wages paid to an Employee by the Employer prior to: 

(a) any salary deferral elections made under Code Sec. 401(k), 403(b), 408(k) or 457 (if any) plans, 

(b) any salary reduction elections made under this Plan, and 

(c) any salary reduction elections made under a Code Section 132 transportation fringe benefit plan maintained by the 
Employer. 

2.13CONTRIBUTIONS 

Contributions are amounts withheld from a Participant's Compensation before any applicable state and fe.deral taxes have been 
deducted or, if permitted by the Employer, after all applicable state and federal taxes have been deducted, in accordance with 
the Participant's Salruy Redaction Agreement, to apply towards the cost of the Benefit Package Options selected by the 
Participant. 

2.14DUENDENT 

A dependent is any individual who is a tax dependent of the Participant as defined in Code Section 152(a), provided, however, 
that in the case of a divorced Employee, the Dependent shall be defined (a) as in Code Section 2l(e)(5) (i.e. dependem of the 
parent with custody) for purposes of tho Dependent Care Expense Aca>unt Plan; and (b) for purposes of accident or health 
coverage, a child shall be considered a Dependent of both parents. Nothing in this Se.ction 2.14 is intended to restrict the 
definition of Dependent es\ablished by each Benefit Package Option. 

2.lSEFRCTIVE DATE 

Date specified in the Summary Plan DeRCripiion on which the Plan is applicable to the Eligible Employees. 

2.16ELECTION PERIOD 

The period established by the Plan Administrator in which an election can be made to participate in the Plan pursuant to 
Sections 4.2, 4.3 and 4.4 herein. 

2.17ELJGIBLE EMPLOYEE 

An Employee who meets the Eligiollity Requirements set forth in the SummaJy Plan Description. 



l.18EUGIBILITY REQUIREMENTS 

Those requiremeutc; setting forth the minimwn conditions necessary to be able to participate in the Plan as set forth in the 
Summary Plan Description. 

l.l9EMP1.0YEE 

Any individual who is considered to be in a legal employeHmployee relationship with the Employer for federal withholding 
tax purposes. Such tenns include "former employees" for the limited purpose of allowing continued eligil>ility for benefits 
hereunder for the remainder of the Plan Year in which an employee ceases to be employed by the Employer provided the 
component Benefit Package Option aUows for such continuation and any required contnl>utions are made. The term 
"Employee" shall not include any leased employee (as Code Section 414(n) defines that term) or au iudividoal classified by the 
employer as a contract worker, independent contractor, temporary employee, seasonal or casual employee, whether or not any 
such persons deemed by a court to be in a legal employer-employee relationship with the Employer. In addition, the term 
'°Employee" shall not include any self-employed individual who receives from the Employer "net earnings from self 
employment" within the meaning of Code Section 40l(c)(2) unless such individual is also an Employee or an individual 
covered under a colle.ctive bargaining agreement and the collective bargaining agn:ement specifically provides for participation 
herein. 

2.20EMPLOYER 

The Employer is the Company and any Affiliated Employer that adopts the Plan pursuant to the Company's authori7.ation. 
When the Plan provides that the "Employer" has a certain power (e.g., the appointment of an Plan Administrat~r. ent.cring into 
a conu-act with a third party insurer, or amendment or termination of the Plan), the tet1n "Employer" shall mean only the 
Company. Affiliated Employers who adopt the Piao shall be bound by tl1e Plan as adopted and subsequently amended unless 
they clearly withdraw from participation herein. 

l.211.NTRY DA'l'E 

The date participation in the Plan actually commences after tl1e Eligibility Requirements have been met. This date is set forth in 
the Summary Plan Description. 

2.2lHIGHLY COMPENSATED INDIVIDUAL 

An individual defined under Section lOS(h), U5(e)(2), and 414{q) of the Code as a "highly compensated individual" or a 
"highly compensated employee." 

2.2JINSURANCE BENEFITS 

Employer-sponsored Benefit Package Options provided pursuant to one or more insurance policies issued by an insurance 
carrier or puisuant to a self-funded arrangement other than the Medical Expense Reimbursement Plan, the Dependent Care 
E"''l'Cnse Reimbursement Plan, and the Healtb Premium .Reimbursement Account referenced in Section 6 herein .. 

l.UKEY EMPLOY££ 

An individual who is a "key employee" as defined in Section 125(b)(2) of the Code. 

2.25PARTICIPANT 

Any Eligible Employee participating in the Plan in accordance with Section 3 below. 

l.26PLAN 
This document as set forth herein, together with all documents incorporated by reference, including the Summary Plan 
Description, attachment<>, amendments, and supplements hereto. The Plan will be known by the name and nwnber set forth in 
the Summary PJan Description. 

2.27PLAN YEAR 

Twelve-month period commencing and ending on the dates indicated in the Summary Plan Description and each 
anniversaey thereof. The first Plan Year will commence on the Effective Date of the Plan and may be for less than twelve 



( 

months. A period of less than twelve months may be a Plan Year for the initial or final Plan Years. and a transition period 
to a different Plan Y car. 

l.28QUALIFIED BENEFITS 

Any benefit not included in the gross income of the Employee by reason of an express provision of Chapter 1 of the Code 
(other than Sections 106(b), 117, 124, 127, or 132), including (a) any group-term life insurance coverage that is includlb~ 
in gross income only by virtue of exceeding the dollar limitation on nontaxable coverage under Code Section 79, (b) a 
Health Savings Account (described in Section 2.24 herein); and (c) any other benefit permitted by the Income Tax 
Regulations. Long· Term Care insurance shall not be a qualified benefit hereunder. 

2.29RE1MBURSEMENT ACCOUNT 

Tile funding mechanism by which amounts are withheld from an Employee's Compensation and retained for future 
reimbursement of Reimbursable Expenses. No money shall actually be allocated to any individual Reimbursement Accounts 
elected by the Partlcipam; any such Reimbursement Accounts shall be of a memorandum nature maintained by the 
Administiator for aocounting purposes and shall not be representative of any identifiable trust assets. No interest will be 
credited to or paid on amounts credited to Reimbursement Accounts. 

2.30RE1MBURSA.DU: EXPENSE 

Any out-of-pocket Eligible Medical Expense (as defined in Appendix B of this Document) aod/or Dependent Care Expense (as 
defined in Appendix A of this Document) of a Participant that qualifies for reimbursement under either the Medical .Expense 
Reimbursement Plan descnl>ed in Appendix B of this Document or the Dependent Care Assistmce Plan descn"bed in Appendix 
A of this Document. 

l.31SAL.A.K\' JlEDUCl' ION ACRF.EAUtNT , 

The Agreement whereby the Eligi"ble Employee participates in the Plan by electing to reduce and/or deduct from the Emplo~'s 
Compensation in exchange for receiving selected Benefit Package Options. The Salary Reduction Agreement is also known as a 
Benefit Election Form. 

2.32SPOUSE 

Spouse is an individual who is legally married to a Participant (and who is treated as a spouse under the Code). 

2.33SUl\IMARY PLAN DESCRIPTtON OR "SPD,, 

l11e document and all appendices incorporated into and made a part of the SPD that is adopted by the Employer and attached to 
this Plan Document_ as Attachment I, as amended from time to time. The SPD an_d appendices are incorporated hereto by 
reference. 

3. EUGIBILITY AND PARTICIPATION 

3.lELIGIBILITY RIQUIREMF.."'ITS 

Each Employee, who has satisfied the Eligi"bility Requirements set forth in the SPD, is eligible to participate in the Plan on the 
dates set forth in the SPD. Eligibility for the component Benefit Package Options is subject to the additional requirements, if 
any, specified in the applicable governing documents for the Benefit Package Options. The provisions of this Plan are not 
intended to override any exclusion. eligibility requirement, or waiting period specified in the applicable Benefit Package 
Options. 

3.2PARTICIPATION TERMINAUON 

A Participant will cease to be a Participant as of the earlier of the dates set forth in the SPD. 

3.3NON-FMLA LEAVE OF ABsENCE 

If a Participant goes on an unpaid leave of absence that does not affect eligibility under this Plan or the Benefit Package 
Options chosen by the Participant, then the Participant will continue to participate and the contributions due for the Participant 
will be paid by one or more of the payment options described in the SPD and implemented by the Employer on a uniform and 



consistent basis in accordance with the Employer's internal policy and procedure. If a Participant goes on an unpaid leave that 
alT-ects eligibility under this Plan or the Benefit Package Options chosen by the Participant, the election change rules in Section 
4.6 will apply. If such policy requires coverage to continue during the leave but permits a Participant to discontinue 
contributions while on leave, the Participant will, upon returning from leave, be required to repay the contributions uot paid by 
the Participant during the leave. 

3.4QUALIFIED LKAVE UNDER FAl\.ULY AND MEDICAL LEAVE Acr 

Notwithstanding any provision to tlte contrary in this Plan, if a Participant goes on a qualifying leave under the Family and 
Medical Leave Act of 1993 (the "FMLA "), then to the extent required by the FMLA, the Participant will be entitled to continue 
the Participant's Benefit Package Options that provide health coverage (including Health FSA benefits to the extent offered 
under the Plan) on the same terms and conditions as if the Participant were still an active employee. The requirements for 
continuing coverage, procedur~ for FM.LA leave and payment options provided by the Employer (as described above) will be 
set forth in the SPD and will be administered in accordance with the regulations issued under Code Section 125 and in 
accordance with the FMLA. 

3.5AUTOMA11C TKRMlNATlON OF El.KCTION AND ib:-INSTATEJ\IENT OF P AR1'ICIPA TION 

Tennination of employment or cessation of eligibility shaU automatically revoke any Salary Reduction Agreement Rules 
governing elections for former participants rehired during the same Plan Year shall be set forth in the SPD. 

4. ELECTION OF BENEFITS 

4.lELECTION OF B ENEFITS 

To become a Participant an Eligible Employee must elect under this Plan to receive one or more of t11e Benefit Package 
Options set forth in t11e attached SPD by signing a Benefit Election Form and any enrollment fonn for the Benefit Package 
Option, as required by the Plan Administrator, in accordance witl1 the procedure described in Sections 4.2. 4.3, and 4.4 below. 

4.2ELECflON PERIOD PRIOR TO EFFECTIVl~ DATE 

An Employee who has satisfied the Eligibility Requirements on the Effective Date of the Plan must complete a BeI1efit Election 
Form during the Election Period immediately preceding the Effective Date of the Plan in order to become a Participant ou the 
Effective Date of the Plan. If the Plan is amended and restated during a Plan Year. Participants' elections (either to participate 
or not to participate) in effect immediately preceding the amended and restated Effective Date, as set forth in the SPD, shall be 
continued for the remainder of the Plan Year, e."<Cepl as otherwise provided in Sections 3.5 and 4.6 herein. 

4.3ANNUAL ELECTION PERJOD 

Each Employee, who is a Participant in this Plan or who is eligible to become a Parlicipant in this Plan, sbaJJ be notified, prior 
to each Anniversary Date of this Plan, of his right to (i) become a Participant in this Plan, (ii) continue participation in this 
Plan, or (iii) modify or cease participation in this Plan, and shall be given a reasonable period of time in which to exercise such 
right. Such period of time shall be known as the ~Annual Election Period." The Annual Election Period shall be set forth in the 
enrollment material. An annual election shall be made by submitting a Benefit Election Fonn to the Plan Administrdtor during 
the Annual Election Period. and shall be effective for the entire Plan Year beginning on the Anniversary Date, subject to 
Section 4.6 herein. 

An Eligible Employee who is not a current Participant in the Plan and who fails to return a Benefit Election Form ro the Plan 
Administrator on or before the end of the Annual Election Period will be deemed to bave elected to receive his or her full 
Compensation in cash. An Employee who is currently participating and who fails to return a completed Benefit Election Form 
to the Plan Administrator changing l11e Employee's Benefit Package Option elections on or before the end of the Annual 
Election Period will be deemed to have made the same election of Benefit Package Options in the subsequent Pinn Year as was 
in effect in the current year (with the following e.xceptions), and will also be deemed to have agreed to a reduction in 
Compensation for the subsequent Plan Year equal to the Participant's share of the cost of each such benefit. Notwithstanding 
the foregoing. annual elections for participation in the Medical Expense Reimbursement Plan. Dependent Care Assistance 
Plan, and Health Care Premium Expense Reimbursement must be made by submitting a Benefit Election Fonn electing such 
benefits during the Annual Election Period-there are no deemed elections \\ith respect to any of these three Benefit Package 
Options. 



4.41NITJAL ELECTION PERIOD 

An Employee who becomes eligi'ble to become a Participant in this Plan after the Effective Date, must complete, sign, and file a 
Benefit Election Form with the Plan Administrator during the Election Period established by tlte Employer. This period shall be 
known as the Initial Election Period. Except as provided in the SPD for lilPAA special enrollment rights in the event of birth, 
adoption, or placement for adoption, the Contnlnrtion elections made by the Participant during the Initial Election Period shall 
be prospectively effective as of the P1an Enny Date set forth in the SPD,_ and shall end on the last day of the Plan Year in which 
such participation began, subject to Sections 3.5 and 4.6 herein. Coverage under the component Benefit Package Options will 
be effective in accordance with 1he eligibility requirements contained in such Benefit Package Options. An Eligible Employee 
who fuils to make an election during this Initial Election Period may elect to participate at a later date in accordance with 
Sections 4.3 and 4.6 herein. 

4.SCHAJ~GES BY ADMINISl'RATORS 

If the Plan Administrdtor determines, before or during any Plan Year, that the Plan may fail to satisfy any nondiscrimination 
requirement imposed by the Code or any limitation on benefits provided to Key Employees, the Plan Administrator will take 
such action as the PJan Administrator deems appropriate, under mies uniformly applicable 10 similarly situated Participants, to 
assure compliance with such requirement or limitation. Such action may include, with limitation, a modification of elections by 
Highly Compensated and/or Key Employees with or without the consent of such Employees. 

4.6REVOCATION OF ELECTIONS 

A Participant shall not make any changes to his or her Contn'bution election under the Plan, Or to the Participant's elected 
allocation of Benefit Credits (if applicable), except for election changes penniued under this Section 4.6, for changes made 
during the Annual Election Period (Section 4.3), changes caused by termiJJation of participation (Section 3.2) and changes 
pursuant to the Family a~ Medical Leave Act (Section 3.4). 

Except as provided in the SPD for HIPAA special enrollment rights in the event of birth, adoption, or placement for adoption, 
all election changes shall be effective on a prospective basis only (i.e., election changes will become effective uo earlier than the 
first day of the first pay period coinciding with or immediately followillg the date that the election change was filed, but, as 
determJned. by the Plan Administrator, election clumges may become effective later to the extent the coverage in the applicable 
component plan commences later). 

Tite circumstances under which a Participant may change his election under this Plan shall be set forth in the SPD. 

S. CONTRIBUTIONS 

5.lCON'flUBUTIONS FOR ELF.£'11ID BENEFfl' PACKAGE 0FTIONS 

By signing and completing the Benefit Election For~ the Participant agrees to reduce the Participant's cash Compensation by 
such amounts as are necessary to provide for the elected Benefit Package Options. These amounts will then be contnbuted by 
the Employer on the Employee's behalf as emplO)'er contributions. 

5.lSotJRCE OF COl\'TRIBUTIOJliS 

The Employer shall witl!hold Contn'butions equal to the cost of the elected Benefit Package Options less any applicable Benefit 
Credits for coverage of the Participant and/or the Participant's Spouse or Dependents. The required Contnbutions hereunder 
shall be set forth in the enrollment material Contributions shall be applied to fund benefits as soon as administratively feasible. 
The maximum amount of Contributions plus any available Benefit Cn::dits shall not exceed tlte aggregate cost of the Benefit 
Package Options elected. 

S.3ALLocATIONS IRREVOCABU Dl.JRING PLAN YEAR 

Except as provided in Sections 3.5, 4.6, and 5.4, neither the Contributions withheld nor the Benefit Credits (if applicable) 
allocated towards the cost of Benefit Package Options by the Participant can be changed during the Plan Year. 

5.4REDUCTION OF CERTAIN ELECTIONS TO PREvENT DISdUMINATION 

lf the Plan Administrator detennines, before or during any Plan Year, that the PJan may fail to satisfy for such Plan Year any 
requirement imposed by tbe Code or any limitation on P.re·tax Contn'butions aJlocable to Key Employees or to Highly 



Compensated Individuals, the Plan Administrator shall take such action(s) as be deems appropriate, under rules uniformly 
applicable to similarly situated Participants. to assure compliance with such requirement or limitation. Such action may 
include, without limitation, a modification or revocation of a Highly Compensated Individual's or Key Employee's election 
without the consent of such Employee. 

5.SADJuSTMENT OF ELECfIONS DUE TO CONTRIBU110N CHANGES 

The Plan Admini.strator may automatically increase or decrease on a prospe<.1ive basis the amount of a Participant's Salary 
Reduction Agreement during the Plan Year in response to an insignificant change (as determined by the Plan Administrator) in 
the Contnbution required for the Insurance Benefits elected herellllder, commensurate with the time that the change is 
c:ffcctive. 

If the Plan Administrator determines a ContnOution increase to be significant, the Plan Administrator will notify the 
Participants of their penniUed act.ions as set forth under Section 4.6 above. Unless the Participant is entitled to and makes a 
change of election under Section 4.6 above, the acljusted Contribution amollllt will be in effect until the end of the Plau Year. 

S.OCREl>JTS AND DEBrrs TO MEDICAL EXPltNSE RKIMBURSEMEN'f ACCOUN'fS 

Each Participant's Medical Expense Reimbursement Account ("Health Care Account"), if applicable, will be credited and 
debited as set forth in Appendix B of this Document 

5. 7CREDITS AND DEBrrs TO DEPENDENT CARBEXJ>BNSB REIMBURSEMBNT ACCOUNTS 

Each Participant's Dependent Care Expense Reimbursement Account ("Dependent Care Account"), if applicable, will be 
credited and debited as set forth io Appendix A to this document 

6. B&mnr PACKAGE OPTIONS 

The maximum benefit a Participant may elect under this Plan shall not exceed the sum of tbe following Be11efit Package Options. 
The benefits offered under the Plan will be set fo11h in the SPD. 

6. 11NSURANCE BENEFITS 

The Employer shall withhold :fro1n a Participant's Compensation an amount equal to the Contributions required from the 
Participant (less any applicable Benefit Credits) for coverage of the Participant and/or the Participant's Spouse or Dependents 
under the Benefit Package Options consisting oflnsuranoe Benefits elected by the Participant and maintained by the Employer 
as set forth in the SPD. The Insurance Benefits are subject to the tenns and conditions of the applicable Benefit Package 
Options, which are incorporated herein. 

6.2MEDICAL EXPENSE REIMBURSEMENT BENEFIT (HF.AI.TH FSA) 

Health FSA benefits shall be made available Wlder the Plan to the extent listed as a Benefit Package Option in the SPD. This 
benefit provides payment to the Participant in cash as reimbursement for Eligible Medkal .Expenses as defined in Appendix B 
of this document. 

6.3DEPENDENT CARE AssnrrANCE PLAN (DCAP FSA) 

Dependent Care FSA benefits will be made available under this Plan to the extent listed as a Benefit Package Option in the 
SPD. This benefit provides payment to the Participant in cash as reimbursement for Dependent Care Expenses as described in 
Appe.ndixA 

7. PLAN ADMINISmATION 

7.lAPPOIN'fMENTOF ADMINISTRATORS 

The Plan will be administered by the Plan Administrator as named in the SPD. If a Plan Administrator is not named, the 
Employer shall be the Plan Administrator. 



7.2ALLOCATIONOFREsf'ONSIBJLITYFORADMINISTRATION 

The Plan Administrator shall have the exclusive right to interpret the Plan and to decide all matters arising hereunder, 
including the right to make determinations of fa~ and construe and interpret possible ambiguities, inconsistencies, or 
omissions in the Plan and the SPD issued in connection with the Plan. In the case of an insured Benefit Package Option, the 
insurer shall be the named fiduciary with respect to benefit claim determinations hereunder, and with respect to benefit, claims 
shall have all of tl1e powers of the Plan Administrator described herein. AU detenuinations of tbe Plan Administrator with 
respect to any matter hereunder shall be oonclusive and binding on a~ persons. Without limJting the generality of the 
foregoing, the Plan Administrator shall have the followiug powers and duties to: 

(a) Require any person to fomish sucll reasonable inf ormat.ion as the Plan Administrator may request for the purpose of the 
proper administration of the Plan as a condition to receiving any benefits under the Plan. 

(b) Make and enforce such rules and regulations and prescnbe the use of such forms as the Plan Administrator shall deem 
necessary for the efficient administration of the Plan, 

{c) Decide on questions concerning the Plan and the eligibility of any Employee to participate in the Plan and to make or 
revoke e1eaions under the Plan. in accordance with the provisions of the Plan, 

( d) Detemri.ne the amount of benefits which shall be payable to any person in accordance with the provisions of the PJan, to 
inform the Employer, insurer as appropriate, of the amown of ~h benefits. and to provide a full and fair review to any 
Participant whose claim fur benefits has been denied in whole or in part, 

(e) Designate other pe!SODS to carry out any duty or power, which may or may not 0U1erwise be a .fiduciary responsibility of 
the Plan Administrator, under the tenns of the Plan, 

(t) Keep records of all acts and detenninations, and to keep all such records, books of account, data, and other documents as 
may be necessary for the proper administration of the Plan. and 

(g) Do all thillgs necessary to operate and administer the Plan in accordance with its provisions. 

7.3PROVISION FOR TIJJRJ>.PARTV PLAN SF..RVICE PROVIDERS 

The Plan Ad.minislrat.or, subject to approval of the Employer, may employ the SCIVices of such persons as it may deem 
necessary or desirable in connection with the operation of the Plan and to rely upon all tables, valuations, certificates, reports, 
and opinions furnished thereby. Uni~ otherwise provided in the service agreement, obligations under this Plan shall remain 
tlte obligation of the Employer. 

7.4FJDUCJARY LIAUILITY 

To the extent permitted by law, the Plan Administrator shall not incur any liability for any acts or for failure to act except for 
their own willful misconduct or willful breach of this Plan. 

7.SCOMPENSATION OJ! PLAN AD~n.~JSTRATOR 

Unless otherwise determined by the Employer and permitted by law, any Plan Administrator who is also an employee of the 
Employer shall serve without compensation for services rendered in such capacity, but all reasonable expenses incurred in the 
performance of their duties shall be paid by the Employer. 

7.6BoNDING 

Unless otherwise detennined by the Employer or unless required by any federal or state law, the Plan Administrator shall not be 
required to give any bond or other security in any jurisdiction in connection with the administration of this Plan. 

7. 7PAYMENT OF ADMINISTRATIVE Exl>BNSES 

All reasonable expenses incurred in administering the Plan are currently paid by the Employer. 

7.8FuNDING POUCY 

The Employer shall have the right to enter into a contract with one or more insUI3Dce companies for the pmposes of providing 
any benefits under the Plan and to replace any of such insurance companies or contracts. Any dividends, retroactive rate 
adjustments, or other refunds of any type, which may become payable under any such insurance contract, sball not be assets of 



the Plan but shall be the proi>efty of. and will be retained by the Employer. The Employer will not be liable for any loss or 
obligation relating to any insurance coverage except as is expres&y provided by this plan. Such limitation shall include, but not 
be limited to, losses or obligations, which pertain to the following: 

(a) Once insurance is applied for or obtained, the Employer will not be liable for any loss which may result from the failure to 

pay premiums to the extent prcmiwn notices are not received by the Employer; 

(b) To the extent premium notices are received by the Employer, the Employer's liability for the payment of such premiums 
will be limited to such premiums and will not include liability for any other loss which result from such failure; 

(c) The Employer will not be liable for the payment of any insurance premium or any loss, which may result from tile failure 
to pay an insorance premium if the benefits available under this plan are not enough to provide for such premium cost at 
the time it is due. In such circumstanoes. the Employee will be responsible for and see to the payment of such premiwns. 
The Employer will undertake to notify a Participant if available benefits under this plan are not enough to provide for an 
insurance premium, but will not be liable for any failure to make such notification; 

(d) When employment ends, the Employer will have no liability to take any step to maintain any policy in force except as may 
be specifically required otherwise iD this plan, and the Employer will not be liable for or responsible to see to the payment 
of any premium after employJDent ends. 

7.9DISBURSEMENT REPORTS 

The Plan Administrator shall issue directions to the Employer concerning all benefits. which are to be paid from the Employer's 
general assets pnrsuant to the provisions of the Plan. 

7.101ND£.'1NIFICATION 

The Plan Administrator shall be indemnified by the Employer against claims, and the expenses of defending against such 
claims, resulting from any action or conduct relating to the administration of the Plan except claims arising ftom gross 
negligence, willful neglect. or will.fol misconduct. 

7.USTATEMENTS 

The Plan Administrator may periodically furnish each Participant with a statement., showing the amounts paid or expenses 
incurred by the Employer in providing Healtlt Care and/or Dependent Care Reimbursement and the respective Reimbursement 
Account balance(s). 

8. CLAIMs PROCEDURES 

The Plan bas established proc.edures for reviewing claims denied under this Plan and those claims review procedures are set fortJ1 in 
the SPD. The Plan's claim review procedures set forth in the SPD shall only apply to issues germane to the )>n'ltax Contributions 
made under this Plan (ie. determinations of Change in Status events, changes in cost or coverage. eligil»lity and participation 
matters under this document) and to the exient offered under the Plan. claims for benefits under the Reimbursement Accounts. Only 
after exhaustion of the cJaims procedure as provided under this Plan may any person pursue any other legal or equitable remedy. 

9. PLAN AMENDMENT AND 1'ERMINA110N 

9.1PERMANENCY 

While the Employer fully expect.S that this Plan will continue indefinitely, pennanency of the Plan will be subject to the 
Employer's right to amend or tenninate the Plan, as provided in Sections 9.2 and 9.3 below. 

9.2EMPLOYER'S RIGHT TO AMEND 

The Employer reserves the right to: 

(a) Amend the Plan at any time and from time-to-time, and retroactively, if deemed necessary or appropriate for any reason 
whatsoever; and 



(b) Modify or amend in whole; or in part any or all of the provisions of the Plan; provided, however, that. no such 
modification or amendment shall make it possible for any balances in a Participant's Account to be used for, or diverted 
to, purposes other than for the exclusive benefit of the Participants and their beneficiaries under the Plan. 

9.JEMPLOYER'S R.lmrr TO TERMINATE 

The Employer reserves the right to discontinue or terminate the Plan witltout prejudice at any time without prior notice. Such 
decision to termiDate the Plan shall be made in writing and shall be approved by the Commissioners Court (or a dnly 
authorized officer) in accordance with its normal procedures for transacting business. 

9.4DE'l'ERl\flNATlON OF EFF'ECI'IVE DATE OF AMENDMENT OR TltRMJNA'fiON 

Any such amendment, discontinuance, or tenninatlon shall be effective as of snch date as the Board of Directors (or a duly 
authoriz.ed officer) shall determine. Subject to Section 4.4 of Appendix A and Section 5.4 of Appendix B, no amendment, 
discontinuance, or termination shall allow the return to any Employer of any balance in a Participant's Account nor its use for 
any purpose other than for the exclusive benefit of the Participants and their beneficiaries. 

10.~l..JANEOUSPROVISIONS 

10. tlNFoR.MATION TO BE FURNISHED 

As may reasonably be requested from time to time for the pwpose of administration of the Piao, P.drticipants will sign 
documents and provide the Company and Plan Administrators with pertinent infonnation and evidence. 

10.2LIMITATION OF RIG11TS 

Neither the establishment of the Plan nor any amendment th~ nor the payment of any benefits will be construed as giving to 
any Participant or other pem>n any legal or equitable right against the Company or Plan Administrator except as provided 
herein. 

10.JNOT AN EMPLOYMEJll"'T CONTRACT 

Neither this Plan nor any action taken with respect to it confers upon any person the right of employment or continued 
cmpleyinent with any Employer. 

10.4GoVERNJNGLA.W 

This Plan will be constmed, administered, and enf on::ed according to applicable federal law .and, unless preempted by ERISA, 
the Jaws of the state named in the SPD. 

1090STMORTEM PAYMENTS 

Any Benefit payable under the Plan after the death of a Participant will be paid to the suniving Spouse (if any), othetWise to 
the Participant's estate. If there is doubt as to the right of any beneficiary to re<:eive any amount. the Plan Administrator may 
retain such amount until the rights thereto are determined, without liability for any interest thereon, or it may pay such amount 
into any court of appropriate jurisdiction, in either of which events neither the Plan Administrator nor any Employer shall be 
under any further liability to any person. 

10.6NON-ALJENATION OF BENEFJTS 

No benefit under the Plan will be subject in any manner to anticipation, alienation, sale, transfer, assignment, pledge, 
encumbrance, or charge; and any attempt to do so will be void except as otherwise set forth in the component Benefit Package 
Options. 

10. 7MENTAL OR PuVSICU- INCOMPETENC\' 

If the Plan Administrator determines that any person entitled to payments under the Plan is incompetent by reason of physical 
or mental disability, the Plan Administrator may cause all payments thereafter becoming due lo such person to be made to any 
odier person for 1he I>-,uticipant's benefit, without responsibility to follow the application of arnoants so paid. Payments made 
pun;uant to this Section will completely discharge the Plan Administrator and Employer from further liability hereunder. 



10.81NABILITV TO l..ocATE PA YEE 

If the Plan Administrator is unable to make payment to any Participant or other person to whom a payment is due under the 
Plan because the identity or whereabouts of such Participant or other person cannot be ascertained after reasonable efforts have 
been made to identify or locate snch person (inciuding a notice of the payment so due mailed to the last known address of each 
Participant or other person as shown on the records of the Employ~). such payment and all subSequent payments otherwise due 
to such Participant or other person will be forfeited seven (7) years after tile date any such payment first became due. 

10.9REQ1JIREMEN'f FOR PROPER FORMS 

All communications in connection with the Plan made by a Participant will become effective only when duly executed on any 
forms as may be required and furnished by, and filed with, the Plan Administrator. 

10.lOSomu:E OJ' PAVMENfS 

The Employer and any insurance company contracts purchased or held by the Employer will be the sole sources of benefits 
wider the Plan. No Employee or beneficlaty will have any right to, or interest in, any assets of the Employer upon tennination 
of employment or otherwise. except as provided from time to tim~ wlder the Plan. and then only to the extent of the benefits 
payable under the Plan to such Employee or beneficlaiy. 

10.UMULTIPLE FuNCTIONS 

A1ly person or group of persons may serve in more than one fiduciary capacity with respect to the Plan. 

10.l?TAX EPPECTS 

Neither the Employer nor the Plan Administrator makes any warranty or other representation as to whether any payments made 
to or on behalf of any Participant J1ereunder will be treat~ as excludable from ~ income for state or fooeral income tax 
poJpOSeS. 

l0,13GENDER, NUJ\fBER, AND BEADINGS 

Masculine pronouns include the feminine as well as the neuter genders, and the singular sbaH include the plural, wiless 
indicated otherwise by the context. The Section headings contained herein are for convenience of reference only, aud are not to 
be construed as defining or limiting the matter contained hereunder. 

10.14COD.£AND ERISA CO.Ml'UANCE 

It is intended ·that this Plan meet an applicable requirements of the Code and ERIS.A, and of all regulations issued 
hereunder. (ERJSA does not generally apply to the DCAP component.) This Plan shall be construed, operated, and 
administered accordingly, and in the event of any conftict between any part, clause, or provision of this Plan and the Code 
and/or BRISA. tile provisions of the Code and ERISA shall be deemed controlling. and any conflicting part, clause. or 
provision of this Plan shall be deemed superseded to the extent of the conO.ict. 

10.lSINCORFORATION BY REFERENCE 

The actual terms and conditions of the separate Benefit Package Options offered under thiB Plan are contained in separate, 
written documents governing each respective benefit, and will govern in the e\rent of a conflict between the individual plan 
c1ocoment and this Agreement as to substantive content To that end. each such separate document. as amended or subsequently 
replaced, is hereby incorporated by reference as if fully recited herein. 

10.16SEVERA8ILJ·ry 

Should a court of competent jurisdiction subsequently invalidate any part of this Pl.an, the remainder thereof shall be gi\--en 
effect to the maximum extent possible. 



APPENDIX A: 
DEPENDENT CARE ASSISTANCE PLAN 

1. PURPosE 

This Dependent Care Assistance PJan (DCAP) bas been established by the Employer as a dependent care assistance program under 
Section 129 of the lntemal Revenue Code for the benefit of Employees who participate in the Cafeteria Plan (the Plan) and who, 
pursuant to the election procedures set forth in the Plan, choose to make contributions to a dependent care expense reimbursement 
spending account (Dependent Care Account) established pursuant to this DCAP. A Participant may utilize his Dependent Care 
Account w reimburse eligil>le expenses for the <.-ustodial care of a child or other eligible dependent. when such custodial care is 
needed to enable the Participant and bis Spouse (if applicable) to remain employed. This DCAP is intended to provide 
reimbursement of dependent care expenses that are excludable from the Participants' gross inoomes under Section 129 of the Code. 
This DCAP is a component o( and incorporated by reference into, the Plan. 

2. DEFINITIONS 

Unless otherwise specified, tenns that are capitalii.ed in this Appendix A have the same meaning as the defined terms in the Plan. 
The definitions of temw defined in this Appendix A, but not defmed fu Section 2 of the Plan shall be app1icable only with respect to 
this Appendix A To the extent a tenn is defined both in the Plan and in this Appendix A, the term as defined in the Plan shall 
govent the interpretation of the Plan and the term as defined in this Appendix A shall govern the interpretation oflhis Appendix A. 

2.lDEPENDENT CARE AsslSTANCE ACCOUNT 

The Reimbursement Account referenced in Section 6.3 of the Plan. 

2.2DEPENDENT CARE EXl'ENSES 

Dependent Care Expenses means those expenses incurred after the Employee's effective date of participation in the DCAP to 
the extent tliat the expenses incurred satisfy the conditions set forth in the SPD. 

2.3EDUCATIONAL INSTn'UTION 

Any educational institution that nonnally maintains a regular faculty and curriculum and normally has a regularly enrolled 
body of students in attendance at the place where its educational activities are regularly carried out. 

2.4ELIGIBLR DAY CARE CENTER 

A day care center providing full- or parMime care for more th.an six individuals (other than individuals who reside at the day 
care center) on a regular basis during the calendar year, and which: 

(a) complies with all applicable laws and regulations of the state and town, city, or village in which it is located; and 

(b) receives a fee, payment, or grant for services for any of tlie individuals to whom it provides services (regardless of whether 
such facility is operated for profit). 

?.SQUALrtYING INDIVIDUAL 

A Qualifying Individual is an individual who satisfies the conditions set forth in the SPD. 

2.6PARTICIPANT 

An individual Employee who participates in this DCAP in accordance with Section 3 of the Plan. 

2. 7PROGRAM AGREEMEN'f 

The agreement between the Participant and the Employer that sets forth the tenns of use of an electronic payment card offered 
by the Employer and chosen by the Participant to pay for Eligiole Dependent Care Expenses. 



2.8$POUSE 

The person to whom the Participant is legally married. but shall not include an individual legally separated frotn a Participant 
under a decree of legal separation, nor a spouse living apart from the Participant in accordance with the special rules of Code 
Section 21(c)(4). 

2.9STUDENT 

An individual who during each of five calendar months during a Plan Year is enrolled as a full-time student at an Educational 
Institution. 

3. PARTICIPATION 

3.lCOMMENCEMENTOFPARTICJPATION 

Each Employee who satisfies the Eligibility Requirements set fonh in the SPD shall be eligible to participate in this DCAP on 
the dates set forth in the SPD. 

3.lCEssATION OF PARTICIPATION 

A Participant will cease to be a Participant in the DCAP as of the earliest of dates set forth in the SPD. 

3.3ELECTION OF BENEFITS 

A Participant may elect to contribute to a Dependent Care Assistance Account under this DCAP and to receive reimbursement 
for Dependent Care Expenses by filing a Benefit Election Form in accordance with the procedures established under the Plan. 

3.4PLAN LIMITS 

The Plan Administrator may establish procedures to limit the amount of a Participant's contributions to this DCAP in order to 
prevent the amount of such contributions exceeding tl1e maximum annual amount which the Participant may receive in 
reimbursement of Dependent Care Expenses as descnOed in Section 3 .6 below. 

3.50nmR ADMINISTRATIVE DocUMENTATION 

The Plan Administrator may require the Participant, on an annual basis, to file a statement or otherwise acknowledge that he 
intends to file Fonn 2441 with the Internal Revenue Service. In addition, if the Participant elects to contribute more than 
$2,SOO to bis Dependent Care Assistance Account, the Plan Administrator may requite the Participant to verify that he is either 
unmarried or that, if married, he d~ not intend to file a separate federal tax return. 

3.6MAxlMUM CON1'RIBUflON AMOUNTS 

The maximum amount, which the Participant may receive in the form of dependent care assistance under this DCAP with 
respect to Dependent Cate fu..'])CDSeS incurred in any calendar year, shall be set forth in the SPD. 

4. DEPENDENT CARE J\S.gS'f ANCE ACCOON'f S 

4.1ESTADL18HMENT OF ACCOUNTS 

The Employer will establish and maintain on its books a Dependent Care Assistance Account for each Plan Year with respect 
to each Participant who has elected to receive reimbursement of Dependent Care Expenses incurred during the Plan Year. 

4.2CREDITING AND DEBITING OF ACCOUNTS 

Each Participant's Dependent Care Expense Reimbursement Account ("Dependent Care Account") will be credited with 
Contributions allocated thereto by the Participant on the Benefit Election Form and/or any Benefit Credits allocated thereto by 
the Employer (or by the Participant to the ex1ent permitted in the SPD or enrollment material). The Dependent Care Account 
will be debited for reimbursement amounts disbursed to the Participant in accordance with this Appendix A In the event that 
the amount in the Dependent Care Account is less than the amount of reimbursable claims at any time during the Plan Year. 
the excess part of the c1abn will be carried over into following months (within the same Plan Year), to be paid out as the 
Dependent Care Account balance becomes adequate. In no event will the amount of reimbursements of Dependent Care 



Expenses exceed the amount elected to be credited to the Dependent Care Account for any Plan Year. Any amount allocated to 
the Dependent Care Account shall be forfeited by the Particrpant and restored to the Employer if it has not been applied to 
provide Dependent Care Expeme Reimbursements for the Plan Year within the Claims Submission Grace Period or the Closing 
Period set forth in the SPD, whichever is applicable. Amounts so forfeited shall be used as set forth in Section 4.4 of this 
Appendix A 

4.JSOURCEOFPA~"TS 

All Dependent care Expenses shall be paid exclusively from the amounts in each Employee's Dependent Care Account funded 
by Contnlmtions and/or Benefit Credits (if applicable) allocated thereto pursuant to the Benefit Election Form. 

4.4FoJU'ElTIJJlE OP Dur..~T CAREAsslsTANCE ACCOUNTS 

If any balance remains in the Participant's Dependent Care Assistance Account for a Plan Year after all reimbursements, such 
balance shall not be carried over to reimburse the Participant for any Dependent Care Expenses incurred during a subsequent 
Plan Year, and shall not be available to the Participant in any other form or manner, but shall revert baclc: to the Employer to be 
used in a manner permitted by applicable law. 

5. PAYMENT OF DEPENDENT CARE AssJSTANCE 

5.1 CLAIMs FOR RFJMOURSEMENT 

A Participant who has elected to receive dependent care assistance for a Plan Year may apply to the Plan Administrator, or its 
designated claims administration representative. for teimbwsement of Dependent Care Expenses. The application sha.11 be in 
such form as the Plan Administrator (or its designated claims administration representative) may prescribe. The application 
shall be accompanied by a written statement or invoice from an independent third party stating or indicating that the expense 
has been incurred and the amou.ot of the expense. The Plan Administrator, 'or its designated claims administration 
representative, may also require as part of the application such other information or documentary evidence (e.g., bills, receipts, 
canceled checks) as it may deem necessary or desirable to ascertain the eligibility of a Participant's claim for reimbursement 
Alternatively, the participant may choose to pay for claims using an electronic payment card as set forth in the SPD. 

!.2REIMBURSEMENT Olt PAYMENT OF EXPENSES 

The Participant shall be reimbursed from the Participant's Dependent Care Assistance Account. at such time and in such 
manner as the Plan Administrator or its claims administration representative may prescnoo, but no less frequently than 
monthly, for Dependent Care Expenses inaured during the Plan Year by a Partici~ for which the Participant makes written 
application and submits documentation in accordance with the terms of the SPD. The Plan Administrator (or its designated 
representative) may, at its option or in accordance wi1h the Participarat1s written direction, pay any such Dependent Care 
Expenses directly to the provider of services with respect to such ex'})enses in lieu of reimbursing the Participant No 
reimbursement or payment under this Section 5.2 of expenses incurred during a Plan Year shall at any time eXceed the balance 
of the Participant's Dependent Care A.ssi!.1ance Account for the Plan Year at the time of the reimbursement or paymeot, nor 
shall any reimbuniement or payment be made if the Participant's claim is for an amount less than the minimum reimbursable 
amount as may be established by tbe Plan Administrator. The amount of any Dependent Care Expenses not reimbursed or paid 
as a result of the minimum reimbursable amount described in the preceding sentence shall be canied over and reimbursed or 
paid only if and when the Participant's unreimbursed cblms equal or exceed such minimwn and the balance in the Participant's 
Dependent Care Assistance Account permits such reimbursement or payment. Notwithstandmg the preceding sentence, claims 
for ~ incurred during a Plan Year that are submitted for reimbursement during the earlier of the end of a terminated 
employee's grace period or the last month of the Plan Year or within the three mootbs (or such other reasonable period as may 
be established by the Plan Administralor) following the close of the Plan Year (or which are carried over to the last month of 
the Plan Year in accordance with the preceding sentence) shall be paid regardless of whether they equal or exceed the 
minimum reimbursable amount, provided the balance in the Participant's Dependent Care Assistance Account permits such 
reimbursement or payment 

!§.lllEPORT(s) TOPAR11CIPANTS 

The Plan Administrator shall fomish or cause to be furnished to each Participant (or fonner Participant) who has received 
dependent care assistance under this DCAP during the Plan Year a written statement showing the amount of such assistance 



paid during such year with respect to the Participant (or former Participant). Such reports OUlst be furnished at least annually, 
but may be provided more frequently. 

5.4LJ.MrtATIONONRE!MBURSEMENTSORPAYMENTSWJTHRFJ;ncTTOC!.R'fAJNPARTICIPANTS 

Notwithstanding any other provisions of this Plan, the Plan Administrator may limit the alllounts reimbursed or paid with 
respect to any Participant wbo is a Highly Compensated Individual (within the meaning of Code Se.ction 414(q)) to the e>.1ent 
the Plan Administrator deems sucb limitation to be necessary to assure compliance with any nondiscrimination provision of the 
Code. Such limitation may be imposed whether or not it results in a forfeiture. 

6. ADMINISTRATION 

6.1ADMINISTRATOR 

The administration of tbe DCAP shall be under the supervision of the Plan Administrator, the responsibilities of which are set 
forth in Sect.ion 7 of the Plan. It shall be a principal duty of the Plan Administrator to see that the DCAP is carried out. in 
accordance with its terms, for the exclusive benefit of persons entitled lo participate in the DCAP without discrimination 
among them. The powers ascribed to the Plan Administrator under the Plan shall likewise apply with respect lo their d1It.ies 
under this DCAP, and are incorporated herein by reference. 

6.lREcoRDS 

The Plan Administrator sbali keep or cause to be kept accurate and complete books and records with respect to the operations 
and admin.isttntion of this DCAP. 

6.3RELIANCE ON D£TERMlNATIONS, ETC. 

In administering the DCAP, the Plan Administrator and/or its delegate will be entitled. to the extent permitted by law, to rely 
conclusively on all certificates, determinations, opinions, and reports which are furnished by any accountant, coun~ claims 
administrator, or other expett who is employe.d or engaged by the Plan Administrator. 

6.4DRNIED CLAIMS PROCEDURE UNDER TREPLAN 

The Plan has established procedures for reviewing claims denied under the DCAP and those claims review procedures are set 
forth in tbe SPD. 

6.5PR.EsERVATION OF REMEDIES 

After exhaustion of the claims procedure as provided under this Plan, nothing is to prevent any person from pursuing any 
other legal or equitable remedy. Any suit [for benefits} mu.st be brought within one year after the date the Plan 
Administrator (or his designee) has made a final denial (or deemed denial) of the claim. Notwithstanding any other 
provision herein, any suit for benefits must be brought within two years after the date the claim arose. 

6.6EXCES§ REIMBURSEMENT 

If it is determined that a Participant has received payments under this Plan that exceed the amount of Dependent Care 
&penses that have been substantiated by such Participant during the Plan Year, the Plan Administrator shall give the 
Participant prompt written notice of any such excess amount. and the Participant shall repay the amowrt of such ex:cess to 
the Employer within sixty (60) days of receipt of such notification. 

7. AMltNDMENT AND TERMINATION 

The Employer reserves the right at any time or times to amend or terminate the provisions of the DCAP, to any extent and in any 
manner that it may deem advisable, as specified in the Plan. 

8. MISCEUANEOUS 

8. lFUNDJNG STATUS OF DCAP 

Except as may otherwise be required by law or under the terms of the Plan: 



(a) Any amount, by which a Participant's taxable compensation is reduced by reason of an election made under this 
DCAP, will remain part of the general assets of the Employer. 

(b) The benefits provided hereunder will be paid solely from the general ~ts of the Employer. 

(c) Nothing herein will be construed to require any Employer or the Plan Administrator to maintain any fund or segregate 
any amount for the benefit of any Participant 

(d) No Participant or other person shall have any claim against. right to, or security, or other interest in any fund, account, 
or asset of the Employer from which any payment under the DCAP may be made. 

Notwithstanding the foregoing. the Employer may establish one or more voluntary employees beneficiary association (VEBA) 
trusts within the meaning of Code Section 501(cX9) for the puipose of funding benefits to be provided under this DCAP. 

8.2ASSIGNMENT 

The Participant may. if permitted by the Plan Administrator, authorize the DCAP to pay a Participant's reimbursement of 
Dependent Care Expenses directly to the provider of services With respect to such expenses. Except as provided in the foregoing 
sentence or as set forth in the Program Agreement, a Participant may not assign, alienate, anticipate, or commute any payment 
with respect to any reimbursements of Dependent Care Expenses which a Participant is entitled to receive from the DCAP and, 
ftnther, except as may be prescn'bed by law, no benefits shall be subject to any attachments or garnishments of or for a 
Participant's debts or contracts except for recovery of overpayments made on the Participant's behalf by this DCAP. 

8.3NO GuARANTEE OP TAX CoNSEQUENCE 

Neither the Plan Administrator nor the Employer makes ~Y commitment or guarantee that any amounts paid to or for the 
benefit of a Participant under this DCAP will be excludable from the Participant's gross income for ft.deral OI' state income tax 
purposes, or that any othel: federal or state tax treatment will apply to or be available to any Participant It shall be the 
obligation of each Participant to determine \vhether each payment under the DCAP is excludable from the Participant' s gross 
income for federal and state .income tax pmposes, and to notify the Employer if the Participant has reason to believe that any 
such payment is not so excludable. 

8.41NDEMNIJlICATION OF EMPWYER BV PARTICIPANTS 

If any Participant receives one or more payments or reimbursements under this DCAP that are not for Dependent Care 
Expenses, such Participant shall indemnify and reimbW'Se the Employer for any liability it may incur for failure to withhold 
federal or state income ta.x or Social Security tax from such payments or reimbnrsements. 

APPENDIXB: 
MEDICAL EXPENSE REIMBURSEMENT PLAN 

1. PmlPOSE 

This Medical Expen~ Reimbursement Plan (the Health FSA Plan) bas been established by the Employer to help provide full and 
complete medi<:al care for those Employees who participate in the Employer's cafe<eria plan (PJan) and who, pursuant to the election 
procedures set forth in the PJan, choose to make contributions to a medical expense reimbursement account established pursuant to 
this H~lth FSA Plan. This Health FSA Plan is intended to provide reimbursement of deductt'bles, co-payments, and coinsurance 
amounts that a Participant may be required to pay pursuant to the medical care. dental, and vision Benefit Package Option elected 
under the Plan, as well as reimbursement of other medical and hospitalization expenses covered by this Plan. The Employer intends 
that lhe Health FSA Plan qualify as a Code Section 105 self-insured medical reimbursement plan, and that the benefits provided 
under the Health FSA Plan be eligible for exclusion from the Participant's income for federal income tax pmposes under Section 
105(b) of the Code. This He.alth FSA Plan is a component~ and incorporated by reference into, the Plan. 

2. DEFINITIONS 

Unless otherwise specified. terms that are capitalized in this Appendix B have the same meaning a'> the defined terms in the Plan. 
The definitions of tenns defined in this Appendix B, but not defined in Section 2 of the Plan. shall be applicable only with respect to 



this Appendix B. To the extent a tenn is defined botb in the Plan and in this Appendix B, the term as defined in the Plan shall 
govern the interpretation Qf the Plan and the tenn as defined in this Appendix B sball govern the interpretation of this Appendix B. 

2.1COVE.RAGE AMOUNT 

The amount of medical reimbursement coverage elected by the Participant for the Plan Year under Section 4 of Appendix B 
herein. 

2.lDEPENDENT 

For the purpose of this Appendix B only, a "Dependent" shall have the meaning assigned to it by tbe SPD . 

.2.JELIGJBLI. MEDICAL :EXJ>ENSE 

Eligible Medical ExpenseS shall have the meaning assigned to it by the SPD. 

2.4MEDICAL EXPENSE R.EIMBURSEMENT ACCOUNT 

The Reimbursement Account descnl>ed in Section 6.2 of the Plan. 

:Z.5P All1'ICIP ANT 

A participant is an individual who participates in this Health FSA Plan in accordance with Section 3 of the Plan. 

2.6PROGRAM AGREEMENT 

The agreement between the Participant and the Employer that sets fortl1 the terms of use of an electronic payment card offered 
by the Employer and chosen by the Participant to pay for Eligible Medical E.xpenses. 

3, PARTICIPATION 

3.1COMME~CEMEN1' OF PARTICIPATION 

Each Employee who satisfies the Eligibility Requirement set forth in the SPD shall be eligible to participate in th.is Health FSA 
PJan on the dates set forth in the SPD. 

3.2CES&TION OF PARTICIPATION 

A Participant will cease to be a Participant as of the earliest of the dates set forth in the SPD. 

3.3COVERAGE DURING A LEA VE OF AfJSENCE 

Coverage under the Health FSA Plan will be governed by the rules set forth in the SPD. 

4. ELECTIONS 

4.1ELECT10N OF BENEFITS 

A Participant may elect to contribute to a Medical Reimbursemen1 Account under this Health FSA Plan and to receive 
reimbursements of Eligible Medical Expenses oot in excess of the Plan Limit5 described in Section 4.2 below elected by filing a 
Benefit Election Form in ao;:ordance with the procedures set forth in the SPD. 

4.2PLAN LIMITS 

A Participant may elect to receive payments or reimbursements of Eligible Medical Expenses incurred in any Plan Year up to 
any dollar amount specified by the Participant. but not exceeding the maximum annual reimbursement amount set forth in the 
SPD. 



4.JDVRATION OF EUCFIONS 

Once effective, any election (and related Benefit Election Form) with ~ to this Health FSA Plan shall remain in effect 
until the end of the Pfan Year for which tt was made, except as provided in Section 3.4, 3.5 or 4.6 of the Plan herein. 

5. MEDICAL REIMBURSEMENT ACCOUNTS 

S.1E8f ABLIBHMENT OF ACCOUNTS 

The Employer will establish and maintain on its books a Health Care Account for each Plan Year with respect to each 
Participant who bas elected to receive reimbursement of Eligible Medical Care Expenses incurred during the Plan Year. 

5.2CRIIDJTING AND D£BmNG OF ACCOUNTS 

Each Participant's Health Care Account will be credited with ContnDutions allocated thereto by the Participant on the Benefit 
Election Fonn for Eligible Medical Expenses and any Benefit Credits allocated thereto by the Employer (or where applicable, 
by the Participant) not to exceed the maximum annual reimbursement set forth in the SPD. The Health Care Account will be 
debited for reimbursement amounts disbursed to the Participant in a<X:Ordance with this Appendix B. The entire amount elected 
by the Participant on the Benefit Election Form as an annuaJ amount for the Plan Year for Eligiole Medical Expenses l~s any 
reimbuniement from the Health Care Account already disbursed shall be available to the Participant at any time during the Plan 
Year without regard to the balance in the Health Care Acoount (provided. that the periodic Contributions have been paid). Tbos, 
the maxitnwn amount of reimbursement available at any particular time during the Plan Year will not relate to the amount 
which a Participant has had credited to the Health Care Account at that time. In no event will the amount of FJigib!e Medical 
~ .reimbursed in any Plan Year exceed the annual amount specified for the Plan Year in Benefit Election Form for the 
Medical Expense Reimbursement Plan. Any amount allocated to the Health Care Account shall be foifeited by the Participant 
and restored to the Employer if it has not been applied to provide reimbursement of Eligi"ble Medical Expenses within the 
Claims Submission Grace Period or Closing Period set forth in the SPD, whichever is applicable. Amounts so forl'.eited shall be 
used in accordance with Section 5.4 herein. 

5.3$otJRCE OF PAYMENTS 

All Eligible Medical Expenses shall be paid e."clusively from the amounts in each Employee's Health Care Account funded by 
Contributions and any Benefit Credits (if applicable) allocated to the Health Care Account pursuant to the Benefit Election 
Form. 

5.4FO.Rl'Errt.JR.E OF HEALTIJ CARE ACCOUNTS 

If any balance remains in tl1e Participant's Health Care Account for a Plan Year after all reimbursements hereunder, the 
Participant shall foifeit such balance. Said balance shall be used in a manner penniUed by the applicable rules and regulations. 

6. PAYMENT OF EUGIDLE MEDICAL CARE ExPENSES 

6.lCLAJMS JOR RmmunsEMENT 

A Participant who has elected to receive medical care reimbursements for a Plan Year may apply to the Plan Administrator, or 
its designated claims administration representative, for reimbursement. of Eligible Medical Care Expeiises. Tite application 
shall be in such form as the Plan Administrator (or its designated claims administration representative) may prescribe. 

The application shall be accompanjed by a written statemmt or invoice from an independent third party stating or indicating 
that the expense has been iDcmred, the date the service was rendered, and the amount of the expense. The Plan Administrator, 
or its designated claims administtation representative, may also require as part of the evidence application such other 
information or documentation as it may deem ~ or desirable to llSQCrtain the eligibility of a Participant's claim for 
reimbursement (e.g .• bills, receipts. canceled checks}. Alternatively, the participant may choose to pay for claims using an 
electronic payment card as set forth in the SPD. 

6.2REIMBURSEMENT OR PAYMENT OF Exl>ENSU 

The Participant shall be reimbonied from the Participant's Medical Reimbursement Acoount. at such time and in such manner 
as the Plan Administrator or its claims administration representative may prescribe, but no less frequently than monthly, for 
Eligible Medical Expenses incurred during the Plan Year while a Participant. for which the Participant makes written 



application and submits dCK.'Ulllelltation in accordance with Section 6.1 above. Tiie Plan Administrator (or its claims 
administration representative) may, at its option or in accordance with the Participant's written direction, pay any such EJigible 
Medical Expenses directly to the person providing or supplying medical care in lieu of reimbursing the Participant. No 
reimbursement or payment will be made if the Participant's claim for reimbursement or payment is for an amount less than the 
minimum reimbursable amount as specified in the SPD. The amount of any Eligible Medical Expenses oot reimbursed or paid 
as a result of the minimum reimbursable amount described in the preceding sentence shall be carried over and reimbursed or 
paid only if and when the Participant's unreimbursed claims equal or exceed such minimum. Notwithstanding the preceding 
sentence, claims for expenses incurnd during a Plan Year that are submitted for reimbursement during the last month of the 
Plan Year or within the Claims Submission Grace Period or Closing Period (whichever is applicable) shall be paid regardless of 
whether they equal or exceed the minimum reimbursable amount. provided they do not exceed the remaining balance of the 
Participant's Health Care Account 

6.3REPORT(S) TO PARTICIPANTS 

The Plan Administrator shall furnish or cause to be furnished to each Participant (or fonner Participant) who has reoeived 
reimbursement of Eligible Medical Expenses under this }Jealth FSA Plan during the Plan Year a written statement showing the 
amount of such assistance paid during such year with respect to the Participant (or former Participant). Such reports must be 
furnished at least annually, but may be provided more frequently. 

6.4LlMIT A TION ON RE!MBURSEMU.'TS OR PA\'l\fENTS WITH RESPECf 'l'O CERTAIN PAR'fICIPAl""ITS 

Notwithstanding any other provisions of this Health FSA Plan. the Plan Administrator may limit the amounts reimbursed or 
paid with respect to any Participant who is a Highly Compensated Individual (within the meaning of Code Section I OS(h)(5) or 
I25(e)) to the aient the PJao Administrator deems such limitation to be necessary to assure compliance with any 
nondiscrimination provision of the Code. Such limitation may be imposed whether or not it results in a forfeiture. 

6.5EXCESS RE.lMBURSE!'dENTS 

If, as of the end of any Plan Year, it is determined that a Participant has received payments under this Plan that exceed the 
amount of Eligible Medical Expenses that have been substantiated by such Participant during the Plan Year, the Plan 
Administrator shall give the Participant prompt written notice of any such excess amount, and the Participant shall repay the 
amount of such ex~ to the Empleyer within sixty (60) days of receipt of such notification. 

7. COBRA CONTINUATION COVERAGE 

TI1e SPD includes provisions that shall be applicable to the Healtb FSA to the extent the Health FSA is a "group health plan" as 
defined by Code Section 4980B and 5000(b)(l) and the regulations promulgated hereunder and is offered under the Plan. The iutent 
of those provisions (as incol'poratcd in this Article) is to extend continuation rights required by COBRA. To the extent greater rights 
are provided for in the SPD, that portion of the SPD is void. 

8. ADMINISTRATION 

8.1AoMINISTRATION 

The administration of the Health FSA Plan shall be under the supervision of the Plan Administrator. the responsibilities of 
which are set forth in the Plan. It shall be a principal duty of the Plan Administrator to see that the Health FSA Plan is carried 
out. in accordance with its terms, for the exclusive benefit of persons enti11ed to participate in the Health FSA Plan without 
discrimination among them. The powers ascribed to the Plan Administrator under the Plan, including without limitation the 
power and discretion to intetpret its tenns and to delegate responsibilities among themselves and to others, shall likewise apply 
with respect to their duties under this Health FSA Plan. and are incorporated herein by reference. 

8.2REroRDS 

The Plan Administrator shall keep or cause to be kept accurate and complete books and records with respect to the operations 
and administration of this Health FSA Plan. 



8.3R.ELIANCE ON DETERMINATIONS, ETC 

In administering the Health FSA Plan, the Plan Administrator will be entitled, to tl1e extent pennitted by law, to rely 
conclusively on all tables. valuations, certificates, detenninations, opinions, and reports which are fomished by any accountant, 
counsel, claims administrator providing medical utilization management services, or other expert who is employed or engaged 
by the Plan Administrator . 

. 8.4DENIED CLADfsPROCIIDURE UNDER TDEPLAN 

The Plan has established procedures for reviewing claims denied under this Plan and those claims review procedures are set 
forth il1 the SPD. 

8.SPRESERVATIO~ OP REMEDIES 

After exhaustion of the claims procedure as provided under this Plan, nothing is to prevent any person from pun.11ing any other 
legal or equitable remedy. Any suit [for benefits] must be brought within one year after the date the Plan Administrator (or his 
designee) has made a final denial (or deemed denial) of the claim. Notwithstanding any other provision herein, any suit for 
benefits must be brought within two years after the date the claim arose. 

9. AMENDMENT AND TEDllNATION 

The Employer reserves the right at any time or times to amend or terminate the provisions of this Health FSA Plan, to any extent and 
in any manner that it may deem advisable, as specified in the Plan. 

10. ~CELLANEOUS 

10.lF'UNl>ING STA11lSOFHEALTHFSA PLAN 

Except as may otherwise be requi.l'ed by law or under the terms of the Plan, 

(a) Any amount by which a Participant's taxable Compensation is reduced by reason of an election made under this Health 
FSA Plan will remain part of the general assets of the Employer. 

(b) The benefits provided hercunder will be pa.id solely from the general assets of the Employer. 

(c) Nothing herein will be construed to require any Employer or the Plan Administrator to maintain any fund or segregate 
any amount for the benefit of any Participant. 

(d) No Participant or other person sbaU have any claim against, right to, or security or other interest in, any fund, account or 
asset of the Employer from which any payment under the Health FSA Plan may be made. 

Notwithstanding the foregoing, the Employer may establish one or more volwttary employees beneficiary association (VEDA) 
trusts within the meaning of Code Section 50l(c)(9) for the purpose offimding benefits to be _provided under this Health FSA 
Plan. 

10.lAsSIGNMENT 

Tbe Participant may, if permitted by the Plan Administrator, authoriu the Health FSA Plan to pay a Participant's or 
Dependent's reimbursement directly to the physician or hospital who provided the Participant or Dependent with covered care 
and treatment Except as provided in the foregoing sentence or as set forth in the Program Agreement, a Participant may not 
assign, alienate, anticipate, or commute any payment with respect to any reimbursements of Eligible Medical E.'<J)enses which a 
Participant or Dependent is entitled to receive from the HeaJd1 FSA Plan and, further, except as may be prescribed by law, no 
benefits shall be subject to any attachments or garnishments of or for a Participant or Dependent's debts or contracts, except for 
recovery of overpayments made on the Participant's or Dependent's behalf by this Health FSA Plan. 

10.3No GuARANTUOFTAX CoNsr.QVENCE 

Neither the Pian Administrator nor the Employer makes any comnritmenl or guarantee that any amounts paid to or for the 
benefit of a Participant under this Health FSA Plan will be excludabJe from the Participant's gross income for federal or state 
income tax pmposes, or that any odler federal or stale tax treatment will apply to or be available to any Participant It shall be 
the obligation of each Participant to detennine whether each payment under flle Health FSA Plan is excludable from the 



Participant's gross income for federal and state income tax purposes. and to notify the Employer if the Participant bas reason to 
believe that any such payment is not so excludable. 

J0.4JND.EMNIFICA110N OF EMPLOYER BY PARTICIPANTS 

If any Participant receives one or more payments or reintbun;cments under this Plan that are not for Eligible Medical Expenses, 
such Participant shall indemnify and reimburse the Employer for any liability it may incur for failure to withhold federal or 
state inoome tax or Social Security tax from such payments or reimbursements. 

11. WPAAPRivAcY 

11.1 $COPE .A.ND PURPOSE 

The Health FSA (the "Plan") will use protected henlth information ("PHI") to the extent of and in accordance with the uses and 
disclosures permitted by the Health Insurance Portability and Accountability Act of 1996 (''IDPAA"). Specifically, the Plan 
will use and disclose Pill for purposes related to health care treatment, payment for health care and health care operations as 
set forth below. 

11.2EFFECTIVE DATE 

This Article VI1I is effective on April 14, 2003 or such later effective date of the Privacy Rules with respect to the client. 

11.3USE AlllD DISCLOSURE OF PHI 

(a) General. The Plan will use Plil to the extent of and in accordance with the uses and disclosures pennitled by JDP AA, 
including but not limited to health care treatment, payment for health care, health care operations and as required by Jaw. The 
Privacy Notice will list the specific uses and disclosure of PHI that will be made by the Plan. 

(b) Discl0SU1·c to the E01ployer. TI1e Plan will disclose Pm to the Employer, or where applicable, an Affiliate only upon receipt 
of written certification from tbe Employer that: 

(i) The Plan document has been amended to incorporate the provisions in this Article XI; and 

(ti) The Employer agrees to implement the provisions in Section 11.04 herein. 

l 1.4CoNDmONS IMPOSED ON EMPLOYER 

Notwithstanding any provision of the Plan to the contrary, the Employer agrees: 

(a) Not to use or disclose PID other than as permitted or required by this Article VIII or as required by law; 

(b) To ensure that any agents, including a subcontractor, to whom the Employer provides PID received from the Plan agree to 
the same restrictions and conditions that apply to the Employer "'ith respect to PHI received or created on behalf of the Plan; 

(c) Not use or disclose an individual's PHI for employment-related purposes (including hiring, firing, promotion, assignment or 
scheduling) unless authorized by the Individual; 

(d) Not to use or disclose an Individual's Pill in connection with any other non-health benefit program or employee benefit 
plan of the Employer unless authorized by the Individual; 

(e) To report to the Plan any use or discloswe of PHI that is inconsistent with this Article vm, if it becomes aware of an 
inconsistent use or disclosure; 

(f) To provide Individuals with aecess to Plil in accordance with 45 C.F.R. § 164.524; 

(g) To make available Pm for amendment and incorporate any amendments to PHI in accordance with 45 C.F.R § 
164.526; 

(h) To make available the information required to provide an accounting of discl~ in accordance with 45 C.F.R § 
164.528; 



(i) To make internal practices. books and records relating to the use and disclosure of Pill received ftom the Plan available to 
the Secretary of Health and Human Services for purposes of detennining the Plan's compliance with HIPAA; 

(j) If feasible, to return or destroy all Pm received from the Plan that tbe Employer maintains in any form., and retain no oopies 
of soch PID when no longer needed for the purpose fOI wJ,lich disclosure was made. If return or destruction is not feasible, limit 
further uses and disclosW'eS to those purposes that make the return or destruction infeasible; and 

(k) To ensure adequate separation between the Plan and Employer as required by 45 C.F.R § 164.S04(f)(2)(ili) and descnl>ed 
in this Article Xl 

11.SDESIGNATED EMPLOYU.s WHO MAY REcEIVE PHI 

In accordance with tlle Privacy Rnles, only certain Employees who perform Plan administrative functions may be given access 
to Pm. Those Employees who have access to PHI from the Plan are listed in the P1ivacy Notice. either by name or individual 
position. 

11.6REsTRICTIONS ON EMPLOYEES WITH ACCESS TO Pfil 

The Employees who have access to Pm listed in the Privacy Notice may only use and disclose PHI for Plan Administration 
functions that the Employer pe.Jforms for the Plan, as set forth in the Privacy Notice, including but not limited to, quality 
assurance, claims processing, auditing, and monitoring. 

11. 7POLICIESAND PROCEDURES 

The Employer will implement Policies and Procedures setting forth operating roles to implement the provisions hereof. 

U.BORGANIZED llEALTII CARE .ARRANGEMENT 

The Plan Adtninistrator intends the Plan to fonn part of an Organized Health Care Arrangement along with any other Benefit 
under a covered health plan (under 45 C.F.R § 160.103) provided by the Employer. 

11.9PRIVACT OFFICIAL 

The Plan shall designate a Privacy Official. who will be responsible for the Plan's compliance with HIPAA. The Privacy 
Official may contract with or otherwise utilize the services of attorneys, accountants, brokers, consultants, or other third party 
experts as the Privacy Official deems necessary or advisable. In addition, and notwithstanding any provision of this Plan to the 
contraJy, the Privacy Official shall have the authority to and be responsible for: 

(a) Aocepting and verifying the accuracy and completeness of any certification provided by the Employer under this Article 
VIII 

(b) Trarwnitting the certification to any tbird parties as may be necessary to permit them to disclose PHI to Employer, 

(c) Establishing and implementing policies and procedures with respect to Pill that are designed to ensure compliance by the 
Plan with the requirements ofHIPAA; 

(d) Establishing and overseeing proper training of the Plan, or Employer personnel who will have access to Proteded Heath 
Information; 

(e) Any other duty or responsibility that the Privacy Official, in his or her sole capacity, deems necessaiy or appropriate to 
comply with the provisions of IDP AA and the purposes of this Article XI. 

11.lONONCOMPLIANCE 

The Employer shall provide a mechanism for resolving issues of noncompliance. including disciplinazy sanctions for personnel 
who do not comply with the provisions of this Article VIII. 

11.11DEP1NJTIONS 

As used in this Article vm. each of the following capitalized tenns shall have the respective meaning given below: 



"Individual" means the person who is the subject of the heath information created. received or maintained by the Plan or 
Employer. 

"Organized Health Care Arrangement" means the relationship of separate legal entities as defined in 45 C.F .R. § 160 .103. 

"Privacy Notice" means the notice of the Plan's privacy practices distn1mted to Plan participants in accordance with 45 C.F .R. 
§ 164.520, as amended from time to time. 

"Privacy Rules" means the privacy provisions ofHIPAA and the regulations in 45 C.F .R Parts 160 and 164. 

"Proiected Health Information or PHI" means individually identifiable health infonnation as defined in 45 C.F.R. § 
160.103. 

11.121.NTERPRETATION AND LIMITED APPLICABILITY 

Titls Article VIII serves the sole purpose of complying with the requirements of HIP AA and shall be interpreted and con~trued 
in a manner to effectuate this purpose. Neither this Article XI nor the duties, powers, responsibilities, and obligations listed 
herein shall be taken into account in determining the amount or nature of tbe Benefits provided to any person covered under 
this Plan. nor s11all they imn·e to the benefit of any third parties. To the extent that any of the provisions of this Article VIII are 
no longer requited by HIP AA. they shall be deemed deleted and shall have no fun.her force or effect 

ll.13SERVICES PERFORMED FOR THE EMPLOYER 

Notwithstanding any other provision of this Plan to the contracy, all selVices performed by a business associate for the Plan in 
accordance with the applicable service agreement sba1l be deemed to be performed on behalf of the Plan and subject to the 
adminib1rative simplification provisions ofHIPAA contained in 45 C.F.R parts 160 through 164, except seIVices that relate to 
eligibility and enrollment in the Plan. If a business associate of the Plan performs any services that relate to eligibility and 
enrollment to the Plan, these services shall be deemed to be performed on behalf of the Employer in its capacity as Plan 
Sponsor and not on behalf of the Plan. 
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Name of Organization: 

Fort Bend County 
Section 125 Cafeteria Plan 

PLAN lNFORMATION SUMMARY 

Effective Date: 01/0112007 

Federal Employer ID Number: 

Employer Organization 

Fort Bend County 
74-6001969 

Mailing Address: 
City, State, Zip: 
Street Address: 
Street Zip: 
Form of Organizat ion: 
Organized in the state of: 

Plan Information 
Plan Number: 
Plan Name: 
Original Effective Date: 
Plan Year Runs*: 
Plan Restated and Amended: 

301 Jackson 
Richmond, TX 77469 

301 Jackson 
Richmond, TX 77469 

Government 

TX 

Plan Design Options 

502 

Fort Bend County 125 Flexible Benefits 

04/0111989 

01/01 - 12'31 
01/01/2007 

•This PIAn is designed to run on a 12-month plan year period as stated above. A Short Plan Year may occw- when the Plan is first 
established, when the plan year period changes, or at the tennination of a Plan. 

Plan Administrator: 

Plan Service Provider: 
Street Address: 
City, State, Zip: 
Contact: 
Phone: 
Benefits Coordinator 
Name: 
Title: 
Phone: 
Company Name: 
Street Address: 
City, State, Zip: 

Fort Bend County 

Boon-Chapman 

12301 Research Blvd., Suite 400 
Austin, TX 78759 

Terri Garza 
(800) 252-%53 

(281) 341-8630 
Fort Bend County 
301 Jackson 
Richmond, TX 77469 



Acceptance of Legal Process 

Name: 
Title: 
Phone: 
Company Name: 
Street Address: 
City, State, Zip: 

(281) 342-4555 
Fort Bend County 
301 Jackson 
Richmond, TX 77469 

The appointed Plan Service Provider in conjunction with the Administrator will perform the 
functions of accounting, record keeping, changes of participant family status, and any election or 
reporting requirements of the Internal Revenue Code. 

ELIGIBILITY REQUIRE~ENTS 

a) Except as provided in (b) below, the Classification of eligible employees consists of All 
employees. 

(b) Employees excluded from this classification group are those individual employees who fall 
into one or more of the following categories below: 

Individuals under 18 years of age. 

-Employees who work less than 40.0 hours per week. 

Service Period Requirement 

For AU plan years, eligibility is the following: 

First of the month following the 90th day after hire. 

PLAN ENTRY DATE 

The Plan Entry Date is the date when an employee who has satisfied the Eligibility Requirements 
may commence participation in the Plan. The Plan Entry Date is the later of the date the Employee 
files a Salary Reduction Agreement during the applicable Enrollment Period or Date requirements 
are met . 



Signature~ 
Name: Ro&E21" HE: Be~ r 
Title: COU.N1V .JCA.~6C.:: 

Executed at: Fort Bend County 
301 Jackson 
Richmond, TX 77469 

Date: / l I 12. / Cfc 



BENEFIT PACKAGE OPTIONS 

The following Benefit Package Options are offered under this Plan: 

Major Medical Plan. 
The terms, conditions, and limitations of the Core Health Benefits offered will be as set 
forth in and controlled by the Group/Individual Medical Insurance Policy or Policies. 

Non-Core Supplemental Health Benefits. 
The tenns, conditions, and limitations of the Non-Core Supplemental Health Benefits 
offered will be as set forth in and controlled by the Group/Individual Medical Insurance 
Policy or Policies. 

Unreimbursed Medical Plans. 
The terms, conditions, and limitations will be as set forth in and controlled by the Plan 
Document. Each year each participant may elect in writing on a form filed with the 
plan administrator on or before the date he first becomes eligible to participate. 

Dependent Care Plans. 
The terms, conditions, and limitations will be as set forth in and controlled by the Plan 
Document. Each year each participant may elect in writing on a form filed with the 
plan administrator on o,r before the date be first becomes eligible to participate 

FLEXIBLE SPENDING ACCOUNT ELECTIONS 

The Closing Period is the period of time that begins after the Plan Year ends during which the 
employee can submit claims for payment of Qualified Expenses incurred during the Plan Year. 
This Closing Period begins at the end. of the Plan year and terminates 60 days after the end of the 
plan year. 

The Claims Submission Grace Period is the period of time after an employee terminates 
employment (or loses eligibility to pa.rticipate in the Plan) during which the employee can submit 
claims for expenses incurred while the employee remained a participant. The Claim Submission 
Grace Period begins on the employee's termination and ends 60 days after the end of the plan year. 

Amounts contributed for reimbursement benefits are segregated for record keeping and accounting 
purposes only, and this process does not constitute.a separate fund or entity as the reimbursements 
are made from the general assets of the plan sponsor. 

Health FSA 

(a) The maximum annual reimbursement amount an Employee may elect for any Plan Year is 
$2600.00. 

(b) The maximum annual reimbursement amount that a Participant may receive during the year is 
the annual reimbursement amount elected by the Employee on the Salary Reduction 
Agreement for Health FSA coverage, not to exceed the amount set forth in (a) above. 



(c) Minimum Contribution for this Benefit per Plan Year per Employee is $0.00. 

(d) In order to receive reimbursement under the Health FSA, the claim or claims must equal or 
exceed the Minimum Check Amount. If a claim or claims submitted by the Participant do not 
equal or exceed this amount, the claim or claims will be held until the accumulated claims 
equal or exceed the Minimum Check Amount, except that claims submitted for 
reimbursement during the last month of the Plan Year or during the Closing Period or Claims 
Submission Grace Period, whichever is applicable, will not be subject to the Minimum Check 
Amount. There is ao Minimum Check Amount under this Plan. 

Dependent Care Assistance Plan 

(a) The maximum annual reimbursement amount a Participant may elect under the Dependent 
Care Assistance Plan for any Plan Year is the lesser of the maximum established by the Plan 
described in (b) below or the statutory maximum specified in Code Section 129 (as described 
in your summary plan description). 

(b) The maximum annual reimbursement amount established by the Dependent Care Assistance 
Plan is as follows: $5000.00 for married filing jointly or single and $2500.00 for married 
filing separately. 

( c) The maximum annual reimbursement that a Participant may receive during the year is the 
a.'lllual reimbursement amount elected by the Participant on the Salary Reduction Agreement, 
not to exceed the amount in (a) above. 

( d) Minimum Contribution for the Benefit per Plan Year per Employee is $0. 00. 

(e) In order to receive reimbursement under the Dependent Care Assistance Plan, the claim or 
claims must equal or exceed the Minimum Check Amount. If a claim or claims submitted 
by the Participant do not equal or exceed this amount, the claim or claims will be held until 
the accumulated claims equal or exceed the Minimum Check Amount, except that claims 
submitted for reimbursement during the last month of the Plan Year or during the Closing 
Period or Claims Submission Grace Period, whichever is applicable, will not be subject to 
the Minimum Check Amount. There is no Minimum Check Amount under this Plan. 

INCORPORATED BY REFERENCE 

The actual terms and the conditions of the separate benefits offered under this Plan are contained in 
separate, written documents governing each respective benefit, and will govern in the event of a 
conflict between the individual plan document and the Employer's Cafeteria Plan adopted through 
this Agreement as to substantive content. To that end, each such separate document, as amended or 
subsequently replaced, is hereby incorporated by reference as if fully recited herein. 
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Section 125 Cafeteria Plan 

Part 1. Introduction 
Your employer (''Employer'} is pleased to sponsor an employee benefit program known as a Cafeteria Plan ("Plan") for certain 
eligible employees of the Employer. It is caJled a Cafeteria Plan because you can choose from a selection of different insurance and 
fringe benefit programs according to your needs. Your Employer gives you this opportunity to use a salaiy conversion arrangement 
through which you can use pre-tax dollars to pay for your benefits instead of paying for the benefits through after-tax payroll 
cleductions. By paying for the benefits with pre-tax dollars, you save money by not having to pay socjal security and in.come taxes on 
your salary reduction. However, you may still have the option of paying for your benefits with after-tax dollars. 

This Summary Plan Description (''SPD") describes the basic features of the Plan; how it operates, and how yon can get the 
maximum advantage from it. The Plan is established pursuant to a plan document into which this SPD is incolporated (i.e. the plan 
document and this SPD constitute the plan document). However, if a conflict exists between the plan document and this Sl>D, the 
plan document will control. 

Part 2. General Information about the Plan 
Q-1 What is the purpose of the plan? 

This Plan is designed to allow eligible employees to choose one or more of the benefits ()tJered through the Plan and, using 
funds provided through employee sa1ary reduction, to poy for the se1ected benefits with ~tax dollars. It is established for 
the exclusive benefit of Participants. 

Q-2- What benefrts are offered through tbe Plan? 

The Plan can offer one or more of the following types of benefits ("Benefit Package Options"). 

• Pre-tax contributions for qualified benefits (''Benefit Package Options") offered under the Plan (as set forth in Part 
6 below), which may include a Health FSA and/or Dependent Care FSA 

You will receive information materials before each enrollment period explaining the various benefit options your Employer 
is offering for the next Plan Year. 

Q·3 Who can participate in the Plan? 

Any employee (as that term is defined in the Plan Document) of the Employer who satisfies the EligioiJity Requirements 
established by the Employer in the Plan Information Sum.maiy (as summa1ized in Part 6 below), is eligible to participate in 
this Plan .. [Tile employer may have separate election requirements for the cafeteria plan. e.g. the employer may require a 
salaey reduction agreement in addition to the health insurance application] 

You will cease to be a Participant if (l) the Plan terminates, (2) You cease to be eligible for the Plan (e.g. the Participant's 
employment is terminated), (3) You revoke your election to participate, or (4) the Plan is amended to exclude you or the 
class of employees of which you are a member. You may be entitled to temporarily continue coverage under one or more of 
the Benefit Package Options that provide group health coverage. Refer to the applicable plan summaries for more 
information on COBRA continuation coverage. 

Q-4 What happens if I terminate employment (or cease to be eliaible) and then am rehired (become eligible again) 
during the same Plan Year? 

If you terminate your employment or you cease to be eligible for any reason, including (but not limited to) disability, 
retirement, layoff or voluntary resignation, and then yoo are rehired or again become eligi"ble within 30 days or less of the 
date of a termination of employment or ces.sation of eligibility, then you will be reinstated in the Plan (assuming you 
othenvise satisfy the eligibility requirements of the Plan) with the same elections you had before termination (snbject to any 
restrictions imposed lDlder the applicable Benefit Package Options}. If yoo are rehired or again become eligi1>1e more than 
30 days following termination of employment or cessation of eligioility and you are otherwise eligible to participate in the 
Plan. then you may make new elections. 



Q-5 What happens if I take a leave of absence? 

(a) If you go on a qualifying unpaid leave under the Family and Medical Leave Act of 1993 (FMLA), to the ex1ent 
required by tl1e FMLA, the Employer will oontinue to maintain your Benefit Package Options providing health 
coverage on the same terms and conditions as though you were still active (e.g., the Employer will continue to pay its 
share of the contribution to the extent you opt to continue coverage). 

(b) Your Employer may elect to continue all coverage for .Participants while they are on paid leave (provided Participants 
on non-FMLA paid leave are required to continue coverage). Jf so, you will pay your share of the contributions by the 
method normally used during any paid leave (for example, with Pre-tax Contributions if that is what was used before 
the FMLA leave began). 

(c) In the event of unpaid FMLA leave (or paid leave where ooverage is not required to be continued), if you opt to 
continue your group health coverage, you may pay your share of the contribution \"l'ith after-tax dollars while on leave, 
or you may be given the option to pre-pay all or a portion of your share of the contribution for the expected duration of 
the leave with Pre-ta.x Contributions from your pre-leave compensation by making a special election to that effect 
before the date such compensation would nonnally be made available to you provided, however, that pre-payments of 
Pre-tax Contributions may not be utiliz.ed to fund coverage during the next Plan Year, or by other arrangements agreed 
upon between you and the Plan Administrator (for example, the Plan Administrator may fund coverage during the 
leave and withhold amounts from your compensation upon your return from leave). The payment options provided by 
the Employer wiJI be established in accordance with Code Part 125, FMLA, and the Employer' s internal policies and 
procedures regarding leaves of absence. Alternatively, the Employer may require all Participants to continue coverage 
during the leave. If so, you may elect to discontinue your share of the required contributions until you return from 
leave. Upon retwn .from leave, you will be required to repay the contribution not paid during the leave in a manner 
agreed upon with the Administrator. 

(d) If your coverage ceases while on FMLA leave (e.g., for non-payment of requhed contributions), you will be pennitted 
to re-enter the Plan upon return from such leave on the same basis as you ·were participating in the Plan prior to the 
leave, or as otherwise required by tlle FMLA. Your coverage under the Benefit Package Options providing health 
cover.ige may be automatically reinstated provided that coverage for Employees on non-FMLA leave is automatically 
reinstated upon return from leave. 

(e) The Employer may, on a uniform and consistent basis, continue your group health coverage for the durntion of tl1e 
leave following your failure to pay the required contribution. Upon return from leave, you will be required to repay the 
contn'bution in a manner agreed upon by you and Employer. 

(0 1f you are commencing or returning from unpaid FMLA leave, your election under U1is Plan for Benefit Package 
Options providing non-healtl1 benefits shall be treated in the same manner that elections for non-llealth Benefit 
Package Options are treated with respect to Participants conunencing and returning from unpaid non-FMLA leave. 

(g) If you go on an unpaid non-FMLA leave of absence (e.g., personal leave, sick leave, etc.) that does not affect eligibility 
in this Plan or a Benefit Package Option offered under this plan, then you will continue to participate and the 
contnontion due will be paid by pre-payment before going on leave, by after-tax contributions while on leave, or "'i th 
catch-up contributions after the leave ends, as may be delenn~-d by, the Administrator. If you go on an unpaid leave 
that affects eligibility under this Plan or a Benefit Package Option, the election change rules in Part 2.Q-11 below will 
apply. The Plan Adtninistrator will have discretion to determine whether taking an unpaid non-FMLA leave of 
absenc:e affects eligibility. 

Q-6 What tax advantages can I gain by participating in the Plan? 

By participating in the Plan, you will not have to pay income tax or Social Security tax on your elections. Following is an 
illustration of how a hypothetical employee saved on taxes by participating in a cafeteria plan. Let' s assume our 
hypothetical employee makes $2,500 each month and has 28% withheld for federal withholding and 7.65% for Social 
Security. The employee' s take-home pay before participating in the Plan is $1,609 a month. Out of that, $348 a month is 
paid for insurance benefits, $100 for Health FSA, and $200 for Dependent Care FSA. The employee decides to participate 
in the cafeteria plan. By participating in the Plan and paying contributions on a pre-tax basis under the Plan. the employee 
saved $230 a month. Following is a table to better illustrate the example. 



BREAKDOWN OF PAY CHECK 
AND DEDUCl'IONS 

Grou Monthly Pay 

Less Premium for Major Medical 

Less Medical/Dental Expenses 

Less Day Care Expenses 

Taxable Income 

Less 2S°!. Federal Withholding 

Less 7.65% Social Security Tax 

Less Premium for Major Medical 

Less Health FSA Expenses 

Less Day Care Expenses 

Spendable Iocome 

NOT PARTICIPATING 
JN CAFETERIA PLAN 

S2,SOO.OO 

2,500.00 

(700.00) 

(191.00) 

(348.00) 

(100.00) 

(200.00) 

$961.00 

The employee saved S230 a montb or S2, 760 a year by partfclpadna in Plan! 

PARTJaPATINGJN 
CAFIITEIUA PLAN 

$2,500.00 

(348.00) 

(100.00) 

(200.00) 

1,852.00 

(519.00) 

(142.00) 

St,191.00 

This savings results in extra spendable income and this occurs because the employee participated in the Plan and made the 
required employee contributions before the tax~ were withheld. This is just one example of the possjble tax savings wider 
t11e Plan. 

~~ 7 How do I become a Participant? 

You become a Participant by completing and submitting a Bendit Election Form (or Salary Reduction Agreement) to the 
Plan Administrator (or its designee identified on the election fonn) during one of the applicable enrollment periods 
described in Q-3 Q.s below. Your effective date of participation is also described in Q--8 Q-8 below. Coverage under the 
Benefit Package Options that you elect will begin only as set forth in the summary plan descriptions (or other written 
material) for each Benefit Package Option that you elect 

Q..S What are the enrollment periods? 

There are three enrollment periods: 

1. Enrollment Period prior to the Effective Date. This is the enrollment period that occurs before the Plan's Effective 
Date (as described in the Adoption Agreement). An Election made during this Enrollment Period is effective on the 
Eifective Date of the Plan. 

2. Initial Enrollment Period. The lnitial Enrollment Period is the period during which newly eligible employees enroll in 
the Plan. The Initial Enrollment Period is described in the enrollment material provided by the Plan Administrator. An 
election to participate that is made during this enrollment period will be effective on the Plan Entry Date. 

3. Annual Enrollment Period The Annual Enrollment Period is the period each year in which participants may elect to 
change and/or continue their elections or eligible employees may elect to participate for the next Plan Year. The 
Annual Enrollment Period is described in your enrollment material that you will receive prior to the Annual 
Enrollment Period. An election to participate made during this period will be effective on the aoniversaiy date. 

If you have the ability to enroll by phone or Internet, separate enrollment periods may be set for paper, telephone, and 
Internet. Your Employer will tell you what enrollment periods are established for each. 

See Q-10 below for what happens when you fail to return a Benefit Election Form during the enrollment period. 



Q~9 How long is my election to participate (or not to participate) effective? 

Your elections (either to participate or not) are for the entire Plan Year, which is usually 12 months. The first Plan Year 
and the Jast PJan Year may be for a shorter period. See Part 6 below i>r the exact dates of your Plan Year. 

Q-10 What happens ifl fail to return my Benefit Election Form? 

If you are not currently participating in the Plan and you mil to return a Benefit Election Fonn before the end of the 
applicabl~ Enrollment Period. it will be assumed that you have elected to receive your full compensation in cash and you 
cannot elect to become a Participant until the next Amwal Enrollment Period or following the date you experience a change 
in status that allows you to enroll mid Plan Year (assuming you timely change your election). If you are currently 
participating in the Plan and CUI to submit a Benefit Election Form by the end of the Annual Enrollment Period for the next 
Plan Year, your elections for the next Plan Year will depend on which benefits you currently have. 

1. If you bave currently elected to pay for one of yom Benefit Package Options (other than Health FSA and/or Dependent 
Care FSA) with pre-tax contributions, it will be ~swned that you want to these elections for the next Plan Year (and 
contribute your share of the cost on a pre-tax basis, adjusted to reflect any increase in the contribution). 

2. If you have currently elected to participate in a Health FSA, it will be assumed that you do not want to continue 
participation in the Health FSA for the next Plan Year. 

3. If you Itave currently elected to participate in a Dependent Care Assistance Plan (DCAP). it will be assumed that you 
do not want to continue participation in the DCAP for the next Plan Year. 

Q~U Can I thonge my electioa during the Plan Year? 

Generally, you cannot change your election to parti(:ipate in the Plan or vaiy the benefits you have selected during the Plan 
Year, although your election will terminate if you are no longer working for the Employer or you are no longer eligt'blc. 
You may change your elections only during the Annual Enrolbnent Period, and then the change will not be effective until 
the beginning of the next Plan Year. 

There are several important exceptions to this general role. You may change or revoke your previous elections during tlte 
Plan Year if you experience one of the events listed below: 

Please refer to the Change Of Status Matrix (distributed with this SPD) for a table of the qualifying 
events, the benefits. affected by each event, and the possible changes in elections that may take place for 
eacll bea.efit. If you have a qualifying even4 you must .Ubmit an Employee Statement of Qualifying Event 
form (stating the event) and a Personal Beoeflt Elution Change Request Form (stating tbe changes in 
elections) within 30 days of the event to enroll 

1. Changes ht Status. If one or more of the following Changes in Status occur, you may revoke your old election and 
make a new election. provided that both the revocation and new election are on aa:ount of and corr~ with the 
Change in Status (as descn'bed below). Those oa:u.rrences which qualify as a Change in Status include the even1S 
described below, as well as any other eveots which tbe Plan Admini.sl1ator detennines are permitted under subsequent 
IRS regulations: 

• Change in your legal marital status (such as marriage. legal separation, annuJment, divorce, or death of your 
Spouse), 

• Change in the number of your tax Dependents (such as the birth of a child, adoption or placement for adoption of 
a Dependent, or death of a .Dependent), 

• Any of the following events that change the employment status of you, your Spouse, or your Dependent that affect 
benefit eligibility Wider a cafetelia plan (including this Plan) or other employee benefit plan of yours, your Spouse, 
or your Dependents. Such events include any of the following changes in employment status: tennination or 
commencement of employment, a strike or lockout, a oom.mencement of or return from an unpaid leave of 
absence, a change in worksite, switching from salaried to hourly-paid, union to non-union, or part..fune to full. 
time; incurring a reduction or increase in hours of employment; or any other similar change which inakes the 
individual become (or cease to be) eligible for a particular employee benefit, 

.j 



• Event that causes your Dependent to satisfy or cease to satisfy an eligi"'bility requirement for a particular benefit 
(such as attaining a specified age, getting married. or ceasing to be a student), or 

• Change in yow; your Spouse's, or your Dependent's place of residence. 

If a Change in Status occurs, you must inform the Plan Administrator and complete a new election for Pre~ Tax 
Contributions within 30 days of the occurrence. 

If you wish to change your election based on a Change in Status, you must establish that the revocation is on accoont 
of and corresponds with the Change in Status. The Plan Administrator (in its sole discretion) shall detennine whether 
a requested change is on account of and correi.-ponds with a Change in Status. As a general rule, a desired election 
change will be found to be consistent with n Change in Status event if the event affects covernge ellgib;Jity (for the 
Dependent Care FSA. the event may also affect eligibility for the dependent care exclosfon). A Change in Status 
affects coverage eligibility if it results in an increase or decrease in the number of dependents who may benefit under 
the plan. 
In addition, you must also satisfy the following specific requirements in order to alter your elect.ion based on that 
Change in Status: 

• Loss of Dependent Eligibility. For accident and health benefits (e.g., health, dental and vision cmrerage, 
accidental death and dismemberment covera~. and Health FSA benefits). a special rule governs which type of 
election change is consistent with the Change in Status. For a G'bange in StalUS involving your divorce, 
annulment, or legal separation from your Spouse; the death of your Spouse or your Dependent; or your Dependent 
ceasing to satisfy the eligibility requirements for coverage, your election to cancel accident or health benefits for 
any individual other than your Spouse involved in the divorce, annulment, or legal separation, your deceased 
Spouse or Dependent, or your Dependent that ceased to satisfy r.he eligibility requirements, would fail to 
correspond with that Change in Status. Hence, you may only cancel accident or health coverage for the affected 
Spouse or Dependent. 

Erampl.e: Employee Mike is married to Sharon. and they have one cbild. The employer offers a calendar year 
cafeteria plan that allows employees to elect no health coverage, employee-only coverage, employee-plus-one­
depeodent coverage, or family coverage. Before the plan year, Mike elects family coverage for himself, his wife 
Sharon, and their child. Mike and Sharon subsequently divorce during the plan year; Sharon loses eligibility for 
coverage under the plan. wbile the child is still eligible for coverage under the plan. Mike now wishes to cancel 
his previous election and elect no health coverage. The divorce between Mike and Sharon constitutes a Change in 
Status. An election to caocel coverage for Sharon is consistent with this Change in Status. Howe\1er, an election 
to caJJ(;C) coverage for Mike and/or the child is not consistent with this Change in Status. Jn contrast, an election 
to change to employee-plus-one-dependent coverage would be consistent with this Change in Statw;. 

However, you may increase your ele<.1ion to pay for COBRA coverage under the Employer's plan for yOUISelf (if 
you still have pay) or any other individual who lost coverage but is a still a tax dependent (e.g. a child who lives 
with you and to whom you provide over half of their support bot who has lost eligibility under the Plan). Gain of 
Coverage Eligibility under Another Employer's Plan. For a Change in Status in which you, yoor Spouse, or your 
Dependent gain eligibility for coverage under another employer's cafeteria plan (or qualified benefit plan) as a 
result of a change in your marital status or a change in your, your SpoJ1se•s, or your Dependent's employment 
status. your election to cease or decrease coverage for that individoal under the Plan would correspond with that 
Change in Status only if coverage for that individual becomes effective or is iDCre8£'Cd Wider the other employer's 
plan. 

• Dependent Care FSA. Benefits. With respect to the Dependent care FSA benefit (when offered by the Plan), you 
may change or terminate your election only if (1) such change or termination is made on aooount of and 
corresponds with a Change io Status that affects eligibility for coverage under the PJan; or (2) your election 
change is on acoount of and corresponds with a Change in Status that affects the eligioility of dependent care 
~ssanoe expenses for the available tax exclusion. 

Example: Employee Mike is married to Sharon, and they have a 12-year-old daughter. lbe employer's plan offers 
a dependent care expense reimbursement prograin as pait of its cafeteria plan. Mike elects to reduce his salary by 
S2,000 during a plan year to fond dependent care coverage for his daughter. In the middle of the plan year when 
the daughter turns 13 years old, however, she is no longer eligible to participate in the dependent care program. 



This event constitutes a Change in Status. Mike's election to cancel ooverage under the dependent care program 
would be consistent with this Change in Status. 

• Group Term Life Insurance, Disability Inconre, or Dismemberment Benefits. In the case of group tenn life 
insurance or disability inoome and dismemberment benefits. if you experience any Change in Status (as described 
above), you may elect to either increase or decrease coverage. 

Example: Employee Mike is married to Sharon and they have one child. The employer's plan offers a cafeteria 
plan which funds group-tenn life insurance coverage (and other benefits) through salary reduction. Before the plan 
year Mike elects $10,000 of group-term life insurance. Mike and Sharon subsequently divorce dwing the plan year. 
TI1e divorce oonstitutes a Change in Status. An election by Mike either to increase or to decrease his gt'Oup·term 
life insurance covemge would eaeh be consistent with this Change in Status. 

2. Special Enrollment Rights. If you, yom Spouse and/or a Dependent are entitled to special enrollment ri&hts wlder a 
group health plan. you may change your election to correspond with the special enrollment right. Thus, for example, if 
you declined enrollment in medical coverage for yourself or your eligi'ble Dependents because of outside medical 
coverage and eligibility for such coverage is subsequently lost due to certain reasons (such as legal separation. divorce. 
death, termination of employmem. reduction in hours, or exhaustion of COBRA period), you may be able to elect 
medical coverage under the Plan for yourself and your eligi'ble Dependents who lost such coverage. Furthermore, if 
you have a new dependent as a tesuh of marriage, birth, adoption, or placement for adoption, you may also be able to 
enroll yourself, your Spouse, and your newly acquired Dependents, provided that you request enrollment within 30 
days after the maniage, birth, adoption, or placement for adoption. An elt.etiou change that corresponds with a special 
enrollment most be prospective, unless the special enrollment is attributable to the birth, adoption, or placement for 
adoption of a child, which may be retroactive up to 30 days back to the date of the birth. adoption, or placement for 
adoption. PJease refer to the group health plan description for an explanation of special enrollment rights. 

3. Certain Judgments, Decrees, and Orders. If a judgment, dectt.e, or onier from a divorce, separation, annulment, or 
custody change requires your Dependent child (including a foster child who is your tax Dependent) to be covered 
under this Plan, you may change your election to provide coverage for the Dependent child. If the order requires that 
another individual {such as your fonner Spouse) cover the Dependent child, and such covcrdge is actually provided. 
you may change your election to revoke coverdge for the Dependent cbild. 

4. Entitlement to Medlcat"e or Medicaid. IC you, your Spouse, or a Dependent becomes entitled to Medicare or 
Medicaid, you may cancel that person's accident or health coverage. Similarly, if you, your Spouse, or a Dependent 
who has been entided to Medicare or Medicaid loses eligibility for such, you may, subject to the terms of the 
underlying plan, elect to begin or increase that person's accident or health coverage. 

5. Change in Coat. If the Plan Admini..et:rator notifies you that the cost of your coverage under the Plan significantly 
increases or decreases during the Plan Year, regardless of whether the cost change remilts from action by you (such as 
switching from fulJ.timc to part-time) or the Employer (such as reducing the amount of Employer contributions for a 
certain class of employees). yon may make certain election changes. If the cost significantly increases, you may choose 
either (a) to make an increase in your contributions. (b) revoke your election and receive coverage under another 
Benefit Package Option which provides similar coverage, or (c) drop coverage altogether if no similar coverage exists. 
If the cost significantly decreases. you may revoke your election and elect to receive coverage provided under the 
option that decreased in cost. For insignificant increases or decreases in the co~ of.Benefit Package Options, however, 
the Plan Adminisarator will automatically adjust your election contnl>ution.~ to reflect the minor change in cost The 
Plan Administrator (in its soJe discretion) will determine whether the requirements of this Part are met. The Change bl 
Cost provisions do not apply to Health FSA benefits. 

Ex.ample: Employee Mike is covered under an indenmity option of bis employer's accident and health insurance 
coverage. If the cost of this option significantly increases during a period of coverage, the Employee may make a 
corresponding increase in his payments or may instead revoke bis dection and elect coverage UDder an HMO option. 

6. Change in Coverage. If the Plan Administrator notifies you that your coverage under the Plan is significantly 
curtailed you may revoke your election and elect coverage under another Benefit Package Option which provides 
similar coverage. If the significant curtailment amounts to a complete loss of coverage, you may also drop coverage if 
no other similar ooverage is available. Further, if the Plan adds or significantly improves a benefit option dwing the 
Plan Year, you may revoke your election aod elect to receive on a prospective basis coverage provided by the newly­
added or significantly improved option. so long as the newly added or significantly improved option provides similar 



coverage. Also, you may make an ele.ction change that is on account of and corresponds with a change made under 
another employer plan (including a plan of the Employer or another employer), so long as: (a) the other employer 
plan permits its participants to make an election change permitted under the IRS reguJatious; or (b) this Plan pennits 
you to make an election for a period of coverage which is different from the period of coverage under the other 
employer plan. Fmally, you may change your election to add coverage nnder this Plan for yourse~ your Spouse, or 
your Dependent if such individual(s) loses coverage under any group healtl1 coverage sponsored by a governmental or 
educational institution. The Plan Administrator (in its sole discretion) will determine whether the requirements of this 
Part are satisfied. The Change in Coverage provisions do not apply to Health FSA benefits. 

With the exception of spe<.ial enrollment resulting from birth, placement for adoption or adoption, all election changes 
are p10Spe(.1ively eft"ective from the date of the election or such later time as determined by the Plan Administrator. 
Additionally, the P1an's Administrator may modify your election(s) downward doting the Plan Year if you are a Key 
Employee or Highly Compensated Individual (as defined by the Internal Revenue Code), if necessary to prevent the 
Plan from becoming discriminatory within the meaning of tbe federal income tax law. 

Q-U What happens if a claim for benefits under the Plan is denied? 

If you a.re denied a benefit under this Plan (e.g. election changes, eligibility for pre-tax benefits), you should proceed in 
accordanoe with the following claims review procedures.. If you are denied a benefit under one of the Benefit Package 
Options, you should proceed in accordance with the claims review procedures established for that partiruJar Benefit 
Package Option. 

Step I: Notice is l'eceived from Plan Service Pr<JVider. If your claim is denied, you will receive written notice from the 
Plan Seivice Provider that your claim is denied as soon as reasonably possible but no later than 30 days after receipt of the 
claim. The PJan Service Provider may take up to an additional lS days to review your claJm. You will be provided written 
notice of the need for additional time prior to the end of the 30-day period. 

Step 2: Review your notice carefully. Once you have received your notice from the Plan Seavice Provider, review it 
carefully. The notice will contain: 

• the reason(s) for the denial and the Plan provisions on which the denial is based~ 

• a description of any additional information necessary for you to perfect your claim, why the information is 
necessary, and your time limit for submitting the information; 

• a description of the Plan's appeal procedures and the time limits applicable to such procedures; 

• a right to request all documentation relevant to your claim; 

Step 3: Jfyou disagree with the decision, you may file an appeal. If you do not agree with the decision, and you wish to 
appeal, you must file a written appeal in accordance with tlie Notice referenced in Step 1 no later than 180 days of receipt 
of that Notice. You should submit all information identified in the notice of denial as ~ to perfect yonr claim and 
any additiotlal information tbat you believe would support your claim. 

Step 4: Notice of Denial following appeal. If the claim is again denied, you will be notified in writing .. If there is only 
one level of appeal, notice of the denial will be sent no later than 60 days after the appeal is received. See below for more 
information if the Plan has established two levels ofappeal. 

Step 5: Review your IWlice carefully. You sbouJd take the same action that you took in Step 2 described above. The notioe 
will contain the same type of information that is provided in tbe first notice of denial 

Step 6 (if there is a second level of appeal as indicated tn the notice of denial referenced In S/$p One and/or Four above): 
If you still disagree with the decision. and you wish to appeal, you most file a second level appeal with the Plan 
Administrator within the time allotted for appealing as set forth in the notice of denial from the Plan Service Provider 
(referenced in Step 4). You should gather any additional information that is identified in the notice as necessaiy to perfect 
your claim and any other information that you believe will suppoft your claim. 

If the Plan Admin.isttator denies your second level appeal, you will rece.ive notice within 30 days after the Plan 
Administrator receives your c1aiJn. The notice will contain the same type of information that was referenced in Step 2 
above. 



Q-13 What effect will Plan participation have on Social Security and other benefits? 

Plan participation will .reduce the amount of your taxable compensation. Accordingly, there could be a decrease in your 
Social Security benefits and/or other benefits (e.g., pension, disability and life insurance) that are based on taxable 
compensation. 

Part 3. Health FSA Benefits 
Participation in the Medical Riimburseiooit Plan (Health FSA), if listed as a benefit offered under the Plan (see Part 6 below), 
allows you to purchase a specific level of Health FSA benefits. paying for <..-overage with pre...-ax dollars elected on the Benefit 
Election Fonn in lien of a corresponding amount of current pay. This arrangement he1ps yon because the level of coverage you elect 
is nonta.xable, and you save social security and income taxes on the amount of premiums you pay. 

QM1 Who can participate in the Health FSA? 

If you are eligtl>le to be a participant in the Cafeteria Plan, you can participate in the Health FSA. 

Q-2 How do I become a Participant? 

You can participate by electing the Health FSA during the applicable Enrollment Periods described in Part 2.Q-8. See Part 
2.Q-8 to detennine when your participation will begin. Effective date of participation will vruy by Enrollment Period. Once 
you elect benefits under a Health FSA, a Health Care Account will be set up in your name to record your benefits and the 
contributions you make for such benefits during the Plan Year. No actual account is established; it is merely a bookkeeping 
account 

Once you become a participant, you may receive reimbursements for Eligil>le Medical Expenses incurred by you and your 
Eligible Dependents (see Part 3.Q-10 below for more information on Eligible Dependents.) 

Q-3 When does coverage under the Health FSA end? 

You continue to participate in die Health FSA until i) you elect not to participate~ ii) the end of the Plan Year unless you 
make an election during the annual election period iii) you no longer satisfy the eligibility requirements descnOed ill Part 6 
below. (iv) you terminate employment with the employer. or (V) the Plan is termJnated or it is amended to exclude you or 
the class of employees of which you are a member. You may be entitled to temporarily continue your coverage under the 
Health FSA once your coverage ends for certain reasons. See Q-14 below for more information. 

Q-4 What happens if I take a leave of abseoee? 

Genernlly, the roles described in Part 2.Q-4 above apply. However, if your Health FSA coverage ceases daring your FMLA 
leave, you will be entitled to elect whether to be rein.stated in the Health FSA, at the same coverage level in efrect before the 
FMLA leave (with increased contributions for tbe remaining period of coverage) or at Health FSA level that is teduced pro­
rata for the period of FMLA leave during wWcb you did not make aqy conlribuliom. Under either scenario, expenses 
incuned dming the period that your Health FSA coverage was not in effect are not eligible for reimbursement under this 
Health FSA. 

Q-5 What happens if I fail to return my Benefit Election Fonn? 

If you are not currently participating in the Plan and fail to return a Benefit Election Fonn before the end of the enrollment 
period, it will be asswned that you have elected to receive your full c:ompensation in cash and you cannot elect to participate 
until the next Annual Enrollment Period or you experience a change in status event that permits yon to enroll in the Plan 
during the Plan Year .. 

If you bavc currently elected to participate in a Hemth FSA, it will be assumed that you do not want to continue 
participation in the Health FSA and the d«luctions will cease as of the first day of the next Plan Year (unless you elect to 
stop participating before then). 

See Part 2.Q-10 above for further disaJssion. 

Q-6 How do I pay for Health FSA reimbursements? 

After you submit a Benefit Election Form specifying the amount yoo want deducted each pay period. that amount will be 
dedocted from your pay and cmlited to your Health Ou'e Account each pay period. This money will be available for 



reimbursement of eligible me.dical expemes. Tite available amount in your Health Care Account at any particular time will 
be the total amount elected for the Plan Year under your Health FSA less any reimbursemeots you may have already 
received. For example, if you have elected an annual salary conversion of $2,400 for eligible Health FSA benefits, then 
$2,400 would be aedited to your Health FSA Account during the Plan Year. If you are paid semi·monthly, $100 a payday 
or $200 a month would be <;redited to the Health FSA Account lo pay for these expenses. bot your reimbursements would 
not depend on the amount you have paid in. You can file for all or part of this $2,400 reimbursement at any time during the 
Plan Year. 

Q~ 7 What annual benefits are ava11able under the Health FSA, and bow much will they cost? 

You can choose any amount of annual benefits you desire within the limits set forth in Part 6 below. Ycu will be required to 
make annual contributions corresponding to your chosen benefit level 

Q-8 How do I receive Reimbursement under the Health FSA? 

Under this Health FSA. you may have two types of nrimbursement options. You can complete and submit a written claiin 
for reimbursement ("Traditional Paper Claims"). Alternatively, you may be able to use an electronic payment card 
("Electronic Payment Card") to pay the expense. In order to be eligll>le for the Electronic Payment Card, you must agree to 
abide by the tenns and conditions of the Electronic Payment Card Program (the "Program") as set forth herein and in the 
Electronic Payment Program Agreement (the "Program Agtt.e:ment'') including any fees applicable to participate in the 
program, limitations as to card usage, the Plan's right to withhold and offset for i.neJigil>le claims, etc). The following is a 
summary of bow reimbursement under the traditional paper claims works. If payment using an electronic payment card is 
available under this Plan, you will be provided an Appendix to this SPD that explains how it works. 

1J:9ditional Pgper Claims: When you incur an Etigaole Medical Expense, you file a claim with the Plan's ThiIJi Party 
Administrator by completing and submitting a Request for Reimbmsement Form. You may obtain a Request for 
Reimbursement Form from the Plan Administrator or the Third Party Administrator. You must include with your Request 
for Reimbursement Fomt a written statement from an independent third party (e.g. a receipt, EOB, etc) associated with each 
expense that indicates the following: 

a)The nature of the expense (e.g. what type of service or treatment was provided). If the expense is for an over the counter 
drug. the written statement must indicate the name of the drug. 

b )The date the expense was .i.ncw:red 

c)The amount of the eA-"J)eDSe. 

You will be rei.mbursed for your eligible expenses according to the schedule in your enrollment material for the amount 
available fur reimbursement Remember, the amount you are reimbursed during the Plan Y car cannot exceed the annual 
benefit amount you elected. Also, no check will be written if the current amount payable to the Participant for claims is •~ 
than the Minimum Check Amount as specified in Part 8 below. The Minimum Check Amount will not apply when 
processing claims submitted during the last month of the Plan year or during the closing period. 

At the end of the Plan Year, you will have a closing period (as stated in Pa.rt 6 below) to tum in claims for expenses 
incurred during the Plan Year. No claim.i; can be submitted for reimbursement after the closing period ends. Your Employer 
may set a different closing period, called a "'claims submission grace period" for employees terminating during the Plan 
Y eat; if so, you wi11 find this information in Part 6 below. 

Please read and follow your Claims Filing lnsU'uctrons carefully to ensure the prompt processing of your claims. Please note 
that you can submit a claim for more than what you have paid in to date. The reimbursement will be made so long as (1) the 
claim is equal to or less than the annual elected amount less any previous reimbursements; and (2) the claim is not paid for 
or has not been reimbursed from any other source. 



Q-9 What is an "Eligible Medical Expense"? 

An "Eligible Medical Expense" is an expense that bas been incurred by you and/or your eligible dependents that satisfies 
the following conditions: 

a) The expense is for "medical care" as defined by Code Section 213(d); 

b) The expense bas not been reimbursed by any other source and you will not seek reimbursement for the expense 
from any other source. 

The Code genera1Jy defines "medical care" as any amounts incurred to diagnose, treat or prevent a specific medical 
condition or for purposes of affecting any function or structure of the body. This includes, but is not limited to, both 
pte6cription and over the counter drugs (and over the counter products & devices). Not every health related expense you or 
your eligible dependents incur constitutes an expense for "medicaJ care." For example, an o.-pense is not for "medical 
care", as that term is defined by the Code.. if it is merely for the beneficial health of you and/or your eligible dependents (e.g. 
vitamim or nutritional supplements that are not taken to treat a specific medical condition) or for cosmetic purposes unless 
necessary to correct a deformity arising from illness, injury, or birth defect. You may, in the discretion of the Plan Service 
Provider/Piao Administrator, be required to provide additional docmnentation from a health care provider showing that you 
have a medical condition and/or the particular item is necessaty to treat a medical c.ondition. Expenses for cosmetic 
purposes are also not reimbursable unless they are necessary to correct an abnormality caused by illness, injwy or birth 
defect. 

In addition, certain .expenses that might otherwise constitute "medical care" as defuied by the Code are not reimbursable 
under any Health FSA (per IRS reguJations): 

a) Health insurance premiums; and 

b) Expenses incurred for qualified long term care services. 

c) Alfy other expenses that are specifically excluded by tile Employer per a list attached and incorporated into the 
SPD by the Employer 

Q-1 O Who is an "eligible dependent" for which I can claim expenses for rebnbursement? 

You can claim reimbursement for eligible medical expenses incurred by your legal spouse (as determined in aa;ordance 
with state law to the extent consistent with the federal Ddense of Marriage Act), any individual who would qualify as a tax 
dependent of yours under Code Part 152, and any child for whom you are required to provide health coverage pursuant to a 
Qualified Medical Support Onler. Also, children of divorced parents are considered to be a dependent of both parents to the 
extent that both parents together provide over half of the child• s support. 

Q-11 When must a reimbursable expense be incurred? 

Eligible expenses reimbussed under the Plan must be incurred during the Participant's period of coverage under the Plan. 
Expenses are treated as having been incurred when the Participant is provided with the medical care that gives rise to the 
medical expenses, not when the Participant is formally billed or charged for the services or pays for the medical care. 
During your current participation year, you cannot be reimbwsc:d for any expenses incmred before the Plan Effective Date, 
before your Salacy Reduction and Election Fonn becomes effective. expenses incurred after the date that you stop being 
eligible under this Health FSA (except as described in Q-14 below) or for any expense incurred after the close of the P!an 
Year. 

Q-12 Can I change the election daring the year? 

Only if you experience one of the qualifying events listed in Part 2.Q-11 above and follow the procedures outlined within 
that section. 



Q-13 What happens ifl still have a balance in my Account at the end of the Plan Year? 

Any unused amounts left in your Account at the end of the Plan Year will be fotfeited and returned to your employer to 
offset administmtive expenses and future costs. Also, any uncashed reimbursement checks will be forfeited if not cashed 
within 90 days Of issue. 

Q· 14 Can I continue coverage in my Account? 

Federal law requires most employers sponsoring group health plans to offer employees and their families the opportunity for 
a temponuy extension of health care coverage (called "continuation coverage") at group rates in certain instances where 
coverage under the plans would otherwise end. ~ rules apply to the Health FSA. unless the Employer is a small­
employer witbin the meaning of the applicable regulations. The Plan Administtator can le1I you whether the Employer is a 
small employer (and t1ms not subject to these rules). 

If you are a participant in the Health FSA, then you have a right to choose continuation coverage under the Health FSA if 
you lose your covernge because of: 

• a rciductio.n in your holU's of employment; 

• a voluntmy or involuntary temrination of your employment (for reasons other than gross misconduct), or 

• a military leave of absence that lasts 31 days or longer (in accordance with USERRA). 

If you are the spouse of a Participant, then you have tlle right to choose continuation coverage for yolllself if you lose 
coverage for any of the following reasons: 

• the death of your spouse; 

• a voluntary or involuntary termination of your spouse's employment (for reasons oilier than gross misconduct) or 
reduction in your spouse's hours of employment; or 

• the divorce or legal separation from your spouse. 

In the case of a Dependent child of a participant, he or sbe has the right to choose continuation coverage if coverage is lost 
for any of the following reasons: 

• t11e death of the employee; 

• a voluntary or involuntary termination of tl1e employee's employment (for reasons other than gross misconduct) or 
reduction m the employee's hours of employment; 

• his or her parents' divoroe or legal separation; or 

• he or she ceases to be a dependent child. 

A child who is born to, or placed for adop!k'n with. the employee during a period of continuation coverage is also entitled to 
continuation coverage under COBRA. Those who are entitled to continue coverage under COBRA are called "Qualified 
Beneficianes" . 

If you choose continuation coverage, you may continue the level of coverage you had in effect immediately preceding tbe 
qualifying event However, if Plan benefits are modified for similarly situated active employees, then they will be modified 
for you and other Qualified Benefu:iaries as well. You will be eligible to make a change in your benefit election with respect 
ro the Plan upou the OCCUll'CDCC of any event that permits a similarly situoted ootive employee to make a benefit election 
change during a Plan Year. 

If yon do not choose continuation "°"erage, your coverage UDder the Health FSA will end witll the date you would otherwise 
lose coverage. 

Yon or your covered dependents (including your spouse) must notify the employer of a divorce, legal separation, or a child 
losing dependent status under the Plan within 60 days of the later of the date of the event or the date on which coverage is 
lost because of the event Wheo the Plan Administrator (or its COBRA Administrator identified in the Plan Information 
Appendix) is notified that one of these events has occurred, the Plan Administrator will in turn notify you that you have the 
right to choose Continuation coverage. Notice to an employee's spouse is treated as notice to any covered :Oependents who 
reside with the spouse. 



The COBRA Participant and/or covered dependent is respo.DS!l>le for notifying the Plan Administrator if he or she becomes 
coveted under another group health plan. 

:Each qualified beneficiary is entitled to make a separate election for continuation coverage under the Plan. In order to elect 
continuation coverage. you must complete tbe election form(s) provided to you by the Plan Administrator. You have 60 days 
from the date you would lose coverage for one of the reasons descn"bed above or the date you are sent notice of your right to 
elect continuation coverage, whichever is later. to inform the PJa11 Administrator that you wish to continue coverage. 
Failure to return the election form within the 60-day period will be considered a waiver, and you will not be allowed to elect 
continuation coverage. 

You will have to pay the entire oost of your continuation coverage. The oost of your continuation coverage will not exceed 
102% of the applicable p1'CDlium for the period of continuation coverage. The first premium payment after electing 
oontinuation coverage will be due 45 days after making your election. Subsequent premiwns mu.st be paid within a 30-day 
grace period following the due date. Failure to pay premiums within this time period will result in automatic termination of 
your oontinuation coverage. Claims incurred dming any period will not be paid until your premium payment is received for 
that period. If you timely elect continuation cover.:1ge and pay the applicable premium, however, then continuation coverage 
will relate back to the first day on which you would have lost regular ooverage. 

The maximum period for which covera~ may be continued will be until the end of the Plan Year in which the qualifying 
event occurs. To the extent that Nonelective Employer contribntions are provided, the maxim\PD duration of coverage may 
be 18 or 36 months from the qualifying event (depending on the type of qualifyiflg event). You will be notified of the 
duration of continuation coverage when you have a qualifying event. However. continuation coverage may end earlier for 
any of the following reasons: 

• The contnlmtion for your continuation coverage is not paid on time or it is insufficient (Note: If your payment is 
imuflicient by Che lesser of l<>°A. of the required COBRA premium, or $50, you will be given 30 days to cure the 
shortfall)~ 

• The date that you first beoome covered under another group health plan under which you are not subject to a pre­
existing condition exclusion limitation, after you elect continuation coverage; 

• The date that you first become entided to Medicare, after you elect condnuatlon coverage; or 

• TI~ date the employer no longer provides group health coverage to any of its employees 

Q-15 What happens if a daim for benefits under the Health FSA is deltled? 

If you are de.nie4 a benefit under the Health FSA, you shonld prooeed in accordance with tlie following claims review 
procedures. 

Step 1: Notice is received from Plan Service Provider. If your claim is denied, you will receive written notice from the 
Plan Service Provider that your claim is denied as soon as reasonably possible but no later than 30 days after receipt of the 
claim. For reasons beyond the oootrol of the Plan Service Provider. the Plan Service Provider may take up to an additional 
15 days to review your claim. You will be provided written notice of the need for additional time prior to the end of the 30-
day period. If the reason for the additional time is that you need to provide additional information. you will have 45 days 
from the notice of the extension to obtain that information. The time period during which the Plan Service Provider must 
make a decisiou will be suspended until the earlier of the date that you provide the information or the end of the 45-day 
period. 

Step 2: Rt!l-iew your non~ carefully. Once you have received your notice from the Plan Service Provider, review it 
carefully. The notice will contain: 

• the reason(s) for the denial and the P1an provisions on which the denial is based; 

• a description of any additional information necessary for you to petfect your claim, why the information is 
necessary, and your time limit fur submitting the information; 

• a description of the Plan's appeal procedures and the time limits applicable to such procedures; 

• a right to request all documentation relevant to your claim; 



Step J: If you disagree with the decision, file an Appeal. 1f you do not agree with the decision of the Plan Servke Provider, 
you may file a written appeal. You should file your appeal no later than 180 days of receipt of the notice described in Step 1. 
If the Plan has established only one level of review, you should file your appeal with the Plan Administrator. If the Plan has 
established two levels of appeal, you should file your appeal with the Plan Service Provider. The notice of denial reference 
in Step 1 above will indica1e whether the plan has 1 or 2 levels of appeal. Regantless. you should submit all information 
identified in the notice of denial as necessary to perfect your claim and any additional infonnation that you belie\'e would 
support your claim. 

Step 4: Notice of Denial Is re~/ved from claims reviewer. If the claim is again denied. you wiJI be notified in writing. If 
the plan bas established two levels of appeal as set forth in the notice of denial, the notice will be sent no later than 30 days 
after receipt of the appeal by the Plan Service Provider. Otherwise, notice of the denial will be sent no later than 60 days 
after the appeal is received by the Plan Administrator. 

Step!: Review yo11r notice carefully. You should take the same action that you take in Step 2 descnl>ed above. The notice 
will contain the same type of information tltat is provided in the first notice of denial provided by the Plan Service Provider. 

Step 6 (if there is a second level of appeal u Indicated in the notice of denial): If you still disagree with the Plan Service 
Provider's decision, file a 2"" Level Appeal with the Plan Administrator. If you still do not agree with the Plan Service 
Provider's decision. yoa may file a written appeal with the Plan Administralor within the allotted number of days set forth 
in the notice of denial from the Plan Service Provider. Yoo should gather any additional information that is identified in the 
notice as nec.-essary to petfect your claim and any other information that you believe will support your claim. 

If the Plan Administrator denies your 2nd Level Appeal, you will receive not:K:e within 30 days after the Plan Administrator· 
receives your claim. The notice will contain the same type of information that was referenced in Step 2 above. 

Important Information 

Other important information rcga.rcling your appeals: 

• Each level of appeal will be independent from the previous level (ie. the same person(s) or subordinates of the 
same person(s) involved in a prior deteanination will not be involved in a subsequent decision); 

• On each level of appeal. the claims reviewer will review relevant information that you submit even if it is new 
infonnation; 

• You cannot file suit in federal court until you have exhausted these appeals procedures. 

Q-16 WiU my health information be kept confideotW? 

Under the Health Insurance Portability and Accountability Act of 1996 ("HIPAA"), group health plans such as the Health 
FSA and the third party service providers are required to take steps to ensure that certain "protected health information" is 
kept confidential. You may receive a separate notice that outlines the health privacy policies of the Plan. 

Part 4. Dependent Care Assistance Benefit 
Another important component of your Employer's Cafeteria Piao is the Dependent Care Assistance Plan. Participation in this Plan 
allows you to receive income tax-free reimbursement for some or all of your work-related dependent care expenses under a related 
Dependent Care As.tjstance Plan (DCAP). A DCAP allows you to provide a source of pre-tax funds to reimburse you for your eligible 
expenses. You do this by entering into a sa1ary conversion agreement (Benefit Election Form) with the Employer imtead of receivjng 
a corresponding amount of yom regular pay. This arrangement saves yon money; you pay less social security and income taxes 
because the salary conversion paying for your elected benefits is not taxable. 

Q-1 Who can participate in a DCAP? 

If you are eligible to be a participant in the Cafeteria Plan, you can participate in the DCAP. If you are manied. your ~ 
must also work, go to school Ml time, or be incapable of self-care for you to be eligiole. 

Q-2 How do I ~ome a Participant? 

You can participate by electing the DCAP Benefit during the applicable Enrollmen1 Periods. See Part 2.Q-8 above for your 
effective date of participation. Effective dates of participation vary by Enrollment Period. Once you elect benefits under this 



DCAP, a Dependent Care Expense Reimbursement Account (DCAP Account) will be set up in your name to record your 
benefits and the contnbutions you make for such benefits during the Plan Year. 

Q-3 When does coverage under the DCAP end? 

You continue to participate in the Dependent Care FSA until (i) you elect not to participate; (ii) you no longer satisfy the 
eligibility requirements described in the Plan Information Summary; (iii) the end of the Plan Year unless you make an 
election to participate during the annual election period; (iv) you terminate employment wilh the employer (there are special 
roles for tenninating employees), or (v) the Plan is terminated or amended to exclude you or the cla~ of employees of which 
you aie a JJiember. However, you may be able to continue to submit claims for reimbursements for Eligible Employment 
Related Expenses incurred after the date that you terminate employment up to balance in your Dependent Care Account as 
of the date you terminate employment 

Q-4 What happens if I take a leave of absence? 

Generally, the rules descnl>ed in Part 2.Q-4 above ofthls SPD apply to the Dependent Care FSA. 

Q-5 What happens ifl fail to return my Benefit Election form? 

If you are not cmrent}y participating in the Plan and fail to ~ a Benefit Election Form before the end of the enrollment 
period, it will be assumed that you have elected to receive your full compensation in cash and you cannot become a 
Participant until the next Plan Year. The only exception to this is if you have experienced one oftbe qualifying events listed 
in Q-11 under Part 2 above. If so, you mmt submit an Employee Statement of Qualifying Event form (stating the event) and 
a Personal Benefit Election Change Request Form (stating the changes in elections) within 30 days of the eveot to enroll. 

If you have currently elected to participate in a DCAP and you fall to return the Benefit Election Form, it will be assumed 
that you do not want to continue participation in the DCAP and the ded~ons will cease. 

See Q-10 under Part 2 above for further discussion. 

Q-6 How are my DCAP reimbursements paid? 

After you :oubmit a Benefit Election Form specifying the amount you want deducted each pay period, that amount will be 
deducted from your pay and credited to your DCAP Account each pay period. This money will be available for 
reimbursement of your dependent care expenses. The available amoont in yo\D' DCAP Acoount at any particular time will 
be the amount credited to your DCAP Account to date less any reimbursements you may have already received. 

Q-7 Are there any other limits on what DCAP benefits are tax free? 

In addition to the dollar limitations in Part 6 below, the maxinmm amount ofDCAP benefits you may exclude from income 
daring any calendar year cannot be more than: 

• If you are not mairled as oflbe end of the year, your earned income for the year, or 

• Jf you are married at the end oftbe year, the lesser of your earned income for the year, or your spouse's earned 
income. 

Q-8 ls there any other way I can save taxes on my DCAP expenses? 

Yes, you can claim the Household and Dependent Care Ct-edit when filing your federal income tax return. 

Q-9 What is the Household aad Dependent Care Credit? 

The household and dependent care credit is an allowance for a percentage of your annual, Eligible Employment Related 
Expenses as a credit against your federal income tax liability under the U.S. Tax Code. In determining what the tax credit 
would be, you may take into account only $3,000 of such expenses for one Qualifying Individllal, or $6,000 for lwo or more 
Qualifying Individuals. Depending on your adjusted gross income, the percentage could be as much~ 35% of your Eligil>le 
Employment Related Ex-penses (to a maximum credit amount ofSIOSO for one Qualifying Individual or $2100 for two or 
more Qualifying Individuals,) to a minimlllD of 200/o of such expenses. The maximum 35% rate must be reduced by 1% (but 
not below 20%) for each $2,000 portion (Qr any fraction of $2.000) of your adjusted gross incomes over $15,000. 

Dlustration: A.ssome you have one Qualifying Individual for whom you have incurred EUgil>le Employment Related 
Expenses of $3,600, and that your adjusted gross inoome is $21,000. Since only one Qualifying Individual is involved, the 



credit will be calculated by applying the appropriate percentage to the first $3,000 of the expenses. The peroentage is. in 
tum, arrived at by subtracting one percentage point from 35% for each $2,000 of your adjusted gross inoome over $15,000. 
The calculation is: 35% - [($21,000 • 15,000)/$2,000 X 1%] = 32%. Thus, your tax credit would be $3,000 X 32% = $960. 
If you bad incurred the same expenses for two or more Qualifying Individuals, your credit would have been $3,600 X 32% = 
$1152, because the entire expense would have been taken into account, not just the first $3,000. 

Q-10 HI participate in the DCAP, can I claim the Household and Dependent Care Credit on my federal income tu 
rettll'D? 

If you participate in both, each dollar that you receive under the DCAP FSA reduoes the amount of expenses that may be 
taken into consideration under the Household and Dependent Care Credit (that is. the $3,000 and $6.000 amount). 

Example: If you had $5,000 in dependent care expenses for 2001 for mo children, but only elected $2000 for your DCAP, 
you would still be eligible for a partial tax credit You would calculate your tax credit by subtracting $2,000 {amount 
reimbursed by DCAP) from $6000 (the maximum allowed for the Household and Dependent Care Credit). This would leave 
you with $4000, your basis for the Household and Dependent Care Credit. You would then apply the fonnuJa for the credit 
as stated in Q-9 above. 

Example: If you had $10,000 in dependent care expenses for 2001 and claimed the maximum $5,000 under a DCAP, you 
cannot claim the other $5,000 as a Household and Dependent Care Credit on your federal income tax return. 

Q~ll Under what circumJtances can I receive reimbursement under the DCAP"? 

You can be reimbursed fur worlc-reJated dependent care expenses provided all the following conditioD$ are satisfied: 

1. The expenses are for services rendered after the date of your Dependent Care election and bdbre the end of the Plan 
Year. 

2. The individual for whom you incurred the expen~ is a "Qualifying Individual". A "Qualifying Individual" is a: 

• Child under age 13 for whom you are entitled to a personal tax exemption as a dependent (or if you are divorced, 
a child who resides with you without regard to whether you are entitled to the exemption), or 

• Spouse or olher tax dependent who is physically or mentally incapable of personal care. 

3. The expenses are incurred to enable you to be gainfully employed. 

4. If the expenses are incurred for services outside your household for a Dependent who is age 13 or older, that 
Dependent must spend at least 8 hours a day in your home. 

~. 1f the incurred e.~m;es are for services provided by a dependent care center (that is, a facility that provides care for 
more than six individuals not residing at the facility). the center must comply with all applicable state and federal 
laws. 

6. The expenses cannot be paid or payable to a child of yours who is under age 19 at the end of the year when the services 
were rendered or to an individual for whom you or your spouse is entitled to a personal tax exemption as a dependent. 

7. This reimbursement (plus all other Dependent Care reimbursements during the same ye.ar) may not exceed the least of 
the following limits: 

• $5,000, 

• $2,500 if you are married, but you and your Spouse file separate tax returns, 

• Your taxable compensation (after your sa1my reduction under the Plan), or 

• If you are married, your Spouse's actual or deemed earned income. 

Your Spouse will be deemed to have earned income of $250 (for ooe Eligible Dependent) or $500 (for two EligioJe 
Dependents) for each month the Spouse is either (1) physically or mentally incapable of personal care or (2) a full-time 
student. Your spouse is considered to be a full·time student if the !.'J?O!.ISC is deemed a full-time student by the "educational 
institution" attended by the spouse dUring each of five calendar months during a Plan Year. An cdlicational institution is 
any educational institution that normally maintains a regular faculty and curriculum and normally bas a regularly enrolled 
body of student in attendance at the place where its educational activities are regubrly carried on. 



You are encouraged to consult your personal tax advisor or IRS Publication 17 "Your federal Income Tax" for further 
information or clarification. 

Q·12 How do I receive my benefit.s undel" the DCAP? 

Under this DCAP, yon may have two types of reimbursement options. You can complete and submit a written claim f<;>r 
reimbursement ("Traditional Paper Claims"). Alternatively, you may be able to use an electronic payment card ("Electronic 
Payment Card") to pay tbe expense. In order to be eligiole for the Electronic Payment Card, you must agree to abide by the 
terms and conditions of the Electn:mic Payment Card Program (the "Program") as set forth herein and in the Electronic 
Payment Program Agreement (the "Program Agreement") including any fees applicable to participate in the program, 
limitations as to card usage, tlle Plan's right to withhold and offset for ineligible claims. etc). The following is a summary 
of how traditional paper claims reimbursement works. If payment using an electronic payment card is available under this 
Plan, you will be provided an Appendix to this SPD that explains bow it works. 

Traditi011al Paper Claims: When you incur an Eligiole Employment Related Expense, you file a claim with the Plan 
Service Provider by <.'Olllpleting and submitting a Request for Reimbursement Fonn. You may obtain a Request fur 
Reimbursement Form from the Plan Service Provider. You must include with your Request for Reimbursement Fonn a 
written statement from an independent third party (e.g. a receipt or invoice) associated with each expense that indicates the 
full owing: 

a)The date the expense was incurred 

b)The amount oftbe expense. 

The amount of your reimbursement will depend on your current Account Balance (deductions to date minus any previous 
reimbursements). If your Account Ba1ance is equal to or exceeds your claim, your claim for eligible expenses will be 
reimbursed in full. If your claim exceeds your current Account balaru::e, the excess part of the claim will be carried over into 
the following pay cycles to be paid as your balance can cover it. In other words, as additional salary conversion amounts are 
credited to your Accoont raising your Account Balance. a t'eimbul'Eement check will be processed automatically for any 
unpaid portions of any properly submitted claims. Remember, no expenses can be reimbursed that exceed the payments you 
have made up to that date minus any previom reimbursements. 

You cannot be reimbursed for any expenses incurred before the Plan Effective Date, before your Benefit Election Fonn 
becomes effective, or after the end of the Plan Year. You may be able to submit claims for reimbursement of an eligible 
expense incurred after the date that you terminate or cease to be eligible for this Plan up to your account balance on the date 
that you stopped being eligible. Also. no check will be written if the cmrent amount payable to the Participant for claims is 
less than the Minimum Ch~k Amount as specified in Part 8 below. The Miuimwn Check Amount will not apply for 
processing the final checks during any Plan Year. 

At the end of the Plan Year, you will have a closing period (as stated in Part 6 below) to tum in claim~ for expenses 
incurred during the PJan Y car. No claims can be submitied for reimbursement after the closing period ends. Your Employer 
may set a claims submission grace period for terminated employees; if so, you will find this infurmatkm in Part 8 below. 

Q~13 Will I be taxed on the DCAP benefits I receive? 

You will not normally be taxed on your DCAP benefits up to the limits set out in Q.. 7 and Q-11 above. However, before you 
can qualify for tax-me treatment, you are required to list the names and taxpayer identification numbers of any persons 
providing your dependent care services during the calendar year for which you have claimed a tax-free reinlbursement. (Be 
sure to fill out all the spaces on your claim!) 

Q-14 Can I change my election if I change day care providers during the year and the rates are different? 

Yes, this will be oonsidered a Change of Coverage (see Part 2.Q-11 above). You will need to submit an Employee Statement 
of Qualifying Event fOIDl (stating the event) apd a Personal Benefit Elect.ion Change Request Fonn (stating the changes in 
elections) within 30 days of the event to change the day care provider and the rates. 



Q·15 Can I chnnae my election if a relative starts keeping my children for free? 

yes, this will also qualify for the Change of Coverage discussed above. You would submit a Cbauge of Status Form 
changing providers with the rate being changed to z.ero. NOTE: You will not be able to change your election as a result of a 
cost increase or decrease imposed by a relative. 

Q· 16 What happens if I still have a balance in my DCAP Account at the end of the Plan Year? 

Any unused amounts left in your Account at the end of the P!an Year cannot be canied over into the next year, but will be 
fotfeited and mmned to your employer to offset admin.i.strative expenses and future costs. Also, any uncashed 
reimbursement checks will be forfeited if not cashed within 90 days of issue. 

Q-17 What happens if my clai~ for DCAP benefits is denied? 

If you are denied a claim reimbursement under the Plan (e.g. election changes. eligibility for p.re--tax benefits). you should 
proceed in aocordance with the following claims review procedures. If you are denied a claim under one of the Benefit 
Package Options. you should proceed in accordance with the claims review procedures established for that particular 
Benefit Package Option. 

Step 1: Notioe is received from Plan Service Provider. If your claim is denied. you will receive written notice from the Plan 
Service Prov:ider that your claim is denied as soon as reasonably possible but no later than 30 days after receipt of the claim. 
For reasons beyond the control of the Plan Service Provider, the Plan Service Provider may take up to an additional 15 days 
to review your claim. You will be provided written notice of the need for additional time prior to the end of tllC 30-day 
period 

Step 2: Review your no/I~ C41Y!/ully. Once yon have received your notice from the Plan Service Provider, review it 
carefully. The noti<:e will contain: 

, 

• the reason(s) for the denial and the Plan provisions on which the denial is based; 

• a description of any additional infonna1ion necessary for you to perfect your claim, why the information is 
necessary, and your time limit for submitting the information; 

• a description of the Plan's appeal procedures and the time limits applicable to such procedures~ 

• a right to request all documentation relevant to your claim; 

Step 3: I/you disagru with the decision, you may file an appeal. If you do not agree with the decision of the Plan Service 
Provider, you may file a written appeal. You should file your appeal no later than 180 days ofrcceipl of the notice described 
in Step 1. If the Plan has e!>tlblished only one level of review, you should file your appenl with the Plan Administrator. If 
the Plan ltas established two levels of. appeal, you should ftle your appeal with the Plan Service Provider. Tiie notice of 
denial reference in Step 1 above will indicate whether the plan has 1 or 2 levels of appeal. Regardless., you should submit all 
information identified in the notice of denial as necessary to perfect your claim and any additional information that you 
believe would support your claim. 

Step 4: Notice of Denial is received from claims reviewer. H the claim is again denied. you will be notified in writing. If 
the plan has established two levels of appeal as set forth in the notice of denial, the notice will be sent no later than 30 days 
after receipt of the appeal by the Plan Service Provider. Otherwise, notice of the denial will be sent no later than 60 days 
after the appeal is received by the Plan Administrator. 

Step 5: Review )'Oflr notice carefully. Yoo should taJce the same action that yon take in Step 2 described above. The notice 
will contain the same type of information that is provided in the first notice of denial provided by the Plan Service Provider. 

Step 6 (If there is a second level of appeal as Indicated in the notice of dental): If you stJI/ disagree with the Plan Service 
Provider's decision, file a second level appeal with the Plan Administrator. If yon still do not agree with the Plan Service 
Provider's decision, you may file a written appeal with the Plan Administrator within the time allotted for appealing as set 
forth in the notice of denial from the Plan Service Provider. Yon should gather any additional infonnation that is identified 
in the notice as necessary to perfect your claim and any Olber infonnation tbat you believe will support your claim. 

If the Plan Administrator denies your second level appeal, you will receive notice within 30 days aft.er the Plan 
Administrator receives your claim. The notice will contain the same type of information that was referenced in Ste.p 2 
above. 



Part 5. ERISA Rights 
This Plan is not a welfare benefit plan as defined in the Employee Retirement Income Security Act (BRISA). However, certain 
component benefits (such as the Health FSA Plan) may be governed by ERISA. ERISA provides that you, as a Plan Participant, will 
be entitled to: 

1. Receive Information about Your Plan and Benefits 

• Examine, without charge, at the Plan Administrator's office and at other specified locations, such as worksit.es and 
union halls, all documents governing the plan, including insurance contracts, collective bargaining agreements, 
and a copy of the latest annual report (Fonn 5500 series) tiled by the Plan with the U.S. Department of Labor and 
available at the Public Disclosure Room of the Pension and Welfare Benefit Administration. 

• Obtain, upon written 1'Xtuest to the plan administrator, copies of all documents governing the operation of the 
plan, including insuranoe contracts and collective bargaining agreement, and copies of the latest annual report 
(Fonn 5500 series) and updated Summary Plan Description. The Plan Administrator may make a reasonable 
charge for the copies. 

• Receive a stlDlmary of the Plan's annual financial report The Plan Administrator is required by law to furnish 
each participant with a copy of this summary annual repon. 

2. Continue Group HeaJtb Plan Coverage 

• Continue health coverage for you, your spouse, or your dependents if there is a loss of coverage under the plan as 
a result of a qualifying event. However, you or your dependents may have to pay for such coverage. Review this 
Summary PJan Description and the documents governing the Plan on the roles governing yom COBRA 
continuation ooverage rights. 

• (if the Health FSA is subject to IIlP AA) Obtain reduction or elimination of exclusionary periods of coverage for 
preexisting conditions under your group health plan, if you have creditable coverage under another plan. You 
should be provided a certificate of creditable coverage, free of charge, from your group health plau or health 
insurance issuer when you lose coverage under the Plan. when you become entitled to elect COBRA continuation 
coverage, when your COBRA continuation coverage ceases (if you requested continuation coverage), before losing 
coverage (if you requested continuation coverage), or up to 24 months after losing coverage (if you requested 
continuation coverage). Without evidence of cr¢ditable ooverage, you may be subject to a preexisting condition 
exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage. 

3. Prudent Actioos by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the 
operation of the Employee Benefit Plan. The people who operate your Plan, called "fiduciaries" of the Plan, have a 
duty to do so prudently and in the interest of the Plan participants and beneficiaries. No one, including your employer. 
your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from 
obtaining a welfare benefit from the Plan, or from e.xercising your rights umter ERISA. 

4. Enforcement of Your Rights 

If your claim for a welfare benefit under an ERISA-covered plan is denied in whole or in part. you must receive a 
written explanation of the reason for the denial. You have the right to have the Plan review and reconsider your cJaim. 
Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request materials from the 
Plan and do not ~ive them within 30 days, you may file suit in a federal court. In snch a case, the court may require 
the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materiaJs, unless 
the materials were not sent because of reasons beyond tbe control of the Administrator. If you have a c1aim for benefits 
which is denied or ignored in whole or in part, yon may file suit in a state or federal court. In addition, if you disagree 
with the plan's decision or lack theooof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in fOOeial court. If it should happen that plan fiduciaries misuse the Plan's money or if 
you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or 
you may file suit in a federal court. The court will decide who should pay court costs and legal fees. If you are 
successful, the court may order the per$0n you bave sued to pay these costs and fees. If you lose, the court may order 
you to pay these costs and fees (for example, if it finds your claim is frivolous). 



S. Assistance with Y oor Questiom 

If you ii.ave any questions about the Plan, you should contact the Plan Administrator. If you have any questions about 
this statement or about your rights under BRISA. or if you need assistance obtaining documents from the Plan 
Administrator, you should contact the nearest office of the U.S. Department of Labor, Pension and Welfare Benefits 
Administration listed in your telephone directory, or the Division of Technical Assistance and Inquiries, Pension and 
Welfare Benefits Administration, U.S. Department of Labor, 200 Constitution Ave., N.W .. Washington, D.C .. 20210. 
You may also obtain certain publications about your rights and resporun'bilities under BRISA by calling the 
publications hotJine of the Pension and Welfare Benefits Administration. 

Part -6. Plan Information Summary 

PJease refer to the Addendum attached to this docwnent for Part 6, the Plan Information Summary. 

-------------------------
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AMENDMENT I 
TOTBE 

FORT BEND COUNTY 
FLEXIBLE SPENDING ACCOUNT 

PLAN DOCUMENT 

7. PLAN ADMINISTRATION - Flexible Spending Account is hereby amending the 
follows: 

7.7 Payment of Administrative Expenses 

Administrative fees for Healthcare Reimbursement and Dependent Care 
Reimbursement Accounts are tbe full responsibility of the Employee not the 
Employer. 

Such modification is to correct the Plan Document to accurately reflect a long standing 
policy and practice of assessment of administrative fees for reimbursement accounts. 

In witness whereat: we have executed the Plan Amendment by its duly authorized office, 
this ~ day of S ~~ , 2008. 

TITLE: County Judge 

. AITEST: 

. . 
/. 

'. .. ,. ·.'".: 
• ' I '•' • ~ ·~~, . ~ •. 

. ... .... .. · .:.,._ ::.,. '\\~ . 
!'>· - ' 
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AMENDMENT II 
TO THE 

FORT BEND COUNTY 
FLEXIBLE SPENDING ACCOUNT 

PLAN DOCUMENT 

Item IX - Flexible Spending Account Elections is hereby amending the following: 

Health FSA 

(a) The maximum annual reimbursement amount an Employee may elect for any Plan 
Year is $3000.00. 

Such modification is effective 1/1/2009. 

In witness whereof, we have executed the Plan Amendment by its duly authorized office, 
tbjs day of 2008. 

~t !9-t..t:v St~,;i_ 3J ;i,oo f'. 

FORT BEND COUNTY 

By: ;;) I _,1'/ n / 
R~ 

Title: 

Attest: 

I :-"4•.t:' ' '. 

lf~·G-~~· ~t • .J ~ ... ~ · ·.· 
i "·'""'\"·;~· ._,.:!:~ ~ 

• •' ~ • : I 

'l •• '\ :-..:. • 

.. .., : . ~~ 

Coungg~ 

Dianne Wilson, County Clerk 

. ~ . ·:;: ~· 
·~in 

~? .... • . .. . . . .. ::t: 
,. .. .. ,. . . . .. ..... ·~ .. ·_i ... 

=:· :: 09~ . ... ~~- ~:";· • ... · .... •. 



AMENDMENT ID 

TO THE 

CAFETERIA PLAN 

PREMIUM REDUCTION OPTION PLUS 
FLEXIBLE SPEND1NG ACCOUNTS 

As adopted by 
Fort Bend County 

Item VID, Adoption Agreement, Flexible Spending Account Elections, Health FSA is 
hereby amended as follows: 

(a) The maximum annual reimbursement amount an Employee may elect for any 
Plan Year is $2,500.00. 

Such modifications are effective January 1, 2013 
,....., 

In witness whereof; we have executed the Plan Amendment by its duly authorized office,~ 
this · -·c1~ day of A uqu S1 , 2012. l:b. 

§ 

By: 

Title: 

Witness: 
Ath:<,t : Dia1H1 t. Wi/ Son 

Cou.1, -i-y LI ert<. 

(....) -... . 
......... -::> •. 
~c- ·. 
n1c , 1 
~c::' . .::: 
r.1;;;;;: 
2!-4 
--1-< 



AMENDMENT IV 

TO THE 

CAFETERIA PLAN 

PREMIUM REDUCTION OPTION PLUS 
FLEXIBLE SPENDING ACCOUNTS 

As adopted by 
Fort Bend County 

Flexible Spending Account Elections, Health FSA is hereby amended as follows: 

(a) Service period requirements 

For all plan years, eligibility is the following: 

First of the month, following the 581
h day after hire. 

Such modifications are effective January 1, 2014 

In witness whereof, we have executed the Plan Amendment by its duly authorized office, 
tllis J l, day of D~cern her , 2014. 

Fort Bend County 

By: 

Title: 

Witness: 

DIANNE WILSON, 
-;,,+ p1.nJ County C/u{c.. 

-~ . 
. : ·:-; 
~ --1·-. - -· . . ... _ -· 

. .:. _ _, ._.: 
~ ·- .,._~ 
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PLAN DOCUMENT 

JANUARY 1, 2016 
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Fort Bend County, the Employer, hereby amends and restates effective January 1, 2016 the self-funded Fort 
Bend County Employee Benefit Medical Plan ("Medical Plan") formed under Chapter 172 of the Local 
Government Code. The plans provide medical and prescription drug benefits for the eligible Employees of the 
Employer, including Elected Officials, and their eligible Dependents. 

Eligible Retirees and Dependents are eligible to participate in the p lan in accordance with the rules established 
and approved by Fort Bend County Commissioners Court and Chapter 175 of the Local Government Code. 

Eligible Survivors may participate in the plan in accordance with the rules established and approveci by Fort 
Bend County Conunissioners Court and Chapter 615 of the Local Government Code ("LGC 615 Survivor"'). 

The purpose of the plan is to provide reimbursement for a Participant's Eligible Expenses incurred as a result of 
treatment for illness and injury. In consideration of any required Participant contributions, the Employer agrees 
to make payment as provided in the plan document. The Employer has the right to periodically amend the plan 
document. The plan document constitutes the entire Medical Plan. 

The Employer has caused this instrument to be executed by its duly authorized officers with the effective date 
of l 51 day of January 2016. 

2126/2016 • Original sent to Sandy Kucera, Risk Management 

Approved by Commissioners Court on 
23rd day of February 2016 
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PLAN ADMINISTRATOR'S DISCRETIONARY AUTHORITY 

The benefits provided under the Medical Plan are for the exclusive benefit of the eligible 
Employees/Dependents, e ligible Retirees/Dependents, and Survivors as defined by LGC 615. These benefits 
are intended to be cont inued indefinitely, however, the Em ployer reserves the unilatera l right and discretion to 
make any changes, without advance notice, to the Medical P lan which it deems to be necessary or appropriate, 
in its discretion, to comply with applicable law, regulation or other authority issued by a governmental entity. 
The Employer also reserves the unilateral right and discretion to amend, modify, or terminate, without advance 
notice, all or any part of the Medical Plan and to make any other changes that it deems necessary o r appropriate. 
Changes in the Med ical Plan may occur in any or all parts of the plan, including, but not limited to, benefit 
coverage, deductibles, maximums, copayments, exclusions, limitations, definitions, e lig ibility and the like, 
under the plan. You should not, therefore, assume thal lhe benefits that are provided under the plan will 
continue to be available and remain unchanged, and you should disregard any information or communication 
(written or oral) that would seem to limit the Employer's absolute right and discretion to terminate, suspend, 
discontinue or amend such benefits. Furthermore, the Plan Administrator reserves the absolute right, authority 
and discretion to interpret, construe, construct and administer the terms and provis ions of the plan, in its 
discretion, including correcting any error or defect, supplying any omission, reconc iling any inconsistency, and 
making all finds of fact including, w ithout limitation, any factual determination that may impact eligibility or a 
claim for benefits. In the event that a Preferred Provider Organization (PPO) physician refers outside the 
network, the Plan Administrator, at its discretion, will have the option of applying the PPO coinsurance 
provision. It is the plan participant's responsibility to determine if a provider is within the PPO network. A ll 
decisions, interpretations and other determinations of the Plan Administrator will be final, binding and 
conclusive o n all persons and entities subject only to the claims appeal provisions of the plan. Benefits under 
the plan wi ll be paid only if the Plan Administrator determines in its discretion that the Participant is entitled to 
them. 

THE MEDICAL PLAN IS A "GRANDFATHERED" PLAN 

The Medical Plan believes it is a '"grandfathered health plan" under the Patient Protection and Affordable Care 
Act ("Affordable Care Act"). As permitted by the Affordable Care Act, a grandfathered health plan can 
preserve certain basic health coverage that was already in effect when that law was enacted. Being a 
grandfathered health plan means that the Medical Plan may not include certain consumer protections of the 
Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive 
health services w ithout any cost sharing. However, grandfathered health plans must comply with certain other 
consumer protections in the Affordable Care Act, for examp le, the e limination of lifetime limits on benefits. 

Questions regarding w hich protections apply and which protections do not apply to a grandfathered health plan 
and what might cause a plan to change from grandfathered health plan status can be directed to the Plan 
Administrator at 281-34 1-8630. You may also contact the U.S. Department of Health and Human Serv ices at 
www .healthreform.gov. 
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FORT BEND COUNTY 
EMPLOYEE BENEFIT MEDICAL PLAN 
AND SUMMARY PLAN DESCRIPTION 

ARTICLE I 
SCHEDULE OF BENEFITS 

A. MEDICAL SCHEDULE OF BENEFITS 
OPTION A - LOW DEDUCTIBLE I OPTION B - HIGH DEDUCTIBLE 

OPT/ONA - LOW DEDUCTIBLE 
DEDUCTIBLE 

Per person per calendar year, with a maximum 
of five (5) per family. With three (3) month 
carry-over provision (see " Deduct ible Amount 
and Carry-Over Provisions"). Inside PPO plan 
deductible can be used to satisfy Outside PPO 
plan deductible. 

Separate per Hospital confinement deductible 
at Non-PPO Hospital. 

INSIDE PPO 

$300.00 

NIA 

OPTION A I COINSURANCE PROVISION PER CALENDAR YEAR 
INSIDE PPO vs. OUTSIDE PPO 

OUTSIDE PPO 

$700.00 

$500.00 

INSIDE PPO COINSURANCE PROVISION: If you utilize PPO providers, all El ig ible Expenses w ill be 
paid by the Plan at 80% and the Participant will pay at 20% up to the first $19,000.00 of Eligible Expenses 
(unless otherwise stated in the Schedule of Benefits), after the appl icable deductibles have been satisfied . When 
Eligible Expenses reach $19,000.00 after the applicable deductibles and coinsurance provisions have been 
satisfied, the Plan will pay 100% of Eligible Expenses. If a Participant (including an Employee) has coverage 
under another group health plan, then no Out-of-Pocket (OOP) Maximum shall apply under th is Plan. This 
provision does not apply to Medicare coverage. The maximum coinsurance paid by Participant at 20% is 
$3,800.00 per Participant with a family maximum of five (5) per family per Plan Year. 

OUTSIDE PPO COINSURANCE PROVISION: If you utilize providers Outside PPO, all Eligible Expenses 
will be paid by the Plan at 50% and the Participant wil l pay at 50% up to the first $20,000.00 of Eligible 
Expenses (unless otherwise stated in the Schedule o f Benefits), after the applicable deductibles have been 
satisfied. When El igible Expenses reach $20,000.00, the Plan will pay 100% of El ig ible Expenses. If a 
Participant (including an Employee) has coverage under another group health plan, then no Out-of-Pocket 
(OOP) Maximum shall apply under this Plan. This provision does not apply to Medicare coverage. The 
maximum coinsurance paid by Participant at 50% is $10,000.00 per Participant with a family maximum 
of five (5) per family per Plan Year. 
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Whether Inside or Outside PPO, any expenses other than E ligible Expenses will be disallowed and cannot be 
used to satisfy deductibles or your medical coinsurance provis ions. Any expense related to mental health 
care, substance abuse, alcoholism and outpatient prescrjotjop drugs purchased with your Fort Bend 
County Employee Benefit Plan ID card will not be applied to your maximum medical coinsurance 
provisjop or calepdar year deductjbles. These proyjsjops apply to each covered Partjcjpant. 

If you are a Depepdept or a Retiree and reside Outsjde PPO Service Area (there are no PPO providers 
within 100 miles of Participant's residence) Participant will be subject to the calendar year deductible plus 
Participant' s percentage of coinsurance, subject to any additional benefit limitations of th is Plan. There w ill be 
an additional $500.00 per confinement deductible if admitted to a Hospital Outside PPO. All Eligible Expenses 
will be paid by the Plan at 70% co insurance and the Participant will pay 30% up to the first $20,000.00 of 
Eligible Expenses (unless otherwise stated in the Schedule of Benefits). after the applicable deductibles have 
been satis fied. When El igible Expenses reach $20,000.00, the Plan w ill pay 100% of Eligible Expenses. If a 
Participant (including an Employee) has coverage under another group health p lan, then no Out-of-Pocket 
(OOP) Maximum shall apply under this Plan. This provis ion does not apply to Medicare coverage. The 
maximum coinsurance paid by Participant at 30% is $6,000.00 per Participant with a family maximum 
of five (5) per family per Plan Year. 

OPTJ(lN B - HIGH DEDUCTIBLE 
DEDUCTIBLE 

Per person per calendar year, with a maximum 
of three (3) per fami ly. With three (3) month 
carry-over provision (see '"Deductible Amount 
and Carry-Over Provisions··). Inside PPO plan 
deductible can be used to satisfy Outs ide PPO 
plan deductible. 

Separate per Hospital confinement deductible 
at Non-PPO Hospital. 

INSIDE PPO 

$850.00 

NIA 

OPTION B I COINSURANCE PROVISION PER CALENDAR YEAR 
INSIDE PPO vs. OUTSIDE PPO 

OUTSIDEPPO 

$1,000.00 

S500.00 

INSIDE PPO COINSURANCE PROVISION: If you utilize PPO providers, all Eligible Expenses will be 
paid by the Plan at 80% and the Participant will pay at 20% up to the first $12,500.00 of Eligible Expenses 
(unless otherwise stated in the Schedule of Benefits), after the applicable deductibles have been satisfied. When 
Eligible Expenses reach $12,500.00 after the applicable deductibles and coinsurance provisions have been 
satisfied, the Plan will pay 100% of Eligible Expenses. If a Participant (including an Employee) has coverage 
under another group health plan, then no Out-of-Pocket (OOP) Maximum shall apply under this Plan. This 
provision does not apply to Medicare coverage. The maximum coinsurance paid by Participant at 20% is 
$2,500.00 per Participant with a family maximum of three (3) per family per Plan Year. 
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If a Covered Person goes into a PPO Hospital with a PPO doctor admitting, or if a Covered Person goes to a 
PPO hospital for outpatient services with a PPO doctor perfonning the service, the ancillary services (i.e., 
pathology, x-ray, anesthesiology, assistant surgeons, on-call specialists, e tc.) performed by non-network 
providers who may be used by the hospital will be paid as if in-network. 

OUTSIDE PPO COINSURANCE PROVISION: If you utilize providers Outside PPO, all Eligible Expenses 
will be paid by the Plan at 50% and the Participant will pay at 50% up to the first $15,000.00 o f E ligible 
Expenses (unless otherwise stated in the Schedule of Benefits), after the applicable deductibles have been 
satisfied. When Eligible Expenses reach $15,000.00, the Plan will pay 100% of E ligible Expenses. If a 
Participant (including an Employee) has coverage under another group health plan, then no Out-of-Pocket 
(OOP) Maximum shall apply under this Plan. This prov is ion does not apply to Medicare coverage. The 
maximum coinsurance paid by Participant at 50% is $7,500.00 per Participant with a family maximum 
of three (3) per family per Piao Year. 

Whether Inside or Outside PPO, any expenses other than Eligible Expenses will be disallowed and cannot be 
used to satisfy deductibles or your medical coinsurance provisions. Any expense related to mental health 
care, substance abuse, alcoholism and outpatient prescriptjon drugs purchased wjth your Fort Bend 
County Employee Benefit Plan ID card will not be applied to your maximum medical coinsyrance 
provisjop or calepdar year dedyctibles. These provisions apply to each covered Partjcjpapt. 

If yoy are a Dependept or a Retiree and reside Oytside PPO Seryice Area (there are no PPO providers 
within I 00 miles of Participant's residence) Participant w ill be subject to the calendar year deductible plus 
Participant's percentage of coinsurance, subject to any additional benefit limitations of this Plan. There wil l be 
an addition,al $500.00 per confinement deductible if admitted to a Hospital Outside PPO. All Eligible Expenses 
wi ll be paid by the Plan at 70% coinsurance and the Participant will pay 30c~o up to the first $15,000.00 of 
Eligible Expenses (unless otherwise stated in the Schedule of Benefits), after the applicable deductibles have 
been satis fied. When Eligible Expenses reach $15,000.00, the Plan will pay 100% of El igible Expenses. If a 
Participant (including an Employee) has coverage under another group health plan, then no Out-of-Pocket 
(OOP) Maximum shall apply under this Plan. This provision does not apply to Medicare coverage. The 
maximum coinsurance paid by Participant at 30% is $4,500.00 per Participant with a family maximum 
of three (3) per family per Plan Year. 

DEDUCTIBLE AMOUNT AND C ARRY-OVER PROVISONS: The applicable deductible for Plan Option 
A or Plan Option B will be deducted from the El igible Expenses before benefits are computed, unless the 
"SCHEDULE OF BENEFITS" indicates otherwise. In the event a Participant is Hospital confined on 
December 31 , satisfaction of a deductible for the following year shall not be applied until after the date of 
discharge. 

The deductible applies separately to each Participant in each calendar year, subject to the fol lowing conditions: 

I. When two or more covered family members are injured in the same accident, only one deductible will be 
applied in any calendar year to the Eligible Expenses directly resulting from injuries sustained in that 
accident; 

2. If Participant incurs Eligible Expenses in October, November and December that apply toward the calendar 
year deductible and Participant has not incurred any Eligible Expenses or received any credit towards 
Participant's deductible between January and the last day of September o f the same year, then any Eligible 
Expenses that w ill apply toward Participant's deductible in October, November and December w ill be 
carried over to the next year's deductible in the form of a credit. Any expenses paid by this Plan toward 
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"Annual Health Screening Benefits I Well Care" as described in the Plan will not apply to this carry-over 
provision. 

3. When five (5) covered fami ly members on the Plan Option A or three (3) covered family members on the 
P lan Option B satisfy their individual deductibles, the deductible wi ll be considered satisfied for all covered 
family members. Satisfaction of the family deductible is based on the date Eligible Expenses are incurred. 
The family deductible also applies when both Spouses are Fort Bend County Employees and covered by 
this Plan; if both Spouses are covered by different County health plan options, then the deductible from the 
p lan with the highest number of family member deductible maximums will apply. 

4. The Plan reserves the right to allocate the deductible to any Eligible Expenses and to apportion the benefits 
to the Participant and any assignees. 

5. Any deductible movement between Plan Option A and Plan Option B after a separation of service from the 
County and w hen one Spouse continues County employment and is participating in this Plan is referenced 
in Article V. 

AFTER YOU SATISFY EITHER THE OPTION A - LOW DEDUCTIBLE OR OPTION B - HIGH 
DEDUCTIBLE. AS APPLICABLE. THE FOLLOWING BENEFITS WILL BE PAID BY Tms PLAN 
AT THE STATED PERCENTAGE LEVELS BELOW; 

*PRECERTIFICATION IS REQUIRED FOR HOSPITAL ADMISSIONS OR A 50% REDUCTION IN 
BENEFITS WILL OCCUR. 

IN-PATIENT HOSPITAL EXPENSES* 

1. Average Semi-Private Room -All usual Hospital 
Services including blood, plasma and intensive care 

2. Anesthesiologist Charges 

3. Mental Health Care, Alcohol & Substance Abuse -
See cost containment section for any additional limitations. 
Participant must access E.A.P. before these benefits are 
eligible. (See Article II, section D, and Article VI) 

OTHER MEDICAL EXPENSES 

1. Surgery* - In-patient 

2. Surgery - Outpatient (See Article II) 

3. Preadmission Testing - Outpatient (See Article II) 

4. Outpatient Testing (See Article II) 

5. Second & Third Surgical Opinions (See Article II) 

6. All other Eligible Expenses except Outpatient 
Mental Health Care, Alcohol & Substance Abuse 

COINSURANCE 
PERCENT AGE PLAN PAYS 

INSIDE PPO 

80% 

80% 

80% 

80% 

80% 

100% 

80% 

100% 

80% 

OUTSIDE PPO 

50% 

50% 

0% 

50% 

70% 

70% 

50% 

100% 

50% 
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7. Chiropractic Charges - Calendar Year Maximum 

COINSURANCE 
PERCENTAGE PLAN PAYS 

INSIDE PPO OUTSIDE PPO 

of eighteen (18) visits and additional visits require pre­
certification* through PrimeDx for medical necessity 80% 50% 

8. Physical Therapy I Rehabilitation - Calendar Year 
Maximum of eighteen (18) visits and additional visits 
require precertification* for medical necessity 

9. Elective Sterilization (Vasectomy & Tubal Ligation) 

10. Outpatient Mental Health Care -

Participant's Copay per Office Visit 

Alcoho l & Substance Abuse including Psychiatrist 
Charges and Day Treatments 

80% 50% 

80% 50% 

80% 0% 

$30.00 

80% 0% 

EAP Benefits must be accessed before outpatient mental health care benefits will be eligible by this 
P lan <see Article IU. Benefits may be used only at PPO providers with prior approval from PrimeDx. 
Charges will not be eligible for payment if services are received at a provider Outside PPO. except as noted 
below for Dependents residing Outside the PPO Service Area. 

Dependents that reside Outside PPO Service Area (there are no PPO prov iders within I 00 miles of your 
residence) wi ll have benefits paid by the Plan at the 70% coinsurance level. All other provisions and 
limitations remain the same. Benefits must be accessed by call ing the Employee Assistance Progra m (see 

Article II). 

11. Outpatient Dialysis Services 

The Plan does not use a preferred provider organization for dialysis serv ices. The deductible w!ll apply 
unless otherwise noted in this section. 

Reimbursement 

100% of MEC 

IMPORTANT NOTE: The defin ition of MEC 
is d ifferent for Outpatient Dialysis Services than 
other services. Please review the definition of 
" Maximum Eligible Charges" also referred to as 
"MEC", which is contained in the Section titled 
"Definitions" for details. 

The annual deductible and out of pocket maximum 
amounts listed under PPO/Out of Area apply. 

Limitations/Requirements 

A Covered Person must: 1) notify PrimeDx when 
Dialysis treatment begins; 2) notify PrimeDx when 
diagnosed with End Stage Rena l Disease ("ERSD''); 
and 3) enroll in Pa11 A and B of Medicare when 
diagnosed with ESRD. While a Covered Person has 
ESRD and the Plan is primary. the Plan w ill pay or 
reimburse the Covered Person for Medicare Part B 
premiums. 
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12. Outpatient Prescription Drugs 

Outpatient prescription drugs must be filled with your Fort Bend County Employee Benefit Plan ID card. 
Reimbursement will not be allowed under this Medical Plan. Copays and any additional Rx charges cannot 
be used to satisfy deductibles or coinsurance maximums. See Article I, B, Outpatient Prescription Drug 
Schedule of Benefits. 

13. Vision Benefit 

ANNUAL EYE EXAM ONLY: The refraction fee is not a covered expense. No other services or benefits 
are avai lable. This benefit will be paid at 80% coinsurance subject to the applicable calendar year 
deductible and $30.00 office visit copay if a PPO provider performs the exam. If this exam is performed by 
a provider Outside PPO, benefits will be payable at 50% coinsurance subject to the applicable per person 
calendar year deductible. 

14. Annual Health Screening Benefits I Well Care I PPO Providers Only 

Participants beginning at age three (3) years who reside with in the PPO Service Area are elig ible to receive 
the following benefits without a medical diagnosis as indicated below. The benefits listed below will not be 
subject to the $30.00 office copay and will be paid by the Plan at 100%, not to exceed $750.00 per covered 
person per calendar year for any one benefit o r a total of all benefits listed below. These benefits may be 
used only once during the calendar year. Any expenses up to the $750.00 limit cannot be used to satisfy the 
calendar year deductible or maximum coinsurance provisions of the Plan. Any expenses incurred at a 
provider Outside PPO will be the responsibility of the Participant. Apy seryjce listed below that is billed 
with a djagnosjs will not be considere<f as an eligible benefit under the "Annual Health Screening 
Benefit I Well Care" benefit. Charges in excess of the $750.00 limit, for any one or a total of all benefits 
listed below, will be paid subject to the appropriate deductible and coinsurance provisions of the Plan. 

Retirees and Dependents beginning at age three (3) years who reside Outside PPO Service Area (there are 
no PPO providers within I 00 miles of your residence) will have this benefit provided by the Plan at the 
70% coinsurance level, to a maximum Plan payment of $750.0 per person per year and will not be subject 
to any deductibles. Any out-of-pocket expense that you incur for this benefit cannot be used to satisfy your 
deductible or coinsurance provisions. Charges in excess of the S750.00 limit. for any one or a total of all 
benefits listed below, will be paid subject to the appropriate deductible and coinsurance provisions of the 
Plan. 

a) Mammograms at a Preferred Provider, including interpretation by radio logist at a Preferred 
Provider. 

b) Pap Smear including office visit and HPV vaccine, age nineteen ( 19) years and older, at a Preferred 
Provider. 

c) Bone density testing including office visit at a Preferred Provider. 
d) Colon Rectal and prostate screenings which include office visit, diagnostic proctoscopy, occult blood 

work and prostate specific antigen (P.S.A.) test at a Preferred Provider. 
e) Immunizations: Adult, age nineteen ( 19) years and older, immuniLation benefits are limited to annual 

flu shots, tetanus booster shots and HPV vaccine, including office visit at a Preferred Provider. 
Immunizations for dependents under the age of nineteen (19) years are not covered under the 
annual wellness benefit. 

f) Annual physicals: Benefits wi ll be limited to urinalysis, lab work, blood work, stress test, 
electrocardiogram and chest x-rays at a Preferred Provider. 
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15. Outpatient, Non-Emergency Office Visit (Medical) PREFERRED PROVIDER ONLY 

The Participant is required to pay $30.00 per visit toward the medical Physician's charge for an office visit, 
and if incurred prior to satisfying the calendar year deductible, the $30.00 may be used to satisfy the 
calendar year deductibles o f the Plan option that you participate in. The $30.00 copay will be assessed 
every time you utilize a PPO Physician. regardless if you have satisfied your calendar year deductible. 
The balance of physician's charges due after the $30.00 per visit copayment has been made w ill be paid by 
the Plan at I 00%. This $30.00 copay can be applied to satisfy any calendar year deductible requirements. 
If your calendar year deductible has been satisfiecl. tbjs copay will continue to be assessed each time 
you have a PPO pbysjcian office yjsjt. 

1. All eligible Ex penses incurred during an office visit, other than Physician' s charges, shall be subject to the 
deductible and coinsurance provisions of the Plan option that you participate in. Children' s 
immunizations will be an Eligible Expense at PPO Providers only. The only allowable immunizations 
are those immuniza tions that are recommended by the Center for Disease Control and required for 
attendance in school in the State of Texas as listed in Title 25 Health Services subsection 97.61-97.72 
of the Texas Administrative Code. Immunization charges incurred at a non-PPO Provider will be 
excluded. 

EXAMPLE - Outpatient Non-Emergency PPO Office Visit 

Medical Physician 's charge 
Minus PPO d iscount 
Balance of Physician· s charge after discount 
Minus Participant copay 
Plan pays I 00% of balance 

$80.00 
-S20.00 
$60.00 

-$30.00 
$30.00 

Other Eligible Expenses incurred during office v1s1t: Lab, X-Ray, Injectio ns, and any other Eligible 
Expenses. After patient deductible is satisfied, the Plan pays at the 80% coinsurance level Ins ide PPO or at 
the 50% coinsurance level Outs ide PPO. 

16. Non-PPO Outpatient Office Visits (Medical) 

The Participant will be required to satisfy the O utside PPO calendar year deductible of the Plan O ption they 
partic ipate in before expenses will be eligible for reimbursement. The Plan wi ll pay for any eligible services 
performed by a non-PPO Provider at the 50% coinsurance level. 

17. Emergency Room - Preferred Provider Only 

All Eligible Expenses associated with an accidental Injury or Emergency Illness when incurred an the 
Emergency room of a Preferred Provider Hospital w ill be paid at 80%, including Physician' s charges, 
subject to applicable deductible and coinsurance provis ions. If the Participant is admitted to the Hospital, 
then all additional Eligible Expenses incurred during that confinement would be paid at 80% after the 
deductible is satisfied if billed by a PPO Provider or 50% if billed by a non-PPO Prov ider after the 
applicable deductibles are satis fied. 
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18. Accidental Injury or Emergency Illness at an Emergency Room or Hospital - Outside PPO Area 

All Eligible Expenses associated with an accidental Injury or Emergency Illness incurred at a non-PPO 
Emergency room o r Hospital whi le Outside PPO Service Area (there are no PPO providers within 100 miles 
of your residence) will be paid at the 80% coinsurance level. The non-PPO calendar year deductible will 
not be waived for this accidental Injury or Emergency Illness. The $500.00 non-PPO per confinement 
deductible will be waived if you are admitted to the Hospital directly from the Emergency room. 
Precertification will be required for any Hospital confinement, othenvise benefits will be paid by the 
Plan at the 50% coinsurance level. 

19. Dependents and Retirees Residing Outside PPO Service Area - Office Visit/Non-Emergency or 
Scheduled Hospital Admission 

If you reside Outside PPO Service Area and there are not Preferred Providers within I 00 miles, benefits will 
be paid at the 70% coinsurance level to the maximums of the Plan Option you participate in, subject to the 
applicable calendar year deductible. All other Plan prov is ions will remain the same. Precertification will 
be required for any Hospital confinement, othenvise benefits will be paid by the Plan at the 50% 
coinsurance level. The $500.00 per Hospital confinement deductible will not be waived. 

20. Extended Care - Plan Option A I Plan Option B 

a) Skilled nursing facility services - Maximum of 
one hundred-twenty ( 120) days per calendar year. 

b) Home Health Care- Maximum of one hundred­
twenty ( l 20) days per calendar year. 

c) Hospice - Maximum of one hundred-twenty (I 20) 
days per calendar year. 

COINSURANCE 
PERCENTAGE PLAN PAYS 

INSIDE PPO OUTSIDEPPO 

80% 50% 

80% 50% 

80% 50% 

B. OUTPATIENT PRESCRJPTION DRUG SCHEDULE OF BENEFITS 

This coverage is provided by a prescription drug plan and pays benefits for Prescription Drugs bought for the 
medical care of a Plan Participanfs S ickness or Injury and is separate from the medical benefits under the Plan. 
Copays and any additional Prescription Drug charges cannot be used to satisfy deductibles or coinsurance 
maximums. Information on how to access the Prescription Drug benefit is on the Fort Bend County Employee 
Benefit Plan ID card. Participants will be required to use their ID card to fi ll all outpatient Prescription Drugs 
and pay the following amounts: 

RETAIL PHARMACY (30 Days Supply or Less Only) 

Generic ...................................... $ 12.00* 
Preferred Brand Name .............. ...... $30.00* 
Non-Preferred Brand Name ........ ...... $50.00* 
Specialty** ................................ $125.00* 
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MAXOR MAILORDER PHARMACY (for up to a 90-day supply) 

Generic ....... ...... .. .. . .. ........... .. . .... $24.00* 
Preferred Brand Name ............. . ....... $60.00* 
Non-Preferred Brand Name . ....... . .. . $100.00* 
Specialty** ... ............ .... ... ... .. ... .. $250.00* 

* Copay per prescription per participant. If your prescription costs less than the required copay, you will pay the 
the actual cost of the medication. Note: Copayments are required for refills. 

There is no copay required for syringes. 

**Medication requiring special handling and additional patient monitoringused for disease states not 
considered common, is chron ic in nature and has a cost higher than traditional medications. 

The MaxorPlus formulary determines the pricing category of your Prescription Drug. Contact MaxorPlus at 
1-800-687-0707 or visit www.maxorplus.com to detennine if your Prescription Drug is listed as a Generic, 
Preferred Brand Name, Non-Preferred Brand or Specialty copay tier. The fonnularies are subject to change and 
it is the Participant's responsibility to verify the current Maxor category of their Prescription Drug. 

Not all charges are eligible; see Eligible Expenses below. A person 's eligibility under this coverage may be 
extended after the date that person ceases to be a Participant. See Retiree Participation o r COBRA (Article V). 
The Plan is not liable for any Prescription filled after the termination of coverage under this benefit. Any 
benefits paid after termination w ill be recovered from the former Plan Participant. 

The Fort Bend County Employee Benefit Plan ID card wi ll be honored by most local pharmacies. MaxorPlus, 
Ltd. will be responsible for contracting with all pharmacies that will accept the ID card. They may be contacted 
at 1-800-687-0707. Except as provided by the "step therapy" provisions of this Plan, Prescriptions must be 
filled with a generic medication *in order to be covered unless doctor has specified"brand necessary., or " brand 
medically necessary." The Participant w ill be required to pay the difference in the price of the generic versus 
the brand name Prescription Drug in addition to the copay, when a brand name medication is requested due to 
patient preference. 

Any amounts spent on prescriptions, whether actual costs or copays, do not apply toward deductibles or 
coinsurance provisions under the Plan. 

This Plan will not coordinate benefits w ith any other entity or plan in regard to outpatient prescription drugs 
purchased with your drug card. 

A prescription drug means: 

I . A medical substance that, by Jaw, can be d ispensed only by prescription; 

2. A compound medication that includes a substance described in I ; or 

3. Injectable insulin. 

*Note: A "generic drug,. is a Prescription Drug identified by its official or chemical name rather than by a 
brand name. 
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ELIGIBLE PRESCRIPTION DRUG EXPENSES 

A Prescription Drug is considered an el igible expense under the Plan if it meets all of the fo llowing 
conditions, unless it is specifically excluded under the Schedule of Benefits: 

I. It is prescribed in writing by a licensed physician; 

2. It is purchased while the person is a Participant; 

3. It is dispensed by a pharmacy or any other person or organization licensed to dispense drugs in the U.S.A. 

PRESCRIPTION DRUG LIMITATIONS AND EXCLUSIONS 

Unless otherwise specifically included, benefits wi ll not be paid for charges incurred for: 

I . A prescription or a refill of a prescription that is more than a limit of a 30-day supply at a retail pharmacy or 
more than a 90-day supply through mail order; 

2. A refill of a prescription that is: 

a) In excess of the number specified by the Physician); o r 

b) Exceeds the quantity limits allowed by this Plan; (see for example: sexual dysfunction medications and 
contraceptives) or 

c) Furnished more than one year after the date of the Physician ' s original order of the Prescription Drug; 

3. Drugs for sexual dysfunction of inadequacy unless not primary d iagnosis; 

4. Drugs or medicines for which reimbursement is provided under any Workers Compensation law, o r by any 
municipal, state, or federal program; 

5. Medications that require "step therapy" o r the use of other medications first before "stepping up" to more 
costly medications without compliance with the step requirement. Medications that require step therapy 
include, but are not limited to, Proton Pump Inhibitors (PPI), Nasal Steroids, Statin Medications, 
Angiotensin Receptor Blockers, Acne Oral Antibiotics, Topical Antifungals, Topical Acne Products, and 
Sleeping Medications: Step therapy under this plan requires that generic medication must be tried fi rst (step 
1) for a three (3) month period prior to a brand name drug being fi lled (step 2). Over the counter (OTC) 
medications wi ll also be covered as step I for PPI and Nasal Steroid classes. This includes, but is not 
limited to, Proton Pump Inhibitors (PPI), Nasal Steroids, Slatin Medications, Angiotensin Receptor 
Blockers, Acne Oral Antibiotics. Topical Antifungals, Topical Acne Products, and Sleeping Medicatio ns); 

6. Medications on the Maxor Excluded Drug List. The list, which is subject to change, contains certa in high 
cost medications that have older generic vers ions available as lower-cost alternatives and therefore are not a 
covered expense under the Plan. The Maxor Excluded Drugs list may be accessed at www.maxorplus.com or 
by calling 1-800-687-0707. 

7. Medications requiring prior authorization without compliance with the MaxorPlus prior authorization 
protocol. The list of medications requiring prior authorizations (PA) list is avai lable at www.maxorplus.com 
or by calling 1-800-687-0707, the list is subject to change. 
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, .... 

· 8. Medicines or drugs which are lawfully obtainable without a prescription written by a licensed Physician ("over the 
counter" medications), including vitamins cosmetics, and d ietary supplements, or drugs that have an over the 
counter equivalent; however insulin and prescribed prenatal vitamins are covered. 

9. The administration or injection of any drug including injectable insulin; 

IO. Medicines or drugs prescribed for the treatment of infertility, nicotine addiction (except while participating 
in one of the nicotine cessation program(s) that has been approved in advance by the Plan Administrator) , 
hair loss, or to change skin pigmentation; 

11 . Weight loss medications fo r the treatment of obesity; but not morbid obesity. The weight requirement for 
morbid obesity shall be defined as a minimum of I 00 pounds over the normal body weight for your height, as 
determined by your Phys ician 

12. Replacement of lost, stolen, or damage prescriptions; 

13. Drugs or medications which are covered under Medical Benefits (Article YI); ) , including medical dev ices 
appliances, and supplies; 

14. Any general ly excluded charges shown in the Limitations and Exclusions (Article VI), even if not specifical ly 
identified above. 
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ARTICLE II 
COST CONTAINMENT PROVISIONS 

The Plan encourages a ll Participants to seek the best and most efficient medical care available. The following 
cost containment features are designed with that goal in mind. 

A. PREFERRED PROVIDER ORGANIZATIONS (PPO) 

Aetna Signature Administrators PPO is an organization, called PPO, of preferred health care prov iders. 
Physic ians are governed by a board or panel of their peers and have agreed to a credentialing process and 
ongoing peer and utilization review of their Hospital and office practices. 

Under the Plan, maximum benefits can be obtained by utilizing the large selection o f Preferred Providers, 
Hospitals and fac ilities listed in the Aetna Signature Administrators PPO. Participant may access these 
Physicians, Hospitals and ancillary providers by going on-line at www.aetna.com/asa or the Fort Bend County's 
network link http://www.fonbendcountvtx.eov/index.aspx?page= 3 I 9 or call 1-800-252-9653 for more 
information. 

Please read the front and back of your card carefully so that you may obtain the maximum benefit from this 
Plan. The participant has unres tricted access to any practitioner or fac ility within this directory (referral not 
needed except for services for mental health, substance abuse or alcoholism benefits). It is the Participant" s 
responsibil ity to verify if the provider is within the PPO. 

When a Participant chooses a provider, simply call for an appointment and identify yourself as a Participant in 
the Aetna Signature Administrators PPO for Physicians, Hospitals and ancillary providers. The Participant" s 
identification card provided by your Employer should be presented at the time of your appointment. During the 
year, Aetna Signature Administrators PPO will update their directory. Please make sure you verify your 
provider before each Physician's o r Ancillary's appointment or Hospital admission. It is the Participant's 
responsibility to ensure the provider is within the PPO. 

In summary, Aetna Signature Administrators PPO offers easy access to quality health care, widespread 
geographic coverage and maximum benefits from the Plan. 

B. PRECERTIFICATION 

Participant should call PrimeDx at 1-800-477-4625 to comply with the precertification provisions below. 

Expenses incurred while confined to a Hospital as an in-patient are subject to the precertification provisions, 
consisting of Preadmission Evaluation and Concurrent Review. This precertification program must be uti lized 
on all Hospital admissions to receive maximum medical benefits. Precertification is requ ired before being 
admitted to the Hospital. Non-comp I iance wi II result in a reduction of benefits. 

For purposes of precertification, "Preadmission Evaluation" means a process that utilizes Physic ian-developed 
criteria and standards for detennining the Appropriateness of reimbursement for non-Emergency in-patient 
Hospital admissions, the length of Hospital stay that will be considered Medically Necessary, and Maximum 
Eligible Charges for eligible medical benefits. To receive maximum medical benefits, all in-patient Hospital 
admissions must be reviewed and documented in advance. 
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Length of stay is determined by the attending Physician and is evaluated by the precertification program. 
Admission to a Hospital without prior determination of length of stay or an extended length of stay without 
review by the program will result in benefits being paid at the 50% coinsurance level for all Elig ible Expenses 
incurred for that Hospital stay. These additional expenses will not apply to your deductible or coinsurance 
provisions. 

Pre-certification authorizes Medical Necessity only and does not guarantee payment of benefits. The C laims 
Administrator will determine if the procedure is eligible under the Plan. The Participant or the ir medical 
provider may request a pre-determination of a claim prior to incurring medical treatment. 

C. UTILIZATION REVIEW 

Participant should call PrimeDx at 1-800-477-4625 to satisfy the utilization review requirements described 
below. 

1. General Overview 

"Utilization Review" is the review of a Hospital confinement by the Plan (through PrimeDx) prior to the 
date of such confinement and/or during such confinement. The purpose is to possibly avoid unnecessary 
Hospital confinements and/or reduce the length of some confinements without affecting the quality of 
treatment. PrimeDx will review the Hospital confinement with your Physician; however, in all cases the 
necessity of Hospital confinement and length o f stay is determined by Participant and their Physician, not 
the Contract Administrator or the Plan. In order for PrimeDx to review a Hospital confinement with the 
Participant's Physician , they must be advised of such confinement. Notification of such confinement is 
considered "Compliance" and will vary based on different types of confinements as described later. 

Benefits under the Plan (as to percentages payable) will be more favorable if a Participant goes through the 
Utilization Rev iew. If a Participant does not go through Util ization Review, benefits will be paid at the 
50% coinsurance level for all Eligible Expenses incurred for that Hospital stay. 

2. For purposes of Utilization Review, the following definitions apply: 

a) Compliance is notifying PrimeDx: (I) ten ( 10) Working Days prior to a Scheduled Admission; (2) by 
the thirty-sixth (361h) week for pregnancy; (3) immediately prior to admission for an Urgent Admission; 
or (4) within forty-eight (48) hours of an Emergency Admission (seventy-two (72) hours o n weekends or 
holidays); (5) when receiving initial dialysis treatment; (6) when receiving in itial treatment for End 
Stage Renal Disease, (7) when receiving chemotherapy. 

b) Emergency Admission is a Hospital admission that may not be scheduled at the convenience of the 
Physician and the patient without endangering the patient' s bodi ly functions. 

c) Urgent Admission is a Hospital admission that is not an Emergency Admission, but is necessary within 
at least seventy-two (72) hours from the time a Physician recommends such Hospital confinement. 

<l) Scheduled Admission is a Hospital admission that a Physic ian has recommended that is neither an 
Emergency nor Urgent Admission. 

e) Working Day is any day Monday through Friday, excluding national legal ho lidays. 
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3. Types of Review 

a) Preadmission Certification - Review is performed prior to a Scheduled Admission. 

b) Concurrent Review - Review is performed for Scheduled and non-Scheduled Admissions during 
confinement. 

c) Discharge Planning - Where Appropriate arrangements are made to facilitate the earliest possible 
discharge. 

d) Medical Case Management - Alternate treatment plans are developed that meet the medical needs of the 
Participant and are more cost-effective than standard treatment forms. 

4. Compliance Guidelines 

A PARTICIPANT'S FAILURE TO COMPLY WITH THESE STEPS WILL RESULT IN "NON­
COMPLIANCE" WITH PLAN PROVISIONS AND LIMITED BENEFITS WILL BE PAID. 

a) Scheduled Hospital Admissio n Including Pregnancy - The Participant or a personal representative must 
notify PrimeDx by telephone well befo re such Scheduled Admission so that the attending Physician can 
submit the Preadmission Certificat ion form to PrimeDx at least ten (10) Working Days prior to 
Scheduled Admission. Pregnancies must have the Preadmission Certification process complete by the 
thirty-sixth (361h) week of pregnancy. 

b) Urgent Admission - The Participant, Physician, or a personal representative must notify PrimeDx by 
telephone immediately prior to actual admission. 

, 
c) Emergency Admission - The Participant, Physician, or a personal representative must notify PrimeDx 

within forty-eight (48) hours of admission (seventy-two (72) hours o n weekends or legal holidays). 

Once the Participant has complied with these provisions, PrimeDx wil l proceed to work with the Physician and 
Hospital in the Participant's behalf for necessary medical care in compliance with the Physician 
recommendations. 

D. MENTAL AND NERVOUS, ALCOHOL AND SUBSTANCE ABUSE GUIDELINES 

As a Participant in the Plan, Participant is required to contact the E.A.P. in o rder to access their mental 
health/substance abuse benefits before accessing benefits under the Plan. The E.A.P. counselor will assess your 
needs and detennine what steps need to be taken in order to help resolve your situation. Yo ur E.A.P. provider is 
Deer Oaks EAP Services and they can be reached toll free at 1-866-327-2400. 

Should Participant need to access the Aetna Signature Administrators PPO network of providers, the E.A.P. 
provider will coordinate Participant's benefits with referral to PrimeDx. Participant must contact PrimeDx to 
discuss Participant's benefit options at 1-866-810-7614 (see Article II). Pa11icipant may only use providers with 
the Aetna Signature Administrators PPO net\-vork and with prior approval from PrimeDx. 

In the event of an Emergency in-patient Hospital admission or a scheduled in-patient Hospital admission, 
Participant must utilize the providers approved by PrimeDx or benefits wi ll be disallowed. Hospital Providers 
for Emergency Hospital admissions may be obtained from ONLY the Aetna Signature Administrators PPO 
website. Retirees and their Dependents participating in the Plan are not eligible for E.A.P. benefits; therefore, 
they are exempt from the E.A.P. referral requirement, however, they must use Preferred Providers or benefits 
will be disallowed. 
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Receiving evaluation and/or outpatient treatment for services from any non-Aetna Signature Administrators 
PPO provider will result in a 0% benefit pay out from the Plan. Services provided by any provider unless 
specifically referred to that in-netwo rk provider by the E.A.P. or PrimeDx wil l result in a 0% benefits pay out 
from the Plan. 

1. Acute Care Hospital Confinements (Preadmission Certification Required) 

a) Psychotic state or eminent danger - The Plan will cover Maximum Eligible Charges for a maximum of 
five (5) days in-patient care unless condition necessitates locked-door treatment in seclusion and/or 
under twenty-four (24) hour watch, in which case coverage will continue until such locked-door 
treatment o r twenty-four (24) hour watch is no longer necessary; 

b) Detoxification - The Plan wi ll cover Maximum Elig ible Charges fo r in-patient care necessary to provide 
the treatment to restore physiologic functions disturbed by overuse and withdrawal from alcoho l or other 
addictive drugs through the use of medication, diet, fluids, and nursing care; 

c) Adolescent Substance Abuse, behavioral, or other diagnosis - The Plan will cover Maximum Eligible 
Charges for a maximum of five (5) days of in-patient care for all diagnoses not listed in paragraph I or 2 
above; 

d) Eating disorders or chronic pain disorders - The Plan will cover Maximum Elig ible Charges for a 
maximum of five (5) days in-patient care unless a condition of physica l health that (regardless of 
psychiatric or substance abuse diagnosis) would necessitate in-patient care, in which case coverage will 
be provided in accordance with the Plan's coverage of such physical conditio n; and 

e) Condition of physica l health - The Plan will cover Maximum Elig ible 'Charges Max imum Eligible 
Charges for in-patient care necessary to treat a condition of physical health that (regard less of a 
psychiatric or substance diagnosis) would necessitate in-patient care, in accordance with the Plan ' s 
coverage o f such physical condition. 

2. In-Patient Treatment or Therapies Requiring Precertification 

a) Psychological testing; 

b) A version therapy; 

c) Multiple psychotherapy sessions per day. Without precertification, the Maximum Eligible Charges for a 
maximum of one ( I) session per day wi 11 be covered; 

d) Home therapy passes; 

e) Experimental use of medication (non-traditional) - the term experimental includes the following: 

I) Any drug classified as experimental; 

2) A non-experimental drug being used in a fashion contrary to standard medical practice m 
relationship to the diagnosis of the case; and 

3) A non-experimental drug given in a dosage level contrary to standard medical practice m 
relationship to the diagnosis of the case. 

f) Other in-patient approaches not listed may be Eligible Expenses pending review through precertification 
of the therapy types delivered and the hours per week of therapy delivered by the facility. 
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3. Subacute (Residential) In-Patient Confinements (Precertification Required) 

Subacute (residential) in-patient confinements will be considered Medically Necessary when outpatient 
treatment is not effective or programmatic in-patient treatment is needed without the need for an acute-care 
confinement. Subacute care includes treatment modalities listed as residential in-patient; social model 
inpatient; social psychiatric residential ; light psychiatric; group home; halfway in-patient treatment and 
psychiatric health facility. 

4. Treatment or Therapies Requiring Precertification as Outpatient Care 

a) Psychological testing; 

b) Day treatment considered Medically Necessary when outpatient treatment 1s not effective or 
programmatic treatment is necessary without the need for in-patient care; 

c) Multiple sessions per week; 

d) Necessary when used to prevent Hospitalization or re-Hospitalization; 

e) For a severe multiple problem family situation; and 

f) To s ignificantly shorten the length of standard (i.e., once per week) therapy to achieve the same 
therapeutic goals. 

5. Treatment or Therapies Excluded 

a) Rest cures; 

b) Custodial Care; and 

c) Health and well- being enhancement programs (i.e. weight control programs; and nicotine cessation 
programs other than as allowed under prescription benefits); stress reduction programs; marriage 
enrichment programs; and programs significantly educational in nature and not giv ing special emphasis 
and treatment to a diagnosed illness). 

6. The Attending Physician Retains Full Control Over The Medical Treatment Provided 

If there is a potential conflict with the Contract Administrator of the Utilization Review, the Physician's 
instructions should be followed. The Contract Administrator should be contacted in all cases to ensure 
compliance under the Plan and the most favorable benefit schedule. Following your Physician's 
instructions is not a guarantee of payment by the Plan. 

E. OUTPATIENT DIAGNOSTIC TESTING 

Diagnostic Tests - The Plan will pay 50% coinsurance for any el igible testing that is performed on an outpatient 
basis if a non-PPO Provider performs the serv ice. The Plan will pay 80% coinsurance if a PPO Provider 
performs the service. 
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F. PREADMISSION TESTING 

Outpatient Surgery - The Plan will pay I 00% of Eligible Expenses for outpatient x-rays and lab tests performed 
by a PPO Provider prior to surgery and will pay 50% of Maximum Eligible Charges for tests performed by a 
non-PPO Provider. Eligible Expenses for preadmission testing wi ll be reimbursed as medical benefits. The 
calendar year deductible wil l not apply. 

In-Patient Surgery - The Plan will pay l 00% of Eligible Expenses for Preadmission Testing by a PPO Provider 
or 70% of the Maximum Eligible Charges for Preadmission Testing by a non-PPO Provider. "Preadmission 
Testing" means diagnostic, X-ray and laboratory exams made in contemplation of and within four (4) days of a 
scheduled surgery, which is performed within the 48 hours following the Participant's admission to the 
Hospital. If for medical reasons, the scheduled Hospitalization is canceled or postponed for more than two (2) 
weeks, benefits would be payable for any similar diagnostic, X-ray and laboratory examinations again made in 
connection with and prior to the rescheduled Hospitalization. Benefits will not be paid for any duplication of 
the same tests after Hospital confinement. 

G. WEEKEND ADMISSIONS 

Non-Emergency Hospital admissions must be confined to weekdays. If a Participant is admitted to a Hospital 
between 12:00 noon on Friday and 12:00 noon on Sunday, no benefits will be paid for any Hospital charges 
incurred on these days. This provision will NOT apply if: 

l. Surgery is performed within twenty-four (24) hours immediately following the Participant's admission to the 
Hospital; or 

, 
2. The Participant is Admitted for an Acute Illness ot Requiring Surgery. 

Utilization Review is required within seventy-two (72) hours for an Emergency Hospital admission. 

H. SECOND AND THIRD SURGICAL OPINIONS 

The Benefit Percentage for charges fo r second and third surgical opm1ons is I 00% if the second and third 
opinions are performed within 45 days of the fi rst opinion. The Benefit Percentage is also I 00% for thi rd 
surgical opinion if the second surgical opinion does not confirm the recommendations of the Physician who will 
perform the surgery. 

"Second surgical opinion' ' means an evaluation of the need fo r surgery by a second Physician (or a third 
Physician if the opinions o f the Physician recommending surgery and the second Physician are in conflict), 
including the Physician's exam of the patient and diagnostic testing. 

The surgical opinion must: 

1. Be performed by a Physician who is certified or board eligible by the American Board of Surgery or other 
specialty board; and 

2. Take place before the date the surgery is scheduled to be performed. 

No payment for surgical opinions will be made if the Physician rendering the opinion: 

I. Performs a surgical procedure as a result of the opinion; or 

2. Is associated or in practice with the Physician who recommended and will perform the surgery. 
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I. OUTPATIENT SURGERY 

Whenever possible, Participants are encouraged to have necessary surgery performed on an outpatient basis. 
"Outpatient" services and suppl ies means services and supplies furnished by the Surgery Center or by a 
Hospital on the day the procedure is performed. When incurred in connection with outpatient surgery, the 
following will be covered as medical benefits after the deductible is satisfied, at a benefit percentage of 80% 
Inside PPO or 70% Outside PPO (including Surgery Centers). 

I . All related Eligible Expenses for outpatient services, including lab fees, biopsies, and supplies by a Surgery 
Center or outpatient department of a Hospital for Eligible Expenses incurred on the day surgery is 
performed on a Participant; 

2. El igible Expenses related to the outpatient surgery, including anesthesiologist charges incurred at a Surgery 
Center, participating PPO Hospital, or other faci lities in connection with an outpatient surgery; and 

3. Fees by surgeons for surgery performed on an outpatient basis. 

J. HOME HEAL TH CARE BENEFITS 

Precertificatjon js Regujred - Participants are encouraged to receive care at home, when possible, rather than 
in a Hospital. Benefits for Home Health Care wi ll be payable for up to 120 visits in a calendar year. Each visit 
by a person providing services under a Home Health Care Plan or evaluating the need for or developing a Home 
Health Care Plan will be viewed as one Home Health Care visit. Up to four (4) consecutive hours of home 
health aide service in a twenty-four (24) hour period will be eligible for payment as one Home Health Care 
visit. The amount paid wi ll be 80% Ins ide PPO or 50% Qutside PPO of the Maximum El igible Charges for 
Home Health Care. Home Health Care must be provided in accordance with a Home Health Care Plan, once 
established. 

No Home Health Care benefits will be paid unless the Participant's attending Physic ian certifies that: 

t. Confinement in a Hospital or skilled nursing facility would be required if Home Health Care was not 
provided; 

2. The Participant" s immediate fam ily or other Participant residing with him or her are not able to provide 
proper care of the Participant without undue hardship; and 

3. Home Health Care will be provided or coordinated by a Home Health Care Agency. 

No Home Health Care benefits are payable for Home Health Care: 

I. Provided by any member of the Participant's immediate family or any person who resides with the 
Participant; 

2. That is custodial or housekeeping in nature; or 

3. That involves services or supplies not included in the Home Health Care Plan prescribed by a Physician. 
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K. HOSPICE BENEFITS 

Precertification of Required - Terminally ill Participants are provided coverage for necessary care w ithout 
Hospital confinement. The Plan covers a Participant's Eligible Expenses for Hospice Benefits. A Participant is 
eligible for Hospice Benefits if the Participant is terminally ill, the attending Physician expects him or her to 
live no more than six (6) months after the date services are performed, and the attending Physician has 
recommended a formal program of Hospice care. The amount paid will be 80% of Eligible Expenses for 
Hospice Benefits provided by PPO Providers or 50% of Eligible Expenses for Hospice Benefits provided by 
non-PPO Providers. Some charges may be payable under other provisions of this Plan. 

L. EMPLOYEE ASSISTANCE PROGRAM ("E.A.P.") 

All Participants (except Retirees, Dependents of Retirees, and Local Government Code 6 15 Surviving 
Dependent(s)) are offered assistance in a variety of areas and referrals to E.A.P. counselors. This program wi ll 
assist you in obtain ing mental health and substance abuse counseling. If you participate in the Plan, you will 
be required to contact the E.A.P. provider in order to access your mental health/substance abuse benefits. 
The E.A.P. counselor will assess your needs and determine what steps need to be taken in order to help resolve 
your s ituation. You are eligible to receive eight (8) free visits at a provider referred through the E.A.P. Should 
Participants need to access the Aetna Signature Administrators PPO network of Physician prov iders, the E.A.P. 
provider will coordinate your benefits with PrimeDx. Your E.A.P. provider is Deer Oaks EAP Services and 
they can be reached toll free at 1-866-327-2400. 
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EMPLOYER 
Fort Bend County 
Fort Bend County Courthouse 
Richmond, TX 77469 
Telephone: 1-28 1-341 -8630 

ARTICLE III 
PLAN INFORMATION 

PLAN ADMINISTRATOR/PLAN SPONSOR AND AGENT 
FOR SERVICES OF LEGAL PROCESS/VENUE 
Fort Bend County 
Attention: County Attorney's Office 
Fort Bend County Courthouse 
Richmond, TX 77469 
Telephone 1-281-34 1-4555 

PLAN NAME 
Fort Bend County Employee Benefit Medical Plan - This is an employee benefit plan formed under Chapter 
I 72 of the Local Government Code, providing Comprehensive Medical Benefits and Prescription Drug 
Benefits. 

PLAN NUMBER/IDENTIFICATION - 949 

BENEFIT YEAR - January I through December 3 1 

PLAN YEAR - January I through December 31 

CONTRACT CLAIMS ADMINISTRATOR 
Boon-Chapman Benefit Administrators Inc. 
P. 0. Box 9201 
Austin, TX 78766 
Physical Address: 
9401 Amberglen Boulevard, Building I, Suite JOO 
Austin, TX 78729 
Telephone: 1-512-454-2681 or 1-800-252-9653 
Facsimile: 1-5 12-459-1 552 
Web address: www.boonchapman.com 

PREFERRED PROVIDER ORGANIZATIONS 
Aetna Signature Administrators PPO 
Web address: www.aetna.com/asa 

PRECERTIFICATION/UTILIZA TION REVIEW 
PrimeDx 
P. 0 . Box 9201 
Austin, TX 78766 
Te lephone: 1-800-4 77-4625 
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PRESCRIPTION DRUG CARD PROGRAM/ 
PHARMACY BENEFIT MANAGER 
MaxorPlus, Ltd. 
320 S. Polk Street, Suite 200 
Amarillo, TX 79101 
Telephone: 1-800-687-0707 
Web address: www.maxorplus.com 

EMPLOYEE ASSISTANCE PROGRAM 
Deer Oaks EAP Services, LLC 
7272 Wurzbach Road, Suite 601 
San Antonio, TX 78240 
Telephone: 1-866-327-2400 

FINANCING OF THE BENEFITS PLAN 

Maxor Mail Order Pharmacy 
P. 0. Box 32050 
Amarillo, TX 79120-2050 
Telephone: 1-800-687-8629 
Web address: www.maxor.com 

. ·- .. 
~-~--

,. -· 

You and your Employer contribute to the Plan, if you chose to participate. The amount of the contribution is 
determined by the claims experience of those who participate in the Plan and the contribution level is 
determined by Fort Bend County Commissioners Court. The Court reserves the right to adjust the contribution 
level of the Employer or the Participants at any time. The benefit year begins January I and runs through 
December 3 1. 
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ARTICLE IV 
DEFINITIONS 

Active Service means the Employee is performing in the customary manner, all of the regular duties of 
employment on a full-time basis either at the customary place of employment or at some location to where that 
employment requires travel on a scheduled work day, or if the Employee is absent from work solely by reason 
of vacation and at the time coverage would otherwise become effective, has not been absent from work for a 
period of more than three (3) consecutive weeks. An Employee will be considered in Active Service on a day 
that is not a scheduled work day only if the Employee was performing in the customary manner all of the 
regu lar duties of ~mployment on the last preceding scheduled work day. In no event will an Employee be 
considered in Active Service if he has effectively terminated employment with the Employer. An eligible 
Dependent will be considered in Active Service on any day if the Dependent is then engaging in a ll the normal 
activities of a person in good health, and the Dependent is not confined in a medical facility. (This paragraph 
wi ll not apply to a newborn child.) An Elected Official by virtue of office is deemed to be Active Service 
throughout their term once sworn into office and the officeholder is considered a full-time budgeted position 
regardless of hours worked. 

Amendment means a formal document that changes the provisions of the Plan Document, duly s igned by the 
authorized person or persons as designated by the Plan Administrator. 

Appropriate or Appropriateness refers to the classification of a medical service as customary and usual for 
the treatment of any given m edical condition. Such services must be commonly recognized by the medical 
profession as an accepted standard for that type and level of care. 

Benefit Period or Calendar Year means the period of time from January 1 through December 31. 

Business Associate shall generally have the same meaning as the term "business associate" at 45 CFR 160.103. 

Claimant is any covered person on whose behalf a claim is submitted for benefits under the plan. 

Close Relative means a Pa11icipant's Spouse, Spouse's parent, parent, brother, sister, or chi ld. 

Concurrent Review means a process that utilizes physician-developed criteria and standards for determining 
the appropriateness or reimbursement for continued hospital treatment or confinement. 

Continued Stay Review refers to the process whereby Health Care Review implements a study to evaluate the 
appropriateness of and the necessity of medical services that are rendered to a Participant. Such reviews may 
occur at the time of admission to an acute-care hospital facility or during confinement at such facility. 

Commissioners Court means the Commissioners Court of Fort Bend County, Texas. 

Cosmetic Procedure means a procedure performed solely for the improvement of a Participant's appearance 
rather than for the improvement or restoration of bodily functions. 

County Judge means the County Judge of Fort Bend County, Texas. 

Covered Entity shall generally have the same meaning as the term "covered entity" at 45 CFR 160. I 03, and 
reference to the party to this Plan, shall mean Fort Bend County Employee Benefit Plan. 
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Creditable Coverage means the medical coverage that an individual had/has from any of the following 
sources: a group health plan, health insurance coverage, Medicare, Medicaid, medical for members and former 
members of the unifonned services and their dependents, a medical care program of the Indian Health Service 
or tribal organization, a state health benefits risk pool, certain other state-sponsored arrangements established 
primarily to provide medical benefits to persons who have difficulty in obtaining affordable coverage because 
of a medical condition, a health plan offered under the Federal Employees Health Benefits Program, a public 
health plan, or a health benefit plan under the Peace Corps Act, provided the coverage did not consist solely of 
excepted benefits under federal law. (Shown by providing a written Certificate of Coverage from the source or 
entity that provided the coverage.) 

Custodial Care means that type of care or service, wherever furnished and by whatever name called, which is 
designed primarily to assist a Participant, whether or not totally disabled, in the activities of daily living. Such 
activities include, but are not limited to, bathing, feeding, preparation of special diets, assistance in walking or 
in getting in and out of bed, and supervision over medication that can nonnally be self-administered. 

Deductible is the amount of covered expenses a Participant must pay during the year before the plan begins to 
consider expenses for reimbursement. 

Dependent means any one or more of the following: 

1. The lawful Spouse of an Employee; 

2. Natural children of the Employee, including legally adopted children and step-chi ldren, who have not 
attained age twenty-six (26); 

3. Unmarried natural children of the Employee, including legally adopted children and step-children, who 
have attained age twenty-six (26), reside with the Employee, are principally dependent upon the 
Employee for support and maintenance, are incapable of self-sustain ing employment due to mental or 
physical disability, provided such disability commenced prior to attainment of age twenty-six (26), and 
Dependent was covered prior to attainment of such age. Proof of dependency or mental or physical 
disability must be furnished by you when required by the Plan Administrator; 

4. Natural child of an Employee who is subject to a current order of a cou11 or Office of the Attorney 
General (OAG) to provide health benefits for such natural child, who have not attained age twenty-six 
(26); 

5. Grandchild of the Plan Partic ipant who is a dependent of the Plan Participant for federal income tax 
purposes at the time application for coverage of the child is made; who has not attained age twenty-six 
(26); 

6. Grandchild of a Plan Partic ipant who is a dependent of the Plan Participant for federal income tax 
purposes at the time application for coverage of the child is made; and who have attained age twenty-six 
(26). reside with the Employee, are principally dependent upon the Employee for support and 
maintenance, are incapable of self-sustaining employment due to mental or physical disability, provided 
such disability commenced prior to attainment of age twenty-six (26), and child was covered prior to 
attainment of such age (proof of dependency or mental or physical disability must be furnished by you 
when required by the Plan Administrator); or 

7. Child for whom the Plan Participant must provide medical support under a court order issued under 
Chapter 154, Family Code, or enforceable by a court in the State of Texas, stating Employee must 
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provide medical support for child, and child has not attained age eighteen (18) or graduated from high 
school, whichever occurs later. 

Dialysis Services means any service, supply, equipment o r drug utilized in connection with hemodialysis or 
peritoneal dialysis. 

Elected Official means a person who is elected to serve Fort Bend County and who by virtue of their office is 
entitled to participate in the County's Medical Plan. They will be included in the reference to "Employee" 
within the Plan; exceptions wi ll be noted with specific reference to Elected Official. 

Eligible Expense means a charge or expense that is eligible for coverage under the Plan. 

Emergency refers to a s ituation in which Medically Necessary health services are provided for the repair o f 
accidental Injury, relief of acute pain, elimination of acute infection, or relief of Illness, which if nol 
immediately diagnosed and treated, could reasonably be expected to result in physical impairment or loss of 
life. 

Employee Assistance Program (E.A.P.) means an organization that assists Participants (except Retirees, 
Dependents of Retirees and Local Government Code 615 Surviving Dependent(s)) in managing a variety of 
problems they may encounter, both on the job and off the job. 

Employee means persons who meet the qualifications to participate in the Plan as ind icated in the eligibil ity 
section of the Plan for the Employer and are entitled to compensation for such services. Any individual who is 
considered to be in an employer-employee relationship with the Employer on the payroll records of the 
Employer for purposes of federal income tax withholding. The term "Employee" will not include any person 
during any period that such person was classified on the Employer's records as other than an Employee. The 
term "Employee" will not include anyone classified on the Employer' s records as an independent contractor, 
agent, leased employee, contract employee, temporary employee o r similar classification, regardless of a 
determination by a governmental agency that any such person is or was a common law employee of an 
Employer. For purposes of this definition, (a) a " leased employee" means any person, regardless of whether or 
not he is a " leased employee" as defined in Code Section 4 I 4(n)(2), whose services are supplied by an 
employment, leasing, or temporary service agency and who is paid by or through an agency or th ird-party, and 
(b) an " independent contractor" means any person rendering service to the Employer and whom the Employer 
treats as an independent contractor by reporting payments for the person ' s services on IRS Form I 099 (or its 
successor), regardless of whether any agency (governmental or otherwise) or court concludes that the person is, 
or was, a common law employee of the Employer even if such determination has a retroactive effect. 

Furthermore, Employees who are non-resident aliens and who receive no earned income (within the meaning of 
Code Section 9 11 (d)(2) from an Employer which constitutes income from sources w ithin the United States 
(within the meaning of Code Section 861 (a)(3)) will not be considered Employees who are eligible to 
participate in this Plan. 

An Employee in a full time (minimum 30 hours worked per week) Fort Bend County budgeted position which 
includes budgeted benefits may be eligible to participate in this Plan. 

Essential Health Benefits includes: 

I. Ambulatory serv ices; 
2. Emergency services; 
3. Hospitalization; 
4. Maternity and newborn care; 
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5. Mental health and substance use disorder services, including behavioral treatment; 
6. Prescription drugs; 
7. Rehabilitative and habilitative services and devices; 
8. Laboratory services; 
9. Preventative and wellness services and chronic disease management; and 
IO. Pediatric services, including oral and vision care, as determined by the P lan Administrator in accordance 

with the Affordable Care Act. 

Family Status Change events include marriage, birth, death, divorce, changes in a Spo use o r Dependent's 
employment status, or a change from full-time to part-time status by the Employee or the Spouse. Other status 
changes include termination of employment, lay off, unpaid leave of absence, or retirement. It is the 
Employee's responsibi lity to notify Risk Management of the change in writing and to complete the necessary 
form(s). Verbal notification is unacceptable. 

Health Breach Notification Rule shall mean 16 CFR Part 3 18. 

Health Care Benefits means the medical, prescription drug and dental benefits provided under the Plans. 

HIP AA Rules means the Privacy, Security, Breach Notification, and Enforcement Rules at 45 CFR Part 160 
and Part 164. 

Home Health Care includes one or more of the fo llowing: 

I. Pai1-time or intermittent home nursing care by or under the supervision of a registered nurse (RN); 

2. Part-time or intermittent home health aide services which are Medically Necessary as part of the Home 
Health Care Plan. Serv ices must be rendered under the supervision o f a registered nurse (RN) or 
medical social worker, and consist sole ly of caring for the Participant; 

3. Physical, respiratory, occupational or restorative speech therapy, not to include speech development 
therapy in connection with learning d isabil ities; 

4. Medical supplies, drugs and medications prescribed by a Physician or laboratory services by or on behalf 
of a Hospital under the Home Health Care Plan. This is true to the extent such items wou ld be covered 
under the Plan ifthe Participant had been Hospitalized; 

5. Nutritional counsel ing prov ided by or under the supervis ion o f a reg istered dietician, where such 
services are Medically Necessary as part of the Home Health Care Plan, including nutritional 
supplements such as diet substitutes intravenously or through hyperalimentation as determined to be 
Medically Necessary; or 

6. The evaluation of the need for, and development of, a Home Health Care Plan by a registered nurse 
(RN), Physician or medical social worker, for Home Health Care when approved or requested by the 
attending Physician. 

Home Health Care Agency means an entity that: 

I. Is state licensed; 
2. Is a Certified Rehabilitation Agency; 
3. Qualifies under Medicare; and 
4. Meets all of the follow: 

a) Is mainly involved in Home Health Care delivery, including skilled nursing care; 
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b) Has a staff including at least one supervisor registered nurse (RN); 
c) Has an administrator; and 
d) Maintains dai ly health records for all patients. 

Home Health Care Plan is a plan of Home Health Care that (I) is established and initially approved in writing 
by the attending Physician while the Participant was Hospital confined, (2) is needed for care of a condition that 
caused the Participant to be Hospital confined, (3) begins within 14 days following the termination of such 
confinement, and (4) is reviewed at least every two months by the attending Physician, unless the attending 
Physician finds that a longer time between reviews is sufficient. 

Hospice means a licensed or certified agency that: 

l. Is primarily engaged in providing counseling, medical services or room and board to terminally ill 
persons and is licensed by the appropriate licensing authority; 

2. Has professional services policies established by a group associated with it and the group includes one 
Physician, one registered nurse (RN) and one social service coordinator; 

3. Has ful l-time supervision by a Physician; 
4. Has a full-time administrator; 
5. Provides services twenty-four (24) hours a day, seven (7) days a week; and 
6. Maintains a complete medical record of each patient. 

Hospice Benefits include the following services provided by a Hospice: 

1. Room and board; 
2. Physician services and/or nurs ing care by a Registered Nurse, Licensed Practical Nurse or a Licensed 

Vocational Nurse. Private duty nursing care provided by, or under the supervision of, a registered nurse 
(RN); 

3. Part-time o r intermittent home health a ide services by employees of the Hospice; 
4 . Social work performed by a licensed social worker; and 
5. Nutritional services, including special meals to include nutritional advice by a dietitian, and nutritional 

supplements such as d iet substitutes administered intravenously or through hyperalimentation as 
determined to be medically necessary. 

6. Physical therapy, occupational therapy, speech therapy or respiratory therapy. 

"Hospice Benefits" do not include the fo llowing: 

I. Services provided by volunteers or other who do not usually charge for their services; 
2. Services by a person who lives in the Participant's home or is a C lose Relative; 
3. Any period during which the Participant is not under the care of a Physician; and 
4. Bereavement counseling. 

Hospital means a legally constituted institution which: 

l. Is primarily engaged in providing diagnostic, medical and surgical facil ities for the care and treatment of 
injured or sick persons and is compensated for such treatment; 

2 . Has a staff of one or more Physicians avai lable at all times; 
3. Has twenty-four (24) hour a day nurs ing services by Registered Nurses (RNs) or o ther nursing services 

when assumed under the complete responsibility of the Physician in charge; 
4. Maintains in-patient facil ities; and 
5. Is licensed as a Hospital by the appropriate state agency. 

January I, 20 15 FBC Employee Benefit Medical Plan Document Page 27of67 



" Hospital" does not include any institution, which is primarily a rest or convalescent facility, a facility for the 
aged or chemically dependent individuals. 

Illness means a bodily disorder, disease, physical Sickness, mental infirmity, or functional nervous disorder of a 
Participant. A recurrent Illness wil l be cons idered one Illness. Concurrent Illnesses will be considered one 
Illness unless the concurrent Illnesses are totally unrelated. All such disorders existing s imultaneously which 
are due to the same or re lated causes shall be considered one Illness. 

Injury means a condition caused by accidental means, which results in damage to the Participant's body from 
an external force. Any loss, which is caused by or contributed to by a hernia of any kind, w ill be considered a 
loss under the definit ion of Illness, and not as a loss resulting from accidental Injury. 

Inside PPO means receiving eligible services from Preferred Providers. 

Late Entrant means an Employee who elects to waive partic ipation and later decides to enroll in the Plan more 
than thirty-one (3 1) days after first becoming eligible to participate in the Plan. " Late Entrant" w ill also include 
the Dependent o f an Employee who is a Late Entrant and a Dependent w ho does not enroll in the Plan within 
the first thirty-one (3 1) days after such Dependent is e ligible to enroll. If you and/or your Dependent(s) do not 
enroll for benefits at the initia l time you are eligible for benefits, then you and/or your Dependent(s) w ill be 
considered Late Entrants. 

Maximum Eligible Charge is an amount determined in the discretion of the Plan Administrator or its delegate 
using one of the following: 

1. A fee that was negotiated with the Provider; 
2. A fee determined using a national relative value scale; 
3. A fee determined using a percentage of what Medicare would allow for the service or supply; 
4. A fee determined using a commercial healthcare database; 
5. A fee determined using a percentage off of billed charges; or 
6. A fee determined using other relevant information. 

With regard to charges made by a provider of service participating in the Plan 's PPO program, " Maximum 
Eligible Charge" shall mean the rates negotiated between the preferred provider organization and the 
participating providers. 

The Maximum Eligible Charge, for Outpatient Dialysis Services provided in connection w ith the first 40 
dialysis treatments while a Covered Person is covered by the Plan as determined in the discretion of the Plan 
Administrator or its delegate, is the lesser of: 

1. The provider' s normal charge for the same or a similar service or supply; o r 
2. A fee determined using a commercial healthcare database; 

The Maximum Eligible Charge for Outpatient Dialysis Services thereafter, is the lesser of: 

J. The provider' s normal charge for the same or a similar service or supply; or 
2. 125% of what Medicare would allow. 

With regard to charges made by a provider of service participating in the Plan 's PPO program, " Maximum 
Eligible Charge" shall mean the rates negotiated between the preferred provider organization and the 
participating providers unless services have otherwise been specifically excluded from the PPO reimbursement 
arrangement in the schedule of benefits. 
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Medically Necessary or Medical Necessity means when a service, treatment, device, drug, or supply Is 
necessary and appropriate for the diagnosis or active treatment of an Il lness o r Injury based on generally 
accepted medical practice. 

To be Medically Necessary, Covered Expenses must: 
l. Be rendered in connection with an Injury or Illness; 
2. Be consistent w ith the diagnosis and treatment of your condition; and 
3. Be in accordance w ith the standards of good medical practice. 

To be Medically Necessary, Covered Expenses must also be provided at the most appropriate level of care or in 
the most appropriate type of health care facility. Only your medical condition (not the financ ial status or family 
s ituation, the distance from a fac ility or any other non-medical factor) is considered in determining which level 
of care or type uf health care is appropriate. Medically Necessary is the criteria hy which the Plan 
Administrator determines the necessity of medical service and treatment under this Plan. 

A service, treatment, device, drug, or supply will not be considered Medically Necessary if: 
1. It is provided only as a convenience to the Covered Person or provider; 
2. It is not appropriate treatment for the Covered Person 's diagnosis or symptoms; 
3. It exceeds (in scope, duration or intensity) that level of care that is needed to provide safe, adequate and 

appropriate diagnosis or treatment; 
4. It is part of a plan of treatment that is considered to be Investigative, Experimental or for Research 

Purposes in the diagnosis or treatment of an Illness or Injury. " Investigative, Experimental or for 
Research Purposes: means services or supplies not recognized or proven to be effective treatment of an 
Illness or Inj ury in accordance with generally accepted medical practice, based on consultation with an 
appropriate source; or 

5. It involves the use of a drug or substance not formally approved by the United States Food & Drug 
Administration, even if approval is not required, or if it involves the use of a drug or substance that 
cannot be lawfully marketed without the approval of the Food and Drug Administration or other 
appropriate governmental agency, such approval not having been granted at the time of use or proposed 
use; 

6. Is generally, commonly, and customari ly regarded by experts who regularly practice in the area of 
treatment of the particular disease or condition in question as a drug, treatment, device, procedure, or 
other service whose usage shou ld be substantially confined to research settings, as set fo1th in peer­
reviewed scientific literature generally recognized by the relevant medical community; or 

7. Is being prov ided pursuant to a Food and Drug Administration Phase I or Phase II c linical trial or as the 
experimental or research arm of a Phase III clinical trial. 

The fact that any particu lar Physician may prescribe, order, recommend or approve a service, treatment, device, 
drug or supply does not, of itself, make it Medically Necessary. 

The sources of information to be relied upon are: 
I. The published authoritative medical or scientific literature regarding the drug, treatment, device, 

procedure, or other service at issue as it is applied to the particular Injury or Sickness at issue (contact 
the Plan Administrator for the authoritative literature used); 

2. A Covered Person's medical records; 
3. Protocol pursuant to which the treatments is to be delivered; o r 
4. Any regulations and publications set forth by any Un ited State Federal or State governmental agency. 

Newborn refers to an infant from the date of birth until the initial Hospital discharge or unti l the infant is 
fourteen (14) days old, whichever occurs first. 
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Outside PPO means receiving el igible services from providers who are not Preferred Providers 

Outside PPO Service Area means not within one-hundred (100) miles of a Preferred Provider. 

Participant means those Full-Time Employees or Retirees and their e ligible Dependents and Local 
Government Code 615 Surviving Dependent(s) who have enrolled in the Plan in accordance with Plan 
procedures and are entitled to benefits under this Plan. 

PHI shall mean Protected Health Information, as enacted pursuant to HIPAA. 

Physician means any professional practitioner who ho lds a lawful license authorizing the person to practice 
medicine or surgery in the locale in which the service is rendered, provided the service rendered is within the 
scope of that lict:nse, limited to the practitioners listed in the Texas Insurance Code, Article 3.70-2. 

Physician Assistant means a health professional licensed to practice medicine in collabo ration with Physicians 
and must graduate from an accredited Physician Assistant educational program. Physician Assistant practice is 
centered on patient care, but may also include educational, research, and administration activities. 

Plan Administrator means Fort Bend County, who has contracted with a third party vendor for the 
administration of claims under this medical plan document. 

Preadmission Evaluation means a process that uti lizes physician developed criteria and standards for 
determining the appropriateness of reimbursement for non-emergency in-patient hospital admissions and the 
length of hospital stay that will be considered necessary and reasonable under the eligible medical benefits. To 
receive maximum medical benefits, all in-patient hospital admissions must be reviewed and documented in 
advance. 

Preexisting Condition means, as determined by the Plan Administrator, any Illness, Injury, or other condition 
of a Participant (whether physical or mental), regardless of the cause of the condition, for which medical advice, 
diagnosis, care, or treatment was recommended or received, excluding pregnancy, and includ ing all 
complications that can reasonably be determined to be related to such conditions which existed at any time 
during the twelve ( 12) months prior to your effective date of coverage under this Plan. Genetic info rmation on 
a Participant wi ll not be considered a Preexisting Condition. For services received prior to January I , 2014, the 
Preexisting Condition Exclusion period may be reduced or eliminated for any enrollee nineteen ( 19) years old 
and over who has Creditable Coverage without a S ignificant Break in Coverage. For any enrollee further 
effective January I , 20 14, a Preexisting Condition will not be applied. 

Preferred Provider is a health care provider who participates in the Preferred Provider Organization (PPO) 
adopted by this Plan. 

Preferred Provider Organization (PPO) is a group of health care providers (Physicians and/or Hospitals) 
who, as a group or individually, agree to specified fee schedules and cost containment procedures in the 
delivery of health care and are named by the Plan as participating in the Plan. 

Prescription Drug means: 

I. A medicinal substance that, by law, can be dispensed on ly by prescription; 
2. A compound medication that includes a substance described in ( I); or 
3. Injectable insulin. 

*Note: A "generic drug" is a Prescription Drug identified by its official or chemical name rather than by a 
brand name. 
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Retiree means any person who meets the definition o f Ret iree as defined by the Fort Bend County 
Commissioners Court. 
Sickness means any physical or menta l Illness, including pregnancy. 

Significant Break in Coverage means, a period of sixty-three (63) consecutive days or more, during all of 
which an individual did not have any Creditable Coverage. 

Spouse means a person to whom an Employee is lawfully married, but shall not include an individual 
separated from the Employee under a divorce decree. To the extent recognized by Texas law, "spouse" shall 
also include a common law spouse provided that the requirements for common law marriage have been met. 
The Employee must provide proof of a common law marriage to include but is not limited to a declaration of 
informal marriage filed with the County C lerk. 

Surgery Center means a free-standing surgical faci lity that: 

I. Meets licensing standards; 
2. Is equipped and operated for general surgery; 
3. Makes charges on its behalf; 
4. Is directed by a staff of Physicians. A Physician must be present when surgery is performed and during 

the recovery period; 
5. Has at least one certified anesthesiologist present when surgery which requires general or spinal 

anesthesia is performed and during the recovery period; 
6. Extends surgical staff privileges to Physicians who practice surgery in an area Hospital and dentists who 

perform oral surgery; 
7. Has at least two operating rooms and one recovery room; 
8. Provides or arranges with a medical fac ility in the area for diagnostic x-ray and lab services necessary 

for surgery; 
9. Is equipped and has a staff trained for medical emergencies, which requires; 

a) A physic ian trained in cardiopulmonary resuscitation; 
b) A defibrillator; 
c) A tracheotomy set; and 
d) A blood volume expander; 

I 0. Has a written agreement with a Hospital in the area for immediate Emergency transfer of patients: 
a) Provides an ongoing quality assurance program wi th review Physicians who do not own or direct the 

faci lity; 
b) Keeps a medical record on each patient. 

Surgical Technician means a technician assisting surgeons and anesthesiologists before, during, and after 
surgery, while working under the supervision of a registered nurse, operating room technician supervisor o r 
Physician and must complete a one-year surgical training program. 
Survivor(s) means an eligible surviv ing Spouse and/or Dependent of an Employee as defined in Chapter 615 o f 
the Local Government Code. 

Waiting Period means the first of the month fo llowing fifty-eight (58) days, which begins o n the date the 
enrollee meets the eligibility requirements. 

Well-Baby Care means medical treatment, services or supplies rendered to a Newborn o r a child up to two (2) 
years old solely for the purpose of health maintenance and not for the treatment of an lllness or Injury. 
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ARTICLEV 
ELIGIBILITY AND P ARTIC!PATION 

A. EMPLOYEE PARTICIPATION 

1. Waiver of Participation in this Plan 

An Employee has the right to waive their medical coverage under this Plan. Dependent coverage will not 
be available if Employee coverage is not selected. If an eligible Employee or Dependent elects to waive 
participation and later decides to enroll in the Plan beyond 31 days of first becoming eligible to participate 
in the Plan, the Employee and the Employee' s Dependents will be Late Entrants and required to comply 
with any and all Plan provisions for enro llment in the Plan as Late Entrants. Coverage under the Plan for 
Late Entrants will be effective on the first (I 51

) day of the month fo llowing completion o f the Waiting 
Period provided the employee is in Active Service (Elected Official is deemed to be "Active Service" once 
sworn into office) on that date, otherwise the effective date will be deferred until return to Active Service. 

2. Eligibility 

All Employees in a full time budgeted position, who are in Active Service at their customary place of 
employment on the day their health care benefits become effective, and who complete the Waiting Period, 
shall be eligible to participate in the Plan. Eligible Employees will be required to notify the Risk 
Management Department in writing or by online enrollment, complete any necessary enrollment elections 
within the first thirty (30) days o f employment or eligibility to participate in the Plan and supply all 
necessary documentation as required by the Plan within the first thirty (30) days of employment or 
eligibi lity to participate in the Plan. Also, see Special Enrollment guidelines. If the requirements are not 
met within the time frame allowed. enro llment wil l be denied. 

Elected Officials, who complete the required Waiting Period, shall be eligible to participate in the Plan. 
Eligible Elected Officials wil l be required to notify the Risk Management Department in writing, complete 
any necessary enrollment applications and supply all necessary documentation as required by the Plan 
within the first thirty (30) days of employment or eligibility to participate in the Plan. 

Elected Officials and employees in a full time budgeted position eligible for retirement through the Texas 
County and District Retirement System (TC DRS) and under the age of sixty-five (65) years. 

Elected Officials and employees in a full time budgeted position eligible for retirement thro ugh the Texas 
County and District Retirement System (TCDRS) and age sixty-five (65) and older will be covered under 
the Medicare Supplement Plan (Chapter 175 of the Local Government Code). These retirees will retain, 
through the Fort Bend County Employee Benefit Plan, only prescription drug benefits. In the event the 
Medicare Supplement Plan ceases to provide medical coverage, Fort Bend County Commissio ners Court 
will make the determination to revert the retirees' supplemental coverage back to the County Plan or to 
another Medicare Supplement Plan. 

All other persons are excluded. 

3. Effective Date of Coverage 

Coverage will become effective for an eligible Employee on the first (I 51
) day of the month following 

completion of the Waiting Period, or if none, upon the date of e ligibility (provided the Employee is in 
Active Service on that date, otherwise the Effective Date will be deferred until return to Active Service). 
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Employees with a change of status from part-time to full-time or from temporary to regular will be subject 
to the same Waiting Period beginning the date their status changes. Employees who prev ious ly waived 
their benefit participation and decide to partic ipate at a later date may only enroll during the annual 
enrollment period as a Late Entrant and will be subject to the Waiting Period (which will start as of January 
1st the following year). Payment o f any contribution toward the cost of coverage under the Plan, if required 
by the Employer, must be made prior to coverage becoming effective. 

Any person who is currently covered under this Plan shall not be required to satisfy a new waiting period for 
medical coverage if all of the following conditions are met: (I) satisfied any required waiting period ; (2) has 
not had a lapse of coverage; (3) who assumes a full-time position (hired, appointed or elected); and (4) 
becomes eligible for benefits under this P lan. If the person is a spouse covered as a dependent of a deceased 
Employee who has a dependent child currently covered under this Plan, the eligible dependent shall not be 
required to satis fy a new waiting period for medical coverage if conditions ( I) and (2) above are met. 

4. Termination of Coverage 

Except as provided in the Continuation of Coverage in compliance with COBRA section or continuation of 
coverage under Retiree participation Article V, C, an Employee's coverage under the Plan will terminate at 
11 :59 p.m. on the earliest of the fo llowing dates: 

a) The date at the end of the period for which the Employee made the last required contribution for 
coverage under the Plan; 

b) The last day of the month in which the Employee terminates employment (except for termination for the 
violat ion of any County Policy, which will result in the immediate termination of this Plan's benefits) or 
retires; 

c) The date on which the Employee no longer satisfies the eligibility requirements under the Plan; 
d) The date on which the Plan is terminated or amended, resulting in the Employee's loss of coverage; 
e) The date of the Employee's death; or 
t) The date on which the Employee fals ifies information provided to the Plan, fraudulently or deceptively 

uses Plan services, or knowingly permits such fraud or deception by another person. 

Notwithsta nding the foregoing, a termination o f coverage may be effective retroactively if the Employee ( I ) 
performs an act, practice or omission that constitutes fraud, (2) makes an intentional misrepresentation of 
material fact, or (3) fails to make a required contribution when due. 

Participation may be continued for an Employee on an Employer approved leave of absence. See Article V, 
section H, Article IX, section D, and the Fort Bend County Employee Information Manual. 

5. Changes in Health Care Benefits will be effective on the date the Plan is amended. 

B. DEPENDENT PARTICIPATION 

An Employee participating in the Plan may cover their Dependent who meets the definition of Dependent (see 
Article IV) and the following requirements. 

Required Documentation 

Documents must be submitted to Risk Management before eligibility is approved. 

a) Spouse: Certified Marriage License o r Certified Informal Marriage Certificate, Social Security N umber, 
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and Spousal Eligibility Verification fonn including Certificate of Coverage (if applicable) for proof of 
enrollment in primary plan. 

b) Natural/Adopted Child: Certified Birth Certificate, which shows name of mother and father (mother 
or father must be the Employee); Certified, signed and filed, Adoption Decree or Placement for 
Adoption O rder (parent must be the Employee), original Certified Birth Certificate and new Certified 
Birth Certificate with the name change, etc., with certified, signed and filed, supporting documents for 
changes; court order (signed by a Judge or the Attorney General) or order for support by the Attorney 
General, and Social Security Number. 

c) Stepchild: Certified Birth Certificate which shows name of mother and father, Certified Marriage 
License showing that Employee is legally married to Stepchild's parent and Stepchild's Social Security 
Number. 

d) Grandchild: Certified Birth Certificate; Social Security Number; and proof that the child is a dependent 
of the Plan Participant for federal income tax purposes at the time application for coverage of the child is 
made. 

e) Court Ordered Child: Certified Birth Certificate; Social Security Number; and Certified, signed and 
filed court order issued under Chapter 154, Family Code, or enforceable by a court in the State of Texas, 
stating Plan Participant must provide medical support for child. 

2. Eligibility 

A Dependent will be eligible to participate in the Plan during or on: 

a) The date the Employee is eligible for benefits under the Plan, if on that date he has such Eligible 
Dependents; 

b) The date the Employee gains an Eligible Dependent, if on that date he is covered by the Plan, and has 
made any necessary contributions; and has notified the Plan within thirty-one (3 1) days of gaining th'at 
Dependent; 

c) If a Dependent, other than a Newbo rn child, is Hospitalized on the date participation would normally 
commence, participation of that Dependent will not be effective until the day after the Dependent 1s 
discharged from the Hospital; or 

d) In no event wi ll the Dependent's coverage begin before the Employee's coverage. 

Primary coverage under the Plan is not avai lable to an Employee's Spouse who is eligible at any time for 
medical coverage through the Spouse's employer. However, an Employee's Spouse is eligible for secondary 
coverage under this Plan provided that the Employee's Spouse is enrolled in their employer' s medical plan, 
required documents (Spousal Eligibility Verification form and Certificate of Insurance) are submitted in 
accordance with this Plan. and the Spouse meets all other Plan provisions. 

As defined in Chapter 6 I 5 of the Local Government Code (LGC), LGC 615 Survivor(s) are eligible to continue 
medical coverage under th is Plan at the t ime of the Employee' s death, but not enroll as a new Participant. 
Primary coverage under the Plan is not available to a Surviving Spouse of an Employee who is eligible at any 
time for medical coverage through the surviving Spouse's employer. However, a Surviving Spouse is eligible 
for secondary coverage under this Plan provided that the Surviving Spouse is enrolled in their employer's 
medical plan, required documents (Spousal Eligibility Verification form and Certificate of insurance) are 
submitted in accordance with this Plan, and the Spouse meets all other Plan provisions. 

In the event a husband and wife are both eligible to participate in the Plan as Employees, only one Employee 
will be eligible to cover any eligible Dependent child they might have. If the Employee covering a Dependent 
terminates their employment, the terminated Employee and Dependent(s) may be added to the existing coverage 
of the remaining Employee, provided that there is no lapse in coverage and they are added immediately (Article 
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V). In the event that the Dependent addition results in a change of benefit plan option they shall be required to 
meet the deductible and coinsurance provisions of the benefit plan option in which they will participate. Any 
deductible and coinsurance provisions previously met wi ll be applied to the benefit plan option in which they 
will be participating. In the event that deductible credits or coinsurance credits do not satisfy the provisions o f 
the new benefit plan option, the Dependent will be required to meet the difference between their credits and the 
remaining amounts necessary to meet the new deductible and coinsurance amounts. If moving from a higher 
deductible and coinsurance benefit plan option to a lower deductible and coinsurance benefit plan option, 
should deductible and coinsurance credits exceed the requirements of the new benefit plan option, the credits 

will be considered to have satisfied the benefit plan option requirements and paid amounts exceeding new 
benefit plan option' s deductible and coinsurance requirements will not be considered reimbursable. 

3. Changes in Dependent Health Care Benefits 

Changes in the Health Care Benefits wi ll be effective for Dependents only if the Employee is sti ll e ligible and 
the Dependent is not confined in a Hospital, or other institution. Employee and Dependent must be covered 
under the same benefit plan option. 

If prior to, or within thirty-one (3 1) days after the attainment of the specified age whereby participation would 
otherwise terminate for a Dependent Child and the Contract Administrator has received due proof such child is 
mentally or physically incapacitated such that they are incapable of earning their own living and is dependent 
upon the Employee for their support, participation will continue so long as the incapacity continues and the Plan 
remains in full force and effect. The Plan has the right to periodically require that the Employee show proof o f 
the incapacity of the Dependent as determined by the Plan Administrator. 

4. Termination of Coverage 

Except as provided in the Continuation of Coverage in Compl iance with COBRA section, a Dependent's 
coverage will terminate at 11 :59 p.m. on the earliest of the following dates: 

a) The date the Employee's coverage terminates; 
b) The Employee fails to remit required contributions for Dependent Health Care Benefits when due, 

Dependent's benefits will terminate at the end of the period for which contribution is made; 
c) The date on which the Dependent ceases to be an elig ible Dependent as defined by the Plan; 
d) The date on which the Dependent Spouse satisfies the benefit Waiting Period, after Dependent Spouse is 

hired or status changes to a benefit elig ible position as an Employee of Fort Bend County; 
e) The date on which the Plan is terminated or amended, resulting in the Dependent's loss of coverage; 
t) The date of the Dependent's death; or 
g) The date on which the Employee or Dependent fals ifies information provided to the Plan, fraudulently or 

deceptively uses Plan serv ices, or knowingly permits such fraud or deception by another person. 

An Employee cannot terminate a Spouse during a separation until a divorce is final. A certified divorce decree 
must be submitted before any paperwork can be processed. The termination date will be the effective date the 
certified divorce decree was signed and dated by the Judge. 

Notwithstanding the foregoing, a termination o f coverage may only be effective retroactively if the Employee or 
Dependent (I) performs an act, practice or omission that constitutes fraud, (2) makes an intentional 
misrepresentation of material fact, or (3) fails to make a required co ntribution for coverage under the Plan when 
due. 
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C. RETIREE PARTICIPATION 

1. Eligibility 

Retirees eligible for retirement through the Texas County and District Retirement System (TCDRS), and their 
eligible Dependents, w ill be eligible to participate in this Plan subject to the rules established by and approved 
by Fort Bend County Commissioners Court and Chapter 175 of the Local Government Code. 

All el igible Retirees under the age of s ixty-five (65) years will be covered under the Fort Bend County 
Employee Benefit Medical Plan ("Medical Plan"). Coverage under the "Medical Plan" for Employees retiring 
who are sixty-five (65) years or older wi ll terminate at 11 :59 p.m. on the last day of the month in which the 
Employee retires. 

All eligible Retirees age sixty-five (65) years or o lder will be covered under the Medicare Supplement Plan 
(Chapter 175 of the Local Government Code). These Retirees wi ll retain, through the Fort Bend County 
Employee Benefit Medical Plan, only prescription drug benefits. In the event the Medicare Supplement Plan 
ceases to provide medical coverage, Fort Bend County Commissioner Court would make the determination to 
revert the Retirees' supplemental coverage back to the "Medical Plan" or to another Medicare Supplement Plan. 

Rehired Retirees employed with Fort Bend County in a full -time budgeted position who are age sixty-five (65) 
years or o lder, who chose to retain retiree benefits upon becoming eligible for active benefits, and who cease to 
be eligible for benefits under the Medicare Supplement Plan may participate until termination of full-time 
employment with Fort Bend County. At that time retiree coverage will revert back to the Medicare Supplement 
Plan. 

2. Retiree' s Dependent(s) 

All Dependent Spouses, age sixty-five (65) or older, of Retirees will be covered under the Medicare Supplement 
Plan. These Dependent Spouses of Retirees will retain, through Fo rt Bend County Employee Benefit Medical 
Plan only Prescription Drug benefits. In the event the Medicare Supplement Plan ceases to provide medical 
coverage, Fort Bend County Commissioners Court would make the detenn ination to revert the Retirees' 
Dependent Spouse's supplemental coverage back to the County Plan or to another Medicare Supplement Plan. 
In the event of the Retiree's death, the Dependent Spouse may elect to continue the Medicare Supplement Plan, 
and the Fort Bend County Employee Benefit Medical Plan Prescription Drug benefits will terminate. 

Effective September 11, 200 1, Retirees who are married to a County Employee when they retire will be allowed 
to add the remaining Spouse/Employee and any covered Dependents to their coverage when the Spouse 
terminates their employment. The remaining Employee and eligible dependents will be required to have the 
same medical and dental benefits as the Retiree for at least the twelve (12) months preceding their termination 
of employment. 

Primary coverage under the Plan is not available to a Retiree's Spouse who is eligible at any t ime for medical 
coverage through the Spouse's employer. However, a Retiree·s Spouse is eligible for secondary coverage under 
this P lan provided that the Retiree·s Spouse is enrolled in their employer's medical plan, required documents 
(Spousal Eligibility Verification form and Certificate of Insurance) are submitted in accordance with this Plan, 
and the Spouse meets all other Plan provisions. 

3. Changes in Retiree's Dependent Health Care Benefits 

Retiree and Dependent(s), under the age of s ixty-five (65) years, must be covered under the same benefit plan 
option. 
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All Dependents other than a Dependent Spouse, age sixty-five (65) or o lder, of a Retiree are ineligible to 
participate in the Medicare Supplement Plan or Fort Bend County Employee Benefit Medical Plan. 

If prior to, or within thirty-one (31) days after the attainment of the specified age whereby participation would 
otherwise tenninate for a Dependent Child and the Contract Administrator has received due proof such child is 
mentally or physically incapacitated such that they are incapable of earning their own liv ing and is dependent 
upon the Retiree for their support, participation up to the age of sixty-five (65) years will continue so long as the 
incapacity continues and the Plan remains in full fo rce and effect. The Plan has the right to periodically require 
that the Retiree show proof of the incapacity of the Dependent as determined by the Plan Administrator. 

4. Termination of Coverage 

Except as provided in the Continuation of Coverage in Compl iance with COBRA section, a Dependent's 
coverage will terminate at 11 :59 p.m. on the earliest of the fo llowing dates: 

a) The date the Retiree's coverage terminates; 
b) The Retiree fai ls to remit required contributions for Dependent Health Care Benefits when due, 

Dependent 's benefits will terminate at the end of the period for which contribution is made; 
c) The date o n which the Dependent ceases to be an eligible Dependent as defined by the Plan; 
d) The date on wh ich the Dependent Spouse satisfies the benefit Waiting Period, after Dependent Spouse is 

hired or status changes to a benefit eligible position as an Employee of Fort Bend County; 
e) The last day of the month in which the Dependent Child, who is no longer eligible due to age, attains the 

age of twenty-six (26); 
t) The date on which the Plan is terminated or amended, resulting in the Dependent's loss of coverage; 
g) The date of the Dependent's death; or 
h) The date on which the Retiree or Dependent falsifies information provided to t~e Plan, fraudulently or 

deceptively uses Plan serv ices, o r knowingly permits such fraud or deception by another person. 

A Retiree cannot terminate a Spouse during a separation until a divorce is fina l. A certified d ivorce decree must 
be submitted before any paperwork can be processed. The termination date will be the effective date of the 
certified divorce decree. 

Retirees who terminate coverage on themselves or Dependent(s) under this Plan w ill not be able to re-enroll in 
the terminated coverage. 

Notwithstand ing the foregoing, a termination of coverage may only be effective retroactively if the Retiree or 
Dependent (1) perfonns an act, practice or omission that constitutes fraud, (2) makes an intentional 
misrepresentation of material fact, or (3) fails to make a required contribution for coverage under the Plan when 
due. 

D. ANNUALENROLLMENT 

Eligible Employees and their Eligible Dependent(s) may enroll for coverage during an Annual Enrollment 
period. Coverage for Eligible Employees and their Eligible Dependent(s) enrolling during an Annual 
Enrollment period will become effective January I of the fo llowing Plan Year, unless the Employee and/or 
Dependent(s) had a break in coverage or after decl ining an earl ier opportun ity to enroll and subsequently are 
enrolling fo r the first time, in which event the Employee and/or Dependent(s) will be subject to the enrollment 
requirements during Annual Enrollment and must also satisfy the Waiting Period, which begins January I of the 
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following Plan Year and benefits wi ll be effective April I (the first of the month following the waiting period) 
of the fo llowing Plan Year. If an Eligible Employee has not yet begun work for the Employer, the Employee 
and their Eligible Dependent(s) are subject to the enrollment requirements and the Waiting Period, in which 
event coverage will become effective on the first of the month following completion of the Waiting Period if 
actively at work on that date, or on the first of the month fo llowing the day the Employee actually begins work. 
"Annual Enrollment period" shall mean a specific period during the month of October in each Plan Year. If a n 
Eligible Employee is on Leave of Absence at the time of the Annual Enrollment period and cont inuously 
continues to monthly pay Plan Participant contributions timely with no break in coverage, they may re-enroll 
during the Annual Enrollment period for the following Plan Year. If an Employee on Leave of Absence has a 
break in coverage, they may not re-enroll during the Annual Enrollment period, but may re-enroll as a Late 
Entrant within thirty (30) days from the date the Employee actually returns to work, in which event coverage 
will become effective on the fi rst of the month following completion of the Waiting Period if actively at work 
on that date and enrollment requirements were met, or on the first of the month following the day the Employee 
actually begins work. 

E. SPECIAL ENROLLMENT (Eligible Employee not cur rently enrolled in the Pla n.) 

Except as otherwise required by law, if an Eligible Employee does not enroll for coverage for the Employee 
and/or the Employee's Eligible Dependents within thirty (30) days of becoming eligible for coverage and 
subsequently wishes to elect such coverage, in appropriate circumstances the Employee may do so under the 
Plan' s special enro llment rules. 

An Eligible Employee may enrol l for coverage for the Employee and a ll Eligible Dependents at any time 
provided that: 

1. The Employee is e ligible for coverage under the Plan, but is not currently enrnlled; and 
2. The Employee declined coverage under the Plan when it was offered previous ly and gave the existence of 

alternative health coverage as the reason for not enrolling on the Employee·s enrollment form~ and 
3. The alternative coverage has terminated. 

A completed enrollment form must be submitted by the Employee withi n thi11y (30) days after the loss of the 
alternative health coverage for the following: 

1. COBRA continuation coverage has been exhausted; or 
2. Loss of eligibil ity for the alternative coverage (for reasons other than the ind ividual 's fai lure to pay 

premiums or for cause); or 
3 . the termination of employer contributions toward the cost o f coverage 

A completed enrollment form must be submitted by the Employee within the sixty (60) days after the loss of the 
alternative health coverage for the fo llowing: 

I . Term ination of Medica id or Children's Health Insurance Coverage (CHIP) due to loss of eligibi lity; or 
2. Employee or dependents become eligible for a premium assistance subsidy under Medicaid or C HIP and 

the employee requests coverage under the Plan 

4. Enrollment in the Plan wi ll be effective the fi rst day of the first calendar month beginning after the date 
on which the Plan receives the completed enrollment form. 

In addition, an El igible Employee may enroll for coverage for the Employee and all Eligible Dependents at any 
time provided that: 
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l. The Employee is eligible for coverage under the Plan, but is not currently enrolled; and 
2. The Employee declined coverage under the Plan when it was offered prev iously; and 
3. Another individual (a spouse o r child) has become an Eligible Dependent of the Employee through 

marriage, birth, adoption, or placement for adoption. In this case, the Employee must submit a completed 
enrollment form and required documentation within thirty-one (3 1) days of the marriage, birth, adoption or 
placement for adoption. Enrollment in the Plan will be effective on the date (I) of the Employee' s 
marriage; (2) of the new Dependent's birth; or (3) of the new Dependent' s adoption or placement for 
adoption with the Employee. 

F. LATE ENTRANTS I FAMILY STATUS CHANGE /DEPENDENT DELETION 

All Late Entrants are required to satisfy the waiting period (fifty-eight (58) days). If approved as a new 
Participant in the Plan, the earl iest date that a Late Entrant' s coverage may take effect will be the first day of the 
month following fifty-eight (58) days after the Late Entrant' s waiting period begins. The Plan reserves the right 
to approve or deny any Late Entrant applicant. If add itional information is received by the Plan after the Late 
Entranf s acceptance that would disqualify the Late Entrant from coverage, the Plan wil l have the right to 
terminate coverage back to the original effective date and the Employer will refund any contribution that was 
already made towards said coverage. The Employee will be responsible for paying all claims paid by the Plan 
on behalf of the ineligible person.Mid-Year Late Entrants - Participants who do not participate in the 
Section 125 Plan may add eligible Dependents mid-year with a Fami ly Status Change. All new Pa1ticipants 
will be considered Late Entrants and must fulfill the requirements as stated above. The fifty-eight (58) days 
waiting period for the Late Entrant will begin on the date Risk Management receives all required 
documentation. 

Annual Enrollment Late Entrants - An Employee may enroll eligible Dependent(s) during the annual 
enrollment period without a Family Status Change. All new Pa1ticipants will be considered Late Entrants and 
must fulfill the requirements as stated above. The fifty-e ight (58) days waiting period for the Late Entrant will 
begin on January 151 of the following year. Required documents must be submitted by the deadline, which will 
be set for each annual enrollment period. 

Family Status Change - An Employee who participates in the Section 125 Plan may add eligible Dependent(s) 
mid-year only if there is a qualified Family Status Change and the Participant has all required documentation 
turned into Risk Management within thirty-one (3 1) days of the Family Status Change event. Qual ified Family 
Status Changes for adding an eligible Dependent include, but are not limited to, marriage, birth, adoption, or 
placement for adoption as specified by Section 125 of the Internal Revenue Code. In the event of birth, 
adoption, placement for adoption, court ordered chi ld or Office of the Attorney General (OAG) o rder, benefits 
for the el igible Dependents will be effective on the date of the Fami ly Status Change (date of birth; date court 
order is signed for adoption, placement for adoption, or court ordered child; date ordered by OAG) and Plan 
Participant contributions will be due beginning on that date, which may be retroactive. In the event of a 
dependenfs loss of medical coverage at their place of employment, Employee may submit a completed 
enrollment form and required documents prior to the dependenf s loss of medical coverage, making the 
coverage effective the date fo llowing the other coverage termination date. If the Employee submits the 
enrollment form and required documents after the loss of coverage but before the end of the thi rty-one (3 I) day 
notification requirement, the coverage effective date would be the first of the month after receipt of the 
documentation. All Family Status Changes, with the exception of birth, adoption, placement for adoption, court 
ordered child or OAG order, are effective the first day of the fol lowing month after meeting all Plan provisions 
and contributions may not be collected retroactive. 
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Dependent Deletion - An Employee must delete a Dependent that is no longer eligible to remain on the Plan at 
the time they become inel igible. Dependents who are not eligible are those who are (I) children twenty-six (26) 
years of age or older and who are not eligible for coverage due to a mental or physical disability and (2) ex­
Spouses and ex-step-children. In the case of divorce, a certified divorce decree is required before the Plan wi ll 
terminate the Dependents no longer eligible. If a spouse is eligible at any time for their employer' s medical 
plan, but does not enroll, the spouse will no longer be eligible to participate in this Plan and coverage will be 
terminated. If additional infonnation is received by the Plan that would disqualify the dependent from 
coverage, the Plan will have the right to terminate coverage back to the original effective date and the Employer 
will refund any contribution that was already made towards said coverage. The Employee/Retiree/LGC 615 
Survivor will be responsible for paying all claims paid by the Plan on behalf of the inel igible person. 

It is the Employee's responsibility to notify Risk Management of a Dependent who is no longer eligible 
and complete the proper form(s). Notification is subject to COBRA notification requirements. Verbal 
notification is unacceptable. The Plan will refund Plan Participant contributions paid after effective date and 
prior to the submission and receipt in Risk Management of the proper forms w ithin required time frames of the 
life event. In add ition, the Employee will be responsible for paying all claims paid by the plan on behalf of the 
ineligible person. 

Special Enrollment Periods in Compliance with the Patient Protection and Affordable Care Act 
(" PPACA") 

Notwithstanding any provision of the Plan to the contrary, the Plan wi ll permit an eligible Employee or eligible 
Dependent to elect to enroll in the Plan if the fol lowing conditions is met: 

1. A Dependent child terminated coverage, was denied coverage or was not eligible for coverage under the Plan 
because, under the terms of the Plan, the availability of Dep~ndent coverage of children ended before the 
attainment of age twenty-six (26) and the Dependent child is now eligible for coverage under the Plan 
effective as of January I , 2011. 

If an eligible Employee or eligible Dependent satisfies either ( I) or (2), as applicable, the el igible Employee or 
eligible Dependent will be given an opportunity to enroll in the Plan that starts on the later of (a) the date the 
eligible Employee or eligible Dependent satisfies ( I) or (2) above or (b) the fi rst day of the annual enrollment 
period for the 2011 Plan Year and, in either case, continues for thirty (30) days after such start date. This 
opportunity will be provided beginning not later than January I, 20 11 and coverage wi ll be effective not later 
than January 1, 20 11. 

Any eligible Employee or eligible Dependent enrolling in the Plan in accordance with PPACA must be treated 
as if the eligible Employee or eligible Dependent were a special enro llee, as provided under HIPAA ·s 
portabi lity provisions. Accordingly, the eligible Employee or eligible Dependent (and the el igible Employee 
through whom the eligible Dependent is otherwise eligible for coverage under the Plan) must be offered all the 
benefit plan options avai lable to similarly situated individuals who did not lose coverage as described in ( I) or 
(2) above. The eligible Employee or eligible Dependent also cannot be required to pay more for coverage than 
similarly situated individuals who did not lose coverage as described in ( I) or (2) above. 

G. CONTINUATION OF COVERAGE IN COMPLIANCE WITH COBRA 
(Consolidated Omnibus Budget Reconciliation Act of 1985) 

1. Continuation of Coverage 

Coverage that may be continued under this section includes medical coverage, if provided under this Plan. 
For purposes of this section, a "Covered Person" is a Participant who is covered under the Plan due to his 
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status as an Employee or Retiree and a "Covered Dependent" is a Dependent who is a Partic ipant. Under 
this section, the following Participants whose coverage would otherwise end may continue to be covered 
under the Plan: 

a) Covered Dependents of a Covered Person who dies. 
b) A covered Person and their Covered Dependents upon the Covered Person·s termination of employment 

(other than termination for gross misconduct), or whose work hours have been reduced to less than the 
minimum required for coverage under the Plan. 

c) A Covered Dependent Spouse upon divorce from the Covered Person. 
d) A Covered Dependent child loses coverage due to attainment of the maximum age to which Dependents 

may be covered under this Plan. 

2. Notice Requirements - Employer/Employee 
a) When eligibility for continuation results from a Covered Person's death, termination, reduction in 

working hours, or entitlement to Medicare, the Covered Person or Dependent will notify the Employer 
of that event. Notice must be given to Risk Management within thirty (30) days of the Covered Person's 
death, termi nat ion, reduction of working ho urs, or entitlement to Medicare. 

b) When eligibility for continuation results from a covered Spouse being divorced from a Covered Person 
(Employee) or a Dependent child's attainment of the maximum age for coverage under the Plan, the 
covered person or Dependent must noti fy the Employer of that event within sixty (60) days of the event. 

c) Within thirty (30) days of receiving notice, the Employer will notify the COBRA administrator of the 
termination of coverage. Within fourteen ( 14) days of receiving the notice from the Employer, the 
COBRA administrator will mai l the covered person informat ion regarding the ir right to continue 
benefits. 

d) After receiving that notice. the Covered Person or Dependent has s ixty (60) days in which to decide 
whether to elect continued benefits. These s ixty (60) days begins on the later of: 
I) The date coverage under the Plan would otherwise end; o r 
2) The date the person receives notice from the Employer of their rights under the law. 
If the Covered Person or Dependent chooses to have continued benefits, they must advise the Employer 
in writing of this decision. The Employer must receive this written notice before the end of s ixty (60) 
days. 

e) Within forty-five (45) days after the date of the Covered Person or Dependent notifies the Employer that 
they have chosen to continue medical insurance, the Participant must pay the first premium. The first 
payment will be the amount needed to provide coverage from the date continued benefits begin to the 
date that the first payment is made. Thereafter, premiums for the continued benefits are to be paid 
monthly on the day of each month stated by the Employer. 

f) A Covered Person's Dependent must pay the premium for a coverage being continued. 

3. Length of Continuation 

a) For Covered Persons who are terminated or have their hours reduced, coverage may be continued for up 
to eighteen (18) months after the termination or reduction in hours. For all others who qualify for 
continuation of benefits, coverage may be continued for up to thirty-s ix (36) mo nths after the event, 
which makes the Covered Person eligible for continued benefits . Continuation will end on the earliest 
of: 
J) The end of the eighteen ( 18) or thirty-s ix (36) month period noted above; 
2) The date the Employer's Plan terminates; 
3) Failure to make payment for coverage as required above; 
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4) The date the person becomes covered under any other group health Plan as a result of employment, 
re-employment or re-marriage; 

5) The date the person becomes entitled to benefits under Medicare. 
b) The following applies when this Plan replaces another Plan of group medical coverage. If, on the day 

before the effective date of the Employer's coverage under this Plan, eligible Employee or Dependent 
coverage is being continued under that prior Plan under COBRA (the Consolidated Omnibus Budget 
Reconciliation Act of 1985): 
I) That person will have the right to become covered under this Plan. Coverage may be prov ided until 

the end of the period for which the person could have been covered under the prior Plan if it had not 
been replaced; and 

2) Any benefits otherwise payable under this section wi ll be reduced by any amounts for which the 
person is eligible under the Plan. 

H. HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT OF 1996 (HIPAA) 
ELECTION UNDER 42 U.S.C. §300 GG-21 

Federal law imposes upon group health plans certain limitations of ( I) Preexisting Conditio n exclusion periods, 
(2) special enrollment periods for individuals (and Dependents) losing other coverage, (3) prohibitions against 
discriminating against individual Participants and beneficiaries based on health status, (4) standards relating to 
mothers and Newborns, (5) parity in the application of certain limits to mental health benefits, and (6) required 
coverage for reconstructive surgery fo llowing mastectomies. 

Federal law allows a non-federal governmental self-funded plan (such as the Fort Bend County Employee 
Benefit Medical Plan for Employees of Fort Bend County, Texas) to exempt its Plan in whole o r in part from 
these requirements: ( I) Standards relating to mothers and Newborns, (2) parity in the application of certain 
limits to mental health benefits, and (3) required 'coverage for reconstructive surgery following mastectomies. 
Fort Bend County has requested that the entire Fort Bend County Employee Benefit Plan be exempt under 42 
u.s.c. §300gg-2 l. 

Fort Bend County may prov ide certificates of coverage to those indiv iduals covered by the Plan at the time they 
cease to be covered by the plan and when they request a certificate within twenty-four (24) months following 
cessation of coverage. 

1. HIP AA Privacy Rule 

This Plan complies with the requirements of§ l 64.504(f) of the Health Insurance Portabil ity and Accountabi lity 
Act of J 996 and its implementing regulations, 45 C.F.R. parts 160 through 164 (the regulations are referred to 
herein as the " HIPAA Privacy Rule" and §164.504(f) is referred to as ·'the "504"' provisions") which establish 
the extent to which the Plan Sponsor will receive, use and/or disclose Protected Health Information. ·'Protected 
Health Information., means info rmation, including genetic information, that is created or received by the Plan 
which (a) relates to the past, present, or future physical or mental health or condition o f an individual, t he 
provision of health care to an individual, or the past, present, or future payment for the prov ision of health care 
to an individual, (b) identifies the individual or for which there is a reasonable basis to believe the information 
can be used to identify the individual, and (c) is transmitted or maintained in any form or medium. 

2. The Plan's Designation of Person/Entity to Act on its Behalf 

The Plan has determined that it is a group health plan within the meaning of the HIPAA Privacy Rule, and the 
Plan designates Director of Risk Management as Privacy Officer to take all actions required by the Plan m 
connection with the HIPAA Privacy Rule (e.g., entering into business associate contracts; accepting 
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certification from the Plan Sponsor). 

3. The Plan's disclosure of Protected Health Information to the Plan Sponsor- Required Certification of 
Compliance by Plan Sponsor 

Except as provided below with respect to the Plan' s disclosure of summary health information, the Plan will (a) 
disclose Protected Hea lth Infonnation to the Plan Sponsor or (b) provide for or permit the disclosure of 
protected Health Information to the Plan Sponsor by a health insurance issuer with respect to the Plan, only if 
the Plan has received a certification (signed on behalf of the Plan Sponsor) that: 

a) The Plan Documents have been amended to establish the permitted and required uses and disclosures of 
such information by the Plan Sponsor, consistent with the "504" provis ions; 

b) The Plan Documents have been amended to incorporate the Plan provisions set forth in this section; and 
c) The Plan Sponsor agrees to comply with the Plan provis ions as described by this sectio n. 

4. Permitted disclosure of members' Protected Health Information to the Plan Sponsor 

The Plan (and any health insurance issuer) will disclose members' Protected Health Information to the P lan 
Sponsor only to permit the Plan Sponso r to carry out Plan administration functions. Such disclosure will be 
consistent with the provisions of this section. 

All disclosures of the Protected Health Informatio n of the Plan's members by a health insurance issuer to the 
Plan Sponsor will comply with the restrictions and requirements set forth in this section and in the "504" 
provisions. 

The Plan may not, and may not permit a health insurance issuer, to disclose members' Protected Health 
Information to the Plan Sponsor for employment re lated actions and decisions or in connection with any other 
benefit o r employee benefit plan of the Plan Sponsor. 

The Plan Sponsor "' ill not use or further disclose members· Protected Health Information other than as 
described in the Plan Documents and permitted by the ·'504" provisions. 

The Plan Sponsor will ensure that any agent(s), including a subcontractor, to whom it provides members' 
Protected Health Information received from the Plan (or from the Plan 's health insurance issuer), agrees to the 
same restrictions and conditions that apply to the Plan Sponsor with respect to such Protected Health 
Information. 

The Plan Sponsor will not use or disclose members ' Protected Health Information for employment related 
actions and decisions or in connection with any other benefit or employee benefit plan o f the Plan Sponsor. 

The Plan Sponsor wi ll report to the Plan any use or disclosure of Protected Health Information that is 
inconsistent with the uses or disclosures provided for in the Plan Documents (as amended) and in the " 504" 
provisions, of which the Plan Sponsor becomes aware. 

Notify participants of any PHI use or disclosure that is inconsistent with the uses or disclosures provided for of 
which the Plan Sponsor, or any Busim:ss Associate of the Plan Sponsor becomes aware, in accordance with the 
Health Breach Notification Rule (16 CFR Part 318). 

Notify the Federal Trade Commission of any PHI use or disclosure that is inconsistent with the uses o r 
disclosures provided for of which the Plan Sponsor, or any Business Associate o f the Plan Sponsor becomes 
aware, in accordance with the Health Breach Notification Rule (16 CFR Part 3 I 8). 

Obtain authorization prior to the sale of any PHI. 
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"Plan Administration" activ ities are limited to activities that would meet the definition of payment or health 
care operations, but do not include functions to modify, amend or terminate the Plan or solicit bids from 
prospective issuers. " Plan Administration" functions include quality assurance, claims processing, auditing, 
monitoring and management of care-out plans, such as vision and dental. It does not include any employment­
related functions or functions in connection w ith any other benefit or benefit plans. 

5. Disclosure of members' Protected Health Information - Disclosure by the Plan Sponsor 

The Plan Sponsor will make the Protected Health Information of the member who is the subject of the Protected 
Health Information available to such member in accordance with 45 C.F.R. § 164.524. 

The Plan Sponsor wi ll make members' Protected Health Information available for amendment and incorporate 
any amendments to members' Protected Health Information in accordance with 45 C .F.R. § I 64.526. 

The Plan Sponsor w ill make and maintain an accounting so that it can make available those disclosures of 
members' Protected Health Information that it must account for in accordance with 45 C.F.R. § 164.524. 

The Plan Sponsor will make its internal practices, books, and records relating to the use and disclosure of 
member's Protected Health Information received from the Plan avai lable to the U.S. Department of Health and 
Human Services for purposes of detennining compliance by the Plan with the HIP AA Privacy Rule. 

The Plan Sponsor will, if feas ible, return or destroy all members' Protected Health Information received from 
the Plan (or a health insurance issuer with respect to the Plan) that the Plan Sponsor still maintains in any form 
after such information is no longer needed for the purpose in which the use or disclosure was made. 
Additionally. the Plan Sponsor will not retain copies of such Protected Health Information after such 
information is no longer needed for the purpose for which the use or disclosure was made. If however, such 
return or destruction is not feas ible; the Plan Sponsor wi ll limit further uses and disclosures to those purposes 
that make the return or destruction of the information infeasible. 

The Plan Sponsor will ensure that the required adequate separation, described below, is established and 
maintained. 

6. Disclosures of Summary Health Information and Enrollment and Disenrollment Information to the 
Plan Sponsor 

The Plan, or a health insurance issuer with respect to the Plan, may disclose summary health info rmation to the 
Plan Sponsor, ifthe Plan Sponsor requests the summary health information for the purpose of: 

a) Obtaining premium bids from health plans for provid ing health insurance coverage under the Plan~ or 
b) Modifying, amending, or terminating the Plan. 

The Plan, or a health insurance issuer with respect to the Plan, may disclose enrollment and d isenrollment 
information to the Plan Sponsor without the need to amend the Plan Documents as provided fo r in the " 504" 
provis ions. 

7. Disclosure of PHI to Obtain Stop-loss or Excess Loss Coverage 

The Plan Sponsor hereby authorizes and directs the Plan, through the Plan Administrator or the third party 
administrator, to disclose PHI to stop-loss carriers, excess loss carriers or managing general underwriters 
("MGUs") for underwriting and other purposes in order to obtain and maintain stop-loss or excess loss coverage 
related to benefit cla ims under the Plan. Such d isclosures shall be made in accordance w ith the privacy 
standards. 
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8. Required separation between the Plan and the Plan Sponsor 

In accordance with the "504" provisions, this section describes the Employees or classes of Employees or 
workforce members under the control of the Plan sponsor who may be given access by the Director of Risk 
Management as the Plan 's HIPAA Privacy Officer to members' Protected Health Information recei ved from the 
Plan or from a health insurance issuer. (Classes may include, for example : Analyst/Administrators; Service 
Personnel ; Information Technology Personnel; C lerical Personnel; Supervisors/Managers; Quality Assurance 
Unit.) 

a) 
b) 
c) 
d) 
e) 
t) 

Director of Risk Management 
Risk Management Personnel 
Financial Accountants 
Legal Advisors who represent the Plan 
Part-timeffemporary Clerical support 
Information Technology Personnel 

This list reflects the Employees, classes of Employees, or other workforce members of the Plan Sponsor who 
receive members' Protected Health Information relating to payment under, health care operations of, or other 
matters pertaining to Plan administration functions that the Plan Sponsor provides for the Plan. These 
individuals will have access to members' Protected Health Information solely to perform these identified 
functions, and they will be subject to discipl inary action and/or sanctions (including termination of employment 
or affiliation with the Plan Sponsor) for any use or disclosure of members' Protected Health Information m 
violation of, or noncompliance with, the provisions of this section. 

The Plan Sponsor will promptly report any such breach, violation, or noncompliance to the Plan and will 
cooperate with the Plan to .~orrect the violation or noncompliance; to impose appropriate d iscipl inary action 
and/or sanctions, and to mitigate any deleterious effect of the violation or noncompliance. 

9. Security Standards 

Plan Sponsor Obligations - Where Electronic Protected Health Informat ion wi ll be created, received, 
maintained, or transmitted to or by the Plan Sponsor on behal f of the Plan, the Plan Sponsor shall reasonably 
safeguard the Electronic Protected Health Information as follows: 

a) Plan Sponsor shall implement administrative, physical, and technical safeguards that reasonable and 
appropriately protect the confidentiality. integrity, and availability of the Electronic Protected Health 
Information that Plan Sponsor creates, received, maintains, or transmits on behalf of the Plan; 

b) Plan Sponsor shall ensure that the adequate separation that is required by 45 C.F.R. § I 64.504(f)(2)(iii) of 
the HIP AA Privacy Rule is supported by reasonable and appropriate security measures; 

c) Plan Sponsor shall ensure that any agent, including a subcontractor, to whom it provides Electronic 
Protected Health Information agrees to implement reasonable and appropriate security measures to 
protect such information; and 

d) Plan Sponsor shall report to the Plan any Security Incidents of which it becomes aware as described 
below: 
I) Plan Sponsor shall report to the Plan within a reasonable time after Plan Sponsor becomes aware, 

any Security Incident that results in unauthorized access, use, disclosure, modification, o r 
destruction of the Plan ·s Electronic Protected Health Information; and 

2) Plan Sponsor shall report to the Plan any other Security Incident on an aggregate basis every month, 
or more frequently upon the Plan·s request. 

3) Notify participants of any PHI Security Incident of which the Plan Sponsor, or any Business 
Associate of the Plan Sponsor becomes aware, in accordance with the Health Breach Notification 
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Ru le (16 CFR Part 318); and 
4) Notify the Federal Trade Commission of any PHI Security Incident of which the Plan Sponsor or 

any Business Associate o f the Plan Sponsor becomes aware, in accordance with the Health Breach 
Notification Rule ( l 6DFR Part 318). 

I. DUAL COVERAGE PRECLUDED 

No person will be covered under the Plan simultaneously: 

a) As both an Employee and a Dependent, if eligible for County coverage; 
b) As a Dependent of more than one Employee. 

J. UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT 

The Plan will comply with the Uniformed Services Employment and Reemployment Rights Act of 1994 
("USERRA") with regard to continuation rights during an approved military leave of absence and reenrollment 
rights on return from such mil itary leave of absence. 

I. An Employee who is not at work because of a period of duty in the Un iformed Services (as defined in 
USERRA), may, at the Employee' s election, continue coverage under the Plan during the period of absence, 
so long as the Employee satisfies the necessary provisions and makes any required Participant contribution 
as provided under USERRA. 

2. The maximum period of coverage for an Employee, an Employee·s Spouse and/or Dependent(s), if any, 
under the Plan during a period of duty in the Unifo rmed Services wi ll be governed by the applicable 
limitation and prqvisions contained in USERRA unless more generous limitations are provided under the 
Employer's leave of absence policy. 

3. An Employee who elects to continue coverage under the Plan will pay: 

a) The Employee' s share, if any, fo r coverage under the Plan if the Employee performs service in the 
Uniformed Services for up to thirty-one (31) days; or 

b) One hundred-two percent ( 102%) of the full premium or cost under the Plan (determined in the same 
manner as the applicable COBRA continuation coverage premium under Section 4980B(f)(4) of the 
Code) if the employee performs service in the Uniformed Services for thirty-one (31) days or more. 

4. During the period of service in the Uniformed Services, the Employee may pay the necessary costs 
associated with coverage under the Plan, if any, by: 

a) Remitting payment to the Employer monthly fo r which the Partic ipant contributions would have been 
deducted from the Employee's paycheck had the Employee not been absent serving in the Uniformed 
Services, provided that any delinquent payments must be made within thirty (30) days after their due 
date (premiums are due on the first day of the month); 

b) At the Employee's request, prepaying the amounts that will become due during the period of serv ice in 
the Uniformed Services out of one or more of the Employee' s paychecks preceding such period of 
service in the Uniformed Services; or 

c) Pre-approved arrangement with the Plan Administrator and in accordance with administrative policies 
adopted by the Plan Administrator wherein the Employer pays the Employee' s Participant contributions 
during the Employee's period of service in the Uniformed Services. Upon return from such service, the 
Employee will reimburse the Employer for such previous payments. 
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Any Employee who is a Participant, who is not at work because of service in the Uniformed Services and who 
returns to active employment within the relevant time period determined under USERRA, will be eligible to 
return to work and immediately participate in the same benefit options and coverage level for dependents under 
the Plan which the Participant had elected to participate in prior to serving in the Uniformed Services, subject to 
any changes in the Plan that affect the workforce as a whole, provided that the Participant returns to 

employment with the same benefit eligibility status that he held prior to serving in the Uniformed Services, and 
provided further, that the Participant makes all required e lections to participate in the Plan on a timely basis. 
Except to the extent provided in administrative pol icies adopted by the Plan Administrator (or the Employer, if 
applicable), the maximum period of health care coverage available to a Participant (and his Dependents) while 
on a USERRA leave of absence will end on the earlier of (I) the last day of the maximum coverage period 
prescribed under USERRA (or if requ ired by USERRA's discrimination rules, the last day of the longest period 
that the Employer's leave of absence policy permits Plan coverage to continue) or (2) the day after the date 
upon which the person fails to apply for a return to a position of employment within the time required under 
Section 4312(a) of USERRA. For purposes of determining eligibi lity for health benefits (and only if the 
Participant pays the full amount which the Employer is permitted to charge the Participant for health coverage 
under USERRA), a Participant who experiences a reduction in hours or termination of employment solely due 
to a USERRA leave will continue to be considered qualified as a Participant under the Plan until the earliest 
date that the te1mination of their health benefits is permitted under USERRA. 

January I, 2015 FBC Employee Benefit Medical Plan Document Page 47of67 



B. ELIGIBLE EXPENSES 

ARTICLE VI 
MEDICAL BENEFITS 

The following are considered eligible for reimbursement under the Health Care Benefits Plan unless they are 
specifically excluded under the Schedule of Benefits. These Eligible Expenses are limited to the Medically 
Necessary and Maximum Eligible Charges incurred as a result of accidental Injury or Sickness. An expense 
will be considered to be incurred at the t ime the service or the supply is prov ided . All Eligible Expenses must 
be incurred for the treatment of an accidental Injury or Sickness. The fo llowing are considered Eligible 
Expenses. 

I. The Hospital 's charge for an average semi-private room; 

2. Intens ive Care Unit or Coronary Care Unit charges when deemed Medically Necessary and recommended by 
a Physician; 

3. Miscellaneous Hospital services and supplies di rectly related to the Sickness or Injury causing the Hospital 
con ft nement; 

4. Administration of Anesthesia - fees charged by a Physician or Certified Registered Nurse Anesthetist 
(C.R.N.A.) for administration or anesthetics; 

5. Local Ambulance service, including air ambulance to and from the Hospital provided that it is Medically 
Necessary; 

6. Fees charges by a Physician or a Physician Assistant for medical care or specified treatment of an accidental 
Injury or Sickness; 

7. Charges fo r a birthing center and the Med ically Necessary supplies used there during a patient' s stay; 

8. Preadmission diagnostic testing performed within four (4) days of Hospital confinement for use during 
Hospitalization; 

9. Charges by a PPO Hospital or PPO alcohol dependency treatment center which provides a program for the 
treatment of alcohol dependency pursuant to a written treatment plan approved and monitored by a Physic ian 
and which faci lity is also: 

a) Affiliated with a Hospital under a contractual agreement with an established system for patient referral; 
o r 

b) Accredited as such a facility by the Joint Commission on Accreditation of Hospitals; or 
c) Licensed as an alcohol treatment program by the Texas Commission on Alcoholism; or 
d) Licensed, certified, or approved as an alcohol dependency treatment program or center by any other state 

agency having legal authoriry to so licenst:, l:t:rtify or approve. 

1 O. Fees charged by a Surgeon, Assistant Surgeon or Surgical Technician for surg ical procedures. Assistant 
Surgeon's fees will be eligible if the procedure required an Assistant Surgeon or the facility where the 
surgery was performed requires an Assistant Surgeon. Assistant Surgeon fees will be limited to a maximum 
payment of twenty-five percent (25%) of the el igible, Medically Necessary and Reasonable or Maximum 
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Eligible Charges of the Surgeon as determined by the plan or twenty-five percent (25%) of the negotiated 
discounted fee of a Preferred Provider Physician. 

11. Services of an Outpatient Surgical Facility; 

12. Professional Nursing Services - fees charged for professional services by a Registered Nurse (RN), Licensed 
Vocational Nurse (LYN) or a Licensed Practical Nurse (LPN), excluding services by one who is a member 
o f the patient's immediate family provided that; 

a) The services are ones which can be performed for compensation only by a person ho lding an RN license, 
LYN license, or other license requiring a higher level of medical skil l and trai ning; 

b) The level of skill of an RN or LYN is Medically Necessary; 
c) The charges are only for the portion chime for which such level of ski ll is medically required; and 
d) Provided treatment is recommended by the attending Physician. 

Examples of private-duty nursing services not covered are those s imply for the convenience of the patient or 
patient's family or those consisting primari ly of such acts as bath ing, feeding, mobilizing, exercising, 
homemaking, giving medication, or acting as a companion or s itter. 

13. Physiotherapy rendered by a physiotherapist other than one whom ordinarily resides in the patient's home or 
who is a member of the patient's immediate family, provided such treatment is recommended by the 
attendi ng Physician; 

14. Diagnostic procedures, radiology, oxygen. and blood transfusions to the extent b lood charges are not reduced 
by blood donations; 

' 15. Art ificial limbs, artific ial eyes, trusses, braces and crutches including replacement when required because of 
pathological change but not repair or maintenance. Replacement of any of the aforementioned artificial 
devices shall be limited to one replacement every five (5) years for adults. Dependent ch ildren·s prosthetic 
replacements will be determined by their Physician and the Plan, but not to exceed o ne replacement for a 
pathological change every two years; 

16. Rental of iron lung, Tens Unit, and other s imilar durable therapeutic medical equipment (which can be used 
only for the diagnosed medical condition and only by the person for whom it is prescribed) or the purchase 
cost when it is more reasonable than to cover the cost of rental of the equipment; 

17. Room and board and nonn al nurs ing care provided by an extended care faci lity if: 

a) After being in a Hospital for three (3) consecutive days or more, and with fourteen (I 4) consecutive days 
of termination of that confinement a Participant becomes confined in the Extended Care Facility; and 

b) The attending Physician certifies twenty-four (24) hour nursing care is necessary for recuperation from 
the Injury or Sickness, which required the Hospital Confinement; 

c) Is approved by and is a participating Extended Care Facil ity of Medicare; and 
d) Has organized facilities for medical treatment and provides twenty-four (24) hour nursing service under 

the full-time supervision of a Physician or Registered Graduate Nurse; and 
e) Maintains daily clinical records on each patient and has available the services of a Physic ian under an 

established agreement; and 
f) Provides Appropriate methods of dispensing and administering drugs and medicine; and 
g) Has transfer arrangements with one or more Hospitals, a utilization review plan in effect and operational 

pol icies developed with the advice of, and reviewed by, a professional group including at least one 
Physician; and 
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h) Not to exceed the Daily Room Rate for Extended Care shown in the Schedule o f Benefits for each day o f 
such confinement, in lieu of any other payment under this benefit. Payment will continue for a 
Maximum Period of Payment for Extended Care, as set forth in the Schedule of Benefits, but only so 
long as the attending Physician certifies such confinement remains necessary for recuperation; and the 
faci lity is licensed pursuant to state and loca l laws and is operated primarily for the purpose of providing 
skilled nursing care and treatment for individuals convalescing from Injury or Sickness; and 

i) Excluding any institution, wh ich is other than incidentally a rest home, a home for the aged, or a place 
for the treatment of mental disease, substance abuse or alcoholism. 

18. Services provided by a legally qualified Physician or qualified speech therapist for restoration of speech or 
rehabilitative speech therapy for speech loss or impairment due to an Illness or accident, other than a 
functional nervous disorder. If the speech loss or impairment is due to a congenital anomaly, surgery to 
correct the anomaly must have been performed prior to the therapy; 

19. Home Health Care provided by a Home Health Care Agency upon the order of the Physician when services 
can be provided at home as an alternative to a Hospital confinement with the exception of meals, personal 
comfort items, and housekeeping serv ice; 

20. Dental treatment, except *orthodontia and *periodontia expenses, which result from necessary services for 
the correction of damage to sound, natural teeth caused by accidental Injury which occurred while the 
Participant was covered by the Plan and treatment is begun or recommended within six (6) months of the 
accidental Inj ury, or the surgical removal of bony impacted wisdom teeth. *Orthodontia and Periodontia 
treatment, which results from Medically Necessary services for the correction of Mandibular Hyperplasis 
with Malocclusion wi ll have a Plan benefit limit of $15,000.00 per lifetime per Participant including any 
related medical procedures or surgical procedures (such limit will not apply to pediatric services); 

2 1. Legal drugs and medicine, including the on ly follow ing contraceptives: oral implant. injectable and 
transdermal (but not the removal of transdermal contraceptives) for the purposes of birth control and 
obtainable on ly on a Physic ian·s written prescription. Copay exceptions for these contraceptives are as 
follows: Depo Provera Contraceptive - 90 day supply allowed at retail for two (2) retail copays; Estring -
90 day supply allowed at retail for two (2) retail copays; Seasonique/Seasonale - 9 1 day supply allowed at 
retail for two (2) retail copays). Outpatient Prescription Drugs must be purchased with your Prescription 
Drug card. No reimbursement will be made for outpatient Prescription Drugs submitted to this benefit Plan; 

22. Eligible medical expenses incurred for treatment while confi ned to a Hospice fo r the physical and emotional 
needs of terminally ill patients; 

23. Benefits for Eligible Medical Expenses incurred will be payable according to the Schedule of Benefits in 
effect on the day the expenses are incurred; 

24. The Plan will pay for routine nursery care (Well-Baby Care) at the time of delivery including medical 
checkups until the age twenty-four (24) months. Routine Well-Baby Care checkups are not part of the 
annual wellness benefit. 

25. Routine immunizations will be covered for eligible dependent children age 0 to 18, as recommended by the 
Center for Disease Control and State of Texas Minimum State Vaccine for Students. HPV for children age 
seven (7) to e ighteen ( I 8) and Rotavirus for children age zero (0) to six (6) will be eligible; 

26. The Plan will pay for the purchase of a nebulizer up to the maximum purchase price of $100.00. The 
Participant will be required to pay a copay of $30.00 and the Plan will pay the balance at 100%. This will 
be subject to proof of medical necessity as approved by the contract claims administrator; 
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27. Eligible conditions for mental Illness under this Plan shall be defined by the latest edition of the 
International C lassification of Diseases (ICD-9) Codes. Eligible mental Jllness conditions shall begin at 290 
through and including 3 19 of the ICD-9 Code Book; 

28. The treatment of temporomandibular joint dysfunction or TMJ syndrome will be limited to $1,000.00 per 
lifetime per Participant, unless such treatment is considered an essential health benefit under the Affordable 
Care Act because it is rehabilitative, habilitative or pediatric oral care. 

29. Services and supplies provided in connection with human organ or tissue transplant procedures (including 
high dose chemotherapy, bone marrow or stem cell transplants for the treatment of cancer), subject to the 
following conditio ns: 

a) A s~cund opinion must be obtained prior to undergoing the transplant procedure. This mandatory 
second opinion must concur with the attending Physician 's finding that this procedure is Medically 
Necessary. The Physician rendering this second opinion must be qualified to render such a service either 
through experience, specialist training or education, or such similar criteria, and must not be affiliated in 
any way with the Physician who will be performing the actual surgery; 

b) If the donor is covered under this Plan, eligible medical expenses incurred by the donor w ill be 
considered for benefits only if the recipient is a Participant under this Plan; 

c) When recipient is covered by this Plan, eligible medical expenses incurred by the recipient will be 
considered for benefits. Expenses incurred by the donor who is not ordinarily covered under this Plan 
according to Participant eligibility requirements will not be considered Eligible Expenses; 

d) Benefits wi ll be provided only when the Hospital and Physician customarily charge a transplant recipient 
for such care and services; 

e) Eligible Non-PPO charges for serv ices and supplies in connection with human organ or tissue transplant 
procedures will never be paid by the Plan at 100%; 

t) Benefits payable will be subject to al l Plan provisions and limited to the maximum as stated in the 
schedule of benefits; 

g) No benefits wi ll be payable for the purchase, storage, or transportation of any organ to be used for 
transplant. 

30. A Participant will be paid 50% of any amount that the Participant can identify as an error o n the 
Panicipant's Hospital bill up to a maximum payment of $1,000.00 per calendar year. 

C. LIMITATIONS AND EXCLUSIONS 

Unless otherwise specifically included, benefits will not be paid for charges: 

J. In excess of the Maximum Eligible Charges, as determined by the Plan; 

2. Resulting from Sickness covered by a Workers' Compensation Act or simi lar law; 

3. Resulting from accidental Inj ury aris ing out of or in the course of employment for wages or profit; 

4. Resulting from war, declared or undeclared, any act of war, or any type of military conflict; 

5. Resulting from any intentionally self-infl icted Injury whether sane or insane. However, with respect to any 
Injury which is otherwise covered by the Plan, the Plan will not deny benefits otherwise provided for 
treatment of the Injury if the Injury results from an act of domestic violence or a medical condition 
(including both physical and mental health conditions); 

January I , 2015 FBC Employee Benefit Medical Plan Document Page 5 1 of 67 



6. For services furn ished by a Hospital or faci lity operated by the United States Government or any authorized 
agency of the United States Government, or furnished at the expense of such government or agency, with 
the exception of a V.A. Hospital; 

7. For eye refractions or eye examinations for the correction of vision or fitting of glasses or contact lenses, 
furnishing or replacement of glasses or contact lenses; 

8. For routine hearing examinations in which there is no medical diagnos is requiring the examination, or the 
furnishing of hearing aids beyond the limits in the Schedule of Benefits; 

9. For dental treatment, except as cited in Article VI, A; 

10. For treatment to the feet resulting from bursitis, tendonitis, tarsalgia, metatarsalgia, weak, unstable or flat 
feet. bunions, corns and calluses, unless an open cutting operation is performed; or for treatment of toenails, 
unless at least part of the nail root or matrix is removed, or purchase of orthopedic shoes or other orthotic 
devices for support of the feet unless an open cutting operation is performed. The initial o ffice visit, 
including x-rays, for the purposes of diagnosis will be allowed; 

11. For Cosmetic Procedures, unless required because of an accidental Injury; 

l 2. For the diagnosis or treatment of mental, nervous, or emotional disorders, including drug and alcohol related 
disorders whether as an outpatient or as an in-patient; beyond the limits in the Schedule of Benefits subject 
to the definition of mental Illness in Article IV; 

13. For health check-ups, routine physical examinations beyond the limits specified in the Schedule of Benefits, 
or nutritional supplements not Medically Necessary for the treatment of an Injury or Illness; 

14. Resulting from care or treatment not reasonably necessary for the care and treatment of Sickness o r 
accidental Injury; 

15. For any expenses incurred for mandibular or maxillofacial surgery due to gro\>\-1h defects, jaw disproportions 
or appliances or restorations used solely to increase vertical dimension, reconstruct occlusion except when 
these conditions are in a direct result of an accident up to a maximum benefit of $ 1,000.00 per lifetime of 
the Participant (Article IV) for the treatment of temporomandibular joint dysfunction or TMJ syndrome, but 
such maximum wi ll not apply if such treatment is considered an essential health benefit under the 
Affordable Care Act because it is rehabilitative, habilitative or pediatric oral care. 

16. Housekeeping or Custodial Care; 

17. Charges for orthognatic disorders, except Orthodontia and Periodontia treatment. which results from 
Medically Necessary services for the correction of Mandibular Hyperplasis with Malocclusion, including 
any related medical procedures or surgical procedures; 

18. Illness or Injury caused by, or contributed to, engagement in an illegal occupation or commissions or 
attempt to commit a felony; 

19. Enrollment in a health, athletic, or similar club or nicotine cessation or similar program (except participation 
in one of the nicotine cessation programs that have been approved in advance by the Plan Administrator); 

20. Purchased or rented supplies of common use such as exercise cycles, air purifies, air conditioners, water 
purifiers, hypoallergenic pillows or mattresses, or waterbeds or convenience items; 
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21. Purchase or rental of motorized transportation equipment, escalators or elevators, saunas, steam baths, 
swimming pools, hot tubs, blood pressure kits, blood sugar test machines (except syringes, test strips, and 
lancets); 

22. In v itro fertilization, artificial insemination, surgical reversal of elective sterilization, fertili ty drugs, 
contraceptives other than as stated in Section B, El ig ible Expenses. 

23. Vitamins (except prenatal vitamins prescribed by a doctor) or dietary supplements, minerals, any drugs 
that can be purchased without a written prescription; 

24. Sex transformation, or the treatment of or for trans-sexual purposes; 

25. Treatment for sexual dysfunctions of inadequacy, which includes implants, pumps and related hormones 
and/or drug therapy. Expenses for drug therapy may be considered eligible under this Plan when sexual 
dysfunction of inadequacy is not the primary diagnosis; 

26. Treatment of obesity; but not morbid obesity. In add ition to other medical requirements, the weight 
requirement for morbid obesity shall be defined as a minimum of I 00 pounds over your normal body weight 
as determined by your Physician. Payment for non-surgical treatment for morbid obesity shall be limited to 
one procedure per lifetime. Surg ical procedures and all associated costs wi ll be limited to one procedure per 
lifetime of the Participant. 

27. Recreational or educational therapy, vocational therapy o r non-medica l self-care or self-he lp training; 

28. Radial keratotomy or keratoplasty; 

29. Chelation therapy; 

30. Experimental procedures, see definition of Medical Necessity: 

31. For an elective or therapeutic abortion unless such abortion is necessary due to an acute life-threatening 
condition with respect to a pregnant Covered Employee, Covered Spouse, or Dependent; 

32. Charges that are not Medically Necessary for services, supplies or treatments not recognized by the 
American Medical Association as generally accepted and Medically Necessary for the diagnosis and/or 
treatment of an active Illness or Injury; or charges for procedures, surgical or otherwise, which are 
specifically listed by the American Medical Association as having no medical value; 

33. Charges for services rendered by a Physician, nurse, or licensed therapist if such Physician, nurse, or 
licensed therapist is a Close Relative of the Participant. 

34. Charges incurred outside the United States if the Participant traveled to such a location for the so le purpose 
of obtaining medical serv ices, drugs or supplies; 

35. Charges for Physician fees for any treatment, which is not rendered by or in the physical presence of a 
Physician; 

36. Charges for replacement of a lost, missing, or stolen prosthetic device; 

37. Treatment of eating disorders; beyond the limits in the Schedule of Benefits subject to the definition o f 
mental Illness in Article IV; 
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38. Charges incurred as a result of or in connection with diagnosis or treatment of a learning disability o r 
learning impairment by any name called, including but not limited to autism, mental retardation o r 
behavioral problems. This exclusion includes, but is not limited to, charges for initial testing; roo m and 
board by a Remedial Clinic; remedial educatio n or training. Educational Therapy (including multisensory 
teaching techniques); periodic achievement tests; tutoring; rental or purchase o f books, tools, equipment, 
implements, or supplies of any kind; travel ; recreational activ ities; beyond the limits in the Schedule o f 
Benefits subject to the definition of mental Illness in Article IV. Atte ntion defici t disorder is considered a 
learning disorder and is not covered except for med ication as covered under "Outpatient Prescription Drugs" 
or for medical examinations to measure Appropriateness o f medications; 

39. For any charges in connection with growth hom1one deficiencies, including diagnosis and treatment; 

40. Charges for the purchase, storage or transportation of organs that is being used for transplant purposes; 

41. Charges or expenses incurred for massage therapy or acupuncture; 

42. For any elective surgery that is not Medically Necessary, except for eligible elective sterilization as 
specified in this Plan; 

43. For any services or charges made in connection with a mental and nervous condition, substance abuse or 
alcoholism; beyond the limits in the Schedule of Benefits subject to the definition of mental Illness in 
Article IV ; 

44. Weight loss programs beyond the limits in the Article VI, B: 

45. Sleep d isorders unless there is medical diagnosis. If there is not a sleep apnea or other medical diagnosis 
after the testing, only the office visit and the testing for diagnosis on an outpatient bas is will be cons idered 
Eligible Expense. 

46. Adult immunizations other than what are listed in the Schedule of Benefits; 

47. For wigs, unless hair loss is due to radiation or chemotherapy with a diagnosis o f cancer; 

48. Breast prosthesis, breast implants, tram tlap surgery or bras unless a Medically Necessary mastectomy was 
performed. No more than two (2) bra replacements per year. 
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ARTICLE VII 
COORDINATION OF BENEFITS I SUBROGATION 

A. COO RD INA TION OF BENEFITS 

All of the Benefits provided under the Plan are subject to these provisions, with the exception of outpatient 
prescription drugs. No coordination of benefits will be allowed for outpatient prescription drugs. 

1. Applicability 

a) This Coordination of Benefits ("COB") provision applies to This Plan when an Employee or the 
Employee's covered Dependent has health care coverage under more than one Plan. "Plan" and "This 
Plan,. are defined below. 

b) If this COB provis ion applies, the order of benefi t determination rules should be looked at first. Those 
rules determine whether the benefits of This Plan area determined before or after those o f another Plan. 
The benefits of This Plan: 

I) Shall not be reduced when, under the order of benefit determination rule, This Plan determines its 
benefits before another plan; but 

2) May be reduced when under the order of benefit determination rules, another Plan determines its 
benefits first. The above reduction is described in Article VII, ·'Effect on Benefits" of This Plan. 

2. Definitions 

a) Plan means any Plan providing benefits or services for o r by reason of medical or dental care or 
treatment, which benefits or services are provided: 

I) Group insurance or group type coverage, whether insured or uninsured. Th is includes prepayment, 
group practice or ind ividual practice coverage. It also includes coverage other than school accident 
type coverage. 

2) Coverage under a governmental Plan or required or provided by law, including Medicare (Title 
XVIII, Social Security Act of 1965, as amended). This does not include a state Plan under Medicaid 
(Title XIX. Grants to States for Medical Assistance Programs, of the Un ited States Social Security 
Act as periodically amended). It also does not include any Plan when, by law, its benefits are excess 
to those of any private insurance program or other non-governmental program. 

3) This Plan will assume that any person who attains the age of 65 will receive full Medicare coverage. 
Full Medicare coverage will be defined as both Part A and optional Part B and any other optional 
benefits available through Medicare. 

Each contract or other arrangement for coverage under (I) or (2) is a separate Plan. Also, if an 
arrangement has two parts and COB rules apply only to the o ne of the two, each of the parts is a separate 
Plan. 

b) This Plan is the part of the group contract that provides benefits for health care expenses. 

c) Primary Plan/Secondary Plan the order o f benefits determination rules state whether This Plan 1s a 
Primary Plan or Secondary Plan as to another Plan covering the person. 
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When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and w ithout 
considering the other Plan's benefits. 

When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be 
reduced because of the other Plan's benefits. 

When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or 
more other Plans, and may be a Secondary Plan as to a different Plan or Plans. 

d) Allowable Expense means any necessary, reasonable and customary item of expense for health care, 
when the item of expense is covered at least in part by one or more Plans covering the person for whom 
the claim is made. The difference between the cost of a private Hospital room and the cost of a semi­
private Hospital room is not considered an Allowable F.xpense under the above definition unless, the 
patient' s stay in a private Hospital room is Medically Necessary either in terms of generally accepted 
medical practice, or as specifically defined in the Plan. 

When a Plan provides benefits in the form of services, the reasonable cash value of each service 
rendered will be considered both an Allowable Expense and a benefit paid. 

e) Claim Determination Period means a calendar year. However, it does not include any part of a year 
during which a person has no coverage under This Plan, or any part of a year before the date this COB 
provision or similar provision takes effect. 

3. Order of Benefit Determination Rules (Coordination of Benefits) 

a) General - When there is a basis for a claim under This Plan and another Plan, T his Plan is a Secondary 
Plan, which has, its benefits determined after those of the other Plan, unless: ' 

I. The other Plan has rules coordinating its benefits with those of this Plan; and 
2. Both those rules and this Plan's rules, subparagraph b) below, require that This Plan·s benefits be 

determined before those of the other Plan. 

b) Rules - This Plan determines its order of benefits using the first of the following rules which applies: 

I. Non-Dependent/Dependent - The benefits of the Plan which covers the person as an Employee, 
member or subscriber (that is, other than as a Dependent) are determined before those of the Plan 
which covers the person as a Dependent. 

2. Dependent Child/Parents Not Separated or Dh1orced - Except as stated in section (3) below, 
when This Plan and another Plan cover the same child as a Dependent of different persons, called 
·'parents,.: 
a) The benefits of the Plan of the parent whose birthday falls earl ier in a year are determ ined before 

those of the Plan of the parent whose birthday falls later in that year; but 
b) If both parents have the same birthday. the benefits of the Plan, which covered the parent longer, 

are determined before those of the Plan, wh ich covered the other parent for a shorter period of 
time. 

3. Dependent Child/Separated or Divorced Parents - If two or more Plans cover a person as a 
Dependent child of divorced or separated parents, benefits for the child are determined in this order: 
a) First, the Plan of the parent with custody of the ch ild; 
b) Then, the Plan of the Spouse of the parent with custody of the child; and 
c) Finally, the Plan of the parent not having custody of the chi ld. 
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However, if the specific terms of a court decree state that one of the parents is responsible for the 
health care expenses of the child, and the entity obligated to pay or prov ide the benefits of the Plan 
of that parent has actual knowledge of those terms, the benefits of that Plan are determined first. 
This paragraph does not apply with respect to any Claim Determination Period, or Plan year during 
which any benefits are actually paid or provided before the entity has that actual knowledge. 

4. Active/Inactive Employee - The benefits o f a Plan, which covers a person as an Employee who is 
neither laid off nor retired (or as that Employee·s Dependent) are determined before those of a Plan, 
which covers that person as a laid off or retired Employee (or as that Employee' s Dependent). If the 
other Plan does not have this rule, and if, as a result, the Plans do not agree on the order of benefits, 
this rule "b)" is ignored. 

5. Longer/Shorter Length of Coverage - If none of the above rules dekrmines the order of benefits, 
the benefits of the Plan which covered an Employee, member or subscriber longer are determined 
before those of the Plan which covered that person for the shorter period of time. 

4. Effect on Benefits 

a) When This Section Applies - This section 4 applies when, in accordance with section 3, ·'Order of 
Benefit Determination Ru les·', this Plan is a Secondary Plan as to one or more other Plans. In that event, 
the benefits of This Plan may be reduced under this section. Such other Plan or Plans are referred to as 
"the other Plans" in b) immediately below. 

b) Reduction in T his Plan's Benefits - The benefits of this Plan will be reduced when the sum of: 
J. The benefits that would be payable for the Allowable Expenses under th is Plan in the absence of this 

COB provision; and 
2. The benefits that would be payable fo r the Allowable Expenses under the other Plans, in absence of 

a provision with a purpose like that of this COB provision, whether or not claim is made; 
3. Exceed those Allowable Expenses in a Claim Determination Period. In that case. the benefits of 

This Plan will be reduced so that they and the benefits payable under the other plans do not total 
more than those Allowable Expenses. 

c) Medicare Coordination of Benefits -
1. If you are age s ixty-five (65) or over and a full time Employee of Fort Bend County, This Plan wi ll 

be the primary payer. lf your Dependent Spouse is sixty-five (65) or over and covered under your 
Plan while you are a full time Employee, this Plan wi ll be the primary payer; and 

2. For all other Participants who are el ig ible to be covered under Medicare or disability Medicare, the 
benefits payable by the plan for Eligible Expenses wil l be reduced by the amount for which such 
persons are eligible for comparable benefits under Full Medicare Coverage. This Plan will assume 
that any person age s ixty-five (65) and over will have full Medicare coverage (Part A, Part B, or Part 
C if elected, and any other optional coverage offered by Medicare). The benefits of th is Plan would 
be reduced after Medicare has paid. In the event you have not chosen the optional coverage offered 
by Medicare, this Plan would sti ll assume and pay eligible benefits as if full Medicare coverage had 
already been applied. 

When the benefits of this Plan are reduced as described above, each benefit is reduced in proportion. It is 
then charged against any applicable benefit limit of This Plan. 
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5. Right to Receive and Release Necessary Information 

Certain facts are needed to apply these COB rules. The Contract Administrator has the right to decide which 
facts it needs. It may get needed facts from or g ive them to any other organ ization or person. The Contract 

Administrator needs to tell, or get the consent of, any person to do this. Each person claiming benefits under 
This Plan must give the Contract Administrator any facts it needs to pay the claim. 

6. Facility of Payment 

A payment made under another plan may include an amount, which should have been paid under This Plan. 
If it does, the Contract Administrator may pay that amount to the organization, which made that payment. 
That amount wil l then be treated as though it was a benefit pa id under This Plan. The Contract 
Administrator will not have to pay that amount again. The term "payment made" includes providing benefits 
in the form of services, in which case "payment made" means reasonable cash value of the benefits provided 
in the form of services. 

7. Right of Recovery 

Whenever any benefit payments have been made by the Plan in excess of the maximum amount required 
under the terms of this Plan Document, the Plan Administrator shall have the right to recover all such excess 
amounts from any persons, insurance companies, or other payees, and the Participant shall make a good-faith 
attempt to assist in such recovery. Further, the Plan Administrator shall have the right to recover any excess 
payments from any future benefits payable to the Employee or their Dependent(s). 

The Plan Administrator may, in its sole discretion, pay benefits for care or services pending a determination 
of whether or not such care or services are covered hereunder. Such payment will not affect or waive any 
exclusion, and to the extent such care or serv ices have been provided, the Plan shall be entitled to reco up and 
recover the amount paid from the Covered Person or the provider of service in the event it is detennined that 
such care or services are not covered hereunder. The Covered Person or his parent or guardian shall execute 
and deliver to the Plan all assignments and other documents necessary or useful to the Plan Administrator for 
the purpose of enforcing its rights under this provision. 

If the amount of the payments made by the Contract Administrator is more than should have been paid under 
this COB provision, it may recover the excess from one or more of: 

a) The person or persons it has paid or for whom it has paid; 
b) Insurance companies; or 
c) Other organizations. 

The ·'amount of the payments made" includes the reasonable cash value of any benefit provided in the form 
of services. 

B. SUBROGATION AND REIMBURSEMENT 

The Plan reserves all its subrogation and reimbursement rights, at law and in equity, to the fu ll extent not 
contrary to applicable law, as detennined by the Plan Administrator. At its discretion The Plan Administrator 
may, designate a third party provider o r other person or entity to exercise the rights described in this section on 
behalf of the Plan. In addition, the Plan Administrator may, in its discretion and o n a case-by-case basis, waive 
or limit any of the subrogation and reimbursement rights set forth in this section on behalf of the Plan to the 
extent deemed appropriate. Any such waiver or limitation in a particular case will not limit or diminish in any 
way the Plag's rights in any other jnstance or at any other tjme. 
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1. Benefits Subject to this Provision 

This section B wi ll apply to all benefits provided under the Plan. For purposes of this section, terms are 
defined as follows: 

a) " Recovery" means any and all monies and property paid by a Third Party to (i) the Participant, (ii) the 
Pa1ticipant' s attorney, assign, legal representative, or Beneficiary, (ii i) a trust of which the Participant is 
a beneficiary, o r (iv) any other person or entity o n behalf of the Participant, by way of j udgment, 
settlement, compromise or otherwise (no matter how those monies o r property may be characterized, 
designated or allocated and irrespective of whether a finding of fault is made as to the Third Party) to 
compensate for any losses or damages caused by, resulting from, or in connection with, the injury o r 
illness. 

b) .. Reimbursement" means repayment lo Lht: Plan fo r medical or other benefits that it has paid to or o n 
behalf o f the Participant toward care and treatment of the injury or illness and for the expenses incurred 
by the Plan in collecting this amount, including the Plan' s equitable rights to recovery. 

c) " Subrogation" means the Plan 's right to pursue the Participant's claims against a Third Party for any o r 
all medical or other benefits or charges paid by the Plan. 

d) "Third Party" will include the party or parties who caused the injury or illness; the insurer, guarantor or 
other indemnifier o r indemnitor of the party or parties who caused the injury or illness; a Participant's 
own insurer, such as an uninsured, underinsured , medical payments, no fault, homeowner's, renter's or 
any other liabi lity insurer; a workers' compensation insurer; and any other individual or entity that is or 
may be liable o r legally or equitably responsible for Reimbursement or payment in connection with the 
injury or illness. 

2. When this Provision Applies 

A Pa1ticipant may incur medical or other charges related to any injury or illness caused by the act or 
omiss ion of a Third Party. Consequently, such Third Party may be liable or legally or equitably responsible, 
for payment of charges incurred in connection with the injury or illness. If so, the Participant may have a 
claim against that Third Party for payment of the medical o r other charges. In that event, the Plan w il l be 
secondary payer, not primary, and the Plan will be subrogated to all rights the Participant may have against 
that Third Party. 

Furthermore, the Plan will have a right of first and primary Reimbursement enforceable by an equitable lien 
against any Recovery paid by the Third Party. The equitable lien wi ll be equal to one hundred percent 
(I 00%) of the amount of benefits paid by the plan for the Participant' s injury or illness and expenses 
incun-ed by the Plan in enforcing the provisions of this section B (includ ing, without limitation, attorneys' 
fees and costs of suit, and without regard to the outcome of such an action), regardless o f whether or not the 
participant has been made whole by the Third Party. This equitable lien wi ll attach to the Recovery 
regardless of whether (a) the Participant receives the Recovery or (b) the Participant' s attorney, a trust of 
which the Participant is a beneficiary, o r other person or entity receives the Recovery on behalf of the 
Participant. 

As a condition to receiving benefits under the Plan, the Participant hereby agrees to immediately notify the 
Plan Administrator, in writing, of whatever benefits are payable under the Plan that arise out of any injury or 
illness that provides, or may prov ide, the Plan with Subrogation and/or Reimbursement rights under this 
section B. 
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The Plan·s equitable lien supersedes any right that the Participant may have to be "made whole." In other 
words, the Plan is entitled to the right of firsts Reimbursement out of any Recovery the Participant procures, 

or may be entitled to procure, regardless of whether the Participant has received compensation for any or a ll 
of his damages or expenses, including any of his attorneys' fees or costs. Additionally, the Plan's right of 
first and primary Reimbursement will not be reduced for any reason, including attorneys' fees, costs, 
comparative negligence, limits of collectability or responsibility, or otherwise. The Plan is not responsible 
for a Participant's legal fees and costs, is not required to share in any way for any payment of such fees and 
costs, and its equitable lien will not be reduced by any such fees and costs. As a condit ion to coverage and 
receiving benefits under the Plan, the Participant agrees that acceptance of benefi ts, as well as participation 
in the Plan, is constructive notice of the provisions of this section B, and Participant hereby automatically 
grants an equitable lien to the Plan to be imposed upon and against all rights of Recovery w ith respect to 
Third Parties, as described above. 

In addition to the foregoing, the Participant: 

a) Authorizes the Plan to sue, compromise and settle in the Participant's name to the extent of the amount 
of medical or other benefits paid for the injury or illness under the Plan, and the expenses incurred by the 
Plan in collecting this amount, and assigns to the Plan the Participant's r ights to Recovery when the 
provisions of this section B, apply; 

b) M ust notify the Plan in writing of any proposed settlement and obtain the Plan's written consent before 
signing any release or agreeing to any settlement; and 

c) Must cooperate fully with the Plan in its exercise of its rights under th is section B, do nothing that would 
interfere with or diminish those rights, and furnish any information as required by the Plan to exerc ise or 
enforce its rights hereunder. 

Furthermore, the Plan Administrator reserves the absolute right and discretion to require a Participant who 
may have a claim against a Third Party for payment of medical or other charges that were paid, o r are 
payable, by lhe Plan to execute and deliver a Subrogation and Reimbursement agreement acceptable to the 
Plan Administrator (including execution and delivery of a Subrogation and Reimbursement agreement by 
any parent or guardian on behalf of a covered Dependent, even if such Dependent is of majority age) and, 
subject to section B, 5, that acknowledges and affirms: (i) the conditional nature of medical or other benefits 
payments which are subject to Reimbursement and (ii) the Plan's right of full Subrogation and 
Reimbursement, as provided in this section B ("'S&R AgreemenC). 

When a right of Recovery exists, and as a condition to any payment by the Plan (including payment of future 
benefits for the same or other illnesses or inj uries), the Pa11icipant wi ll execute an deliver all required 
instruments and papers, including any S&R Agreement provided by the Plan, as well as doing and providing 
whatever else is needed, to secure the Plan's rights of Subrogation and Reimbursement, before any medical 
or other benefits will be paid by the Plan for the injury or illness. The Plan may file a copy of an S&R 
Agreement s igned by the Participant and his attorney (and if applicable, signed by the parent or guardian on 
behalf of the covered Dependent) with such other entities, or the Plan may notify any other parties of the 
existence of Plan's equitable lien; provided, the Plan 's rights will not be diminished ifit fails to do so. 

To the extent the Plan requires execution of an S&R Agreement by a Partidpanl (and his allome::y, as 
applicable), a Participant' s claim for any medical or other benefits for any injury or illness will be 
incomplete unti l an executed S&R Agreement is submitted to the Plan Administrator. Such S&R Agreement 
must be submitted to the Plan Administrator within the time frame applicable to the particular type of 
benefits claimed by the Participant, as specified in the Plan's claims p rocedures. Any fai lure to timely 
submit the required S&R Agreement in accordance with the Plan 's claims procedures will constitute the 
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basis for denial off the Participant's claim for benefits for the injury or illness, and will be subject to the 
Plan's claims appeal procedures. The Plan Administrator may determine, in its sole discretion, that it is 
in the Plan's best interests to pay medical or other benefits for the injury or illness before an S&R 
Agreement and other papers are signed and actions taken (for example, to obtain a prompt payment 
discount); however, in that event, any payment by the Plan of such benefits prior to o r without obtaining 
a signed S&R Agreement or other papers will not operate as a waiver of any of the Plan's Subrogation 
and Reimbursement rights and the Plan still will be entitled to Subrogation and Reimbursement. In 
addition, the Participant will do nothing to prejudice the Plan's right to Subrogation and 
Reimbursement, and hereby acknowledges that participation in the Plan precludes operation of the 
"made whole" and "common fund" doctrines. A Participant who receives any Recovery as an absolute 
obligation to immediately tender the Recovery (to the extent of I 00% of the amount of benefits paid by the 
Plan for the Participant's injury or illness and expenses incurred by the Plan in enforcing the 
provisions o f this section B, including attorneys' fees and costs of suit, regardless o f an action ' s 
outcome) to the Plan under the terms of this section B. A Participant who receives any such Recovery 
and does not immediately tender the Recovery to the plan will be deemed to hold such Recovery in 
constructive trust fo r the Plan because the Participant is not the ri ghtfu l owner of such Recovery to the 
extent the Plan has not been fully reimbursed. By participating in the Plan, or receiving benefits under the 
Plan, the Participant automatically agrees, without further notice, to all the terms and conditions of this 
section B, and any S&R Agreement. 

The Plan Administrator has maximum discretion to interpret the terms of the section B, and to make changes 
in its interpretation as it deems necessary or appropriate. 

3. Amount Subject to Subrogation or Reimbursement 
, 

Any amounts Recovered will be subject to Subrogation or Reimbursement, even if the payment the 
Participant receives is for, or is described as being for, damages other than med ical expenses or other 
benefits paid, prov ided or covered by the Plan. Th is means that any Recovery w ill be automatically deemed 
to first cover the Reimbursement, and will not be allocated to or designated as reimbursement for any other 
costs or damages the Participant may have incurred, until the Plan is reimbursed in full and otherwise made 
whole. In no case will the amount subject to Subrogation or Reimbursement exceed the amount of medical 
or other benefits paid for the injury or illness under the Plan and the amount of medical or other benefits paid 
for the injury or illness under the Plan and the expenses incurred by the Plan in collecting this amount. The 
Plan has a right to recover in full , without reduction for attorneys' fees, costs, comparative negligence, limits 
of collectability or responsibility, or otherwise, even if the Participant does not receive fu ll compensation for 
all of his charges and expenses. 

4. When Recovery Includes the Cost of Past or Future Expenses 

In certain circumstances, a Participant may receive a Recovery that includes amounts intended to be 
compensation for past and/or future expenses for treatment of the illness or injury that is the subject of the 
Recovery. The Plan will not cover any expenses for which compensation was provided through a previous 
Recovery. This exclusion wi ll apply to the fu ll extent of such Recovery or the amount of the expenses 
submitted to the Plan for payment, whichever is Jess. Participation in the Plan al o precludes operation o f 
the "made whole" and '·common fund" doctrines in applying the provisions of this section 8. 

It is the responsibility of the Participant to inform the Plan Administrator when expenses incurred are related 
to an illness or injury for which a Recovery has been made. Acceptance of benefits under this Plan for 
which the Participant has already received a Recovery will be considered fraud, and the Participant wil l be 
subject to any sanctions determined by the Plan Administrator, in its d iscretion, to be appropriate. The 
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Participant is required to submit fu ll and complete documentation of any such Recovery in order for the Plan 
to consider eligible expenses that exceed the Recovery. 

5. When a Participant Retains an Attorney 

If the Participant retains an attorney, the Plan wi ll not pay any portion o f the Participant' s attorneys' fees and 
costs associated with the Recovery, nor will it reduce its Reimbursement pro-rata for the payment of the 
Participanf s attorneys' fees and costs. Attorneys' fees will be payable from the Recovery only after the Plan 
has received full Reimbursement. 

The Plan Administrator reserves the absolute right and discretion to require the Participant's attorney to sign 
an S&R Agreement as a condition to any payment of benefits under the Plan and as a condition to any 
payment of future Plan benefits for the same or other illnesses or injuries. Additionally, pursuant to such 
S&R Agreement, the Participant's attorney must acknowledge and consent to the facL Lhat the "made whole" 
and "common fund" doctrines are inoperable under the Plan, and the attorney must agree not to assert either 
doctrine in his pursuit of Recovery. 

Any Recovery paid to the Participant's attorney will be subject to the Plan's equitable lien, and thus an 
attorney who receives any Recovery has an absolute obligation to immediately tender the Recovery (to the 
extent of 100% of the amount paid by the Plan for the Participant' s injury or illness and expenses incurred by 
the Plan in enforcing the provisions of this section B, including attorneys' fees and costs of suit regardless of 
an action 's outcome) to the Plan under the terms of this section B. A Participant's attorney who rece ives any 
such Recovery and does not immediately tender the recovery to the Plan will be deemed to ho ld the 
Recovery in constructive trust for the Plan because neither the Participant nor his attorney is the rightful 
owner of the Recovery to the extent the Plan has not received full Reimbursement. 

6. When a Participant Does Not Comply 

When a Pa11icipant does not comply with the provisions of this section B, the Plan Administrator wil l have 
the power and authority, in its sole discretion, to (i) deny payment of any claims for benefits by or on behalf 
of the Participant and (ii) deny or reduce future benefits payable (including payment of future benefits for the 
same or other injuries or illnesses) under the Plan by the amount due as Reimbursement to the Plan. The 
Plan Administrator may also, in its sole discretion, deny or reduce future benefits (including future benefits 
for the same or other injuries or illnesses) under any other group benefits plan maintained by the Plan 
Sponsor. The reductions wi ll equal the amount of the required Reimbursement. If the Plan must bring an 
action against a Participant to enforce the provisions of this sectio n B, the Participant will be obligated to pay 
the Plan's attorneys' fees and costs regardless of the action's outcome. 

January 1, 20 15 FBC Employee Benefit Medical Plan Document Page 62of67 



A. HOW TO FILE A CLAIM 

ARTICLE VIII 
CLAIMS PROCEDURES 

The covered Employee should submit a completed claim form directly to Boon-Chapman, Inc., and maintain a 
copy of all material submitted. 

1. Send in expense or expenses as soon as possible. We do recommend holding small expenses until a 
minimum of $50.00 is accumulated. 

2. A ttach all expenses to a fully completed Claim Form. These statements should be " itemized", that is, they 
should at least show the minimum information: 

a) Name of the provider of service; 
b) The date and type of service; 
c) Diagnosis; 
d) The cost of service; and 
e) The name of the person who received the service. 

3. Complete the "other insurance" portion of the c laim form. Fai lure to do this can result in a delay in 
processing the claim. 

4. Claim forms and itemized statement of expenses sho~ld be forwarded by the Employee directly to: 

Boon-Chapman Benefit Administrators, Inc. 
Attn: Claims Department 
P. 0. Box 9201 
Austin, TX 78766 

Additional Contact Information: 1-800-252-9653; www.boonchapman.com 

Request for additional information or denial action will be sent directly to the covered Employee. Payment 
will be sent directly to the covered Employee o r provider of service, whichever is applicable. 

An Explanation of Benefits (EOB) will be sent to the Employee as a result of each claim submission. The 
EOB will outline covered services and how the benefit calculation was accomplished. 

B. PAYMENT OF BENEFITS 

Al l benefits for expenses incurred wi ll be paid to the Employee except that the Employee may authorize 
benefits to be paid to the facility or person furnishing services. All benefits are payable to the Employee if 
living, otherwise to the surviving wife, husband, mother, father, child or children, or estate. 

C. NOTICE OF CLAIM 

Notice given by or on behalf of the claimant to the Plan, or to any other authorized agent of the Employer, w ith 
information sufficient to identify the participating Employee, shall be deemed notice to the Plan. 
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D. CLAIM FORMS 

The P lan upon receipt of such notice will furnish to the Employee such forms as are usually furnished by it for 
filing proofs of loss. If such fonns a re not so furnished within thirty (30) days after the receipt of such notice, 
the Employee shall be deemed to have complied with the requirements of the Plan as to proof of loss, upon 
submitting, w ithin the time fixed in the Plan for filing proofs of loss, written proof covering the occurrence, 
character and extent of the loss of which claim is made. 

E. PROOF OF LOSS 

Written proof of loss must be furnished to the Contract Administrator within ninety (90) days after the date of 
such loss. Failure to furnish said proof within such time required shall not invalidate nor reduce any cla im if it 
was not reasonably possible to give proof withi n such time, provided such proof is furnished. 

F. TIME OF PAYMENT OF CLAIM 

All accrued benefits for expenses incurred will be paid subsequent to receipt of written proof. 

G. PHYSICAL EXAMINATIONS 

The Contract Administrator acting on behalf of the Plan shall have the right and opportunity to examine the 
person of the Employee or Dependent when and as often as it may be reasonably required during the pendency 
of claim hereunder. T he Plan may also request or require an autopsy in the case of a death when law does not 
forb id it. 

H. PRESENTING CLAIMS FOR BENEFITS 

If Participant thinks they are el igible for a benefit described in this Plan, Participant must file a cla im. Forms 
required for filing proof of loss for claims are available at Risk Management or can be found at the EConnect 
website http://econnect.co.fort-bend.tx.us/, under Departments, Risk Management, and Forrns. Completed 
forms must be fi led with the Contract Cla ims Administrator at least annually. 

The inst ructions on the claim form should be fol lowed carefully. This will expedite the processing of the c la im. 
Be sure a ll questions a re answered fully and any required medical statements and bi lls a re subm itted w ith the 
claim form. Fai lure to provide complete and accurate information required on the claim form may constitute 
fraud and wi ll be dealt w ith accordingly. 

The Plan has th irty (30) days to process the c laim after it is received. In some cases, however, more time may 
be needed. If this happens, Participant wi ll be notified that an additional processing period is required. 

I. REQUESTING A REVIEW OF CLAIMS DENIED 

If Partic ipant" s claim is denied, Participant w ill be notified in wmmg. Th bi written notice w ill tell the 
Participant the reason for the denial. It w ill also point out what additional information is needed, if any, which 
could change the decision to deny the claim. Finally, the notice will te ll the Partic ipant how they can have the 
decision reviewed. 

If Participant has not received a response from the Contract Claims Administrator regarding the claim w ithin 
ninety (90) days o f tiling the claim or if the claim has been denied, Participant can send a written appeal to the 
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Contract Claims Administrator for a review of the den ied claim(s). Participant has sixty-one (6 1) days to appeal 
from the time a participant is notified of a denial. 

Those reviewing the Participant's c laim have to act within s ixty (60) days of receiving Participant' s request. 
However, in special cases, they may be allowed one hundred-twenty (120) days. The fina l decision w ill be sent 
to the Participant in writi ng, together with an explanation of how the decis ion was made. If the Participant is 
not satisfied w ith the result of the Participant's appeal, Participant may file a suit and serve process on The Fort 
Bend Co unty Employee Benefit Medical Plan. 

Appointment of Authorized Representative - A Claimant is permitted to appoint an authorized representative 
to act on his behalf with respect to a benefit claim or appeal of a denial. An assignment of benefits by a 
Claimant to a provider will not constitute appointment of that provider as an authorized representative. To 
appoint such a representative, the Claimant must complete a form, whil;h l;an be obtained from the Plan 
Administrator or the Contract Administrator. In the event a Claimant designates an authorized representative, 
all future communications from the Plan will be with the representative, rather than the Claimant, unless the 
Claimant directs the Plan Administrator, in writing, to the contrary. 

J. LEGAL ACTIONS 

No actions at law or in equity shall be brought to recover o n the Plan prior to the expiration of sixty (60) days 
after proof of loss has been filed in accordance w ith the requirements of the P lan, nor shall such action be 
brought at a ll unless brought within three (3) years from the expiration o f the time within which proof of loss is 
required by the Plan. 

K. THIRD PARTY LIABILITY 

If a Partic ipant has medical charges: 

1. Incurred as the result of negligence or intentional acts of a third party; and 
2. For which the Participant makes a claim for benefits under this Plan; the Participant or legal representative of 

a minor person declared to be legally incompetent, must agree in writing to repay the Plan or Employer from 
any amount of money received by the Participant from the third party or its insurer. 

Repayment will only be to the extent of benefits paid by the Plan, but not more than the amount of the payment 
received by the Partic ipant from the third party or its insurer. 

The repayment agreement will be binding upon the Participant or the legal representative of a minor, or person 
who is legally incompetent, whether or not payment received from the third party or its insurer is the result of: 

I. A legal judgment; 
2. An arbitration award; 
3. A compromise settlement; or 
4. Any other arrangement. 

The repayment agreement is equally binding upon the Participant regardless of whether or not the third party o r 
its insurer had admitted liability or the medical charges are itemized in the third party payment. 
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ARTICLE IX 
GENERAL PROVISIONS 

A. INTERPRETATION OF THE PLAN 

In the event any benefit summary contained herein d iffers from the official text of the Plan, the o fficial text 
shall prevail. Some differences from the official text may occur due to the need to restate the Plan briefly in the 
summaries, compared to a lengthier and detailed official text, and due to normal time lapse between amendment 
of the Plan and updating of the appropriate summary. The Plan Administrator has the responsibility for 
interpretation of the Plan and the interpretation shall be final. 

B. AMENDMENT AND TERMINATION OF THE PLAN 

The Commissioners Court shall each have the right, authority and power to make, at any time, and from time to 
time, any amendment to the Plan; provided, however, no amendment shal I prejudice any claim under the Plan 
that was incurred but not paid prior to the amendment date, unless the person or entity as responsible above for 
the amendment, as applicable, determines such amendment is necessary to comply with applicable law. 

The Commissioners Court shall have the right, authority and power to tenninate the Plan at any time, in whole 
or in part, w ithout prior notice, to the extent deemed advisable in its discretion; provided, however, such 
termination shall not prejudice any claim under the Plan that was incurred but not paid prior to the termination 
date unless the Commissioners Court determines it is necessary to comply with applicable law. 

C. CHOICE OF PHYSICIANS 

An Employee or covered Dependent will have the choice o f any Physician. The Physician-patient relationship 
will not be disturbed in any way. 

D. LEA VE OF ABSENCE 

Leave of Absence means the Employee has obtained an approved leave of absence from the Employer as 
provided for in the Employer's rules, po licies, procedures, and/or practices. This Plan wi ll fo llow the 
Employer's rules, pol icies, procedures and/or practices. 

E. ASSIGNMENT OF BENEFITS 

Benefits for medical expenses (except for outpatient prescription drugs) covered under the Plan may be 
assigned by a Participant to the person or institution rendering the services for which the expenses were 
incurred . No such assignment will bind the Plan unless it is in writing and unless it has been received by the 
Plan prior to the payment of the benefit assigned. The Plan will not be responsible for determining whether any 
such assigmm:nl is valid. Payment of benefits, which have been assigned, wi ll be made directly to the assignee 
unless a written request not to honor the assignment signed by the Participant and the assignee has been 
received before the proof of loss is submitted. Any payment made in accordance with the provis ion o f this 
section shall fully discharge the liability of the Plan to the extent o f such payment. 

January 1. 20 15 FBC Employee Benefit Medical Plan Document Page 66of 67 



F. RA TE REDUCTION 

An Employee who voluntarily part1c1pates in a health risk assessment which includes biometric testing 
("HRA") will be eligible for a rate reduction in the next Plan year if the assessment (HRA) and screening 
are completed by October 3 1. Written confirmation, which does not include personal health information, 
from a medical provider must be received in Risk Management by October 31 of each year in order to be 
eligible fo r the rate reduction in the fo llowing Plan Year. Dependents are not e ligible to participate in the 
rate reduction. HRA 's and biometric screenings are available at no cost to employees at the Fort Bend 
County Employee Health and Wellness Center; however the HRA and biometric screening may be 
perfonned by a medical provider of the Employee's choice subject to the Plan' s provisions. 
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FORT BEND COUNTY 
EMPLOYEE BENEFIT DENTAL 

PLAN DOCUMENT 

JANUARY 1, 2012 



Fort Bend County, the Employer, hereby amends and restates effective January l, 2012 the self-funded Fort 
Bend County Employee Benefit Dental Plan (the "Plan'') formed under Chapter 172 of the Local Government 
Code. The plan provides dental benefits for the eligible Employees of the Employer and their eligible 
Dependents. 

Eligjble Retirees and Dependents may participate in the plan in accordance with the rules established and 
approved by Fort Bend County Commissioners Court. 

Eligible Survivors .may participate in the plan in accordance with the rules established and approved by Fort 
Bend County Commissioners Court and Chapter 615 of the Local Government Code ("LGC 615 Survivor"). 

The purpose of the plan is to provide reimbursement for a Participant's Eligible Expenses incurred as a result of 
treatment for dental care. Jn consideration of any required Participant contributions, the Employer agrees to 
make payment as provided in the plan document. The Employer has the right to periodically amend the plan 
document. The plan document constitutes the entire Dental Plan. 

The Employer has caused this instrument to be executed by its duly authorized officers with the effective date 
of January l, 2012. 

~ count)lt0111fll_n_e_r-. -~-re-c-in-~-1-1~~~~~~~ 

Art est: 

.. 1 . - ,, A" .. .,. . " 
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PLAN ADMINISTRATOR'S DISCRETIONARY AUTHORITY 

The benefits provided under the Dental Plan are for the exclus ive benefit o f eligible Employees/Dependents, 
eligible Retirees/Dependents, and Survivors as defined by LGC 615. These benefits are intended to be 
continued indefinitely, however, the Employer reserves the unilatera l right and discretion to make any changes, 
witho ut advance notice, to the Dental Plan which it deems to be necessary or appropriate, to comply with 
applicable law, regulation or other autho rity issued by a governme ntal entity. The Employer also reserves the 
uni lateral rig ht and discretio n to amend, modify, or terminate, without advance notice, all or any part of the 
Denta l Plan and to make any other changes that it deems necessary o r appropriate. Changes in the Denta l Plan 
may occur in any or all parts of the plan, including, but not limited to, benefit coverage, deductibles, 
max imums, co-payments, exclusio ns, limitatio ns, definit io ns, elig ibility and the like, under the plan. Yo u 
sho uld not, therefore, assume that the benefits that are provided under the plan will continue to be available and 
remain unchanged, and you should disregard any information or communicat ion (written or oral) that would 
seem to limit the Employer's abso lute right and discretion to terminate, suspend, discont inue o r amend suc h 
benefits . Furthermore, the Plan Administrato r reserves the absolute right, autho rity and d iscret io n to interpret, 
construe, construct and administer the terms and provis ions of the plan, includ ing correcting any error or defect, 
supply ing any o missio n, reconciling any inconsistency, and making all findings o f fact inc luding, w it ho ut 
limitation, any factual determination that may impact e ligibil ity o r a claim for bene fits. All dec is io ns, 
interpretations and other determinations of the Plan Administrator will be final, binding and conclus ive on a ll 
persons and entit ies subject only to the claims appeal provis io ns of the plan. Benefits under the plan w ill be 
pa id only if the Plan Administrator determines, in its discret ion, that the Participant is entitled to them. 
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FORT BEND COUNTY 
EMPLOYEE BENEFIT DENTAL PLAN 
AND SUMMARY PLAN DESCRIPTION 

ARTICLE I 
SCHEDULE OF BENEFITS 

A. DENTAL SCHEDULE OF BENEFITS 

Type I Services 

Type II, III, IV and V Services* 

*The deductible can be satisfied by any combination of 
Type 11, III, IV and V Services. The $100.00 calendar 
year per person deductible has a maximum of $300.00 
per fami ly per calendar year. 

DEDUCTIBLE 

-0-

$100. 00 

TYPE OF SERVICES 

I 

PLAN PAYS 

II 
III 
IV 
v 

100% 
80% 
50% 
50% 
80% 

Type I routine oral examinations and prophylaxis expenses must be used during the 180 days prior to 
incurring any Type IJ, m, IV or V benefits. 

Maximum benefit payable for any combination of Type I, 11, 111, and V Services each Calendar Year is 
$1,500.00. 

Maximum lifetime benefit for Type IV Services is $1,500.00. 

The amount payable by the Plan will be the percent specified in the Schedule of Benefits, subject to the 
maximum Dental Benefit. 

The deductible for a calendar year will be satisfied when Eligible Expenses equal to the deductible, in the 
schedule above, have been incurred in connection with denta l care during the calendar year. If you incur 
eligible claims o r expenses in October. November and December that apply toward the ca lendar yeM deductible 
and you have not incurred any el igible claims or expenses or received any credit towards your deductible 
between January and the last day of September of the same year, then any eligible claims or expenses that will 
apply toward your deductible in October, November and December wi ll be carried over to the next year's 
deductible in the form of a credit. Any expenses paid by this Plan toward Type I Services will not apply to this 
carry-over provision. 

The total benefits payable under this Plan for all Type I, II, Ill and V Services furnished for a Participant in any 
one calendar year will not exceed the amount specified in the schedule above. 
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In no event will the total benefits payable for Type IV Serv ices incurred, while the indiv idual is a Participant, 
exceed the maximum lifetime benefit for Type IV Services specified in the Schedule of Benefits for a 
participating eligib le Dependent child. 

B. ELIGIBLE EXPENSES 

Benefits for Eligible Dental Expenses incurred will be payable according to the Schedule of Benefits, unless 
specifically excluded, in effect o n the day the expenses are incurred. 

Expense incurred on the date a dental serv ice or treatment is performed, except for the fo llow ing services o r 
treatments: 

• Dentures or bridgework on the date the impressions are taken; 
• Crowns, inlays, onlays o n the date the teeth are first prepared; 
• Root canal therapy on the date the pulp chamber is opened; and 
• Active orthodontic care on the date t he appliances are inserted. 

Administration of Anesthesia - fees charged by a Dent ist and Dental Specialist for administration or 
anesthetics. 

Fees charged by a Dentist, Dental Special ist, or Dental Hygienist (exclud ing Denturist) fo r dental care or 
specified treatment of an accidental Injury or denta l disease. 

Legal drugs and medicine are obtainable only on a Physician·s written prescription. Out-patient Prescript ion 
Drugs must be purchased with your Fort Bend County Employee Benefit Plan ID card. No reimbursement will 
be made for out-patient Prescript ion Drugs submitted to th is benefit Plan. 

1. TYPE I SERVICES: 

Preventative and Emergency Expenses 

The following expenses will be payable at the percent shown in the Schedule of Benefits in excess of the 
deductible, if any: 

a) Routine oral examinations and prophylaxis (scaling and cleaning of teeth) must be used not mo re than 
once each in any per iod of one hundred-eighty ( 180) consecutive days, with a w indow of one hundred­
ftfty ( 150) to l wo hundred-ten (210) days allowed; 

b) Topical application of fluoride (direct application of fluo ride to the exposed surfaces of the teeth to 
inhibit tooth decay), not more than once in any period of o ne hundred-eighty ( 180) consecutive days; 

c) Space maintainers (a fixed or removable appliance designed to prevent adjacent and opposing teeth 
rrom moving) that replace prematurely lost deciduous teeth for qualified Dependent children under 
nineteen (19) years of age; 

d) Emergency treatment of temporary rel ief of pain, which does not provide a defin ite cure; and 
e) 1:3itewing x-ray, not more than once in a period uf om: hundred-eighty ( 180) consecutive days. 

Limitation of Type I Services 

Payment will be made based on the applicable percentage, toward the cost of procedures Medically 
Necessary to eliminate oral disease and the replacement of missing teeth. 
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2. TYPE II SERVICES: 

Diagnostic and Restorative Expenses 

The following expenses will be payable at the percent shown in the Schedule of Benefits in excess of the 
deductible, if any: 

a) X-rays: 
I) Full mouth series or panoramic, not more than once in any period of thirty-six (36) consecutive 

months; 
2) Periapical x-rays, on ly w hen not performed on the same date as the complete series or panoramic 

x-rays; and 
3) Miscellaneous dental x-rays required in connection with diagnosis of a specific condition with 

o rthodontic d iagnost ic procedures and Orthodontic Treatment; 
b) Extractions; 
c) Oral surgery; 
d) Amalgam, si licate, acrylic, synthetic porce lain, and composite filling restorations to resto re d iseased or 

accidentally broken teeth; 
e) Endodontic treatment (those procedures usually employed for prevention and treatment of d iseases of 

the dental pulp and the area surround ing the tip of the tooth root), including root canal t herapy; 
f) Treatment of periodontal and other d iseases of the gums and other tissues o f the mouth; 
g) Inlays, onlays, go ld fillings, o r crown restoration to restore diseased or accidentally broken teeth, but 

only when the tooth, as a result of extensive caries or fractu re, cannot be restored with an amalgam, 
silicate, acrylic, synthetic porcelain, or composite fill ing restoration; 

h) Repair o r recementing of crowns, inlays, bridgework or dentures; 
i) Relining or rebasing of dentures more than six months after the installation of an initial or replacement 

denture, not more than one relining o r rebasing in any period of th irty-six (36) consecutive mo nths; 
j) Injection of antibiotic drugs by the attending dent ist ; 
k) Administration of general anesthetics, including intraveno us sedation, when Medically Necessary due 

to a concurrent , hazardous medical cond ition and administered in connection with o ral or dental 
surgery; 

I) Sealants to permanent teeth, materials other than fluoride painted on the grooves of the teeth in an 
attempt to prevent future decay, but limited to ch ildren up to age sixteen ( 16), replacement no less than 
thirty-s ix (36) consecutive months; and 

m) Appliances for bruxism. 

Limitation of Type II Senrices 

If you or your covered Dependent should choose a more costly type of restoration, such as porcelain veneer, 
crowns or jackets, but the tooth can be restored w ith a materia l such as amalgam, the Plan wi ll pay the 
applicable percentage of the charge fo r less costly procedure and the Participant w ill be responsible for any 
remaining expense. 

3. TYPE III SERVICES: 

Prosthodontics or Recoostructive Expenses 

The following expenses wi ll be payable at the percent shown in the Schedule of Benefits in excess of the 
deductible, if any: 
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a) Initial installation of fixed bridgework, including inlays and crowns as abutments, but only if required 
to replace one or more natural teeth extracted while the Participant is a covered individual; 

b) Initial installation of partial or full removable dentures to replace one or more natural teeth extracted 
while the Participant is a covered individual, including precis ion attachment which can be justified as 
functionally and Medically Necessary with study models and radiographs, and any adjustments during 
the six (6) month period following installation; and 

c) Replacement of an existing partial or full removable denture or bridgework by a new denture or by new 
bridgework, but only if satisfacto ry evidence is presented that: 
I ) Replacement or addition of teeth is required to replace one or more teeth extracted after the existing 

denture or bridgework was installed and whi le the Participant is a covered individual; 
2) Existing denture or bridgework cannot be made serv iceable and was installed at least five (5) years 

prior to its replacement; or 
3) Existing denture is an immediate temporary denture, which cannot be made permanent, and 

replacement by a permanent denture takes place with in twelve ( 12) months from the date of initial 
installation of the immediate temporary denture. 

Limitations of Type Ill Services 

a) Partial Dentures: If a cast chrome or acry lic partial denture will restore the dental arch satisfactorily, 
payment of the applicable percentage of the cost of such procedure will be made toward the charge for 
a more elaborate or precision appliance se lected by the covered individual and the dentist . The balance 
of the cost remains the responsibility of the covered indiv idual. 

b) Precision Attachments: Benefits wi ll not be provided for precision attachments when used for cosmetic 
purposes. 

c) Dentures: If in the provision of denture services, the covered individual and the dentist decide on 
personalized restorations or specialized techniques as opposed to standard procedures, payment of the 
applicable percentage o f the cost of the standard denture services wil l be made toward that treatment 
and the balance of the cost remains the responsibil ity of the covered individual. 

d) Replacement of existing Dentures or Fixed Bridgework: Replacement of an ex ist ing denture will be a 
Covered Dental Expense only if the existing denture is unserviceable and cannot be made serviceable. 
Payment based on the appl icable percentage will be made toward the cost of services, which are 
Medically Necessary to render such appliances serv iceable. Replacement of prosthodontic appl iances 
will be a Covered Denta l Expense only if at least five (5) years have e lapsed since the date of the initia l 
installation of that appliance. 

4. TYPE IV SERVICES: 

The following expenses will be payable at the percent shown in the Schedule of Benefits in excess of the 
deductible, if any: 

Orthodontic Treatment consisting of appl iance, surg ical, functional myofunctional, and other related 
treatment, including incidental oral examinat ions, of dental irregu larities which result from abnormal 
growth and development of teeth, gums. or jaws as a result of accidental Injury which requires 
repositioning, except for preventative treatment, of teeth to establish normal occlusion. Related oral 
examinations, surgery and extraction ' s included as Type I, II or Ill Services are not considered Orthodontic 
Treatment. Benefits are payable for Dependent chi ldren under nineteen (19) years of age only. 

Limitations of Type IV Services 

a) If Orthodontic Treatment is terminated for any reason before completion, the obi igation to pay benefits 
will cease with payment to the date of termination. If such services are resumed, benefits for the 
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services will be resumed to the extent of the remaining lifetime benefit applicable to the covered 
individual being treated. 

b) Payment of benefits for Orthodontic Treatment w ill be only fo r months in w hich a partic ipant is a 
covered individual. 

c) No payment w ill be made for Orthodontic Treatment which commenced prior to the covered 
individual's effect ive date. 

5. TYPE V SERVICES: 

The fo !lowing expenses will be payable at the percent shown in the Schedule of Benefits in excess of the 
deductible, if any: 
a) Surg ical removal of impacted teeth if partially or completely covered by bone; 
b) Extraction of seven or more natural teeth w ithin a period of fifteen (15) consecut ive days; 
c) Frenectomy; 
d) Osseous surgery; 
e) G ingivectomy; and 
f) A lveo lectomy. 

C. LIMITATIONS AND EXCLUSIONS 

Dental conditions or procedures, which were started, diagnosed or existed before Participa nt became elig ible to 
participate in this Plan, will be subject to a Pre-existing Condition limitatio n. A Pre-existing Co ndition shall be 
defined as any dental condition or procedure, which began or was diagnosed or existed during the previous 
twelve ( 12) months prior to Participant beco ming eligible to participate in this program. o Type II , IIJ , IV or 
V expenses w ill be elig ible fo r bene fits fo r those conditions or procedures until Participant has satisfied twelve, 
( 12) continuous months of coverage. During this period of t ime Participant will be e lig ible for Type I Services 
only for those Pre-existing Conditions or procedures. 

lf a patient chooses a more expensive treatment than is needed to correct a dental problem according to accepted 
standards of denta l practice, the benefit payment will be based o n the cost of the treatment which provides 
professionally satisfactory results at the most cost effective level. 

Unless o then..,ise specifica lly included, no benefits shall be payable under this Plan w ith respect to expenses 
incurred for: 

1. The portion of any charge fo r any service in excess of the Reasonable and Customary C harge; 
2. Any services or supp lies other than those specifically covered under the provisions o f the Plan; 
3. Veneers (the coating or covering of plastic or porcelain on the outside of and bonded to a crown or false 

tooth to cause it to blend with the co lor of surrounding teeth), or sim ilar properties o f crowns and panties 
placed on or replacing teeth, other than the ten (I 0) upper and lower anterior teeth; 

4. Services o r supplies that are cosmetic in nature, including charges fo r personalizat io n o r characterization o f 
dentures; 

5. Prosthetic devices, including bridges, and crowns fo r a Participant, and the fitt ing thereof, which are 
ordered while such Participant is not covered under this Plan or which were ordered while such Participant 
was covered under this Plan but are fina lly installed or delivered to such Participant more than s ixty (60) 
days fo llowing te rmination of coverage. 

6. Treatment by other than a dentist, except that scaling or cleaning of teeth and topical application of fluoride 
may be performed by a licensed dental hyg ienist if the treatment is rendered under the supervisio n and 
guidance of the dentist; 

7. The replacement of a Jost, missing or stolen prosthetic device, o r the replacement or repair of an o rthodontic 
appliance; 
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8. Services charged for, but not received, because of an individual's fai lure to appear for a scheduled 
appointment; 

9. Any duplicate prosthetic dev ice o r any other duplicate appliance; 
JO. Implantology (an insert set firmly or deeply into or on to the part of the bone that surrounds and supports 

the teeth); and periodontal splinting; 
J 1. Charges for dentures and bridgework, includ ing crowns and inlays forming the abutments, when such 

charges are incurred fo r the replacement of teeth which were lost or missing prior to the Participant 
becoming a covered individual under the Plan; 

12. A plaque control program (a series of instructions on the care of teeth) or oral hygiene or dietary 
instructions; 

13. Services or supplies fo r which the individua l is not required to make payment; 
14. Services o r supplies which are not Medically Necessary, according lo accepted standards of dental practice 

or which are not recommended o r approved by the attending dentist; 
15. Services or supplies which do not meet accepted standards of denta l practice including charges for services 

or supplies which are experimental in nature; 
16. Resulting from care o r treatment not reasonably necessary for the care and treatment of Dental Disease or 

accidental Injury; 
17. Any services or supplies received because of oral disease or Injury arising out of or in the course of 

employment and entitling the covered individual to benefits under any Worker's Compensation, Jones' Act, 
Longshoremen and Harbor Wo rker' s Compensat ion Act, or Occupation Disease Act or Law; 

18. For any procedures that have not been formally approved by the Federal Food and Drug Administration 
and/or the American Dental Association, and are experimental or for research purposes, or for procedures 
that require an informed Consent Form; 

19. Drugs labeled "Caution-limited by a federa l law to invest igational use" or experimental drugs even t)lough 
a charge is made to the covered individual; drugs that have no FDA approved drugs or dosage regimens 
used fo r indication or routes of administratio n outs ide of FDA approval ; 

20. Services or supplies received as a result of dental disease, defect or Injury due to an act of war, declared or 
undec lared; or by participation in a riot; 

21. Resu lting from acc idental Injury arising out of or in the course of employment for wages or profit; 
22. Resulting from any intentio nally self-inflicted Injury whether sane or insane; 
23. Illness or Injury caused by, or contributed to, engagement in an illegal occupation or commissio ns or 

attempt to commit a felony; 
24. Charges incurred outside the United States if the Participant traveled to such a location for the sole purpose 

of obtaining dental services, drugs or supplies; 
25. Charges for experimental procedures, drugs, or research studies or for any services o r supplies not 

considered legal in the United States; 
26. Charges for services o r supplies which are, o r could be, furnished, paid for or otherwise provided for (i) by 

reason of the past or present service of any person in the armed forces of a government, or (ii) under any 
law of a government, national or otherwise, except where the payments or benefits are provided under a 
plan specifically established by a government for its own civi lian Employees or their Dependents. The 
amount of any such charges will be deducted from the family member's expenses unless the family member 
is legally obligated to pay the charge; 

27. Services or supplies furnished through a medica l department, c li nic or similar fac ility provided or 
maintained by the covered individual's Employer, unless the individual is legally o bligated to pay the 
charge; 

28. Services or supplies fo r which benefits are payable under any other group plan; 
29. Services or supplies furnished by a C lose Relative of the Participant; or 
30. Services that are not specifically listed under Type I, II, III , IV or V. 
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ARTICLE II 
PREDETERMINATION OF BENEFITS 

The Plan encourages all Part icipants to seek the best and most efficient dental care available. The Participant or 
their dental provider may request a predetermination o f a claim prior to incurring dental treatment. 
Predetermination of a claim does not guarantee payment of benefits. The Claims Admin istrator wi ll determine 
if the procedure is eligible under the Plan. 

Before starting a dental treatment for which the charge is expected to be $200.00 or more, a predetermination of 
heneftts form is recommended. A regular dental claim form is used for the predetermination of benefits. The 
Dentist must itemize all recommended services and costs and attach all supporting x-rays to the form. The 
Claims Administrator will notify the Dentist and the Participant of the benefits payable under the Plan. The 
Participant and the Dentist can then decide on the course of treatment, knowing in advance how much the Plan 
will pay. 

If the description of the procedures to be performed, x-rays and an estimate of the Dent ist's fees are not 
submitted in advance, the Plan reserves the right to make a determination o f benefits payable taking into 
account alternative procedures, services or courses of treatment, based on accepted standards of dental practice. 
If verification of necessity of dental services cannot reasonably be made, the benefits may be for a lesser 
amount than would otherwise have been payable. 
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EMPLOYER 
Fort Bend County 
Fort Bend County Courthouse 
Richmond, Texas 77469 
Telephone: 1-281-341-8630 

ARTICLE III 
PLAN INFORMATION 

PLAN ADMINISTRATOR/PLAN SPONSOR AND AGENT 
FOR SERVICES OF LEGAL PROCESSNENUE 
Fort Bend County 
Attention: County Attorney's Office 
Fort Bend County Courthouse 
Richmo nd, Texas 77469 
Telephone 1-281-34 1-4555 

PLAN NAME 
Fort Bend County Employee Benefit Dental Plan - This is an employee benefit plan formed under Chapter 172 
of the Local Government Code, providing Dental Benefits. 

PLAN NUMBER/IDENTIFICATION - 949 

BENEFIT YEAR - January I through December 31 

PLAN YEAR - January I through December 31 

CONTRACT CLAIMS ADMINISTRATOR 
Boon-Chapman Benefit Administrators Inc. 
P. 0. Box 9201 
Austin, Texas 78766 
Physical Address: 
940 I Amberglen Boulevard, Building I, Suite 100 
Austin. TX 78729 
Telephone: 1-512-454-2681 or 1-800-252-9653 
Facsimi le: 1-51 2-459-1552 
Web address: v. ww.boonchapman.com 

FINANCING OF THE BENEFITS PLAN 
You and your employer contribute to the Plan, if you chose to participate. The amount o f the contribution is 
determined by the claims experience of those who participate in the Plan and the contribution level is 
determined by Fort Bend County Commissio ners Court. The Court reserves the right to adjust the contributio n 
level of the Employer or the Participants at any time. The benefit year begins January I and runs through 
December 31 . 
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ARTICLE IV 
DEFINITIONS 

Active Service means an Employee is performing in the customary manner all o f the regular duties of 
employment on a full-time basis either at the customary place of employment or at some location to where that 
employment requires travel on a scheduled work day, or if the Employee is absent from work solely by reason 
of vacation and at the time coverage would otherwise become effective, has not been absent from work for a 
period of more than three (3) consecutive weeks. An Employee wi ll be considered in Active Service on a day 
that is not a scheduled work day only if the Employee was performing in the customary manner all of the 
regular duties of employme nt on the last preceding scheduled work day. In no event will an Employee be 
considered in Active Service if he has effectively terminated employment with the Employer. An e ligible 
Dependent will be considered in Active Service on any day if the Dependent is then engaging in all the normal 
activities of a person in good health of the same age and sex, and the Dependent is not confined in a medical 
facility. (This paragraph will not apply to a newborn child.) An E lected Official by virtue of office is deemed 
to be Active Service throughout their term once sworn into office and the officeholder is considered a full-time 
budgeted position regardless of hours worked. 

Alternate Procedure is the most cost effective treatment of a dental condition which will provide a 
professionally acceptable result as determined by national standards of dental practice. Consideration is g iven 
to the current clinical oral condit ion based upon the diagnostic material submitted by the dentist. 

Amendment means a formal document that changes the provisions of the Plan Document, duly signed by the 
authorized person or persons as designated by the Plan Administrator. 

Appropriate or Appropriateness refers to the classification of a dental service as customary and usual for the 
treatment of any g iven dental condition. Such serv ices must be commonly recognized by the dental profession 
as an accepted standard for that type and level of care. 

Benefit Maximums means total plan payments for each covered person are limited to certain maximum benefit 
amounts. A benefit maximum can apply to specific benefit categories or to a ll benefits. A benefit max imum 
also applies to a specific time period, such as a1mual or lifetime. When the word lifetime appears in this plan in 
reference to benefit maximums, it refers to the period of time you participate in this plan. 

Benefit Period or Calendar Year means the period ohime from January l through December 31. 

Claimant is any covered person on whose behalf a claim is submitted for benefits under the plan. 

Close Relative means a Participant's Spouse, Spouse·s parent, parent, brother, s ister, or child. 

Commissioners Court means the Commissioners Court of Fort Bend County, Texas. 

Cosmetic Procedure means a procedure performed so le ly for the improvement of a Participant's appearance 
rather than for the improvement or restoration of bodily functions. 

County Judge means the County Judge of Fort Bend County, Texas. 

Deductible is the amount of covered expenses a Participant must pay during the year before the plan begins to 
consider expenses for reimbursement. 

Dental Hygienist is a person who is licensed to practice dental hygiene, practicing w ithin the scope of their 
license, and not a close relative. 
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Dentist is a person who is licensed to practice dent istry o r oral surgery, practicing w ithin the scope of the ir 
license and not a close relative. 

Dependent means any one o r more of the following: 

I. The lawful Spouse of an Employee; 

2. Unmarried natural children of the Employee under the age of nineteen ( 19), including legally adopted 
childre n and step-children who reside with the Employee, and are principally dependent on the 
Employee for support; 

3. Unmarried natural children of the E mployee, including legally adopted children and step-children who 
reside with the Employee, have attained the age of nineteen ( 19) and up to the age of twenty-five (25), 
and are fu ll-time students in an accredited public or private secondary school, college, univers ity, trade 
school or business schoo l, and are principally dependent on the Employee for support (coverage will 
terminate on last day of full-time student status); 

4 . Unmarried natural children of the Employee, includ ing legally adopted children and step-ch ildren, who 
have attained age nineteen (19), reside w ith the Employee, and are principally dependent upon the 
Employee fo r support and maintenance, are incapable o f self-susta ining employment due to mental or 
physical disability, provided such disability commenced prior to attainment of age nineteen (I 9), and 
Dependent was covered prior to attainment o f such age. Proof of dependency o r mental o r physical 
disability must be furnished by you when required by the Plan Admin istrator; 

5. Unmarried natural child of an Employee who is subject to a current order of a court or Attorney General 
for the State o f Texas to prov ide dental benefits for such natural chi lc;l ; 

6. Unmarried Grandchild of the Plan Participant who is a dependent of the Plan Participant fo r federal 
income tax purposes at the time application fo r coverage of the child is made; who has not attained age 
nineteen ( 19), or have attained the age of nineteen ( 19) and up to the age of twenty-five (25) and are full­
time students in an accredited public or private secondary school, college, university, trade school or 
business school, and are principally dependent on the Employee fo r support (coverage w ill terminate on 
last day of full-t ime student status); 

7. Unmarried Grandchild of a Plan Participant who is a dependent of the Plan Participant for federal 
income tax purposes at the time applicat ion fo r coverage of the child is made; and who have attained age 
twenty-five (25), reside with the Employee, are principally dependent upon the Employee fo r support 
and maintenance, are incapable of self-sustaining employment due to menta l or physica l disabil ity, 
provided such disability commenced prior to attainment of age twenty-five (25), and child was covered 
prio r to attainment of such age (proof of dependency or mental or physical d isability must be furnished 
by yo u when required by the Plan Administrator); or 

8. Child for who m the Plan Participant must provide medical support under a court order issued under 
Chapter 154. Family Code, or enforceable by a court in the State of Texas, stating Employee must 
provide dental support for child, and child has not attained age eighteen (18) or graduated from high 
school, whichever occurs later; and is unmarried . 

Eligible Expense means a charge or expense that is eligible for coverage under the Plan. 

Emergency Treatment refers to an urgent and unplanned visit in which dental services are provided for the 
temporary rel ief of acute pain. 
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Employee means persons who meet the qualifications to participate in the Plan as indicated in the eligibility 
section of the Plan for the Employer and are ent itled to compensation for such services. Any ind ividual who is 
considered to be in an employer-employee relationship with the Employer on the payro ll records o f the 
Employer for purposes of federal income tax withholding. The term "Employee" will not include any person 
during any period that such person was classified on the Employer's records as other than an Employee. The 
term "Employee" wil l not inc lude anyone classified on the Employer's records as an independent contractor, 
agent, leased employee, contract employee, temporary employee or similar classificat ion, regard less of a 
determination by a governmental agency that any such person is or was a common law employee o f an 
Employer. For purposes of this defin ition, ( i) a " leased employee" means any person, regard less of whether or 
not he is a " leased employee" as defined in Code Section 4 14(11)(2), whose services are suppl ied by an 
employment, leasing, or temporary service agency and who is paid by or through an agency or th ird-party, and 
(ii) an "independent contractor" means any person remkring service to the Employer and whom the Employer 
treats as an independent contracto r by reporting payments fo r the person' s services o n IRS Form I 099 (or its 
successor), regardless of whether any agency (governmenta l or otherwise) or court conc ludes that the person is, 
or was, a common law employee of the Employer even if such determination has a retroactive effect. 

Furthermore, employees who are non-resident aliens and who receive no earned income (within the meaning of 
Code Section 91 l (d)(2) from an Employer which constitutes income from sources within the Un ited States 
(within the meaning of Code Section 861 (a)(3)) wi ll not be considered Emp loyees who are eligible to 
participate in this Plan. 

Elected Official means a person who is elected to serve Fort Bend County and who by virtue of their office is 
entit led to participate in the County's Dental Plan. They wi ll be included in the reference to "Employee'" w ithin 
the Plan, exceptions will be noted with specific reference to Elected Official. 

Family Status Change events include marriage, birth, death, divorce. changes in a Spouse o r Dependent" s 
employment status, or a change from fu ll-time to part-time status by the Employee o r the Spouse. Other status 
changes include termination of employment; lay off, unpaid leave of absence, or retirement. It is the 
Employee' s responsibility to notify Risk Management of the change in writing and to complete the necessary 
forrn(s). Verbal notification is unacceptable. 

Full-Time Student means a Participanfs dependent child who is enrolled in and regularly attends an accredited 
public or private secondary school. college, university, trade school o r business school for the min imum number 
of credit hours required by that college, university, trade school or business school in order to maintain fu ll-time 
student status. 

Injury means a condit ion caused by accidental means, which results in damage to the Participant 's body from 
an external force. 

Late E ntrant means an Employee who elects to waive participatio n and later decides to enroll in the Plan mo re 
than thirty-one (3 1) days after first becoming eligible to partic ipate in the Plan. "Late Entrant" will a lso include 
the Dependent of an Employee who is a Late Entrant and a Dependent who does not enro ll in the Plan within 
the first thirty-one (3 1) days after such Dependent is eligible to enrol l. If you and/or your Dependent(s) do not 
enro ll for benefits at the initial t ime you are e lig ible for benefits, then you and/o r your Dependent(s) w ill be 
considered Late Entrants. 

Medically Necessary means a procedure or service that is: 

I . Appropriate to the diagnosis; 
2. Consistent with the location of services and the level of care provided; 
3. Reasonably safe ; 
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4. Widely accepted by the practicing peer gro up; 
5. Based upon scientific criteria; 
6. Not of an experimental, investigative or research nature; and 
7. As determined by th is Plan. 

Oral Surgery constitutes the necessary procedures fo r surgery in the oral cavity, including preoperative and 
postoperative care. 

Ordered means, in the case of dentures, that impressio ns have been taken from which the denture will be 
prepared; and in the case of fixed bridgework, restorative crowns, in lays and onlays, that the teeth which wi ll 
serve as abutments or support or which are being restored have been fu lly prepared to receive, and impressions 
have been taken from which will be prepared the bridgework, crowns, inlays o r onlays. 

Orthodontic Treatment means prevention and correction of dental irregularities resulting from the abnormal 
growth and develo pment of the teeth or as a result of accidental Inj ury requiring repositioning (except for 
preventative treatment) of teeth to establish norma l occlusion. 

Participant means those Full-Time Employees or eligible Retirees and their eligible Dependents, and Loca l 
Government Code 615 Survivor(s) who have enrolled in the Plan in accordance with Plan procedures and are 
entitled to benefits under this Plan. 

Pre-existing Condition means, as determined by the Plan Administrator, any Illness, Injury, or other conditio n 
o f a Participant (whether physica l or mental) including p regnancy, and including all complications that can 
reasonably be determined to be related to such condit io ns wh ich existed at anytime during the twelve ( 12) 
mo nths prior to your effective date of coverage under this Plan. Genetic information on a Partic ipant will not be 
considered a Pre-existing Condition. 

Reasonable or Usual and Customary Charges means the plan provides benefits only fo r covered expenses 
that are equal to or less than the reasonable or usual and customary charge in the geographic area where services 
or suppl ies are provided. Any amount that exceeds the reasonable or usual and customary charge is not 
recognized by the plan for any purpose. 

Retiree means any person who meets the definition of Retiree as de fined by the Fort Bend County 
Commissioners Court. 

Spouse means a person of the opposite sex to who m an Employee is lawfully married, which marriage was 
solemnized, authenticated and recorded as required by the state in wh ich the marriage too k p lace, to the extent 
such state law requirements are consistent w ith the federal Defense of Marriage Act, P.L. I 04-199, but shall not 
include an individual separated from the Employee under a divorce decree. Under current Texas law, "spouse,. 
shall also include a common law spouse prov ided that the requirements for common law marriage have been 
met. The Employee must provide proof of a common law marriage to inc lude but is not limited to a declaration 
of in formal marriage fi led with the County C lerk. 

Sun1ivor(s) means an elig ible surviving Spouse and/o r Dependent of an Employee as defined in 
Chapter 615 of the Local Government Code. 

Treatment Plan means a Dentisfs report o n a fo rm satisfactory to the P lan Administrato r whic h, (i) itemizes 
the dental services recommended by the Dentist fo r the necessary dental care of a person, ( ii) shows the charge 
for each dental serv ice and ( iii) when requested by the Plan Administrator, is accompanied by suppo rting 
preoperative x-rays and any additional information requested by the Plan Administrator. 

Waiting Period means for a regular enrollee, the first of the month after 90 days of continuous Active Serv ice 
beginning on the first day of eligibility for coverage under the Plan (other than satisfaction of the Waiting 
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Period requirement). For a Late Entrant, the term "Waiting Period" means the 90 day period of time between 
the date of enrollment in the Plan and the effective date of coverage under the P lan. 
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ARTICLE V 
ELIGIBILITY AND PARTICIPATION 

A. EMPLOYEE PARTICIPATION 

1. Waiver of Participation in this Plan 

An Employee has the right to waive their dental coverage under this Plan. Dependent coverage will not be 
available if Employee coverage is not selected. If an e ligible Employee or Depende nt elects to waive 
participation and later decides to enroll in the Plan beyond 31 days of first becoming e ligible to participate in 
the Plan, the Employee and the Employee's Dependents will be Late Entrants and required to comply with any 
and all Plan provisions for enrollment in the Plan as Late Entrants. Coverage under the Plan for Late Entrants 
will be effective on the first (I st) day of the month following completio n of the Waiting Period provided the 
employee is in act ive service (Elected Official is deemed to be "Active Service" once sworn into office) o n that 
date, otherwise the effective date will be deferred until returned to Active Service. A Late Entrant will also be 
subject to the twelve ( 12) months (beginning from the effective date of coverage under the Plan) Pre-existing 
Condition exclusion. 

2. Eligibility 

All Employees in a ful l time budgeted pos1t1on, who are in Act ive Service at their customary place o f 
employment on the day their health care benefits become e ffective, and who complete the Waiting Period shall 
be eligib le to participate in the Plan. Eligible Employees wi ll be required to notify the R isk Management 
Department in writing , complete any necessary enrollment applications and supply all necessary documentatio n 
as required by the Plan within the first sixty (60) days of employment or eligibility to participate in the Plan. 

Elected Officials who complete the required Waiting Period sha ll be eligible to participate in the Plan. E ligible 
Elected Officials w ill be required to noti fy the Risk Management Department in writ ing, complete any 
necessary enrollment applications and supply all necessary documentation as required by the Plan within the 
first sixty (60) days of employment o r eligibility to participate in the Plan. 

All other persons are excluded. 

3. Effective Date of Coverage 

Coverage wi ll become effective fo r an eligible Employee on the first (I st) day of the month following 
completion of the Wait ing Period, or if none, upon the date of eligibility (provided the Employee is in Active 
Service on that date, otherwise the Effective Date will be deferred unt il return to Active Service) subject to the 
Pre-existing Conditions exclusion. Employees with a change of status from part-t ime to full-time or from 
temporary to regular will be subject to the same Waiting Period beginning the date their status changes and 
subject to the exclusion of Pre-exist ing Conditio ns. Employees who previously waived their benefit 
participation and decide to participate at a later date may o nly enroll during the annua l enrollment period as a 
Late Entrant and wi ll be subject to the Waiting Period (which w ill start as of January I 51 the fo llowing year) and 
subject to the exclusion of Pre-exist ing Conditions. Payment of any contribution toward the cost of coverage 
under the Plan, if required by the Employer, must be made prior to coverage becoming effective. 

4. Termination of Coverage 

Except as provided in the Continuat ion of Coverage in compliance with COBRA section, an Employee' s 
coverage under the Plan will terminate at 11 :59 p.m. on the earliest of the fo llowing dates: 
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a) The date at the end of the period fo r which the Employee made the last required contribut ion for 
coverage under the Plan; 

b) The last day of the mo nth in which the Employee terminates employment or retires; 
c) The date on which the Employee no lo nger satisfies the eligibility requirements under the Plan; 
d) The date on which the Plan is terminated or amended, resulting in the Employee' s loss of coverage; 
e) The date of the Employee' s death; or 
t) The date on which the Employee fa lsifies information provided to the Plan, fraudu lently or deceptively 

uses Plan serv ices, or knowingly permits such fraud or deception by another person. 

Notwithstanding the fo regoing, a termination of coverage may only be effective retroactively if the Employee 
(i) performs an act, practice or omiss io n that constitutes fraud, (ii) makes an intentiona l misrepresentation o f 
material fact, or (ii i) fails to make a required contribution when due. 

Participation may be continued for an Employee on an Employer approved leave of absence. See the Fort Bend 
County Employee Info rmation Manual. 

5. Changes in Dental Benefits wi ll be effective for all Employees in Active Service on the date the Plan is 
amended. For Employees on leave of absence or on disabil ity leave, the change wi ll be delayed until the 
Employee returns to Active Service. 

B. DEPENDENT PARTICIPATION 

An Employee participat ing in the Plan may cover their Dependent who meets the defin itio n of Dependent (see 
Article IV) and the following requ irements. 

1. Required Documentation for Proof of Dependent 

Documents must be submitted to Risk Management before eligibility is approved. 

a) Spouse: Certified Marriage License or Certified Informal Marriage Certificate, and Social Security 
Number. 

b) Natural/Adopted C hild: Certified Birth Certificate, which shows name of mother and father (mother 
or father must be the Employee); Certified, s igned and fi led, Adoption Decree (parent must be the 
Employee), or iginal Certified Birth Certificate and new Certified Birth Cert ificate with the name change, 
etc., with certified, signed and filed, supporting documents for changes; court order (signed by a Judge 
or the Attorney Genera l) or order for support by the Attorney General fo r the State of Texas; Social 
Security N umber; and proof of full time student status. 

c) Stepchild: Certified, signed and filed Divorce Decree stating the individual responsible for Dependent 
dental coverage; proof of residency (certified school record); Certified Birth Certificate which shows 
name o f mother and father, Certified Marriage License showing that Employee is legally marr ied to 
Stepchild"s parent; Stepchild' s Social Security Number; and proof of full time student status. 

d) Grandchild: Certified Birth Certificate; Social Security Number; proof of full time student status; and 
proof the child is a dependent of the Plan Partic ipant fo r federal income tax purposes at the time 
application for coverage of the child is made. 

e) Court Ordered C hild: Certified Birth Certificate; Social Security Number; proof of full time student 
status (over age eighteen (18)); and Certified, signed and fi led court order issued under Chapter 154, 
Family Code, or enforceable by a court in the State of Texas, stating Plan Partic ipant must provide 
dental support for child. 

2. Eligibility 

A Dependent will be eligible to participate in the Plan during or on: 
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a) The date the Employee is eligible for benefits under the Plan, if on that date the Employee has such 
Eligible Dependents; o r 

b) The date the Employee gains an Eligible Dependent, if on that date the Employee is covered by the Plan, 
and has made any necessary contributions; and has notified the Plan within thirty-one (31) days of 
gaining that Dependent. 

c) If a Dependent, other than a Newborn ch ild, is Hospitalized on the date partic ipation would no rmally 
commence, participation of that Dependent will not be effective until the day after the Dependent is 
discharged fro m the Hospital; and 

d) In no event will the Dependent's coverage begin befo re the Employee's coverage. 

LGC 615 Survivor(s) are eligible to continue dental coverage under this Plan at the t ime of the Employee's 
death, but not enroll as a new Participant. 

The Risk Management Department must be notified in writing of Eligible Dependents, complete any necessary 
enro llment applications and supply all necessary documentation as requ ired by the Plan within the first sixty 
(60) days of employment o r elig ibility to participate in the Plan. 

In the event a husband and wife are both eligible to participate in the Plan as Employees, only one Employee 
will be e ligible to cover any eligible Dependent child(ren) they might have. If the Employee covering a 
Dependent terminates their employment, the terminated Employee and Dependent(s) may be added to the 
existing coverage of the remaining Employee, provided that there is no lapse in coverage and they are added 
immediately (Article V. G). 

3. Changes in Dependent Health Care Benefits 

Changes in the Health Care Benefits wi ll be effective for Dependents only if the Employee is sti ll e ligible and 
the Dependent is not confined in a Hospital, or other institutio n. Employee and Dependent must be covered 
under the same benefit package. 

If prio r to, or with in thirty-one (31) days after the attainment of the specified age whereby participation wou Id 
otherwise terminate fo r a Dependent Child and the Contract Administrator has received due proof such child is 
mentally or physically incapacitated such that they are incapable of earning their own liv ing and is dependent 
upon the Employee for their support, participation will continue so long as the incapacity continues and the Plan 
remains in full force and effect. The Plan has the right to periodically require that the Employee show proof of 
the incapacity of the Dependent as determined by the Plan Administrator. 

4. Termination of Coverage 

Except as provided in the Continuat io n of Coverage in Compl iance with COBRA sect ion, a Dependent's 
coverage will terminate at 11 :59 p.m. on the earliest of the fo llowing dates: 

a) The date the Employee's coverage terminates; 
b) The Employee fails to remit required contributions fo r Dependent Health Care Benefits when due, 

Dependent's benefits will terminate at the end of the period for which contribution is made; 
c) The date on wh ich the Dependent ceases to be an eligible Dependent as defined by the Plan; 
d) The date on which the Plan is terminated or amended, result ing in the Dependent' s loss of coverage; 
e) The date of the Dependent's death; or 
f) The date on which the Employee or Dependent falsifies information provided to the Plan, fraudulently or 

deceptively uses Plan services, or knowingly permits such fraud or deception by another person. 

LGC 6 15 Survivor(s) who terminate coverage under this Plan will not be able to re-enro ll in the terminated 
coverage. 
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An Employee cannot terminate a Spouse during legal separation until the divorce is final. A certified divorce 
decree must be submitted before any paperwork can be processed. The terminat ion date w ill be the effective 
date of the certified d ivorce decree. 

Notwithstanding the fo regoing, a termination of coverage may only be effective retroactive ly if the Employee or 
Dependent (i) performs an act, practice o r omission that constitutes fraud, (ii) makes a n intent io na l 
misrepresentation of material fact, o r (iii) fails to make a required contribution fo r coverage under the Plan 
when due. 

C. RETIREE PARTICIPATION 

Elected Officia ls and employees in a fu ll time budgeted posit ion eligible for retirement through the Texas 
County and District Retirement System (TCDRS) and in accordance with the rules established and approved by 
Fort Bend County Commissioners Court. 

Eligible Retirees and their eligible Dependents (except for deceased Retiree's surv ivors) will be elig ible to 
participate in this P lan subject to the rules established by and approved by Fort Bend County Commissioners 
Court (i.e. Employee Information Manual Section 511 ). 

El ig ible Employees who ret ire before the end of a month, once retired will continue to partic ipate in the 
employee dental plan through the end of that month as an active employee. On the fi rst day of the month 
following retirement, the Retiree and their eligible Dependents may continue coverage in the FBC Dental plan 
in a Retiree status. 

Effective September 11, 200 I , Retirees who are married to a County Employee when they retire w ill be allowed 
to add the remaining Spouse/Employee and any covered Dependents to their coverage when the Spouse 
terminates their employment. The remaining Employee and eligible Dependents will be required to have the 
same dental benefits as the Retiree for at least the twelve ( 12) months preceding their termination o f 
employment. The Retiree will be e ligib le to cover all other eligible Dependents; other than the remaining 
Spo use, when they retire. 

Employee/Dependent Termination of Coverage ru les apply to Retiree/Dependent. 

Retirees who terminate coverage on themselves or Dependent(s) under this Plan will not be able to re-enroll in 
the terminated coverage. 

D. LATE ENTRANTS I FAMILY STATUS CHANGE I DEPENDENT DELETION 

All Late Entrants are required to satisfy the waiting period (ninety (90) days). The waiting period begins 
upon receipt of required enro llment and documentation by R isk Management. Original form(s) must be 
submitted to Risk Management, a fax or scanned email will not be accepted. Forms are available on the County 
Wide Web (CWW) site under Risk Management. 1 f approved as a new Participant in the Plan, the earliest date 
that a Late Entrant's coverage may take effect will be the first day of the month fo llowing ninety (90) days after 
lhe Late Entrant's waiting period begins. The Plan reserves the right to approve o r deny any Late Entrant 
applicant. If additiona l information is received by the Plan after the Late Entrant"s acceptance that would 
disqualify the Late Entrant from coverage, the Plan w ill have the right to terminate coverage back to the orig ina l 
effective date and the Employer will refund any contribution that was already made towards said coverage. The 
Employee will be responsible for paying all claims paid by the Plan on behalf o f the ineligible person. 

Mid-Year Late Entrants - Participants who do not participate in the Section 125 Plan may add el igible 
Dependents mid-year with a Family Status Change. All new Participants will be cons idered Late Entrants and 
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must fu lfill the requirements as stated above. The ninety (90) day waiting period fo r the Late Entrant will begin 
on the date Risk Management receives a ll required documentation. 

Annual Enrollment Late Entrants - An Employee may enroll eligible Dependent(s) during the annual 
enrollment period without a Family Status Change. All new Participants will be considered Late Entrants and 
must fulfi ll the requirements as stated above. The n inety (90) day waiting period for the Late Entrant will begin 
on January l st of the following year. Required documents must be submitted by the deadline, wh ich will be set 
for each annual enrollment period. Late Entrant applications are due within two (2) weeks of the deadline, 
which will be set fo r each annual enro llment period. 

Family Status Change - An Employee who participates in the Section 125 Plan may add eligible Dependent(s) 
mid-year only if there is a qualified family Status Change and the Participant has all required documentation 
turned into Risk Management within thirty-one (31) days of the Fami ly Status Change event. Qualified Family 
Status Changes for add ing an eligible Dependent include, but are not limited to, marriage, birth, adoption, or a 
change in a Spouse or Dependenf s employment status as specified by Section 125 of the Internal Revenue 
Code. 

In the event of birth, adoption, or marriage, benefits for the e ligible Dependents will be effective o n the date 
of the Family Status Change. For example, when add ing a Spouse due to marriage, the effective date of 
coverage will be the date of marriage on the certified marriage license or informal marriage certificate and 
premiums will be due beginn ing on that date. 

In the event of a change in a Spouse's or Dependent's employment, all new Participants will be considered 
Late Entrants and must fulfill the requ irements as stated above. The ninety (90) day waiting period for the Late 
Entrant will begin on the date Risk Management receives all required documentation. 

Dependent Deletion - An Employee must delete a Dependent that is no longer eligible to remain on the Plan at 
the time they become ineligible. Dependents who are not eligible are those who are (i) children nineteen (19) 
years of age or older and who are not full-time students in an accredited public or private secondary school, 
college, university, trade school or business school, and are principally dependent on the Employee for support, 
(ii) ch ildren twenty- five (25) years of age or older and who are not eligible for coverage due to a mental or 
phys ical disability, (iii) children who are married, (iv) ex-Spouses and ex-step-childre n, and (v) step-chi ldren 
who do not reside with the employee. In the case of divorce, a certified divorce decree is required before the 
Plan will terminate the Dependents no longer eligible. 

It is the Employee's responsibility to notify Risk Management of a Dependent who is no longer eligible 
and complete the proper form(s). Notification is subject to COBRA notification requirements. Verbal 
notification is unacceptable. The Plan will refund Plan Participant contributions paid after effective date and 
pr ior to the submissio n and receipt in Risk Management of the proper forms within required time frames of the 
life event. In add ition, the Employee will be responsible fo r paying all claims paid by the P lan on behalf of the 
Dependent during the ine ligible period. 

E. CONTINUATION OF COVERAGE IN COMPLIANCE WITH COBRA 
(Consolidated Omnibus Budget Reconciliation Act of 1985) 

1. Continuation of Coverage 

Coverage that may be continued under this section includes dental coverage provided under this Plan. For 
purposes of this section, a "Covered Person'· is a Participant who is covered under the Plan due to his status 
as an Employee o r Retiree and a "Covered Dependent" is a Dependent who is a Part ic ipant. Under this 
section, the following Participants whose coverage would otherwise end may cont inue to be covered under 
the Plan: 
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a) Covered Dependents of a Covered Person who dies. 
b) A covered Person and their Covered Dependents upon the Covered Person's termination o f employment 

(other than termination for gross misconduct), or whose work hours have been reduced to less than the 
minimum required for coverage under the Plan. 

c) A Covered Dependent Spouse upon divorce fro m the Covered Person. 
d) A Covered Dependent child loses coverage due to attainment of the maximum age to which Dependents 

may be covered under this Plan. 

2. Notice Requirements - Employer/Employee 

a) Whe n eligibility for continuat ion results from a Covered Person's death, termination, reduct ion in 
working hours, or entitlement to Medicare, the Covered Person or Dependent w ill notify the Employer 
of that event. Notice must be g iven to Risk Management w ithin th irty (30) days of the Covered Perso n's 
death, termination, reduction of working ho urs, or ent itlement to Medicare. 

b) When e ligibility for continuation resu lts fro m a covered Spouse being divorced from a Covered Person 
(Employee) or a Dependent child's marriage or attainment of the maximum age fo r coverage under the 
Plan, the covered person or Dependent must notify the Employer of that event w ith in sixty (60) days of 
the event. 

c) Within t hirty (30) days of rece iv ing notice, the Employer w ill notify the COBRA administrator of the 
terminat ion of coverage. With in fourteen (14) days o f receiving the notice from the Employer, the 
COBRA administrator will mail the covered person informatio n regarding their right to continue 
benefits. 

d) After receiving that notice, the Covered Person or Dependent has s ixty (60) days in wh ich to decide 
whether to elect continued benefits. These sixty (60) days begins on the later of: 
I) The date coverage under the Plan would otherwise end ; or 
2) The date the person receives notice from the Employer of their rig hts under the law. 
If the Covered Person or Dependent chooses to have continued benefits, they must advise the Employer 
in writing of this decis io n. The Employer must receive this written notice before the end of s ixty (60) 
days. 

e) Within forty-five (45) days after the date of the Covered Person o r Dependent not ifies the Employer that 
they have chosen to continue dental insurance, the first premium must paid. The first payment w ill be 
the amount needed to provide coverage fro m the date continued benefits begin to the date that the first 
payment is made. Thereafte r, premiums fo r the co ntinued benefits are to be pa id monthly on the day of 
each month stated by the Employer. 

t) A Covered Person·s Dependent must pay the premium for a coverage being continued. 

3. Length of Continuation 

a) For Covered Persons who are terminated or have the ir hours reduced, coverage may be continued for up 
to eighteen ( 18) months after the termination or reduction in ho urs. For all others w ho qualify fo r 
continuation of benefits, coverage may be continued fo r up to thirty-six (36) mo nths after the event, 
which makes the Covered Person e ligible for continued benefits. Continuat ion wi ll end on the earliest 
of: 
I) The end ofthe e ighteen (18) or thirty-s ix (36) month period noted above; 
2) The date the Employer·s Plan tenninates; 
3) Failure to make payment for coverage as required above; 
4) The date the person becomes covered under any other group health Plan as a result of employment, 

re-employment or re-marriage; 
5) The date the person becomes ent itled to benefits under Medicare. 
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b) The fo llowing applies when this Plan replaces another Plan of group dental coverage. If, o n the day 
before the effect ive date of the Employer' s coverage under this P lan, eligible Employee or Dependent 
coverage is being continued under that prior Plan under COBRA (the Co nso lidated Omnibus Budget 
Reconc iliation Act of 1985): 
1) That person will have the r ight to become covered under this Plan. Coverage may be provided until 

the end of the period for which the person could have been co vered under the prior Plan if it had not 
bee n replaced; and 

2) Any benefits otherwise payable under this section will be reduced by any amo unts for which the 
person is e lig ible under the Plan. 

F. HEALTH INSURANCE PROTABILITY & ACCOUNTABILITY ACT OF 1996 (HIPAA) 
ELECTION UNDER 42 U.S.C. §300 GG-21 

Federal law imposes upon group hea lth plans ( including Dental plans) certain limitations of ( I) Pre-ex isting 
Conditio n exc lusion periods, (2) spec ial enrollment periods for individuals (and Dependents) losing other 
coverage, (3) prohibitio ns against discriminating against individual Partic ipants and beneficiaries based on 
health status, (4) standards relating to mothers and Newborns, (5) parity in the application of certain limits to 
mental health benefits, and (6) required coverage for reconstructive surgery fo llowing mastectomies. 

Federal law a llows a non-federa l governmental self- funded plan (such as the Fort Bend County Employee 
Benefit Dental Plan fo r Employees of Fort Bend County, Texas) to exempt its Plan in who le or in part from 
these requirements: ( I) Limitations o n pre-existing conditio n exclusion periods, (2) special enro llment periods 
for individuals (and dependents) losing other coverage, (3) prohibit io ns against discriminating against 
individual participants and beneficiaries based o n health status, (4) standards relating to mothers and New borns, 
(5) parity in the app lication o f certain lim its to menta l health benefits, and (6) required coverage for 
reco nstructive surgery following mastectomies. Fort Bend County has requested that the entire Fort Bend 
County Employee Benefit Denta l Plan be exempt under 42 U.S.C. §300gg-2 1. 

Fort Bend County is required to provide certificates of coverage to those individuals covered by the Plan at the 
time they cease to be covered by the p lan and when they request a ce11ificate with in twenty-four (24) months 
fo !lowing cessation o f coverage. 

1. HIPAA Privacy Rule 

This Plan complies w ith the requ irements of § I 64.504(f) of the Health Insurance Po rtability and Accountability 
Act of 1996 and its implementing regulations, 45 C.F.R. parts 160 through 164 (the regulations are referred to 
herein as the "HIPAA Privacy Rule" and §164.504(t) is re ferred to as .. the ·'504" provisio ns") whic h establish 
the extent to which the Plan Sponsor will receive, use and/or disc lose Protected Health Information. "Protected 
Health Info rmation" means information, including genetic information, that is created or received by the Plan 
which (a) relates to the past, present, or future physical o r mental hea lth o r condition of an indiv idual, the 
provisio n o f health care to an individua l, or the past, present, or future payment for the provision o f health care 
to an ind iv idual, (b) identifies the individual or fo r which there is a reasonable basis to believe the informatio n 
can be used to identify the individual, and (c) is transmitted or maintained in any form o r medium. 

2. The Plan's Designation of Person/Entity to Act on its Behalf 

The Plan has determined that it is a group health plan within the meaning of the HIPAA Privacy Rule, and the 
Plan designates Director of Risk Management as Privacy Officer to take all actions required by the Plan in 
connection with the HIPAA Privacy Rule (e.g., entering into business associate contracts; accepting 
cert ification from the Plan Sponsor) . 
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3. The Plan's disclosure of Protected Health Information to the Plan Sponsor - Required Certification of 
Compliance by Plan Sponsor 

Except as provided below with respect to the Plan' s disclosure of summary health informat ion, the Plan w ill (a) 
disclose Protected Health Information to the Plan Spo nsor or (b) prov ide for or permit the disc losure o f 
protected Health Informat ion to the Plan Spo nsor by a health insurance issuer with respect to the Plan, o nly if 
the Plan has received a certification (signed o n behalf of the Plan Sponsor) that : 

a) The Plan Document has bee n amended to establish the permitted and required uses an disclosures of 
such information by the Plan Sponso r, cons istent with the "504" provis io ns; 

b) The Plan Document has been amended to incorporate the Plan provis ions set forth in this sectio n; and 
c) The Plan Sponsor agrees to comply w ith the P lan provisions as described by this section. 

4. Permitted disclosure of members' Protected Health Information to the Plan Sponsor 

The Plan (and any health insurance issuer) will disclose members' Protected Health Info rmation to the Pla n 
Sponsor only to permit the Plan Spo nsor to carry out Plan administratio n functions. Such disc losure w ill be 
cons istent with the provisions of this section. 

All disclosures of the Protected Health Informat ion of the Plan's members by a health insurance issuer to the 
Plan Sponsor will co mply with the restrictions and requirements set fo rth in this sectio n and in the "504" 
provis io ns. 

The Plan may not, and may not permit a health insurance issuer, to disclose members' Protected Health 
Information to the Plan Sponsor for employment related actions and dec is io ns or in connection with any other 
bene fit o r employee benefit plan of the Plan Sponsor. 

The Plan Sponsor w ill not use or further disclose members ' Protected Health Informatio n other than as 
described in the Plan Documents and permitted by the .. 504" provis io ns. 

The Plan Sponsor will ensure that any agent(s), including a subcontractor, to whom it provides members' 
Protected Health Info rmation received from the Plan (or from the Plan's hea lth insurance issuer), agrees to the 
same restrictions and condit io ns that apply to the Plan Sponsor w ith respect to such Protected Health 
Information. 

The Plan Sponsor will not use or disclose members· Protected Health Info rmation fo r employment related 
actio ns and decis io ns or in connect ion with any other benefit or employee benefit plan of the Plan Sponsor. 

The Plan Sponsor will report to the Plan any use or disclosure of Protected Health Info rmation t hat is 
inconsistent with the uses or disclosures provided fo r in the Plan Document (as amended) and in the "504" 
provisio ns, of which the Plan Sponsor becomes aware. 

5. Disclosure of members' Protected Health Information - Disclosure by the Plan Sponsor 

The Plan Sponsor will make the Protected Health Information of the member who is the subject of the Protected 
Hea lth Information available to such member in accordant:t: with 45 C.F.R. § 164.524. 

The Plan Sponsor w ill make members· Protected Health Info rmation avai lable fo r amendment and incorporate 
any amendments to members' Protected Health Information in accordance with 45 C.F.R. § 164.526. 

The Plan Sponsor w ill make and maintain an accounting so that it can make available those disclosures o f 
members' Protected Health Info rmation that it must account for in accordance with 45 C.F.R. § 164.524. 
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The Plan Sponsor will make its internal practices, books, and records relating to the use and disclosure of 
member' s Protected Health Info rmation received from the Plan available to the U.S. Department of Health and 
Human Services for purposes of determining compliance by the Plan with the HIP AA Privacy Rule. 

The Plan Sponsor will, if feasible, return or destroy all members' Protected Health Info rmation rece ived fro m 
the Plan (or a health insurance issuer w ith respect to the Plan) that the Plan Sponsor sti ll maintains in any form 
after such informatio n is no longer needed fo r the purpose in which the use or disc losure was made. 
Additio nally, the Plan Sponsor will not retain copies o f such Protected Health Information after such 
information is no longer needed for the purpose for which the use or disclosure was made. If however, such 
return o r destruction is not feas ible, the Plan Sponsor will limit further uses and disclosures to those purposes 
that make the return or destruct ion of the information infeas ible. 

The Plan Sponsor will ensure that the required adequate separation, described below, is established and 
maintained. 

6. Disclosures of Summary Health Information and Enrollment and Disenrollment Information to the 
Plan Sponsor 

The Plan, or a health insurance issuer with respect to the Plan, may disclose summary hea lth info rmation to the 
Plan Sponsor, if the Plan Sponsor requests the summary health information for the purpose of: 

a) Obtaining premium bids from health plans for provid ing health insurance coverage under the Plan ; or 
b) Modify ing, amending, or terminating the Plan. 

The Plan, or a health insurance issuer with respect to the Plan, may disclose enro llment and disenrollment 
information to the Plan Sponsor without the need to amend the Plan Document as provided for in the " 504" 
provisio ns. 

7. Required separation between the Plan and the Plan Sponsor 

In accordance w ith the "504" provisions, this section describes the Employees or classes of Employees or 
workforce members under the contro l o f the Plan sponso r who may be given access by the Director of Risk 
Management as the Plan 's HIPAA Privacy Officer to members· Protected Health Informatio n received from the 
Plan or from a health insurance issuer. (Classes may include, for example: Analyst/Administrators; Service 
Personnel; Informatio n Techno logy Personnel; C lerical Personnel; Supervisors/Managers; Quality Assurance 
Unit.) 

a) Director o f Risk Management 
b) Risk Management Personnel 
c) Financial Acco untants 
d) Legal Adv isors who represent the Plan 
e) Part-time/Temporary Clerical support 
t) Information Techno logy Personnel 

This list reflects the Employees, classes of Employees, or other workforce members of the Plan Sponsor who 
receive members' Protected Health Information relating to payment under, hea lth care operations of, or other 
matters pertaining to Plan administration functions that the Plan Sponsor provides for the Plan. These 
individuals will have access to members· Protected Health Information so lely to perfo rm these identified 
functions, and they w ill be subject to disciplinary action and/o r sanctions ( including terminatio n o f employment 
or affiliat ion with the Plan Sponsor) for any use or disclosure of members' Protected Health Information m 
violation o f, or noncompliance w ith, the provis io ns of this section. 
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The Plan Sponsor will promptly report any such breach, violation, or noncompliance to the Plan and will 
cooperate with the Plan to correct the violation or noncompliance; to impose appropriate discip linary action 
and/o r sanctions, and to mitigate any deleterio us effect of the vio lation or noncompliance. 

8. Security Standards 

Piao Sponso r Obligations - Where Electronic Protected Health Information wil l be created, received, 
maintained, or transmitted to or by the Plan Sponsor on behalf o f the Plan, the P lan Sponsor shall reasonably 
safeguard the Electronic Protected Health Informatio n as follows: 

a) Plan Sponsor shall implement administrative, phys ical, and technical safeguards that reasonable and 
appropriately protect the confidentia lity, integrity, and availability o f the Electronic Protected Health 
Information that Plan Sponsor creates, received, maintains, or transmits on behalf of the Plan; 

b) Plan Sponsor sha ll ensure that the adequate separatio n that is required by 45 C.F.R. § I 64.504(t)(2)(iii) of 
the HIPAA Privacy Rule is suppo rted by reasonable and appropriate security measures; 

c) Plan Sponsor sha ll ensure that any agent, including a subcontractor, to whom it provides Electronic 
Protected Health Information agrees to imp lement reasonable and appropriate security measures to 
protect such information; and 

d) Plan Sponso r shall report to the Plan any Security Incidents of which it becomes aware as described 
below: 

e) Plan Sponsor sha ll report to the Plan within a reasonable t ime after Plan Sponsor becomes aware, any 
Security Incident that results in unauthorized access, use, disclosure, modificat io n, o r destruction of the 
Plan's Electron ic Protected Health Informat ion; and 

f) Plan Sponsor shall report to the Plan any other Security Incident on an aggregate basis every month, or 
more frequently upon the Plan's request. 

G. DUAL COVERAGE PRECLUDED 

No person will be covered under the Plan simultaneously: 

a) As both an Employee and a Dependent, if e ligible for County coverage; 
b) As a Dependent of more than one Employee/Ret iree. 

H. UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT 

The Plan wi ll comply with the Uniformed Services Employment and Reemployment Rights Act of 1994 
(''USERRA") with regard to continuation rights during an approved military leave of absence and reenro llment 
rights on return from such military leave of absence. 

I . An Employee who is not at work because of a per iod of duty in the Uniformed Services (as defined in 
USERRA), may, at the Employee's e lect ion, continue coverage under the Plan during the period of absence, 
so long as the Employee sat isfies the necessary provis io ns and makes any required Participant contributio n 
as provided under USERRA. 

2. The maximum period of coverage fo r an Employee, an Employee's Spouse and/or Dependent(s), if any, 
under the Plan during a period of duty in the Uniformed Services wi ll be governed by the applicable 
limitation and provisio ns contained in USERRA unless mo re generous limitations are provided under the 
Employer"s leave of absence policy. 

3. An Employee who elects to continue coverage under the Plan will pay: 
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a) The Employee's share, if any, fo r coverage under the Plan if the Employee performs service in the 
Un ifo rmed Services for up to thirty-o ne (3 1) days; or 

b) One hundred-two percent (102%) of the fu ll premium or cost under the Plan (determined in the same 
manner as t he applicable COBRA cont inuation coverage premium under Section 4980B(f)(4) of the 
Code) if the employee performs service in the Un iformed Services for thirty-one (3 1) days or more. 

4. During t he period of service in the Uniformed Services, the E mployee may pay the necessary costs 
associated with coverage under the Plan, if any, by: 

a) Remitting payment to the Employer, due the first day of each month for which the Partic ipant 
contributio ns would have been deducted from the Employee's paycheck had the Employee not been 
absent serving in the Uniformed Services, provided that any delinquent payments must be made w ithin 
thirty (30) days after their due date; 

b) At the Employee ·s request, prepaying the amounts that wi ll become due during the period of service in 
the Uniformed Services out of one o r more of the Employee's paychecks preceding such period of 
service in the Uni formed Services; or 

c) Pre-approved arrangement with the Plan Administrator and in accordance with administrative policies 
adopted by the Plan Administrator wherein the Employer pays the Employee's Participant contributions 
during the Employee's period of serv ice in the Uniformed Services. Upon return from such service, the 
Employee will reimburse the Employer fo r such prev ious payments. 

Any Employee who is a Participant, who is not at work because of service in the Uniformed Services and who 
returns to active employment within the relevant time period determined under USERRA, will be eligible to 
return to work and immediately participate in the same benefit options and coverage level (i.e., same 
dependents if currently e ligible) under the Plan which the Participant had elected to partic ipate in prior to 
serving in the Uniformed Services, subject to any changes in the Plan that affect the workforce as a w hole, 
provided that the Participant returns to employment with the same benefit eligibility status that he held prior to 
serving in the Uniformed Services. and provided further, that the Partic ipant makes a ll required elections to 
participate in the Plan on a timely bas is. Except to t he extent provided in administrative po licies adopted by the 
Plan Admin istrator (or the Employer, if applicable), the maximum period of health care coverage available to a 
Participant (and their Dependents) w hi le on a USERRA leave o f absence will end on the earlier of (i) t he last 
day of the maximum coverage period prescribed under USERRA (or if required by USERRA's discrimination 
rules, the last day of the longest period that the Employer"s leave of absence policy permits Plan coverage to 
continue) or (ii) the day after the date upon wh ich the person fails to apply for a return to a posit ion of 
employment within the time required under Section 43 I 2(a) of USERRA. For purposes of determining 
eligibility for health benefits (and only if the Participant pays the full amount which the Employer is permitted 
to charge the Participant fo r health coverage under USERRA), a Participant who experiences a reduction in 
ho urs or termination of employment sole ly due to a USERRA leave wi ll continue to be considered qualified as a 
Participant under the Plan until the earliest date that the termination of the ir health benefits is permitted under 
USERRA. 
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ARTICLE VI 
COORDINATIONOF BENEFITS I SUBROGATION 

A. COORDINATION OF BENEFITS 

All of the Benefits provided under the Plan are subject to these provis io ns, with the exception of o ut-patient 
Prescr ipt ion drugs. No coordination of benefits w ill be allowed for out-patient Prescription Drugs. 

l. Applicability 

a) This Coordination of Benefits ("COB") prov1s1on applies to This Plan when an Employee or the 
Employee's covered Dependent has health care coverage under more than one Plan. "Plan'' and "This 
Plan" are defined below. 

b) If th is COB provis ion applies, the order of benefit determinat ion ru les sho uld be looked at first. Those 
ru les determine whether the benefits of This Plan area determined before o r after t hose of another Plan. 
The benefits of This Plan: 

I ) Shall not be reduced when, under the order of benefit determination rule, This Plan determines its 
benefits before another plan; but 

2) May be reduced when under the order of benefit determination rules, another Plan determines its 
benefits first. The above reduction is described in Article V, #4, "Effect on Benefits" of This Plan. 

2. Definitions 

a) Plan means any Plan providing benefits or services for or by reason of dental care or treatment, which 
benefits or services are provided: 

I ) Group insurance or group type coverage, whether insured or uninsured. This includes prepayment, 
group practice or individual practice coverage. It a lso includes coverage other than school accident 
type coverage. 

2) Coverage under a governmental Plan or required or provided by law, including Medicare (Title 
XVlfl, Social Security Act of 1965, as amended). This does not include a stale Plan under Medicaid 
(Tit le XIX, Grants to States for Medica l Assistance Programs. of the United States Social Security 
Act as periodically amended). It also does not inc lude any P lan when, by law, its benefits are excess 
to those o f any private insurance program o r other no n-governmental program. 

3) This Plan will assume that any person who attains the age of 65 wi ll receive full Medicare coverage. 
Full Medicare coverage w ill be defined as both Part A and o ptional Part B and any other optio na l 
benefits available through Medicare. 

Each contract or other arrangement for coverage under (I) or (2) is a separate Plan. Also, if an 
arrangement has two parts and COB rules apply only to the one of the two, each of the parts is a separate 
Plan. 

b) This Plan is the part of the group contract that provides benefits for health care expenses. 

c) Primary Plan/Secondary Plan the order of benefits determination rules state whether This Plan is a 
Primary Plan or Secondary Plan as to another Plan covering the person. 

When This Plan is a Primary Plan, its benefits are determined before those of the other Plan and w ithout 
considering the other Plan 's benefits. 
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When This Plan is a Secondary Plan, its benefits are determined after those of the other Plan and may be 
reduced because of the other Plan 's benefits. 

When there are more than two Plans covering the person, This Plan may be a Primary Plan as to one or 
more other Plans, and may be a Secondary Plan as to a different Plan or Plans. 

d) Allowable Expense means any necessary, reasonable and customary item of expense for health care, 
when the item of expense is covered at least in part by one or more Plans covering the person for whom 
the claim is made. The d ifference between the cost of a private Hospital room and the cost of a semi­
private Hospital room is not considered an Allowable Expense under the above definition unless, the 
patient's stay in a private Hospital room is Medica lly Necessary e ither in terms of genera lly accepted 
medica l practice, or as specifica lly defined in the Plan. 

When a Plan provides benefits in the form of services, the reasonable cash value of each service 
rendered will be considered both an Allowable Expense and a benefit paid. 

e) Claim Determination Period means a calendar year. However, it does not include any part of a year 
during which a person has no coverage under This Plan, or any part of a year before the date this COB 
provision or similar provision takes effect. 

3. Order of Benefit Determination Rules (Coordination of Benefits) 

a) General - When there is a basis fo r a c laim under This Plan and another Plan. This Plan is a Secondary 
Plan, which has, its benefits determined after those of the other Plan, un less: 

I. The other Plan has rules coordinating its benefits with those of this Plan; and 
2. Both those rules and This Plan 's rules, subparagraph b) below, require that This Plan 's benefits be 

determined before those of the other Plan. 

b) Rules -This Plan determines its order of benefits using the first of the fo llowing rules which applies: 

1. Non-Dependent/Dependent the benefits of the Plan which covers the person as an Employee, 
member or subscriber (that is, other than as a Dependent) are determined before those of the Plan 
which covers the person as a Dependent. 

2. Dependent Child/Parents Not Separated or Divorced except as stated in section (3) below, when 
This Plan and another Plan cover the same ch ild as a Dependent of different persons, cal led 
" parents": 
a) The benefits of the Plan of the parent whose birthday falls earlier in a year are determined before 

those of the Plan of the parent whose birthday falls later in that year; but 
b) If both parents have the same birthday, the benefits of the P lan, which covered the parent longer, 

are determined before those of the Plan, which covered the other parent for a shorter period of 
time. 

3. Dependent Chi ld/Separated or Divorced Parents if two o r more Plans cover a person as a Dependent 
child of divorced or separated parents, benefits for the child are determined in this order: 

a) First, the Plan of the parent with custody of the child; 
b) Then, the Plan of the Spouse of the parent with custody of the child; and 
c) Finally, the Plan of the parent not having custody of the child. 
d) Active/Inact ive Employee-The benefits of a Plan, which covers a person as an Employee who is 

neither laid off nor retired (or as that Employee's Dependent) are determined before those of a 
Plan, which covers that person as a laid off or retired Employee (or as that Employee's 
Dependent). If the other Plan does not have this rule, and if, as a result, the Plans do not agree on 
the order of benefits, this ru le "d)" is ignored. 
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e) Longer/Shorter Length of Coverage if none of the above ru les determines the order of benefits, 
the benefits of the Plan which covered an Employee, member or subscriber longer are determined 
before those of the Plan which covered that person for the shorter period of time. 

4. Effect on Benefits 

a) When This Section Applies - This Sect ion 4 applies when, in acco rdance with Section 3. "Order o f 
Benefit Determination Ru les", this Plan is a Secondary Plan as to o ne o r more other Plans. In that event, 
the benefits of This Plan may be reduced under this section. Such other Plan or Plans are referred to as 
"the other Plans" in b) immediately below. 

b) Reduction in This Plan' s Benefits - The benefits of th is Plan will be reduced when the sum of: 
1. The benefits that wou ld be payable for the Al lowable Expenses under this Plan in the absence of this 

COB provision; and 
2. The benefits that would be payable for the Allowable Expenses under the other Plans, in absence o f 

a provisio n with a purpose like that of this COB provis io n, whether or not claim is made; 

Exceed those Allowable Expenses in a C laim Determination Period. In that case, the benefits of This Plan 
will be reduced so that they and the bene fits payable under the other plans do not total more than those 
Allowable Expenses. 

When the benefits of This Plan are reduced as described above, each benefit is reduced in proportion. It is 
then charged against any applicable benefit limit of This Plan. 

5. Right to Receive and Release Necessary Information 

Certain facts are needed to apply these COB rules. The Contract Administrator has the right to decide whic}l 
facts it needs. It may get needed facts fro m or give them to any other o rganization o r person. The Contract 
Administrator needs to tell, or get the consent of, any person to do this. Each person c laiming benefits under 
This Plan must give the Contract Administrator any facts it needs to pay the claim. 

6. Facility of Payment 

A payment made under another p lan may include an amount, which should have been paid under This Plan. 
If it does, the Contract Administrator may pay that amount to the organizatio n, which made that payment. 
That amount will then be treated as though it was a benefit paid under This Plan. The Contract 
Administrator will not have to pay that amount again. The term ·•payment made" includes provid ing benefits 
in the form of services, in which case "payment made" means reasonable cash value of the benefits provided 
in the form of services. 

7. Right of Recovery 

Whenever any benefit payments have been made by the Plan in excess o f the maximum amount required 
under the terms of this Plan Document, the Plan Administrator shall have the right to recover all such excess 
amounts from any persons, insurance companies, or other payees, and the Partic ipant sha ll make a good-faith 
attempt to assist in suc h n::l;overy. Further, the Plan Administrator shall have the rig ht to recover any excess 
payments from any future benefits payable to the Employee or the ir Dependent(s). 

The Plan Administrator may, in its' so le discretion, pay benefits for care or services pending a determinatio n 
of whether or not such care or services are covered hereunder. Such payment will not affect o r waive any 
exclusio n, and to the extent such care or serv ices have been provided, the Plan shall be entitled to recoup and 
recover the amount paid from the Covered Person or the provider of service in the event it is determined that 
such care or services are not covered hereunder. The Covered Person or his parent or guardian shall execute 
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and deliver to the Plan all ass ignments and other documents necessary or useful to the Plan Administrator for 
the purpose of enforcing its' rights under this provision. 

If the amount of the payments made by the Contract Admin istrator is more than should have been paid under 
this COB provision, it may recover the excess rrom one or more of: 

a) The person or persons it has paid or for whom it has paid; 
b) Insurance companies; or 
c) Other organizations. 

The " amount of the payments made" includes the reasonable cash value of any benefit provided in the form 
of services. 

B. SUBROGATION AND REIMBURSEMENT 

The Plan reserves all its subrogation and reimbursement rights, at law and in equity, to the full extent not 
contrary to applicable law, as determined by the Plan Administrator. At its' discretion, the Plan Administrator 
may designate a third party provider or other person or entity to exercise the rights described in this section o n 
behalf of the Plan. In addition, the Plan Administrator may, in its discretion and on a case-by-case basis, waive 
or limit any of the subrogation and reimbursement r ights set forth in this section on behalf of the Plan to the 
extent deemed appropriate. Any such waiver or limitation in a particular case will not limit or d imin ish in any 
way the Plan ' s rights in any other instance or at any other time. 

1. Benefits Subject to this Provision 

This Section B will apply to all benefits provided under the Plan. For purposes of this section, terms are 
defined as follows: 

a) ·' Recovery" means any and a ll monies and property paid by a Third Party to (i) the Participant, (ii) the 
Participant' s attorney, assign, legal representative, o r Beneficiary, (iii) a trust of which the Participant is 
a beneficiary, or (iv) any other person or entity on behalf of the Participant, by way of judgment, 
settlement, compromise or otherwise (no matter how those monies or property may be characterized, 
designated or allocated and irrespective of whether a finding of fault is made as to the Third Party) to 
compensate for any losses or damages caused by, resulting from, or in connection with, the injury or 
illness. 

b) ' ·Reimbursement" means repayment to the Plan for medical or other benefits that it has paid to or on 
behalf of the Participant toward care and treatment of the injury or illness and fo r the expenses incurred 
by the Plan in collecting this amount, includ ing the Plan' s equitable rights to recovery. 

c) ·'Subrogation'· means the Plan·s right to pursue the Participant' s c la ims against a Third Party for any or 
a ll medical or other benefits o r charges paid by the Plan. 

d) "Third Party" will include the party or parties who caused the injury or illness: the insurer, guarantor or 
other indemnifier or indemnitor of the party or parties who caused the injury or illness; a Participant's 
own insurer, such as an uninsured, underinsured, medical payments. no fau lt, homeowner·s, renter' s or 
any other liability insurer; a workers· compensation insurer; and any other individual or entity that is or 
may be liable or legally or equitably responsible for Reimbursement or payment in connection w ith the 
injury or illness. 

2. When this Provision Applies 

A Participant may incur medica l o r other charges related to any injury or illness caused by the act or 
omission of a Third Party. Consequently, such Third Party May be liable or legally or equitably responsible, 
for payment of charges incurred in connection with the injury or illness. If so, the Participant may have a 

January I , 2012 FBC Employee Benefit Dental Plan Document Page 33of41 



claim against that Third Party fo r payment of the medical or other charges. In that event, the Plan will be 
secondary payer, not primary, and the Plan will be Subrogated to all rights the Participant may have against 
that Third Party. 

Furthermore, the Plan w ill have a right of first and primary Reimbursement enfo rceable by an equitable lien 
against any Recovery paid by the Third Party. The equitable lien w ill be equa l to o ne hundred percent 
(100%) of the amo unt of benefits paid by the plan fo r the Participant' s injury o r illness and expenses 
incurred by the Plan in enforcing the prov is ions of this Section B (including, w ithout limitation, attorneys' 
fees and costs of su it, and without regard to the outcome of such an action), regardless of whether or not the 
participant has been made whole by the Third Party. This equitable lien w ill attach to the Recovery 
regardless of w hether (a) the Participant receives the Recovery or (b) the Partic ipant's attorney, a trust of 
which the Participant is a beneficiary, o r other person or entity receives the Recovery on heha lf o f the 
Participant. 

As a condition to receiving benefits under the Plan, the Participant hereby agrees to immediately notify the 
Plan Administrator, in w riting, of whatever benefits are payable under the Plan that arise out o f any injury o r 
illness that provides, or may provide, the Plan w ith Subrogation and/or Reimbursement rig hts under this 
Section B. 

The Plan·s equitable lien supersedes any right that the Participant may have to be ·'made who le." In other 
words, the Plan is entitled to the right of firsts Reimbursement out of any Recovery the Partic ipant procures, 
or may be entitled to procure, regardless of whether the Participant has received compensation for any or all 
of his damages or expenses, including any of his attorneys' fees or costs. Additionally, the Plan's right of 
first and primary Reimbursement w ill not be reduced for any reason, including attorneys ' fees, costs, 
comparative negligence, limits of collectabil ity or respo nsibil ity, or otherwise. The P lan is, not responsible 
for a Participant's legal fees and costs, is not required to share in any way for any payment of such fees and 
costs, and its equitable lien wi ll not be reduced by any such fees and costs. As a condition to coverage and 
receiving benefits under the Plan, the Participant agrees that acceptance of benefits, as well as participation 
in the Plan, is constructive notice of the provisions of this Section B, and Participant hereby automatically 
grants an equitable lien to the Plan to be imposed upon and against a ll rights of Recovery with respect to 
Th ird Parties, as described above. 

In addition to the forego ing, the Participant: 

a) Autho rizes the Plan to sue, compromise and settle in the Participant's name to t he extent of the amount 
of medical or other benefits paid for the injury o r illness under the Plan, and the expenses incurred by the 
Plan in collecting this amount, and assigns to the Plan the Participant's rights to Recovery when the 
provisions of this Section B, apply; 

b) Must notify the Plan in writing of any proposed settlement and obtain the Plan·s written consent before 
s igning any re lease or agreeing to any settlement ; and 

c) Must cooperate ful ly with the Plan in its exercise of its rights under this Section B, do nothing that 
would inter fere with or diminish those rights, and furnish any information as required by the P lan to 
exerc ise or enforce its rights hereunder. 

Furthermore, the Plan Administrator reserves the absolute right and discretion to require a Partic ipant who 
may have a c laim against a Third Party for payment of medical or other charges that were paid, or are 
payable, by the Plan to execute an deliver a Subrogation and Reimbursement agreement acceptable to the 
Plan Administrator (including execut ion and delivery o f a Subrogation and Reimbursement agreement by 
any parent or guardian on behalf of a covered Dependent, even if such Dependent is of majority age) and, 
subject to Section B, 5, that acknowledges and affirms: (i) the conditional nature of medical or other 
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benefits payments which are subject to Reimbursement and (ii) the P lan's right of fu ll Subrogation and 
Reimbursement, as provided in this Section B ("S&R Agreement"). 

When a right of Recovery exists, and as a condition to any payment by the Plan ( including payment of future 
benefits for the same or other illnesses or injuries), the Participant will execute an deliver all required 
instruments and papers, including any S&R Agreement provided by the P lan, as well as doing and provid ing 
whatever else is needed, to secure the P lan's rights of Subrogation and Reimbursement, before any med ical 
or other benefits will be paid by the Plan for the injury or illness. The Plan may file a copy of an S&R 
Agreement signed by the Participant and his attorney (and if applicable, s igned by the parent o r guardian o n 
behalf of the covered Dependent) with such other entities, or t he Plan may notify any other parties of the 
existence of P lan's equitable lien; provided, the Plan's rights will not be diminished if it fai ls to do so. 

To the extent the Plan requires executio n of an S&R Agreement by a Participant (and his attorney, as 
applicable), a Participant·s claim for any med ical or other benefits for any injury or il lness will be 
incomplete until an executed S&R Agreement is submitted to the Plan Administrator. Such S&R Agreement 
must be submitted to the Plan Admin istrator within the timeframe applicable to the particu lar type of 
benefits claimed by the Participant, as specified in the Plan's claims procedures. Any fai lure to timely 
submit the required S&R Agreement in accordance w ith the Plan' s c laims procedures will constitute the 
basis for denial off the Participant's claim for benefits for the injury or illness, and w ill be subject to the 
P lan' s claims appeal procedures. 

The Plan Administrator may determine, in its sole discretion, that it is in the Plan 's best interests to pay 
medical or other benefits for the injury or illness before an S&R Agreement and other papers are s igned and 
actions taken (for example, to obtain a prompt pay ment discount); however, in that event, any payment by 
the Plan of such benefits prior to or without obtaining a signed S&R Agreement or other papers will not 
operate as a wa iver of any of the Plan's Subrogation and Reimbursement r ights and the Plan still will be 
entitled to Subrogation and Reimbursement. In addition, the Participant will do nothing to prejud ice the 
P lan's right to Subrogation and Reimbursement, and hereby acknowledges that participation in the Plan 
precludes operatio n of the "made whole" and "common fund" doctrines. A Partic ipant who receives any 
Recovery as an abso lute obligation to immediately tender the Recovery (to the extent of I 00% of the amount 
of benefits paid by the Plan for the Participant's injury or illness and expenses incurred by the Plan in 
enforcing the provis ions of this Section B, including attorneys' fees and costs o f suit, regardless of an 
action' s outcome) to the Plan under the terms of this Section B. A Participant who receives any such 
Recovery and does not immediately tender the Recovery to the p lan w ill be deemed to hold such Recovery 
in constructive trust for the Plan because the Participant is not the rightful owner of such Recovery to the 
extent the Plan has not been fully reimbursed. By participating in the Plan, or receiving benefits under the 
Plan, the Participant automatically agrees, w ithout further notice, to a ll the terms and conditions of this 
Section B, and any S&R Agreement . 

T he P lan Administrator has maximum discret ion to interpret the terms of the Section B, and to make changes 
in its interpretation as it deems necessary or appropriate. 

3. Amount Subject to Subrogation or Reimbursement 

Any amounts Recovered w ill be subject to Subrogation or Re imbursement, even if the payment the 
Participant receives is fo r, or is descried as being for, damages other than medical expenses o r other benefits 
paid, provided or covered by the Plan. This means that any Recovery w ill be automatically deemed to first 
cover the Reimbursement, and w ill not be allocated to or designated as reimbursement for any other costs or 
damages the Participant may have incurred, unt il the P lan is reimbursed in ful l and otherwise made whole. 
In no case w ill the amount subject to Subrogation or Reimbursement exceed the amount of med ical or other 
benefits paid for the injury or illness under the Plan and the amount of medical or other benefits paid for the 
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injury or illness under the P lan and the expenses incurred by the Plan in collecting this amount. The Plan has 
a right to recover in full, without reduction for attorneys' fees, costs, comparative negligence, limits of 
collectability o r responsibility, or otherwise, even if the Participant does not receive full compensation for all 
of his charges and expenses. 

4. When Recovery Includes the Cost of Past or Future Expenses 

Jn certain circumstances, a Participant may receive a Recovery that includes amounts intended to be 
compensation for past and/or future expenses fo r treatment of the illness or injury that is the subject of the 
Recovery. The Plan will not cover any expenses for which compensation was provided through a previous 
Recovery. This exclusion w ill apply to the fu ll extent of such Recovery or the amount of the expenses 
suhmitted to the Plan for payment, whichever is less. Participation in the Plan also precludes o peration of 
the " made whole" and "common fund" doctrines in apply ing the provisions of this Section B. 

It is the responsibility of the Participant to inform the Plan Administrator when expenses incurred are related 
to an illness or injury for wh ich a Recovery has been made. Acceptance of benefits under this Plan for 
which the Participant has already received a Recovery w ill be considered fraud, and the Participant will be 
subject to any sanctions determined by the Plan Administrator, in its discretion, to be appropriate. The 
Participant is required to submit fu ll and complete documentation of any such Recovery in order for the Plan 
to cons ider eligible expenses that exceed t he Recovery. 

5. When a Participant Retains an Attorney 

If the Participant retains an attorney, the Plan w ill not pay any portion of the Participant's attorneys' fees and 
costs associated with the Recovery, nor will it reduce its Reimbursement pro-rata for the payment of the 
Partic ipant's attorneys' fees and costs. Attorneys' fees w ill be payable from the Recovery only after the P lan 
has rece ived full Re imbursement. 

The Plan Administrator reserves the absolute right and discretion to require the Participant's attorney to sig n 
an S&R Agreement as a condition to any payment of benefits under the Plan and as a condition to any 
payment of future Plan benefits for the same or other illnesses or injuries. Additionally, pursuant to such 
S&R Agreement, the Participant's attorney must acknowledge and consent to the fact that the " made whole" 
and --common Fund'' doctrines are inoperable under the Plan, and the attorney must agree not to assert either 
doctrine in his pursuit of Recovery. 

Any Recovery paid to the Partic ipant's attorney will be subject to the Plan 's equ itable lien, and thus an 
attorney who receives any Recovery has an absolute obligation to immediately tender the Recovery (to the 
extent of I 00% of the amount paid by the Plan for the Partic ipant's injury or illness and expenses incurred by 
the Plan in enforcing the provis ions of this Section B, including attorneys' fees and costs of suit regardless of 
an action's outcome) to the Plan under the terms of this Section B. A Participant's attorney who receives 
any such Recovery and does not immediately tender the recovery to the P lan will be deemed to hold the 
Recovery in constructive trust for the Plan because neither the Partic ipant nor his attorney is the r ightful 
owner of the Recovery to the extent the Plan has not received full Reimbursement. 

6. When a Participant Does Not Comply 

When a Participant does not comply with the provisions of this Section B, the Plan Administrator will have 
the power and authority, in its so le discretion, to (i) deny payment of any claims for benefits by o r on behalf 
of the Participant and (ii) deny or reduce future benefits payable (including payment of future benefits for the 
same or other injuries or illnesses) under the Plan by the amount due as Reimbursement to the P lan. The 
Plan Administrator may also, in its so le discretion, deny o r reduce future benefits ( including future benefits 
for the same or other injuries or il lnesses) under any other group benefits plan maintained by the Plan 
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Sponsor. The reductions w ill equal the amount of the required Reimbursement. If the Plan must bring an 
action against a Participant to enforce the provisions of this Section B, the Participant w ill be obligated to 
pay the Plan's attorneys· fees and costs regardless of the action's outcome. 
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ARTICLE VII 
'.·:---. CLAIMS PROCEDURES 

A. HOW TO FILE A CLAIM 

The covered Employee should submit a completed claim form directly to Boon-Chapman, Inc. , and maintain a 
copy of all material submitted. 

1. Send in expense or expenses as soon as possible. We do recommend hold ing small expenses until a 
minimum of $50.00 is accumulated . 

2. Attach all expenses to a fully completed C laim Form. These statements shou ld be " itemized", that is, they 
should at least show the minimum information: 

a) Name of the provider of service; 
b) The date and type of service; 
c) The cost of service; and 
d) The name of the person who received the service. 

3. Complete the "other insurance" portion of the claim form. Fai lure to do this can result in a delay 111 

process ing the claim. 

4. Claim forms and itemized statement of expenses should be fo rwarded by the Employee directly to: 

Boon-Chapman Benefit Administrators, Inc. 
Attn: Claims Department 
P. 0. Box 9201 
Austin, TX 78766 

Additional Contact Information: 1-800-252-9653; ·www.boonchapman.com 

Request for additional information or denia l action will be sent directly to the covered Employee. Payment 
will be sent directly to the covered Employee or provider of serv ice, whichever is applicable. 

An Explanation of Benefits (EOB) w ill be sent to the Employee as a result of each claim submission. The 
EOB will outline covered services and how the benefit calculation was acco mplished. 

B. PAYMENT OF BENEFITS 

All benefits fo r expenses incurred will be paid to the Employee except that the Employee may authorize 
benefits to be paid to the fac ility or person furnish ing services. All benefits are payable to the Employee if 
living, otherwise to the surviving wife, husband, mother, father, child or ch ildren, or estate. 

C. NOTICE OF CLAIM 

Notice g iven by or on behalf of the claimant to the Plan, or to any other authorized agent of the Employer, with 
information sufficient to ident ify the participating Employee, shall be deemed notice to the Plan. 

D. CLAIM FORMS 

The Plan upon receipt of such notice wi ll furn ish to the Employee such forms as are usually furnished by it for 
fil ing proofs of loss. If such forms are not so furn ished within thirty (30) days after the rece ipt of such notice, 
the Employee shall be deemed to have complied with the requirements of the Plan as to proof of loss, upon 
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submitting, w ithin the t ime fixed in the Plan for fil ing proofs of loss, written proof covering t he occurrence, 
character and extent of t he loss of which claim is made. 

E. PROOF OF LOSS 

Written proof o f loss must be furnished to the Contract Administrator within ninety (90) days after the date o f 
such loss. Failure to furnish said proof within such time required shall not inva lidate nor reduce any claim if it 
was not reasonably possible to g ive proof within such time, prov ided such proof is furn ished. 

F. TIME OF PAYMENT OF CLAIM 

All accrued benefits fo r expenses incurred will be paid subsequent to receipt o f written proof. 

G. PRESENTING CLAIMS FOR BENEFITS 

If Part icipant thinks they are eligib le fo r a benefit described in this P lan, Participant must fi le a claim. Forms 
required for filing proof of loss fo r claims are available at Risk Management or can be found at County Wide 
Website R isk Management link http://cwvv.co.fo11bend.tx.us!departments/risk manage mem/ RM forms.htm. 
Complete forms must be filed with the Contract Claims Admin istrator at least annually. 

The instructions on the cla im form should be followed carefully. This will expedite the processing of the c laim. 
Be sure all questions are answered fully and any required medical statements and bills be submitted with the 
claim fo rm. Failure to provide complete and accurate information requ ired on the claim form may constitute 
fraud and w ill be dealt with according ly. 

The Plan has thirty (30) days to process the c laim after it is received. In some cases, however, more time may 
be needed. If this happens, Participant will be notified that an additiona l processing period is requ ired. 

H. REQUESTING A REVIEW OF CLAIMS DENIED 

If Participant's c laim is denied, Participant will be notified in writmg. This written notice will tell the 
Part icipant t he reason fo r the denial. It will also point out what addit iona l information is needed, if any, which 
could change the decis ion to deny the claim. Fina lly, the notice will tell the Participant how they can have the 
decision reviewed. 

If Partic ipant has not received a response from the Contract Claims Administrator regarding the claim w ithin 
ninety (90) days of fi ling the claim o r if the claim has been denied, Participant can send a written appeal to the 
Contract Claims Administrator for a review o f the denied claim(s) which under other circumstances could be 
covered under the Plan. Participant has s ixty-one (6 1) days from the end of the processing per iod, if Participant 
has not received a response by that time. 

Those reviewing the Participant's claim have to act within sixty (60) days o f receiving Partic ipant' s request. 
However, in special cases, they may be allowed one hundred-twenty ( 120) days. The final decisio n will be sent 
to the Participant in writing, together with an explanation o f how the decision was made. If t he Pa1t ic ipant is 
not satisfied with the result of the Participant's appeal, Participant may file a suit and serve process on The Fort 
Bend County Employee Benefit Dental Plan. 

I. LEGAL ACTIONS 

No actions at law or in equity shall be brought to recover o n the Plan prior to the expiration of s ixty (60) days 
after proof of loss has been filed in accordance w ith the requirements of the Plan, nor shall such action be 
brought at all unless brought within three (3) years from the exp iration of the t ime within w hich proof of loss is 
required by the Plan. 

January 1, 20 12 FBC Employee Benefit Dental Plan Document Page 39of41 



J. THIRD PARTY LIABILITY 

If a Participant has medical charges: 

1. Incurred as the result of negligence or intentional acts of a third party; and 
2. For which the Participant makes a claim for benefits under this Plan; the Participant o r legal representative of 

a minor person declared to be legally incompetent, must agree in writing to repay the Plan or E mployer from 
any amount of money received by the Participant from the third party or its insurer. 

Repayment will only be to the extent of benefits paid by the Plan, but not more than the amount of the payment 
received by the Participant from the third party or its insurer. 

The repayment agreement will be binding upon the Participant or the legal representative o f a minor, or person 
who is legally incompetent, whether or not payment received from the third party or its insurer is the result of: 

I. A legal judgment; 
2. An arbitration award; 
3. A compromise settlement; or 
4. Any other arrangement. 

The repayment agreement is equally binding upon the Participant regardless of whether o r not the third party or 
its insurer had admitted liability or the dental charges are itemized in the third party payment. 
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ARTICLE VIII 
GENERAL PROVISIONS 

A. INTERPRETATION OF THE PLAN 

In the event any benefit summary contained herein differs from the offic ial text of the P lan, the o fficial text 
shall prevail. Some differences from the offic ial text may occur due to the need to restate the Plan briefly in the 
summaries, compared to a lengthier and detailed officia l text, and due to normal time lapse between amendment 
of the Plan and updating of the appropriate summary. The Plan Administrator has the responsibility for 
interpretation of the Plan and the interpretation shall be final. 

B. AMENDMENT AND TERMINATION OF THE PLAN 

The Commissioners Court shall each have the right, authority and power to make, at any time, and from time to 
t ime, any amendment to the Pla n; provided, however, no amendment shall prejudice any c laim under the Plan 
that was incurred but not paid prior to the amendment date, unless the person o r entity as responsible above for 
the amendment, as applicable, determines such amendment is necessary to comply with applicable law. 

The Commiss ioners Court shall have the right, authority and power to terminate the Plan at any t ime, in who le 
or in part, without prior notice, to the extent deemed advisable in its discretio n; provided, however, such 
termination shall not prejudice any claim under the Plan that was incurred but not paid prior to the termination 
date unless the Commissioners Court determines it is necessary to comply w ith applicable law. 

C. CHOICE OF PHYSICIANS 

An Employee or covered Dependent will have the choice of any Dentist licensed to practice in the United 
States. The Dentist-patient relationship will not be disturbed in a ny way. 

D. LEA VE OF ABSENCE 

Leave of Absence means the Employee has obtained an approved leave of absence from the Employer as 
provided for in the Employer's rules, policies, procedures, and/o r practices. This Plan w ill follow the 
Employer·s rules, policies, procedures and/or practices. 

E. ASSIGNMENT OF BENEFITS 

Benefits for dental expenses covered under the Plan may be assigned by a Participant to the person or institution 
rendering the services fo r which the expenses were incurred. No such assignment will bind the Plan unless it is 
in wr iting and unless it has been rece ived by the Plan prio r to the payment of the benefit assigned. The Plan 
will not be responsible for determin ing whether any such assignment is va lid. Payment of benefits, whic h have 
been assigned, will be made directly to the assignee unless a written request not to honor the assignment s igned 
by the Participant and the assignee has been received before the proof of loss is submitted. Any payment made 
in acco rdance with the provis ion o f th is Section shall fully d ischarge the liability of the Plan to the extent of 
such payment. 
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Fort Bend County - Cafeteria Plan Participant Count by Category 

2014 January February March April May June July August September October November December 

Pre-Tax Premiums 1487 1516 1608 1640 1676 1699 1717 1753 1774 1803 1833 1855 
Dependent Day Care Reimbursement 19 20 20 20 22 23 22 21 21 20 20 20 
Medical Reimbursement 327 334 330 330 335 337 334 332 332 330 328 326 

2015 January February March Apri l May June July August September October November December 

Pre-Tax Premiums 1747 1765 1853 1886 1909 ,1929 1963 1979 2009 2045 2067 2082 
Dependent Day Care Reimbursement 24 25 25 26 25 25 24 22 22 22 22 22 
Medical Reimbursement 344 348 343 346 344 346 342 335 333 334 331 334 
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COUNTY PURCHASING AGENT 
Fort Bend County, Texas 

Gilbert D. Jalomo, Jr., CPPB 
County Purchasing Agent 

(28 1) 341-8640 
Fax (281) 34 I -8642 or 341-8645 

Vendor Information 

Federal ID # or I Dun and Bradstreet # 
s.s # 

_ Corpuration/LLC _ Sole Proprietor/Indiv idual 
Type of Business Partnership Tax Exempt Organization 
Legal Company Year Bus iness was Established 
Name 

Remittance 
Address 

City/State/Zip 

Physical Address 

C ity/State/Zip 

, 

County Fort Bend County Other: 
Phone/Fax Phone: Fax: 

:.imber 
Contact Person 

E-mail 

Special Notes 

The Company listed _DBE-Disadvantaged Business Enterprise Certification # 
above is a (check all 
that apply and _SSE-Small Business Enterprise Certification# 
attached _ HUB-Texas Historically Underutilized Business Certification # 
certificate). 

_ WBE-Women's Business Enterprise Certification # 

_ MBE-Minority Business Enterprise Certification # 

Company's gross - < $500,000 _ $500,000-$4,999.999 _ $5.000,000-$16.999.999 
annual receipts: _ $17,000.000-$22,399,999 _ >$22,400,000 

NAICs codes 
(Please enter all 
that apply). 

PLEASE NOTE: W-9 needs to be attached m order to be entered mto our system 



Fonn W-9 Request for Taxpayer Give Form to the 
(Rev_ December 2014) Identification Number and Certification requester. Do not 
Department of the Treasury send to the IRS. 
Internal Revenue Service 

1 Name (as shown on your income tax return)_ Name is required on this line; do not leave this line blank. 

C\i 
2 Business nameldistegarded entity name, if different from above 

Q) 
Cl 

"' a. 

B'""'o~;.,, "°".'a'""'" "Lf'~"®' '."oc' LJ""' ~· "'"LJ "°"~' 0 4 Exemptions (codes apply only to 
c: certain entities, not individuals; see 0 dividuaVsole proprietor or Corporation Corporation Partnership rusVestate instructions on page 3): 

Q) .., ngle-member LLC c. g 
mited liabifity company. Enter the tax classrlication (C=C corporation, S=S corporation, P=partnership) "" 

Exempt payee code flf any) 
~ .. .. () 

ote. For a single-member LLC that is disregarded, do not check LLC; check the appropriate box in the line above for Exemption from FATCA reporting 
0 2 --.It"' tax classification of the sini:ile-member owner_ code QI any) c "' ·- c "41Jpllfl ro accourus malnt-,,.,,_me u SJ .. - ther (see instructions) "" Q. () 

; ~AOOress (number. street, and apl or suite no.) Requester's name and address (optional) ·c:; 
CD a. 
(/) 

6 City, state, and ZIP code 
Q) 
Q) 
(/) 

7 List account number(s) here (optional) 

ma Taxpayer Identification Number (TIN) 
I Social security number I Enter you~ TIN in_ the app_ropri~te box. '!"h~ TIN provided m ust.match the name given on line 1 to avo id 

backup withho lding. For individuals, this 1s generally your social security number (SSN). However, for a 
resident alien, sole proprietor, or d isregarded entity, see the Part I instructions on page 3. For other 
entities, it is your employer ident ification number (EIN). If you do not have a number, see How to get a 
TIN on page 3. 

ITO -[D -I I I I I 
or 

Note . If the account is in more than one name , see the instructions for line 1 and the chart on page 4 for 
guidelines o n whose number to enter. 

I Employer identification number 

Certification 
Under penalties of perjury, I certify that: 

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me); and 

2. I am not subject to backup withhold ing because: (a) I am exempt from backup withholding, or {b) I have not been not ified by the Internal Revenue 
Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am 
no longer subject to backup w ithholding; and 

3. I am a U.S. citizen or other U.S. person (d efined below); and 

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct. 

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup w ithholding 
because you have failed to report all interest and dividend s on your tax return . For real estate t ransactions, item 2 d oes not apply. For mortgage 
interest paid, acquisition or abandonment of secured property, cancellation of debt , contributions to an individual retirement a rrangement (IRA}, and 
generally, payment s other than interest and dividends , you are not required to sign the certification, but you must provide your correct TIN. See the 
instructions on page 3. 

Sign 
Here 

I Signature of 
U.S. person "" 

General Instructions 
Section references are to the Internal Revenue Code unless otherwise noted. 

Future developments. Information about developments affecting Fonn W-9 (such 
as legislation enacted after we release it) is at www.irs.gov/fw9. 

Purpose of Form 
An individual or entity (Form W-9 requester) who is required to file an information 
rell.m with lhe IRS must obtain your correct taxpayer identification nt.mber (TIN) 
which may be your social security number (SSN), individual taxpayer identification 
number (ITIN). adoption taxpayer identHlcation number (ATIN), or employer 
identttication number (EIN), to report on an information return the amount paid to 
you, or other amount reportable on an information return. Examples of Information 
returns include. but are not limited to, the following: 

• Form 1099-INT (Ulterest earned or paid) 

• Form 1099-DIV (dividends, including those from stocks or mutual funds) 

• Form 1099·MISC (various types of income, prizes, awards, or gross proceeds) 

• Form 1099-B (stock or mutual fund sales and certain other transactions by 
brokers) 

• Form 1099-S (p<oceeds from real estate transactions) 

•Form 1099·K (merchant card and third party network transactions) 

Date"' 

• Form 1098 (home mortgage interest), 1098-E (student loan interest), 1098-T 
(tuition) 

• Form 1099-C (canceled debt) 

• Form 1099-A (acquisition or abandonment of secured property) 

Use Form W-9 only if you are a U.S. persoo (including a resident alien), to 
provide your correct TIN. 

If you do not return Form W·9 to Ille requester with a nN, you might be subject 
to backup withholding. See What is backup withholding? on page 2. 

By signing the filled-out form, you: 

1. Certify that the TIN you are giving is correct (or you are waitUlg for a number 
to be issued), 

2. Certify that you are not subject to backup withholding, or 

3. Claim exemption from backup withholding if you are a U.S. exempt payee. If 
applicable, you are also certifying that as a U.S. person, your anocable share of 
any partnership income from a u.s_ trade or business is not subject to the 
withholding tax on foreign partners' share of elfectively connected income, and 

4. Certify that FATCA code(s) entered on this form(~ any) indicating that you are 
exempt from the FATCA reporting. is correct. See What is FATCA reporting? on 
page 2 for fur1hef information. 
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Form W-9 (Rev. 12-2014) 

Note. If you are a U.S. person and a requester gives you a form other than Form 
W-9 to request your TIN, you must use the requester's form if it is substantially 
similar to this Form W-9. 

Definition of a U.S. person. For federal tax purposes. you are considered a U.S. 
person if you are: 
•An nctividual who is a U.S. citizen or U.S. resident alien; 

• A partnership, corporation, company, or association created or organized in the 
United States or under the laws of the United States; 

• An estate (other than a foreign estate): or 

• A domestic trust (as defined in Regulations section 301. 7701-7). 

Special rules for partnerships. Partnerships that conduct a trade or business in 
the United States are generally required to pay a withholding tax under section 
1446 on any foreign partners' share of effectively connected taxable Income from 
such business. Further, in certain cases where a Form W·9 has not been received, 
the rules under section 1446 require a partnership to presume that a partner Is a 
foreign person, and pay the section 1446 withholding tax. I hefetore, rf you are a 
U.S. person that is a partner in a partnership conducting a trade or business in the 
United States, provide Form W-9 to the partnership to establish your U.S. status 
and avoid section 1446 withholding on your share of partnership income. 

In the cases below. the following person must give Form W-9 to the partnership 
for purposes of establishing its U.S. status and avoiding withholding on its 
allocable share of net income from the partnership conducting a trade or business 
in the United States: 

• In the case of a disregarded entity with a U.S. owner. the U.S. owner of the 
disregarded entity and not the entity; 

• In the case of a granter trust with a U.S. grantor or other U.S. owner. generally, 
the U.S. grantor or other U.S. owner of the grantor trust and not the trust: and 

• In the case of a U.S. trust (other than a grantor trust). the U.S. trust (other than a 
grantor trust) and not the beneficiaries of the trust. 

Foreign person. If you are a foreign person or the U.S. branch of a foreign bank 
that has elected to be treated as a U.S. person, do not use Form W-9. Instead, use 
the appropriate Form W-8 or Form 8233 (see Publication 515, Withholding of Tax 
on Nonresident Aliens and Foreign Entities). 

Nonresident alien who becomes a resident alien. Generally, only a nonresident 
alien individlal may use the terms of a tax treaty to reduce or elininate U.S. tax on 
certain tyi1es of income. However. most tax treaties contain a provision known as 
a "saving clause.• Exceptions specified in the saving clause may permit an 
exemption from tax to continue for certain types of income even aher the payee 
has otherwise become a U.S. resident a.lien for tax purposes. 

II you are a U.S. resident alien who is relying on an exception contained in the 
saving clause of a tax treaty to claim an exemption from U.S. tax on certain types 
of income, you must attach a statement to Form W-9 that specifies the fol~g 
five items: 

1. The treaty country. Generally, this must be the same treaty under which you 
claimed exemption from tax as a nonresident alien. 

2. The treaty article addressing the income. 

3. The article number (or location) in the tax treaty that contai'ls the saving 
clause and its exceptions. 

4. The type and amount of income that qualifies for the exemption from tax. 

5. Sutticient facts to justify the exemption from tax under the terms of the treaty 
article. 

Example. Article 20 of the U.S. -China income tax treaty allows an exemption 
from tax for scholarship income received by a Chinese student temporarily present 
in the United States. Und« U.S. law, this student will become a resident alien for 
tax purposes if his or her stay in the United States exceeds 5 calendar years. 
However, paragraph 2 of the first Protooot to the U.S.-China treaty (dated Aprll 30, 
1984) allows the provisions of Article 20 to continue to apply even aher the 
Chinese student becomes a resident alien of the United States. A Chinese student 
who qualifies for this exception (under paragraph 2 of the first protocol) and is 

relying on this exception to claim an exemption from tax on his or her scholarship 
or fellowship income would attach to Form W-9 a statement that includes the 
information described above to support that exemption. 

H you oro a norvesidont alien°' a foreJon entity. give the requester the 
appropriate completed Form W-8 or Form 8233. 

Backup Withholding 
What is backup withholding? Persons making certain payments to you must 
under certain cond~ions withhold and pay to the IRS 28% of such payments. This 
is called "backup withholding." Payments that may be subject to backup 
withholding include interest, tax-exempt Interest, dividends, broker and barter 
exchange transactions. rents. royalties, nonemployee pay, payments made in 
settlement of payment card and third party network transactions. and certain 
payments from fishing boat operators. Real estate transactions are not subject to 
backup withholding. 

You will not be subject to backup withholding on payments you receive if you 
give the requester your cooect TIN, make the proper certifications, and report all 
yoll" taxable interest and dividends on your tax return. 

Payments you receive will be subject t.o backup withholding if: 

1. You do not furnish your TIN to the requester, 

2. You do not certify your TIN when required (see the Part II instructions on page 
3 for details). 
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3. The IRS tells the requester that you furnished an incorrect TIN, 

4. The IRS tells you that you are subject to backup withholding because you did 
not report all your interest and dividends on your tax return (for reportable interest 
and dividends only), or 

5. You do not certify to the requester that you are not subject to backup 
withholding under 4 above (for reportable interest and dividend accounts opened 
after 1983 only). 

Certain payees and payments are exempt from backup withholding. See Exempt 
payee code on page 3 and the separate Instructions for the Requester of Form 
W-9 for more information. 

Also see Special rules for pannerships above. 

What is FATCA reporting? 
The Foreign Account Tax Compliance Act (FATCA) requires a participating foreign 
financial instnution to report all United States account holders that are specified 
United State~ persons. Certllin pay~ ore exompt from FATCA reporting. Soo 
Exemp tion from FATCA reporting code on page 3 and the Instructions for the 
Requester of Form W-9 for more information. 

Updating Your Inform at ion 
You must provide updated information to any person to whom you claimed to be 
an exempt payee If you are no longer an exempt payee and anticipate receiving 
reportable payments in the future from this person. For example, you may need to 
provide updated information d you are a C corporation that elects to be an S 
corporation, or if you no longer are tax exempt. In addition, you must furnish a new 
Form W-9 if the name or TIN changes for the account: for example, if the grantor 
of a grantor trust dies. 

Penalties 
Failure t o furnish TIN. If you fall to furnish your correct TIN to a requester, you are 
subject to a penalty o1 S50 for each such laikJre unless your failure is due to 
reasonable cause and not to willful neglect. 

Civil penalty for false information w ith respect to withhold ing. If you make a 
false statement with no reasonable basis that results in no backup withholding, 
you are subject to a $500 penatty. 

Criminal penalty for falsifying information. Willfully falsifying certifications or 
affirmations may subject you to crimnal penalties including fines and/or 
imprisonment. 

Misuse of TINS. II the requester discloses or uses TINs in violation of federal law, 
the requester may be subject to civil and criminal penalties. 

Specific Instructions 
line 1 
You must enter one of the following on this line: do not leave this line blank. The 
name should match the name on your tax return. 

If this Form w -g is for a joint account. list first, and then circle, the name of the 
person or entity whose number you entered in Part I of Form W·9. 

a. Individual. Generally, enter the name shown on your tax return. If you have 
changed your last name without informing the Social Security Administration (SSA) 
of the name change, enter your first name. the last name as shown on your social 
security card, and yOIJf new last name. 

Note. ITIN applicant Enter your individual name as it was entered on your Form 
W-7 application, line la This should also be the same as the name you entered on 
the Form 1040/1040A/1040EZ you filed with your application. 

b. Sole proprietor o r single·member LLC. Enter your individual name as 
shown on your 1040/1040A/1040EZ on line 1. You may enter your business. trade, 
or "doing business as• (OBA) name on line 2. 

c. Partnership, LLC that is not a single-member LLC, C Corporation, or S 
Corporation. Enter the entity's name as shown on the entity's tax retwn on line 1 
and any business, trade. or OBA name on line 2. 

d. Other entities. Enter your name as shown on required U.S. federal tax 
documents on line 1. This name should match the name shown on the charter or 
other legal document creating the entity. You may enter any business. trade, or 
OBA name on line 2. 

e. Di.scegarded entity. For U.S. federal tax purposes, an entity that is 
disregarded as an entity separate from its owner is treated as a "disregarded 
entity." See Regulations section 301. 7701-2(c)(2)0ii). Enter the owner's name on 
line 1. The name of the entity entered on line 1 should never be a disregarded 
entity. The name on line 1 should be the name shown on the income tax return on 
which the income should be reported. For example. if a foreign LLC that is treated 
as a disregarded entity for U.S. federal tax purposes has a single owner that is a 
U.S. person. the U.S. owner's name is required to be provided on line 1. If the 
direct owner or the entity is also a disregarded entity, enter the first owner that is 
not disregarded for federal tax purposes. Enter the disregarded entity's name on 
line 2, "Business name/disregarded entity name." II the owner of the disregarded 
entity is a foreign person, the owner must complete an appropriate Form W-8 
instead of a Form W-9. This is the case even if the foreign person has a U.S. TIN. 
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Line 2 
If you have a business name, trade name. OBA name, or disregarded entity name, 
you may enter it on line 2. 

Line3 
Check the appropriate box in line 3 for the U.S. federal tax classification of the 
person whose name is entered on fine 1. Check only one box in line 3. 

Limited Liability Company (LLC). If the name on line 1 is an UC treated as a 
partnership for U.S. lede<al tax pixposes, check the "Limited Liabillty Company" 
box and enter •p• in the space provided. If the LLC has filed Form 8832 or 2553 to 
be taxed as a corporation, check the "Limited Liability Company" box and in the 
space provided enter "C" for C corporation o_r "S" for S corporatio.'.1 .. tt ~ is a . . 
single-member LLC that Is a disregarded entity, do not check the Limited L1ab1llty 
Company• box; instead check the first box in line 3 "lndividuaVsole proprietor or 
single-member LLC." 

Line 4, Exemptions 
If you are exempt from backup withholcfing and/or FATCA reporting, enter in the 
appropriate space in line 4 any code(s) that may apply to you. 

Exempt payee code. 
• Generally, individuals (including sole proprietors) are not exempt from backup 
withholding. 

• Except as provided below. corporations are exempt from backup withholding 
for certain payments. including interest and dividends. 

• Corporations are not exempt from backup withholding for payments made in 
settlement of payment card or third party network transactions. 

• Corporations are not exempt from backup withholding with respect to attorneys' 
fees or gross proceeds paid to attorneys, and corporations that provide medical or 
health care services are not exempt with respect to payments reportable on Form 
1099-MISC. 

The following codes identify payees that are exempt from backup withholding. 
Enter the appropriate code in the space in line 4. 

1 -An organization exempt from tax under section 501 (a). any IRA, or a 
custodial account under section 403(b){7) if the account satisfies the requirements 
of section 401(1)(2) 

2 - The United States or any of its agencies or instrumentalities 

3-A state. the District of Coh .. mbia, a U.S. commonwealth or possession. or 
any of their political subdivisions or instrumentalities 

4-A foreign government or any of its political subdivisions, agencies, or 
Instrumentalities 

5-A corporation 

6-A dealer in securities or commodities required to register In the United 
States. the District of Columbia, or a U.S. commonwealth or possession 

7 -A futures commission merchant registered with the Commodity Futures 
Trading Commission 

8- A real estate invesunent trust 

9 -An entity registered at all times during the tax year under the Investment 
Company Act of 1940 

10 - A common trust fund operated by a bank under section 584(a) 

11-A financial institution 

12-A middleman known In the investment community as a nominee or 
custodian 

13-A trust exempt from tax under section 664 or described in section 4947 

The following chart shows types of payments that may be exempt from backup 
withholding. The chart applies to the exempt payees listed aoove, 1 through 13. 

IF the payment is for . •• 

Interest and dividend payments 

Broker transactions 

Barter exchange transactions and 
patronage dividends 

Payments over $600 required to be 
1 

reported and cfirect sales over $5.000 

Payments made in settlement of 
payment card or third party network 
transactions 

THEN the payment is exempt for .. . 

All exempt payees except 
for7 

Exempt payees 1 through 4 and 6 
ttvough 11 and all C corporations. S 
corporations must not enter an exempt 
payee code because they are exempt 
only for sales of noncovered securities 
acquired prior to 2012. 

Exempt payees 1 through 4 

Generally, exempt payees 
1through 5

2 

Exempt payees 1 through 4 

1 See Form 1099-MISC. Miscellaneous Income, and its instructions. 
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2 However, the following payments made to a corporation and reportable on Form 
1099-MISC are not exempt from backup withholding: medical and health care 
payments. attorneys' fees. gross proceeds paid to an attorney reportable under 
section 6045(1). and payments for services paid by a federal executive agency. 

Exemption f rom FATCA reporting code. The following codes identify payees 
that are exempt from reporting under FATCA. These codes apply to pe<SOnS 
submitting this form for accounts maintained outside of the United States by 
certain foreign fnancial institutions. Therefore. tt you are only submitting this form 
for an account you hold in the United States. you may leave this field blank. 
Consult with the person requesting this form if you are uncertain if the financial 
institu tion is subject to these requirements. A requester may indicate that a code is 
not required by providing you with a Form W-9 w ith "Not Applicable" (or any 
similar indication) written or printed on the line for a FATCA exemption code. 

A - An organization exempt from tax under section 501 (a) or any individual 
retirement p lan as defined in section 7701(a)(37) 

B - The United States or any of its agencies or instrumentalit ies 

C - A state, the District of Columbia, a U.S. commonwealth or possession. or 
any of their political subdivisions or instrumentalities 

0 - A corporation the stock of which is regularly traded on one or more 
established securities markets, as described in Regulations section 
1.1412- 1 (c)(1 )rn 

E- A corporation that is a member of the same expanded affiliated group as a 
corporation described in Regulations section 1 .14 72- t (c)(l XQ 

F- A dealer in securities, commodities. or derivative financial instruments 
(lllciuding notional principal contracts, futures, forwards, and optlOfls) that is 
registered as such under the laws of the United States or any state 

G- A real estate investment trust 

H- A regulated investment company as defined in section 851 or an entity 
registered at all times during the tax year under the Investment Company Act of 
1940 

I - A common trust fund as defined in section 584(a) 

J - A bank as defined In section 581 

K - All<oker 

L - A trust exempt from tax under section 664 or described in section 4947(aX1) 

M-A tax exempt trust under a section 403(b) plan or section 457(9) plan 

Note. You may wish lo consult with the financial institution requesting this form to 
determi'le whether the FATCA code and/or exempt payee code should be 
completed. 

Line s 
Enter your address (number. street. and apartment or suite number). This is where 
the requester o f this Form W-9 will mail your information returns. 

Line6 
Enter your city. state, and ZIP code. 

Part I. Taxpayer Identification Number (TIN) 
Enter your TIN in the appropriate box. If you are a resident alien and you do not 
have and are not eligible to get an SSN, your TIN is your IRS individual taxpayer 
identification number QTIN). Enter it In the social security number box. If you do not 
have an ITIN, see How to get a nN below. 

If you are a sole proprietor and you have an EIN. you may enter either your SSN 
or EIN. However, the IRS prefers that you use your SSN. 

H you are a single-member UC that is disregarded as an entity separate from its 
owner (see Umited Liability Company (lLC) on this page). enter the owner's SSN 
(or EIN, if the owner has one). Do not enter the disregarded entity's EIN. If the LLC 
is classified as a corporation or partnership, enter the entity's EIN. 

Note. See the chart on page 4 for further clarification of name and TIN 
combinations. 

How to 9et a TIN. If you do not have a TIN. apply for one immediately. To apply 
for an SSN, get Form SS-5. Application for a Social Security Card, from your local 
SSA office or get this fe><m online at www.ssa gov You may also get this form by 
calling 1-800-772-1213. Use Form W-7, Application for IRS Individual Taxpayer 
Identification Nt.mber. to apply for an ITIN. or Form SS-4, Application for Employer 
Identification Number. to apply for an EIN. You can apply for an EIN online by 
accessing the IRS website at www.its.gov/businesses and clicking on Employer 
Identification Number (EIN) under Starting a Business. You can get Forms W-7 and 
SS-4 from the IRS by visiting IRS.gov or by calling 1-800-TAX-FORM 
(1-800-829-3676). 

If you are asked to complete Form W-9 but do not have a TIN, apply for a TIN 
and write "Applied For" in the space for the TIN. sign and date the form. and give it 
to the requester. For interest and dividend payments, and certain payments made 
with respect to readily tradable instruments. generally you will have 60 days to get 
a TIN and give i t to the requester before you are subject to backup withholding on 
payments. The 60-day rule does not apply to o ther types of payments. You wift be 
subject to backup withholding on all such payments until you provide you- TIN to 
the request er. 

Note. Entering "Applied For'" means that you have already applied for a TIN or that 
you intend to apply for one soon. 

Caution: A disregarded U.S. entity that has a foreign owner must use the 
appropriate Form W-8. 



Form W-9 (Rev. 12-2014) 

Part II. Certification 
To establish to the wlthholding agent that you are a U.S. person, or resident alien. 
sign Form W -9. You may be requested to sign by the withholding agent even if 
Items 1, 4, or 5 below indicate othefwise. 

For a joint account, only the person whose TIN is shown in Part I should sign 
(when required). In the case of a cfJSregarded entity. the person identified on line 1 
must sign. Exempt payees, see Exempt payee code ear11er. 

Signature requirements. Complete the certification as indicated in items 1 
through 5 below. 

1. Interest. dividend, and barter exchange account s opened before 1984 
and broker accounts considered active dur ing 1983. You must give your 
correct TIN. but you do not have to sign the certification. 

2. Interest, dividend, broker, and barter exchange accounts opened after 
1983 and broker accounts considered inactive during 1983. You must sign the 
certification or backup withholding will apply. If you are subject to backup 
withholding and you are merely providing your correct TIN to the requester. you 
must cross out item 2 in the certifocation before signing the form. 

3. Real estate transactions. You must sign the certitication. You may cross out 
Item 2 of the certification. 

4. Other payments . You must give your correct TIN, but you do not have to sign 
the certification unless you have been notified that you have previously given an 
Incorrect TIN. "Other payments" include payments made in the course of the 
requester's trade or business IOI" rents, royalties. goods (other than bills IOI" 
merchandi.se), medical and health care services (including payments to 
corporations). payments to a nonemployee IOI" services. payments made in 
settlement of payment card and third party network transactions, payments to 
certain fishing boat crew members and fishermen, and gross proceeds paid to 
attorneys (ncluding payments to corporations). 

5. Mortgage interest paid by you, acquisition or abandonment of secured 
property, cancellation of debt, qualified tuition program payments (under 
section 529), IRA, Coverdell ES.A, Archer MSA or HSA contributions or 
distributions, and pension distributions. You must give your correct TIN, but you 
do not have to sign the certification. 

What Name and Number To Give the Requester 
For this type of account 

1. Individual 
2. Two or more individuals ijoint 

account) 

3. Custodlan account of a minOf 
(l.Jnifocm Gift to Minors Act) 

4. a. The usual revocable savings 
trust (granter is also trustee) 
b. So-called trust account that is 
not a legal Of valid trust under 
state law 

5. Sole proprietorship or disregarded 
entity owned by an Individual 

Give name and SSN of: 

The individual 
The actual owner of the account or, 
if combined funds, the first 
individual on the account' 

The minor' 

The grantOf-trustee' 

The actual owner' 

The owner' 

6. Grantee trust filing under Optional The grantor" 
FOl"m 109g Filing Method 1 (see 
Regulations section 1.671-4(b)(2W) 
(A)) 

For this type of account Give name and EIN of: 

7. Disregarded entity not owned by an The owner 
individual 

8. A valid trust, estate, or pension trust Legal entity' 

9. CorpOl"ation or LLC electing The cOfporation 
corporate status on Form 8832 or 
Form 2553 

10. Association. club, rerigious, The organization 
diaritable, educational, or other tax.-
exempt organization 

11. Partnership or multi-member LLC The partnership 
12. A broker or registered nominee The broker or nominee 

13. Accetr1t with the Department of The public entity 
Agriculture in the name of a public 
entity (such as a state or local 
government, school district, or 
prison) that receives agricultural 
program payments 

14. Granter trust filing under the Form 
1041 Filing Method or the Optional 
Focm 1099 Flllng Method 2 (see 
Regulations section 1.671-4(b)(2)(i) 
(B)) 

The trust 

' ust first and circle the name of the person whose numbet you furnish. It only one person on a 
joint account has an SSN, that person's number must be rurroshed. 

~ On:le the minor's name and tumish the minor' s SSN. 

Page 4 

3
Yoo must show yoor Individual name and you may also enter your business or OBA name on 
the "Business name/disregarded entity" name line. You may use either your SSN or EIN (n you 
have one~ but the IRS encourages you to use your SSN. 

'ust first and circle the name of the trust. estate, or pension trust. (Oo not furnish the TIN of the 
personal representative or trustee unless the legal entity itself is not designated In the account 
title.) Nso see Special~ for paMerships on page 2. 

•Note. Grantor also must provide a Form W-9 to 11\JStee of lruSt 

Note. If no name is circled when more than one name is listed, the number will be 
considered to be that of the first name listed. 

Secure Your Tax Records from Identity Theft 
Identity theft occurs when someone usos yOVf: personal information such as your 
name, SSN, or other identifying infOfmatlon, without your permission, to commit 
fraud Of other crimes. An ident.ity thief may use your SSN to get a job or may file a 
tax return using your SSN to receive a refund. 

To reduce your risk: 

• Protect your SSN, 

• Ensure your employer is protecting your SSN, and 

• Be careful when choosing a tax preparer. 

If your tax records are affected by identity theft and you receive a notice from 
the IRS, respond right away to the name and phone number printed on the IRS 
not ice or letter. 

ff your tax records are not currently affected by identity theft but you think you 
are at risk due to a lost Of stolen purse or wallet, questionable credit card activity 
or credit report, contact the IRS Identity Theft HoUine at 1-800-908-4490 or submit 
Form 14039. 

For more information. see Publication 4535, Identity Theft Prevention and Victim 
Assistance. 

Victims of identity theft who are experiencing economic harm or a system 
problem, or are seeking help in resolving tax problems that have not been resolved 
through normal channels, may be eligible for Taxpayer Advocate Service (TAS) 
assistance. You can reach T AS by calling the TAS toll-free case intake line at 
1-877-777-4778 or TTY/TDD 1-800·829-4059. 

Protect yourself from suspicious emails or phi.shing schemes. Ph1shing is the 
creation and use of email and websites designed to mimic legitimate business 
emails and websites. The most common act is sending an email to a user falsely 
clalming to be an estabflShed legitimate enterprise in an attempt to scam the user 
into surrendering private information that wdl be used for identity theft. 

The IRS does not initiate contacts with taxpayers via emails. Also. the IRS does 
not request personal detailed information through email or ask taxpayers for the 
PIN numbers, passwords, or similar secret access information for their credit card, 
bank, Of other financial accounts. 

If you receive an unsolicited email claiming to be from the IRS, forward this 
message to phishing@irs.gov. You may also report misuse of the IRS name, logo, 
or other IRS property to the Treasury Inspector General for Tax Administration 
(TIGTA) at 1-800-366-4484. You can forward suspicious emails to the Federal 
Trade Commission at spam@uce.gov Of contact them at www.ftc.gov/ldtheft or 
1-877-IDTHEFT (1 ·877 -438-4338). 

Visit IRS.gov to learn mOfe about identity thett and how lo reduce your risk. 

Privacy Act Notice 
Section 6109 of the Internal Revenue Code requires you to provide your correct 
TIN to persons (including federal agencies) who are required to hie infOfmation 
returns with the IRS to rePOfl interest, dividends, or certain other income paid to 
you; mortgage interest you paid; the acquisition or abandonment of secured 
property; the cancellation of debt; or contributions you made to an IRA, Archer 
MSA. or HSA The person collecting this form uses the information on the form to 
file infocmation returns with the IRS, reporting the above information. Routine uses 
of this information Include giving it to the Department o f Justice for civil and 
criminal litigation and to cities, states. the District of Columbia, and U.S. 
commonwealths and possessions for use in administering their laws. The 
information also may be disclosed to other countries under a treaty, to federal and 
slate agencies to enforce civil and criminal laws, or to federal law enforcement and 
intelligence agencies to combat terrorism. You must provide your TIN whether or 
not you are required to file a tax return. Under section 3406. payers must generally 
withhold a percentage of taxable interest, dividend, and certain other payments to 
a payee who does not give a TIN to the payer. CA!rtain penalties may also apply for 
providing false Of fraudulent information. 



Job No.: ""R=F....,O..._ __ _ 
TAX FORM/DEBT/ RESIDENCE CERTIFICATION 

(for Advertised Projects) 

Taxpayer Identification Number (T.l.N.): 

Company Name submitting Bid/Proposal: 

Mailing Address: 

Are you registered to do business in the State of Texas? Yes No 

If you are an individual, list the names and addresses of any partnership of which you are a general partner or any 
assumed name(s) under which you operate your business 

I. Property: List all taxable property in Fort Bend County owned by you or above partnerships as well as any d/b/a 
names. Include real and personal property as well as mineral interest accounts. (Use a second sheet of paper if 
necessary.) 

Fort Bend County Tax Acct. No.* Property address or location** 

* This is the property accoum identification number assigned by the Fort Bend County Appraisal District. 
** For real property, specifY the property address or legal description. For business personal property, specify the 

address where the property is located. For example, office equipment will normally be at your office, but inventory 
may be stored at a warehouse or other location. 

II. Fort Bend County Debt - Do you owe any debts to Fort Bend County (taxes on properties listed in I above, 
tickets, fines, tolls, court judgments, etc.)? 

Yes No If yes, attach a separate page explaining the debt. 

Ill. Residence Certification - Pursuant to Texas Government Code §2252.00 I et seq., as amended, Fort Bend County 
requests Residence Certification. §2252.001 et seq. of the Government Code provides some restrictions on the 
awarding of governmental contracts; pertinent provisions of §2252.00 I are stated below: 

(3) "Nonresident bidder" refers to a person who is not a resident. 

(4) "Resident bidder" refers to a person whose principal place of business is in this state, including a 
contractor whose ultimate parent company or majority owner has its principal place of business in 
this state. 

I certify that------- - --- is a Resident Bidder of Texas as defined in Government Code 
[Company Name] 

§2252.001. 

I certify that-- --------- is a Nonresident Bidder as defined in Government Code 
[Company Name] 

§2252.00 I and our principal place of business is----------- ---
[City and State] 

Created 05112 
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EXHIBIT B: SERVICES 

SECTION 1-ADMINISTRATIVE SERVICES MEDICAL AND DENTAL PLAN 

Boon Chapman shall provide County with the following services as required for the administration 
and operation for each of the benefit plans identified in RFP 16-086. 

A. ACCOUNT SERVICES 

1. DEVELOPMENT, COMMUNICATION, AND INSTALLATION FOR EACH OF THE 
BENEFIT PLANS IDENTIFIED IN RFP 16-086 

a. Recommendations as to initial development and design of each Plan and Plan 
Document and future revisions thereof; as requested by County. 

b. Cost projections of benefits and administration; as requested by County. 
c. Assistance in preparation of employee communications material and benefit 

booklets; as requested by County. 
d. Communication and enrollment of employees and dependents through 

meetings provided and arranged by County; as requested by County. 
e. Development and design of forms and procedures for processing requests for 

benefits payment; as requested by County. 
f. Boon Chapman will submit any advertising relating to the Plan to County for 

approval prior to its use. 

2. REPORTS AND RECORDS: PREPARATION OF SUCH ACCOUNTING REPORTS AS ARE 
NEEDED IN THE FINANCIAL MANAGEMENT AND ADMINISTRATIVE CONTROL OF 
THE PLAN, SUCH AS INCLUDING BUT NOT LIMITED TO: PROJECTIONS OF INITIAL 
AND RENEWAL UNIT COST AND TOTAL COST AND LISTINGS OF BENEFITS PAID. 

B. BOON CHAPMAN MAY PROVIDE COUNTY WITH THE OTHER SPECIAL SERVICES TO 
WHICH THE PARTIES MUTUALLY AGREE AS DOCUMENTED IN A WRITTEN 
AMENDMENT TO THE AGREEMENT. 

C. MEDICAL AND DENTAL PLAN CLAIMS ADMINISTRATION 
(See Exhibit C for pricing) 

1. Boon Chapman shall, in accordance with the terms of County's Plan Document(s): 
a. Process medical and dental benefits with respect to Covered Persons and 

determine the amount due and payable; 
b. Process any written requests, issues or comments received from Covered 

Persons on appeals of denied benefits and forward the information to County 
for review and decision; 

c. Upon receipt of County's decision of benefit appeals, calculate any amount due 
and payable and make payment, or issue a denial notice, all in accordance with 
written instructions of County; 

d. Issue checks in payment of benefits to Covered Persons or to such other person 
or assignee entitled thereto; 

e. Maintain records and files of benefit payments for each Covered Person; 
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f. Submit reports of benefit payments as agreed upon with County at mutually 
agreeable times. 

2. When so directed by County, Boon Chapman shall suspend payment of benefits 
until resumption is authorized by County. 

3. Any protest of a benefit payment that the County would reasonably expect to be 
notified of shall be brought to the immediate attention of County. 

4. Boon-Chapman shall not be liable for or be required to use its funds for the 
payment of claims under the Plan. Boon-Chapman shall not be considered the 
insurer or underwriter of the liability of the County to provide benefits for the 
Plan's Covered Persons, and the County shall have the final responsibility and 
liability for payment of claims in accordance with the provisions of the Plan. Boon 
Chapman shall review claim denials as outlined in County's Plan document. The 
County shall be responsible for all expenses of the operation of the Plan, except as 
provided under this Agreement. 

5. If a payment is made to or on behalf of an ineligible person or if an overpayment is 
made to a covered person, Boon-Chapman shall attempt, with full cooperation and 
assistance of the County, to recover such payment through reimbursement or from 
future benefits that become due to such person or entity, but shall not be 
responsible for such payment or overpayment unless it was due to gross negligence 
of the Boon-Chapman. 

D. MEDICAL PLAN UTILIZATION MANAGEMENT/ PRE-AUTHORIZATION 
See Exhibit C for pricing) 

1. Pre-Authorization/Inpatient Utilization Management 
a. Inpatient Hospital Pre-Authorization, including mental nervous and/ or chemical 

dependency. When Boon-Chapman receives notification of an acute care 
hospital admission before the admission, Boon-Chapman will attempt to 
communicate with the appropriate health care providers to determine the 
diagnosis, proposed treatment and requested length of stay. Using clinical 
knowledge and clinical criteria Boon-Chapman will review whether the 
proposed admission and length of stay is medically necessary and advise the 
covered person or the health care provider of its decision. 

b. Concurrent Review, including mental nervous and/or chemical dependency. 
Boon-Chapman will review requests for approval of additional days for on-going 
hospital admissions and approve such days when appropriate. 

c. Lower Level Care Admission: Boon-Chapman will review admission to skilled 
nursing facility, rehabilitation facility, long term acute care facility to determine 
whether they are medically necessary and advise the covered person or the 
health care provider of its decision. 

d. Retrospective Review: If Boon-Chapman receives notification of an acute care 
hospital admission, emergency admission or lower level care admission 
including mental nervous and/or chemical dependency after the initial 
admission, Boon Chapman will attempt to communicate with the appropriate 
health care providers to determine the diagnosis, proposed treatment and 
requested length of stay. Using clinical knowledge and clinical criteria Boon­
Chapman will review whether the admission and length of stay is medically 
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necessary and advise the covered person or the health care provider of its 
decision. 

e. Coordination with Fort Bend County Employee Benefit Plan and Employee 
Assistance Program ("EAP" ): Boon Chapman will work with patient, provider, 
and EAP to facil itate a smooth transfer to a network provider after EAP visits are 
exhausted and benefits are to be rendered under the medical plan. 

2. Outpatient Utilization Management: Boon Chapman will review mutually agreed 
upon outpatient surgeries and services, diagnostic tests, mental nervous and/or 
chemical dependency services that are outlined in the plan document. 

3. Prime DX: Boon Chapman will perform its utilization duties under the Agreement 
Sections D2 and D3 by and through PrimeDx, a Utilization Management company, 
wholly owned by Boon-Chapman. However, Boon Chapman will remain 
responsible for the execution of those duties according to the terms of this 
Agreement. PrimeDx' s hours of operation will be no less than Monday through 
Thursday, 8am to 6pm Central time Friday, 8am to Spm Central time. 

4. Case Management: Case management services including mental nervous and/or 
chemical dependency are available to those members with catastrophic illnesses, 
chronic diseases, acute episodes of illness, traumatic injuries or individuals 
requiring multiple healthcare services. It also includes a covered person becoming 
a candidate for an organ transplant or becoming pregnant under high-risk 
circumstances. If Boon Chapman determines, that an alternative plan of treatment 
or a fee negotiation for services will likely result in cost savings to County, it wil,I 
encourage the physician or covered person to use the alternative treatment plan or 
the services available at a discounted fee. If the physician or covered person 
chooses not to do so, Boon Chapman's responsibilities with respect to alternative 
plan of treatment will be complete. County will reimburse Boon Chapman for the 
cost of any outside medical review. 

E. MEDICAL PLAN/MEDICARE REPRICING SERVICES 
(See Exhibit C for pricing) 

l. Boon Chapman will limit the allowable charges for non-network hospital and facility 
charges, as directed by County's Director of Risk Management, which will be an 
agreed percentage of what Medicare would allow, for a fee of 10% of savings. The 
savings will be calculated as the difference between the Medicare allowable and 
what the Fort Bend County Employee Benefit Plan's liability would have been if the 
Fort Bend County Employee Benefit Plan had paid at the non-network coinsurance 
benefit level, based on billed charges If the Fort Bend County Employee Benefit 
Plan, in its discretion, agrees to allow a higher payment amount after the provider 
has been paid the Medicare allowable rate, Boon Chapman will refund County its 
fee, prorated to the extent of the adjustment. 

2. Boon Chapman will reprice dialysis claims to a percentage of Medicare as directed 
by County's Director of Risk Management, 

F. MEDICAL AND DENTAL PLAN RETIREE PREMIUM COLLECTION SERVICES 
(See Exhibit C for pricing) 
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Boon Chapman will bill and collect monthly premiums from Fort Bend County Retirees on 
any benefit plan offered or sponsored by Fort Bend County. 

G. MEDICAL AND DENTAL PLAN COBRA ADMINISTRATIVE SERVICES: 
(See Exhibit C for pricing) 

1. Boon Chapman shall provide County with the following services as required for the 
administration of the continuation of coverage provisions of COBRA for certain 
employees and their dependents: 

a. Provide the following forms, which are necessary to administer 
continuation of coverage: 

i. Notice of right to continue coverage; 
ii. Continuation enrollment form; 

iii. Payment Coupons; and 
iv. Termination notices 

b. Provide direct contact with the continuing individuals on behalf of 
County. 

c. Make available to County actuarial services to determine a reasonable 
rate amount. County shall reimburse Contract Claims Administrator for 
reasonable actuarial services that County authorizes. 

d. Send notification of continuation to qualified individuals to the last 
known address, within ten working days of receiving notice of qualifying 
event. 

e. Collect premiums from continuing individuals. Contract Claims 
Administrator will have no responsibility to remit any premiums not 
collected from any continuing individual. 

f . Remit premiums collected to the Plan. 
g. Notify County when a participant' s COBRA coverage ends. 
h. Provide County with a monthly list of COBRA participants. 
i. Provide County with information about changes in COBRA that affect the 

services being performed under this agreement. 
2. It is mutually understood that it is the responsibility of County to notify Boon 

Chapman in a form provided by County within three working days after County is 
aware of a COBRA qualifying event. 

H. MEDICAL PLAN OUT-PATIENT PRESCRIPTION DRUG CARO ADMINISTRATION 
(See Exhibit C for pricing) 

Boon-Chapman will transmit eligibility to the appropriate prescription benefit management 
company, include prescription information on the employee ID card, and respond to 
benefit inquiries. 

I. MEDICAL PLAN DIALYSIS REPRICING 
(See Exhibit C for pricing) 
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Boon Chapman will reprice dialysis claims to a percentage of Medicare as directed by 
County's Direct or of Risk Management. 

J. MEDICAL PLAN DISEASE MANAGEMENT SERVICES 
(See Exhibit C for pricing) 

Boon Chapman, working through PrimeDx, will evaluate medical and pharmacy claims to 
identify Plan participants that have selected chronic conditions that warrant disease 
management. The nursing staff will provide disease specific education and facilitate 
coordination of care with the objective of improving Plan participant health and reducing 
Plan costs. Boon Chapman/PrimeDx staff may provide on-site disease management 
activities as needed. If Boon Chapman is unable to contact a Plan Participant, County will 
assist Boon Chapman upon request. 

K. MEDICAL PLAN PROVIDER NEGOTIATIONS NON P.P.O 
(See Exhibit C for pricing) 

At the direction of the County, Boon Chapman will attempt to obtain discounts from out­
of-network providers in order to decrease both Plan costs and balance billing to the 
member. Negotiated claims will be processed at the out of network coinsurance level, and 
all negotiations will be signed off on by the provider. Savings will be measured as follows: 
The actual monetary difference between what the FBC medical plan would have paid, 
according to the most current plan document versus the negotiated discount obtained by 
Boon Chapmans Cost Containment Unit. The percentage of savings payment to Boon 
Chapman will be as stated on Exhibit C 

L. MEDICAL PLAN TRANSPARENCY TOOL 
(See Exhibit C for pricing) 

Offer the services of Healthcare Bluebook, or other similar vendors. Using this service, 
participants search procedures to find out how much cost should be in a service area and 
use Fair Price information to compare procedure costs which should assist in reducing out­
of-pocket costs every time when receiving medical care. Services also include viewing of 
quality metrics, allowing the participants to get the highest quality care at the lowest price. 

M. MEDICAL PLAN HIGH TOUCH CUSTOMER SERVICE 

(See Exhibit C for pricing) 

Boon Chapman will provide a Member Champion to provide patient advocacy services 
which will assist members and their dependents with navigating the complicated field of 
medical and dental insurance. Specific tasks include, but are not limited to: working 
directly with members and their dependents to help them understand medical terminology 
and medical bills, researching network providers, researching possible solutions for 
patients, discussing explanation of benefits and contacting medical or dental providers on 
behalf of a patient to gather information and negotiate payment plans, bill reductions, etc. 
The Member Champion would also proactively contact members when we need additional 
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information and before certain claim denials and perform other tasks as directed to 
provide superior customer service. 

N. EXCEPT AS OTHERWISE STATED IN THIS SECTION (SECTION N), THE FOLLOWING 
SERVICES Will BE OFFERED AT NO ADDITIONAL FEE OR CHARGE BY BOON CHAPMAN. 
IF A PRODUCT OR SERVICE IS OFFERED BY A VENDOR OTHER THAN BOON CHAPMAN 
FOR ANY OF THE AREAS BELOW, THOSE VENDORS RATES OR FEES MUST BE 
APPROVED BY SIGNED CONTRACT AMENDMENT PRIOR TO ANY IMPLEMENTATION. 

1. Medical and Dental Plan Subrogation Services 
Identify claims with potential t hird party liability and work with plan participant 
and legal counsel, if applicable, to attempt recovery of claims. 

2. Medical Plan Reinsurance/Stop-Loss 
Assist in marketing, analysis and placement of reinsurance. 

3. Medical and Dental Plan P.P.O/E.P.O./H.M .O Networks 
Assist in marketing, analysis, placement and administration of networks 

4. Prescription Benefit Management Selection Services 
Assist in marketing, analysis and placement of program, which may include a 
fee that must be approved in advance, and in writing, by the County Director of 
Risk Management 

5. Medical Plan Medical Tourism 
i. Domestic -Assist participants in obtaining applicable 

outpatient surgical care at Surgery Center of Oklahoma or 
other facilit ies that use "transparent pricing". We will 
work with the County to implement and communicate 
Plan language to incent participants to use this facility. 
Provide Medical Plan language. Applicable Plan benefits 
apply to services rendered. 

ii. Internat ional -Assist participants in obtaining applicable 
care Health City Cayman Islands or other like facilities. 
We will work with the County to implement and 
communicate Plan language to incent participants to use 
this facility. Provide Plan language. Applicable Plan 
benefits apply to services rendered. 

6. Medical Plan Hospital Bill Audit 
Assist in the evaluation, procurement, contract ing, and implementation of the 
services of a hospital bill audit company to scrub bills to find bi lling code errors, 
gross overcharges, and other types of common billing errors for an additional 

fee. If the county decides to engage an outside auditor Boon-Chapman will 
reasonably cooperate with an outside auditor but may charge an additional fee. 
Any such fees described in this Section must be approved in advance, and in 
writ ing, by the County Director of Risk Management. 
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7. Employee Assistance Programs 
Assist in the evaluation, procurement, contracting, and implementation of 
Employee Assistance Programs. 

8. Ancillary Products 
Assist in the evaluation, procurement, contracting, and implementation of 
insured ancillary products, including but not limited to, short term disability, 
long term disability, life, accidental death and dismemberment, insured vision 
programs and long term care coverage. Additional information is required for a 
charge/fee quote. If the County chooses to self-fund the vision benefit, we can 
assist with plan design and contribution recommendations 

9. Debit card for Cafeteria Plan/Section 125 Plan 
The Benny Prepaid Benefits Card is a special-purpose MasterCard* Card or 
Visa9 Card that gives participants an easy, automatic way to pay for eligible 
health care or benefit expenses. The Card lets participants electronically access 
the pre-tax amounts set aside in their respective employee benefits accounts 
such as Flexible Spending Accounts (FSAs), Health Reimbursement Accounts 
(HRAs), and Health Savings Accounts (HSAs). There is a $5 additional fee for 
replacement card charged to cardholder, which may be adjusted upon notice. 

10. Patient-Centered Outcomes Research Institute Fee 
Provide necessary census reporting to the County so that County can complete 
the required Internal Revenue Service form. 

11. Medical Plan Medicare Part D reporting 
Creditable coverage disclosure to Centers for Medicare and Medicaid "CMS" 
Assist in the online annual reporting to CMS. 

12. Medical Plan Section 6055/6056 reporting 
Assist in the evaluation, procurement, contracting, and implementation of a 
vendor to track and/or provide appropriate tax forms. 

13. Benefit administration outsourcing (if requested by County) 
Offer combined billing and online enrollment services. Additional information 
will be needed to determine the fee at the time of a request for this service. 

14. Medicare Part D retiree drug subsidy recovery assistance (if requested by 
County) 
Assist in subsidy recoupment. The fee for this service is $2.00 per retiree per 
month, plus the cost of the actuarial attestation. 

SECTION 3 - ADMINISTRATIVE SERVICES CAFETERIA PLAN/ IRS SECTION 125 
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See Exhibit C for pricing 

A. BOON CHAPMAN SHALL PROVIDE COUNTY WITH THE FOLLOWING ADMINISTRATIVE 
SERVICES FOR OPERATION OF THE PLAN: 

1. Receipt of contributions for employees from County and their deposit in a special 
bank account; 

2. Posting of contributions to each employee's account by benefit; 
3. Issuing of payments from employee's benefit account for designated benefits or 

reimbursement to employees for eligible expenses, to the extent that funds are 
available; 

4. Posting of disbursements to employee's benefit account; 
5. Providing County and each employee with a record of contributions, 

disbursements, and account balances on a quarterly basis; and 
6. Providing County with a record of bank account transactions monthly. 

B. BOON CHPAMAN SHALL KEEP All RECORDS FILES, RECORDS, AND REPORTS 
PREPARED AND MAINTAINED BY BOON CHAPMAN FOR THE PROVISION OF THE 
ADMINISTRATIVE SERVICES CAFETERIA PLAN/ IRS SECTION 125 SHALL BE KEPT IN 
STRICT ACCORDANCE WITH AGREEMENT FOR THIRD PARTY CLAIMS 
ADMINISTRATION SERVICES PURSUANT TO RFP 16-086 AND AS REQUIRED BY THE 
INTERNAL REVENUE SERVICE. 
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EXHIBIT B: SCOPE OF WORK 

SECTION 1 - ADMINISTRATIVE SERVICES MEDICAL AND DENTAL PLAN 

Boon Chapman shall provide County with the following services as required for the administration 
and operation for each of the benefit plans identified in RFP 16-086. 

A. ACCOUNT SERVICES 

1. DEVELOPMENT, COMMUNICATION, AND INSTALLATION FOR EACH OF THE 
BENEFIT PLANS IDENTIFIED IN RFP 16-086 

a. Recommendations as to initial development and design of each Plan and Plan 
Document and future revisions thereof; as requested by County. 

b. Cost projections of benefits and administration; as requested by County. 
c. Assistance in preparation of employee communications material and benefit 

booklets; as requested by County. 
d. Communication and enrollment of employees and dependents through 

meetings provided and arranged by County; as requested by County. 
e. Development and design of forms and procedures for processing requests for 

benefits payment; as requested by County. 
f . Boon Chapman will submit any advertising relating to the Plan to County for 

approval prior to its use. 

2. REPORTS AND RECORDS: PREPARATION OF SUCH ACCOUNTING REPORTS AS ARE 
NEEDED IN THE FINANCIAL MANAGEMENT AND ADMINISTRATIVE CONTROL OF 
THE PLAN, SUCH AS INCLUDING BUT NOT LIMITED TO: PROJECTIONS OF INITIAL 
AND RENEWAL UNIT COST AND TOTAL COST ANO LISTINGS OF BENEFITS PAID. 

B. BOON CHAPMAN MAY PROVIDE COUNTY WITH THE OTHER SPECIAL SERVICES TO 
WHICH THE PARTIES MUTUALLY AGREE AS DOCUMENTED IN A WRITIEN 
AMENDMENT TO THE AGREEMENT. 

C. MEDICAL AND DENTAL PLAN CLAIMS ADMINISTRATION 
(See Exhibit C for pricing) 

1. Boon Chapman shall, in accordance with the terms of County's Plan Document(s): 
a. Process medical and dental benefits with respect to Covered Persons and 

determine the amount due and payable; 
b. Process any written requests, issues or comments received from Covered 

Persons on appeals of denied benefits and forward the information to County 
for review and decision; 

c. Upon receipt of County's decision of benefit appeals, calculate any amount due 
and payable and make payment, or issue a denial notice, all in accordance with 
written instructions of County; 

d. Issue checks in payment of benefits to Covered Persons or to such other person 
or assignee entitled thereto; 

e. Maintain records and fi les of benefit payments for each Covered Person; 
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f. Submit reports of benefit payments as agreed upon with County at mutually 
agreeable times. 

2. When so directed by County, Boon Chapman shall suspend payment of benefits 
until resumption is authorized by County. 

3. Any protest of a benefit payment shall be brought to the immediate attention of 
County. 

4. If Boon Chapman issues payment to, or on behalf of, a party and the payment is not 
in accordance the requirements of the Plans (which shall referred to as " Excess 
Payments," Boon Chapman shall attempt to recover such Excess Payment through 
reimbursement or from future benefits that become due to the party receiving the 
payment or benefit. 
a. Boon Chapman shall conduct initial collection activities including notification of 

Excess Payments made. If, after sixty (60) days from date of initial collection 
notification, reimbursement has not occurred, Boon Chapman shall notify 
County's Risk Management Director and turn the matter over to County for 
resolution. 

b. Boon Chapman shall, for any payment caused to be made as a result of Boon 
Chapman error and, upon nonpayment of Excess Payments exceeding one 
hundred twenty (120) days, either a) forward payment to County from Boon 
Chapman funds; or b) file to secure recovery under Boon Chapman's 
professional insurance policies with such recovery payable to County. Credits to 
County for Excess payments will not be allowed. 

c. County shall cooperate with and reasonably assist Boon Chapman's efforts to 
recover any Excess Payment from any person (including but not limited to 
current or former employees of County) who benefited from such Excess 
Payment, to the fullest extent allowed by law. 

D. MEDICAL PLAN UTILIZATION MANAGEMENT/ PRE-AUTHORIZATION 
See Exhibit C for pricing) 

1. Pre-Authorization/Inpatient Utilization Management 
a. Inpatient Hospital Pre-Authorization, including mental nervous and/or chemical 

dependency. When Boon-Chapman receives notification of an acute care 
hospital admission before the admission, Boon-Chapman will attempt to 
communicate with the appropriate health care providers to determine the 
diagnosis, proposed treatment and requested length of stay. Using clinical 
knowledge and clinical criteria Boon-Chapman will review whether the 
proposed admission and length of stay is medically necessary and advise the 
covered person or the health care provider of its decision. 

b. Concurrent Review, including mental nervous and/or chemical dependency. 
Boon-Chapman will review requests for approval of additional days for on-going 
hospital admissions and approve such days when appropriate. 

c. Lower Level Care Admission: Boon-Chapman will review admission to skilled 
nursing facility, rehabilitation facility, long term acute care facil ity to determine 
whether they are medically necessary and advise the covered person or the 
health care provider of its decision. 

Page 2 of 8 



d. Retrospective Review: If Boon-Chapman receives notification of an acute care 
hospital admission, emergency admission or lower level care admission 
including mental nervous and/or chemical dependency after the initial 
admission, Boon Chapman w ill attempt to communicate with the appropriate 
health care providers to determine the diagnosis, proposed treatment and 
requested length of stay. Using clinical knowledge and clinical criteria Boon­
Chapman will review whether the admission and length of stay is medically 
necessary and advise the covered person or the health care provider of its 
decision. 

e. Coordination with Fort Bend County Employee Benefit Plan and Employee 
Assistance Program (" EAP" ): Boon Chapman will work with patient, provider, 
and EAP to facilitate a smooth transfer to a network provider after EAP visits are 
exhausted and benefits are to be rendered under the medical plan. 

2. Outpatient Utilization Management: Boon Chapman will review mutually agreed 
upon outpatient surgeries and services, diagnostic t ests, mental nervous and/or 
chemical dependency services that are outlined in the plan document. 

3. Prime DX: Boon Chapman will perform its utilization duties under the Agreement 
Sections 0 2 and 03 by and through PrimeDx, a Utilization Management company, 
wholly owned by Boon-Chapman. However, Boon Chapman will remain 
responsible for the execution of those duties according to the terms of this 
Agreement. PrimeDx's hours of operation w ill be Monday through Friday, 8am to 
7pm Central t ime. 

4. Case Management: Case management services including mental nervous and/or 
chemical dependency are available to those members with catastrophic illnesses, 
chronic diseases, acute episodes of illness, traumatic injuries or individuals 
requiring multiple healthcare services. It also includes a covered person becoming 
a candidate for an organ transplant or becoming pregnant under high-risk 
circumstances. If Boon Chapman determines, that an alternative plan of treatment 
or a fee negotiation for services will likely result in cost savings to County, it will 
encourage the physician or covered person to use the alternative t reatment plan or 
the services available at a discounted fee. If the physician or covered person 
chooses not t o do so, Boon Chapman's responsibilities with respect to alternative 
plan of treatment will be complete. County will reimburse Boon Chapman for t he 
cost of any outside medical review. 

E. MEDICAL PLAN/MEDICARE REPRICING SERVICES 
{See Exhibit C for pricing) 

1. Boon Chapman will limit t he allowable charges for non-network hospital and facility 
charges to an agreed percentage [recommendation 200 %] of what Medicare would 
allow for a fee of 10% of savings. The savings wil l be calculated as the difference 
between the Medicare allowable and what the Fort Bend County Employee Benefit 
Plan's liability would have been if the Fort Bend County Employee Benefit Plan had 
paid at the non-network coinsurance benefit level, based on billed charges If the 
Fort Bend County Employee Benefit Plan, in its discretion, agrees to allow a higher 
payment amount after the provider has been paid the Medicare allowable rate, 
Boon Chapman will refund County its fee, prorated to the extent of the adjustment. 
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2. Boon Chapman will reprice dialysis claims to a percentage of Medicare 
[recommendation 125%] (when the Fort Bend County plan is primary). 

F. MEDICAL AND DENTAL PLAN RETIREE PREMIUM COLLECTION SERVICES 
(See Exhibit C for pricing) 

Boon Chapman will bill and collect monthly premiums from Fort Bend County Retirees on 
any benefit plan offered or sponsored by Fort Bend County. 

G. MEDICAL AND DENTAL PLAN COBRA ADMINISTRATIVE SERVICES: 
(See Exhibit C for pricing) 

1. Boon Chapman shall provide County with the following services as required for the 
administration of the continuation of coverage provisions of COBRA for certain 
employees and their dependents: 

a. Provide the following forms, which are necessary to administer 
continuation of coverage: 

i. Notice of right to continue coverage; 
ii. Continuation enrollment form; 
iii. Payment Coupons; and 
iv. Termination notices 

b. Provide direct contact with the continuing individuals on behalf of 
County. 

c. Make available to County actuarial services to determine a reasonable 
rate amount. County shall reimburse Contract Claims Administrator for 
reasonable actuarial services that County authorizes. 

d. Send notification of continuation to qualified individuals to the last 
known address, within ten working days of receiving notice of qualifying 
event. 

e. Collect premiums from continuing individuals. Contract Claims 
Administrator will have no responsibility to remit any premiums not 
collected from any continuing individual. 

f. Remit premiums collected to the Plan. 
g. Notify County when a participant's COBRA coverage ends. 
h. Provide County with a monthly list of COBRA participants. 
i. Provide County with information about changes in COBRA that affect the 

services being performed under this agreement. 
2. It is mutually understood that it is the responsibility of County to notify Boon 

Chapman in a form provided by County within three working days after County is 
aware of a COBRA qualifying event. 
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H. MEDICAL PLAN OUT-PATIENT PRESCRIPTION DRUG CARO ADMINISTRATION 
(See Exhibit C for pricing) 

Boon-Chapman will transmit eligibility to the appropriate prescription benefit management 
company, include prescription information on the employee ID card, and respond to 
benefit inquiries. 

I. MEDICAL PLAN DIALYSIS REPRICING 
(See Exhibit C for pricing) 

Boon Chapman will reprice dialysis claims to a percentage [recommendat ion 125%) of 
Medicare when the Fort Bend County plan is primary payor. 

J. MEDICAL PLAN DISEASE MANAGEMENT SERVICES 
(See Exhibit C for pricing) 

Boon Chapman, working through PrimeDx, will evaluate medical and pharmacy claims to 
identify Plan participants that have selected chronic conditions that warrant disease 
management. The nursing staff will provide disease specific education and facilitate 
coordination of care with the objective of improving Plan participant health and reducing 
Plan costs. Boon Chapman/PrimeDx staff may provide on-site disease management 
activities as needed. If Boon Chapman is unable to contact a Plan Participant, County will 
assist Boon Chapman upon request. 

K. MEDICAL PLAN PROVIDER NEGOTIATIONS NON P.P.O 
(See Exhibit C for pricing) 

At the direction of the County, Boon Chapman will attempt to obtain discounts from out­
of-network providers in order to decrease both Plan costs and balance billing to the 
member. Negotiated claims will be processed at the out of network coinsurance level, and 
all negotiations will be signed off on by the provider. Savings will be measured as follows: 
The actual monetary difference between what the FBC medical plan would have paid, 
according to the most current plan document versus the negotiated discount obtained by 
Boon Chapmans Cost Containment Unit. The percentage of savings payment to Boon 
Chapman will be as stated on Exhibit C 

l. MEDICAL PLAN TRANSPARENCY TOOL 
(See Exhibit C for pricing) 

Offer the services of Healthcare Bluebook, or other similar vendors. Using this service, 
participants search procedures to find out how much cost should be in a service area and 
use Fair Price information to compare procedure costs which should assist in reducing out­
of-pocket costs every time when receiving medical care. Services also include viewing of 
quality metrics, allowing the participants to get the highest quality care at the lowest price. 
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M. MEDICAL PLAN HIGH TOUCH CUSTOMER SERVICE 
(See Exhibit C for pricing) 

Boon Chapman will provide a Member Champion to provide patient advocacy services 
which will assist members and their dependents with navigating the complicated field of 
medical and dental insurance. Specific tasks include, but are not limited to: working 
directly with members and their dependents to help them understand medical terminology 
and medical bills, researching network providers, researching possible solutions for 
patients, discussing explanation of benefits and contacting medical or dental providers on 
behalf of a patient to gather information and negotiate payment plans, bill reductions, etc. 
The Member Champion would also proactively contact members when we need additional 
information and before certain claim denials and perform other tasks as directed to 
provide superior customer service. 

N. EXCEPT AS OTHERWISE STATED IN THIS SECTION {SECTION N), THE FOLLOWING 
SERVICES WILL BE OFFERED AT NO ADDITIONAL FEE OR CHARGE BY BOON CHAPMAN. 
IF A PRODUCT OR SERVICE IS OFFERED BY A VENDOR OTHER THAN BOON CHAPMAN 
FOR ANY OF THE AREAS BELOW, THOSE VENDORS RATES OR FEES MUST BE 
APPROVED BY SIGNED CONTRACT AMENDMENT PRIOR TO ANY IMPLEMENTATION. 

1. Medical and Dental Plan Subrogation Services 
Identify claims with potential third party liability and work with plan participant 

, and legal counsel, if applicable, to attempt recovery of claims. 

2. Medical Plan Reinsurance/Stop-Loss 
Assist in marketing, analysis and placement of reinsurance. 

3. Medical and Dental Plan P.P.O/E.P.O./H.M.O Networks 
Assist in marketing, analysis, placement and administration of networks 

4. Prescription Benefit Management Selection Services 
Assist in marketing, analysis, placement and administration of program 

5. M edical Plan Medical Tourism 
i. Domestic -Assist participants in obtaining applicable 

outpatient surgical care at Surgery Center of Oklahoma or 
other facilities that use "transparent pricing". We will 
work with the County to implement and communicate 
Plan language to incent participants to use this facility. 
Provide Medical Plan language. Applicable Plan benefits 
apply to services rendered. 

ii. International -Assist participants in obtaining applicable 
care Health City Cayman Islands or other like facilities. 
We will work with the County to implement and 
communicate Plan language to incent participants to use 
this facility. Provide Plan language. Applicable Plan 
benefits apply to services rendered. 
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6. Medical Plan Hospital Bill Audit 
Assist in the evaluation, procurement, contracting, and implementation of the 
services of a hospital bill audit company to scrub bills to find billing code errors, 
gross overcharges, and other types of common billing errors. If the county 
decides to engage an outside auditor 

7. Employee Assistance Programs 
Assist in the evaluation, procurement, contracting, and implementation of 
Employee Assistance Programs. 

8. Ancillary Products 
Assist in the evaluation, procurement, contracting, and implementation of 
insured ancillary products, including but not limited to, short term disability, 
long term disability, life, accidental death and dismemberment, insured vision 
programs and long term care coverage. Additional information is required for a 
charge/fee quote. If the County chooses to self-fund the vision benefit, we can 
assist with plan design and contribution recommendations 

9. Debit card for Cafeteria Plan/Section 125 Plan 
The Benny Prepaid Benefits Card is a special-purpose MasterCard® Card or 
Visa• Card that gives participants an easy, automatic way to pay for eligible 
health care or benefit expenses. The Card lets participants electronically access 
the pre-tax amounts set aside in their respective employee benefits accounts 
such as Flexible Spending Accounts (FSAs), Health Reimbursement Accounts 
(HRAs), and Health Savings Accounts (HSAs). There is no fee for the additional 
card. 

10. Medical Plan Required Government Reporting 
Assist in reporting membership counts the Federal Department of Health and 
Human Services and in providing necessary census reporting for the Internal 
Revenue Service 

11. Medical Plan Medicare Part D reporting 
Creditable coverage disclosure to Centers for Medicare and Medicaid "CMS" 
Assist in the online annual reporting to CMS. 

12. Medical Plan Section 6055/6056 reporting 
Assist in t he evaluation, procurement, contracting, and implementation of a 
vendor to track and/or provide appropriate tax forms. 

13. Benefit administration outsourcing (if requested by County) 
Offer combined billing and online enrollment services. Additional information 
will be need to determine the fee at the time of a request for this service. 
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14. Medicare Part D retiree drug subsidy recovery assistance (if requested by 

County) 
Assist in subsidy recoupment. The fee for this service is $2.00 per ret iree per 
month, plus the cost of t he actuarial attestation. 

SECTION 2 HIPAA Services 

A. NOTIFY IN WRITING, EACH NEW HEALTH PLAN PARTICIPANT, OF THEIR PRE-EXISTING 
CONDITION EXCLUSION PERIOD AND THEIR RIGHTS TO ITS REDUCTION THROUGH 
EVIDENCE OF PRIOR CREDITABLE COVERAGE. 

B. OBTAIN FROM GROUP OR NEW HEALTH PLAN PARTICIPANT, EVIDENCE OF PRIOR 
CREDITABLE COVERAGE AND/OR ASSIST THE NEW HEALTH PLAN PARTICIPANT IN 
SECURING SUCH EVIDENCE. 

C. CALCULATE, DETERMINE, RECORD ANO APPLY ACTUAL PRE-EXISTING CONDITION 
EXCLUSION PERIOD AFTER APPLYING PRIOR CREDITABLE COVERAGE. 

D. PROVIDE CUSTOMER SERVICE SUPPORT TO HEAL TH PLAN PARTICIPANTS REGARDING 
HIPAA QUESTIONS AND ISSUES. 

E. CALCULATE ANO PROVIDE CERTIFICATES OF CREDITABLE COVERAGE TO THESE 
HEALTH PLAN PARTICIPANTS TERMINATING FROM THE HEALTH PLAN. 

F. MONITOR AND IMPLEMENT PROCEDURES TO INSURE HEALTH PLAN COMPLIANCE AS 
MAY BE NECESSARY DUE TO REGULATORY CHANGES ANO NEW CASE LAW. 

SECTION 3 - ADMINISTRATIVE SERVICES CAFETERIA PLAN/ IRS SECTION 125 
See Exhibit C for pricing 

A. BOON CHAPMAN SHALL PROVIDE COUNTY WITH THE FOLLOWING ADMINISTRATIVE 
SERVICES FOR OPERATION OF THE PLAN: 

1. Receipt of contributions for employees from County and their deposit in a special 
bank account; 

2. Posting of contributions to each employee's account by benefit; 
3. Issuing of payments from employee's benefit account for designated benefits or 

reimbursement to employees for eligible expenses, t o the extent that funds are 
available; 

4. Posting of disbursements to employee's benefit account; 
5. Providing County and each employee with a record of contributions, 

disbursements, and account balances on a quarterly basis; and 
6. Providing County with a record of bank account transact ions monthly. 

B. BOON CHPAMAN SHALL KEEP ALL RECORDS FILES, RECORDS, AND REPORTS 
PREPARED ANO MAINTAINED BY BOON CHAPMAN FOR THE PROVISION OF THE 
ADMINISTRATIVE SERVICES CAFETERIA PLAN/ IRS SECTION 125 SHALL BE KEPT IN 
STRICT ACCORDANCE WITH AGREEMENT FOR THIRD PARTY CLAIMS 
ADMINISTRATION SERVICES PURSUANT TO RFP 16-086 AND AS REQUIRED BY THE 
INTERNAL REVENUE SERVICE. 
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EXHIBIT C: FEE SCHEDULE 

County and Boon Chapman hereby agree to the compensation schedules set forth below as being 

the sole compensation to Boon Chapman for the performance of its obligations under t his 
Agreement. Monthly fees are based upon Plan Participant/Enrollment (as specified below) as of 

the beginning of each month. 

Boon Chapman will guarantee the following rates for three (3) years starting with the effective 
date of this Agreement. Thereafter any rate escalation will be negotiated but w ill not exceed 5% 

per cumulative annual renewal period and Boon Chapman will provide ninety (90) working days' 
notice prior to any rate escalation; exclud ing any amounts imposed by mandatory federal, state or 

local regulatory requirements or restrictions. Boon Chapman is also entitled to a fair and 
reasonable fee for additional service or expense required because of new governmental 

regulat ions which will be negotiated between the Parties. 

MEDICAL AND DENTAL PLAN 

Service Cost 

Medical Plan Claim Administration and COBRA $16.75/per enrolled employee/retiree per month 
Administration (combined) 
Dental Plan Claim Administration $3.75/per enrolled employee/ retiree per month 
Out Patient Prescription Drug Card Administration $0.50/per prescription per month , 

Medical Plan Pre-Certification I $3.20 /per enrolled employee/retiree per month 
Utilization Management 
Retiree Billing and Rate Collection $3.00/per enrolled retiree per month 
Medicare Repricing (See Exhibit B) 10% of savings which must be calculated and 

reported by Contractor to County on a mont hly 
basis 

Dialysis Repricing (See Exhibit B) $100.00 per day of dialysis treatment repriced 
Provider Negotiations non PPO (See Exhibit B) 25% of savings which must be calculated and 

reported by Contractor to County on a monthly 
basis 

Disease Management $4.50/per enrolled employee/retiree per month 
Transparency Tool $1.00/per enrolled employee/retiree per month 
High Touch Customer Service $1.00/per enrolled employee/ret iree per month 
Subrogation if requested 30% of recoveries 
Medical Plan Hospita l Bill Audit (if requested) At agreed upon hourly fees 

Enrollment Meetings $150 per individual per 8-hour day; $80 per 
individual per 4-hour assignment; $25 per hour for 
assignments of less than 4 hours. 

Employee Communication Materials Printing, supplies postage at cost and labor 
Claims Run Out Fees Three times the administrative fees due in the last 

month of the contract 
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CAFETERIA/ l.R.S. SECTION 125 PLAN 

Service Cost 
Premium Reduction Account $0.00 per employee participant per month 
Medical Reimbursement Account $3.00 per employee participant per month 
Dependent Day Care Account $3.00 per employee participant per month 

Replacement Cards $5 each charged to card holder not to County 

Services not listed on this cost sheet must be approved in advance by written amendment to the 
AGREEMENT FOR THIRD PARTY CLAIMS ADMINISTRATION SERVICES PURSUANT TO RFP 16-086. 
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STATE OF TEXAS § 

§ 

COUNTY OF FORT BEND § 

BUSINESS ASSOCIATE AGREEMENT 

I. INTRODUCTION 

A. Parties 

This Business Associate Agreement ("Agreement") is entered into as of January 1, 2017 
by and between the County of Fort Bend, Texas and Boon Chapman Benefit Administrators, Inc., 
located at 9401 Amberglen Blvd., Building I, Suite 100, Austin, Texas 78729. 

B. Underlying Agreement 

Business Associate and Covered Entity are parties to the AGREEMENT FOR THIRD PARTY 
CLAIMS ADMINISTRATION SERVICES PURSUANT TO RFP 16-086 ("Underlying Agreement") to 
which Business Associate provides certain services to Covered Entity. 

C. HIPAA. 

In relation to the performance of services, Business Associate may receive protected health 
information from Covered Entity or otherwise have access to protected health information that 
must be kept confidential in accordance with the Health Insurance Portability and 
Accountability Act of 1996 ("HIPAA") and regulations promulgated thereunder, as may be 
amended from time to time. Therefore, in consideration of the foregoing premises and the 
mutual covenants and conditions set forth below and in the Underlying Agreement, Business 
Associate and Covered Entity, agree to the terms and conditions set forth in this Agreement. 

II. DEFINITIONS 

A. "Business Associate" shall mean Boon Chapman, located at 9401 Amberglen Blvd., 
Building I, Suite 100, Austin, Texas 78729. 

B. "Catch-all definition" shall mean that terms used, but not otherwise defined, in this 
Agreement shall have the same meaning as those terms in the Privacy Rule. 

C. "Covered Entity" shall mean Fort Bend County. 
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D. "Disclosure" shall mean the release, transfer, provision of access to, or divulging in 

any other manner, of Protected Health Information, outside Business Associate's 
organization, i.e., to anyone other t han its employees who have a need to know or 
have access to the PHI or EPHI. 

E. "Individual" shall have the same meaning as the term " individual" in 45 CFR 
160.103 and shall include a person who qualifies as a personal representative in 
accordance with 45 CFR 164.502 (g). 

F. "Individually Identifiable Health Information" means information collected from an 
individual that is created by or received by Covered Entity and relates to a past, 
present, or future physical or mental health or condition of an individual, the 
provision of health care to an individual or the past, present or future payment for 
health care, and which identifies the individual and with respect to w hich t here is a 

reasonable basis to believe the information can be used to identify the individual. 

G. Privacy Rule" shall mean the Standards for Privacy of Individually Identifiable Health 
Information at 45 CFR part 160 and part 164, subparts A and E. 

H. "Protected Health Information" or "PHI" means information that is or has been 
electronically transmitted by or maintained in electronic media or any other form or 
medium, including demographic information collected from an individual, that (a) 
relates to the past, present, or future physical or mental health or condition of an 
individual; the provision of health care to an individual, or the past, present, o r 
future payment for the provision of health care to an individual; {b) individually 
identifies the individual or, with respect to which, there is a reasonable basis for 
believing that t he information can be used to identify the individual; and (c) is 
received by Business Associate from or on behalf of Covered Entity, or is created by 
Business Associate, o r is made accessible t o Business Associate by Covered Entity. 
PHI shall have the same meaning as the term "protected health information" in 45 
CFR 160.103, limited to the information created or received by Business Associate 
from or on behalf of Covered Entity. 

I. "EPHI" means electronic Protected Health Information. 

J. "Required by Law" shall have the same meaning as the term "required by law" in 

45 CFR 164.501. 

K. "Secretary'' shall mean t he Secretary of the Department of Health and Human 
Services or any other officer or employee of the Department of Health and Human 
Services to whom the authority involved has been delegated. 
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L. "Security Rule" shall mean the standards for the security of electronic protect ed 
health information at 45 CFR Parts 160,162, and 164. 

M. "Services" has the same meaning as in the Underlying Agreement. 

N. "Use" (whether capitalized or not and including the other forms of the word) 
means, with respect to Protected Health Information, the sharing, employment, 
application, utilization, transmission, examination, or analysis of such information 
to, from or within Business Associate's organization. 

111. CONFIDENTIALITY OBLIGATIONS OF BUSINESS ASSOCIATE 

A. Privacy, Security, and Confidentiality. Business Associate shall maintain the 
privacy, security, and confidentiality of all PHI or EPHI, in accordance with HIPAA and 
this Agreement. 

B. Use of PHI or EPHI. Business Associate is authorized to use and disclose PHI or 
EPHI only in accordance w ith the provisions of this Agreement, and only to the 
extent reasonably necessary (a) to provide the Services; (b) for the proper 
management and administration of Business Associate; and (c) to carry out the legal 
responsibilities of Business Associates. 

C. Notice of Breach or Violation. Business Associate acknowledges that, under 
HIPAA, Covered Entity could be deemed to be in violation of HIPAA if Covered Entity 

knows of a pattern of activity or practice of Business Associate that constitutes a 
material breach or violation of Business Associate's obligations under this 
Agreement to maintain privacy, security, and confidentiality of PHI or EPHI, unless 
Covered Entity takes reasonable steps to cure the breach or end the violation; and, if 
such steps are unsuccessful, terminates the Underlying Agreement or reports the 
problem to the Secretary. Accordingly, Business Associate shall promptly notify 
Covered Entity of any pattern of activity or practice of Business Associate that 
constitutes any such material breach or violation. 

0 . Additional Obligations. Business Associate shall: 

1. Review and understand the HIPAA Rules as it applies to Business Associate, and 
to comply with the applicable requirements of the HIPAA Rules, as well as any 
applicable amendments. 

2. Not use or disclose PHI or EPHI other than as permitted or required by the 
Underlying Agreement, this Agreement or as required by law. 

3. Implement industry best practices in administrative, physical, and technical 
safeguards that protect the confidentiality, int egrity, and availability of EPHI that 
it creates, receives, maintains or transmits on behalf of the Covered Entity in 
accordance with 45 C.F.R. section 164.314(a)(2)(i)(A). 
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4. Report to Covered Entity any Security Incident without unreasonable delay, and 
in no event later than ten (10) calendar days, after becoming aware that such 
Security Incident affects Covered Entity's information, as such term is defined in 
the HIPAA Security Rule. 

5. Business Associate agrees to report to Covered Entity any breach of unsecured 
Protected Health Information, as identified in 45 C.F.R. section 
164.314(a)(2)(i)(C), without unreasonable delay and in no case later than ten 
(10) calendar days after becoming aware that such Breach affects Covered 
Entity's Protected Healt h Information. Such notice shall include the date of the 
security incident, t he scope of the security incident, the Business Associate's 
response to the security incident and the identification of the party responsible 
for causing the security incident, if known. Thereafter, Business Associate shall 
provide periodic updates regarding the security incident, at Covered Entity's 
written request. 

6. Perform breach notification to individuals as directed by Covered Entit y. 
Business Associate's duty to notify Covered Entity of any breach does not permit 
Business Associate to notify t hose individuals whose PHI or EPHI has been 
breached by Business Associate without the express written permission of 
Covered Entity to do so. Any and all notification t o those individuals w hose PHI 
has been breached shall be made under the direction, review and control of 
Covered Entity. The Business Associat e will notify the County Risk Management 
Director via telephone with follow-up in writing to include; name of individuals 
whose PHI or EPHI was breached, information breached, date of breach, form of 
breach, etc. All cost of the notification w ill be paid by the Business Associate 
regardless of which party performs the notification, if the breach is caused by 
Business Associate. 

7. Ensure that any agent, including a subcontractor, to whom it provides PHI or 
EPHI agrees in writing to implement reasonable and appropriate safeguards to 
protect EPHI. 45 C.F.R. section 164.314(a)(2)(i)(B). 

8. Mitigate, to the extent practicable, any harmful effect that is known to Business 
Associate of a use or disclosure of PHI or EPHI by Business Associate in violation 
of the Underlying Agreement or this Agreement . 

9. Promptly report to Covered Entity any use or disclosure of PHI or EPHI not 
provided for by the Underlying Agreement or t his Agreement of w hich Business 

Associate becomes aware. 
10. Ensure that any agent or subcontractor, to whom it provides PHI or EPHI 

received from, or created or received by Business Associate on behalf of Covered 
Entity agrees to t he same restrictions and conditions, in writing, that apply 
through the Underlying Agreement or this Agreement to Business Associate with 
respect to such information. 

11. Provide access, at the request of Covered Entity, and in reasonable time and 
manner, to PHI or EPHI in a Designated Record Set to an Individual to whom the 
particular PHI or EPHI pertains for t he purposes of inspecting and obt aining a 
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copy of such PHI or EPHI, In accordance with the Privacy Rule, specifically 45 CFR 
§164.524. 

12. Make any amendment(s) to PHI or EPHI in a Designated Record Set as instructed 
by Individual or Covered Entity, in accordance with the Privacy Rule, specifically 
45 CFR §164.526. 

13. Make its internal practices, books, records (including po licies and procedures, 
PHI or EPHI and the pertinent provisions of this Agreement and the Underlying 
Agreement), relating to the use and disclosure of PHI or EPHI received from, or 
created or received by Business Associate on behalf of, Covered Entity available 
to the Covered Entit y or the Secretary, in a time and manner designated by the 
Secretary, for the purposes of the Secretary determining Covered Entity's 
compliance w ith the Privacy Rule (in all events, Business Associate shall 
immediately notify Covered Entity upon receipt by Business Associate of any 
such request, and shall provide Covered Entity with copies of any such 
materials). 

14. Document such disclosures of PHI or EPHI and information related t o such 
disclosures as would be required for Covered Entity to respond to a request by 
an Individual for an accounting of disclosures of PHI or EPHI, in accordance with 
the Privacy Rule, specifically 45 CFR §164.528. 

15. Provide to an Individual as directed by Covered Entity, in a reasonable time and 
manner, information collected in accordance with the Underlying Agreement, to 
permit Covered Entity to respond to a request by an Individual for an accounting 
of disclosures of PHI or EPHI, in accordance w ith the Privacy Rule, specifically 45 
CFR §164.528. 

16. Return or destroy all PHI or EPHI received from Covered Entity that Business 
Associate still maintains in any form and Business Associate agrees to retain no 
copies of such information upon term ination of the Underlying Agreement . In 
the event that Business Associate determines that returning or destroying the 
PHI or EPHI is infeasible, Business Associate shall provide to Covered Entity 
notification of the conditions that make return or destruction infeasible. 
Business Associate shall extend the protections of this Agreement to such PHI or 
EPHI to those purposes that make the return or dest ruction infeasible, for so 
long as Business Associat e maintains such PHI or EPHI 

IV. PERMITTED USES AND DISCLOSURES BY BUSINESS ASSOCIATE 

A. Except as otherwise limited in this Agreement, Business Associate may use or 
disclose PHI or EPHI to perform functions, activities, or services for, or on behalf of, 
Covered Entity as specified in the Underlying Agreement, provided that such use or 
disclosure would not violate the Privacy Rule if done by Covered Entity or the 
minimum necessary policies and procedures of the Covered Entity. 

B. Business Associate may use Protected Health Information to report violations of law 
to appropriate Federal and State authorities, consistent with Sec. 164.502 Li) (1). 
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V. OBLIGATIONS OF COVERED ENTITY 

A. Covered Entity shall notify Business Associate of any limitation(s) in its notice of 

privacy practices of Covered Entity in accordance with 45 CFR 164.520, to the extent 
that such limitation may affect Business Associate's use or disclosure of PHI or EPHI. 

B. Covered Entity shall not ify Business Associate of any changes in, or revocation of, 

permission by Individual to use or disclose PHI or EPHI, to the extent that such 
changes may affect Business Associate's use or disclosure of PHI or EPHI. 

C. Covered Entity shall notify Business Associate of any restriction to the use or 

disclosure of PHI or EPHI that Covered Entity has agreed to in accordance with 45 

CFR 164.522 to the extent that such restriction may affect Business Associate's use 

or disclosure of PHI or EPHI. 

VI. PERMISSIBLE REQUESTS BY COVERED ENTITY 

Covered Entity shall not request Business Associate to use or disclose PHI or EPHI in any manner 
that would not be permissible under the Privacy Rule if done by Covered Entity. 

VII. TERM AND TERMINATION 

A. Term. The Term of this Agreement shall be effective as of January 1, 2017 and shall 
terminate when all of the PHI or EPHI provided by Covered Entity to Business 

Associate, or created or received by Business Associate on behalf of Covered Entity, 

is destroyed or returned to Covered Entity, or, it is infeasible to return or destroy 
PHI or EPHI, protections are extended to such information, in accordance with the 

termination provisions of this section. 

B. Termination for Cause. Without limiting the rights and remedies of Covered Entity 
elsewhere set forth in this Agreement or available under applicable law, Covered 

Entity may terminate this Agreement without penalty or recourse to Business 

Associate if Covered Entity determines that Business Associate has violated a 
material term of the provisions of this Agreement or Underlying Agreement, or such 

violation is imminent and material. Upon Covered Entity's knowledge of a material 

breach by Business Associate, Covered Entity shall either: 

1. Provide an opportunity for Business Associate to cure the breach or end the 

violation and terminate this Agreement if Business Associate does not cure 

t he breach or end the violation w ith the time specified by Covered Entity. 

2. Immediately terminate this Agreement if Business Associate has breached a 
material term of this Agreement and cure is not possible; or 

3. If neither termination nor cure is feasible, Covered Entity shall report the 

violation to the Secretary. 
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VIII. DEFAULT. 

A breach under this Agreement shall be deemed to be a material default under the 

Underlying Agreement. 

IX. EFFECT OF TERMINATION. 

A. Except as provided in paragraph (7.B.1) of this section, upon termination of the 
Agreement, for any reason, Business Associate shall return or destroy all PHI OR 
EPHI received from Covered Entity. This provision shall apply to PHI or EPHI that is in 
the possession of subcontractors or agents of Business Associate. Business Associate 
shall retain no copies of the PHI or EPHI. 

B. In the event that Business Associate determines that returning or destroying the PHI 
or EPHI is infeasible, Business Associate shall provide to Covered Entity notification 
of the conditions that make return or destruction infeasible. Business Associate shall 
extend the protections of this Agreement to such PHI or EPHI to those purposes that 
make the return or destruction infeasible, for so long as Business Associate 
maintains such PHI or EPHI. 

X. MISCELLANEOUS 

A. Regulatory References. A reference in this Agreement to a section in the Privacy 
Rule means the section as in effect or as amended. 

B. Amendment. The Parties agree to take such action as is necessary to amend this 
Agreement from time to time as is necessary for Covered Entity to comply with the 
requirements of the Privacy Rule and the Health Insurance Portability and 
Accountability Act of 1996, Pub. L. No. 104-191. 

C. Survival. The respective rights and obligations of Business Associate under Section 4 
of this Agreement shall survive the termination of this Agreement. 

O. Interpretation. Any ambiguity in this Agreement shall be resolved to permit Covered 
Entity to comply with the Privacy Rule. 

E. Inconsistencies. To the extent there are any inconsistencies between this 
Agreement, and the terms of the Underlying Agreement, the terms of this 
Agreement shall prevail. 

F. Mitigation. If Business Associate violates this Agreement or the HIPAA Rules, 
Business Associate agrees to mitigate any damage caused by such breach. 
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G. Indemnification. Business Associate agrees to indemnify and hold harmless 
Covered Entity from and against all claims, demands, liabilities, judgments or causes 
of action of any nature for any relief, elements of recovery or damages recognized 
by law (including, without limitation, attorney's fees, defense costs, and equitable 
relief), for any damage or loss incurred by Covered Entity arising out of, resulting 
from, or attributable to any acts or omissions or other conduct of Business Associate 
or its agents in connection with the performance of Business Associate's or its 
agents' duties under this Agreement. 

IN WITNESS WHEREOF, the parties have hereunto set their hands. 

Robert E. Hebert, County Judge 

BOON-CHAPMAN 
BENEFIT ADMINISTRATORS, INC., 

Ls.a 
Authorized Agent-

~ v ,~S 
Authorized Agent- Printed Na 

np~ I 'C-(Q '\ /­
Title 

i:\ mtr\risk management\tpa\ examples\business associate agreement fbc.docx 
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{{C BOON-CHAPMAN 
Building Access Policy 

1.0 Purpose 
This document provides guidance for employees, visitors, authorized and unauthorized vendors to the 
Boon-Chapman premises. 

2.0 Scope 
This policy applies to all employees, visitors, and vendors of Boon-Chapman. 

3.0 Policy 

3.1 Em plovees/Contractors 
All employees must have their assigned company badges clearly visible on their clothing at all times at 
Boon-Chapman. Employees include full-time workforce, part-time workforce, temporary employees, and 
company contractors. 

Employees wanting to enter their building must 
1. Have their company-issued ID badges on their person and clearly visible on their clothing at all 

times in the main building. 
2. Scan their card at the back entrance or front entrance of the building. 

• Any employee entering the building without scanning their badge or without a badge on 
their person will be reported to their manager. 

• Any employee allowing entry through the employee entrance without that person scanning 
their badge, regardless whether they recognize that individual, will be reported to their 
manager. 

• Employee(s) caught violating these clauses may face disciplinary action, up to or including 
termination. 

Employees without their company badges must enter Boon-Chapman through the front entrance, 
provide identification. and fill out the Visitor Sign-In Sheet 

1. Upon arrival the employee must infonn the head receptionist that they are an employee without 
their employee badge. 

2. The head receptionist will verify the employee's employment through: 
a. A current employee list check. 

3. Once confirmed, the employee will follow the following steps: 
a. Sign the Visitor Sign-In Sheet. 
b. Show the head receptionist a government-issued ID. 
c. Wear a No Escort Badge. 

4. Before the employee leaves, the employee must: 
a. Return the No Escort Badge to the front desk. 
b. Leave through the front entrance. 

5. If the employee enters the office without a badge, the employee must be reported to the head 
receptionist. Once reported, the employee may face disciplinary action from their manager. up to 
or including termination. 

6. If the identity and employment of the person cannot be verified. and they enter the premises and 
refuse to leave, the head receptionist may call the police. 

Former employees are not authorized to enter the building except as a visitor. See Section 3.2 Visitors. 
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3.2 Visitors 
All visitors must enter Boon-Chapman through the front entrance, receive Manager Approval for their visit, 
provide identification, and fill out the Visitors' Log: 

1. Upon arrival, the head receptionist must ask the visitor who they're here to see and why. 
2. The head receptionist will contact the employee's manager or department director for approval for 

the visit. If the employee's manager is unavailable. request approval from the first available: 
a. The Human Resources Manager 
b. Vice President of Operations 
c. Boon-Chapman President 
d. Compliance Officer 

• A manager may approve a visit in advance by contacting the head receptionist 
prior to a scheduled visit. 

3. The manager approving the visit is responsible for sending a visitor escort to the front desk. 
4. Once approved, the visitor will follow the following steps. If visitors are a group or a tour, each 

member must follow the same step: 
a. Sign the Visitor Sign-In Sheet. 
b. Provide the head receptionist with a company or government-issued ID, which will be held 

for the duration of the visit. 
c. Wear an Escort Required Badge. 
d. Follow an Escort for the duration of the visit. 

• Minors may enter the building without a government-issued ID if their guardian is 
present, whom has signed in as a visitor and offered a company or government­
issued ID. 

5. At the end of the visit, the visitor must: 
a. Return their Escort Required Badge to the front desk. 
b. Have their company or government-issued ID returned to them. 
c. Be escorted off the premises. 

6. If the visitor refuses to leave or enters the office without authorization. the head receptionist must: 
a. Call the police. 
b. Alert the office of a building invasion through the phone system. 
c. Alert building management (CBRE) of a building invasion. 

If visitors are seen roaming the hallways or in unauthorized rooms without their escorts, they must be 
reported to the front desk immediately. Visitors found without a badge must be reported to the reception 
desk immediately. Visitors may be without an escort if they are in the restroom with an escort waiting 
outside. 

It is the escort's responsibility to look after their visitor. If an escort is caught leaving their visitor unattended, 
they may face disciplinary action, up to or including termination. 
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3.3 Unauthorized Vendors 
Unauthorized vendors must enter Boon-Chapman through the front entrance, provide company or 
government-issued ID. and fill out the Visitors' Log. Unauthorized vendors are irregular vendors to the 
Company whom have not signed our Vendor Agreement guaranteeing background checks of their 
employees. 

1. Upon arrival, the head receptionist must ask the vendor who they are, whom they work for, and 
what their business is at the main office. 

2. The head receptionist will contact who they're here to see. 
3. A visitor escort must be assigned to the vendor at the front desk. 
4. Once approved, the vendor will follow the following steps: 

a. Sign the Visitor Sign-In Sheet. 
b. Provide the head receptionist with a company or government-issued ID, which will be held 

at the front desk for the duration of the visit. 
c. Wear an Escort Required Badge. 
d. Follow an Escort for the duration of the visit. 

5. At the end of the visit, the vendor must: 
a. Return their Escort Required Badge to the front desk. 
b. Have their company or government-issued ID returned to them. 
c. Be escorted off the premises. 

6. If the vendor enters the office without authorization and refuses to leave, the head receptionist may 
call the police. 

If vendors are seen roaming the hallways or in unauthorized rooms without their escorts, they must be 
reported to the front desk immediately. Vendors found without a badge must be reported to the reception 
desk immediately. Vendors may be without an escort if they are in the restroom with an escort waiting 
outside. 

It is the escort's responsibility to look after their vendor. If an escort is caught leaving their vendor 
unattended, they may face disciplinary action, up to or including tennination. 
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3.4 Authorized Vendors 

To become an authorized vendor, vendors must sign the Boon-Chapman Vendor Agreement, which 
guarantees the representatives of the vendors have cleared background checks. After background checks 
are confirmed, the vendor's employees will be approved for a No Escort Required Badge that will allow 
them to move freely within unrestricted areas of the building. 

There are two entrances to the building that vendors will be allowed to enter: 

• Back Entry - This entrance, at the back of the building, will require a check-in through the Mail 
Room. Deliveries and supplies will be allowed to enter through here. Vendors will have to sign a 
Vendors' Log and show Company ID to receive the No Escort Required Badge. After their work is 
complete, they must return the badge where they received it. 

• Front Entry- Building maintenance and other vendors will be allowed through the front entrance of 
the building. Vendors will need to fill out the Vis;tor Sign-In Sheet and show a company ID to receive 
the No Escort Required Badge. After their work is complete. they must return the badge where they 
received it. 

The only vendor that will not have to fill out a log upon entry to the building will be the cleaning crew, they 
will be issued special badges that allow them to enter and exit the building, along with certain secure areas, 
such as the IT Room and Mail Room. Access will not be granted to the Wiring Room or Server Room. 

3.5 After-Hours Authorized Vendors 
Authorized vendors whom enter the building after-hours (ex. CBRE) will be treated like vendors and will be 
in charge of running background checks on their employees before their arrival. After-Hours Vendors must 
sign the Boon-Chapman Vendor Agreement to insure background checks have been run. Afterwards. 
special after-hours access badges will be assigned to these vendors. 

If/when the business relationship between the vendor and Boon-Chapman ends, their after-hours access 
badges must be returned to Boon-Chapman. 

3.6 Photographs and Cameras 
Visitors are not permitted to take photographs inside of the Boon-Chapman premises, unless discussed 
specifically with Boon-Chapman Management. For instance. photographs are sometimes required for 
documentation purposes. If employees have any questions about the suitability of photographs, they should 
consult the Human Resources Manager or the Compliance Officer. 

Dedicated cameras are not permitted on-site. Cell phones and laptops equipped with cameras are 
permitted, but photographs may not be taken without permission from Boon-Chapman Management. 

3.8 Information Disclosure 
Visitors should not request information that does not pertain to their visit or the work being performed. 
Confidential and otherwise inappropriate requests for corporate documents, customer information, financial 
projections, comments on any matter currently under litigation, future products or future corporate d irection, 
or requests for information or statements in the name of the company will be reported to Boon-Chapman 
Management, and may lead to the Visitor being asked to leave. 
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3.9 Exit Inspection 
Visitors may be subject to a brief search of their bags or other luggage as they enter and exit the Boon­
Chapman premise. Permission for this search is granted by signature on the Visitors' Log as well as the 
Vendors' Log. 

3.1 O Emergency Evacuation 
In the event of an emergency, Visitors and Vendors must evacuate the building with Employees. The 
Emergency Response T earn will then notify the Employees, Vendors, and Visitors when the evacuation is 
complete 

Visitors shouldn't leave the evacuation area until they have returned their badges to the head receptionist. 

3.11 Visitor System Access 
Visitors that require internet or network access must follow proper procedure. Visitors will need an employee 
sponsor, who will arrange temporary credentials with the Helpdesk. Visitor use of employee credentials is 
not permitted under any circumstances. 

3.11.1 Unacceptable Use 
When accessing the Boon-Chapman Network or Boon-Chapman's Internet/Intranet and when 
using company owned resources, visitors may not engage in the following activities: 

• Activities deemed illegal under local, state, and/or federal law. 
• Accessing data, a server or an account for any other purpose than conducting Boon-Chapman 

business. 
• Introduction of malicious programs into the network or server (ex. Viruses, worms, Trojan 

horses, e-mail bombs). 
• Revealing your account password to others or allowing use of the account by others. 
• Using a Boon-Chapman computer asset to engage in procuring or transmitting material that is 

in violation of sexual harassment or hostile workplace rules. 
• Effecting security breaches or disruptions of network communication. 
• Executing any form of network monitoring which will intercept data not intended for the 

employee's host. 
• Circumventing user authentication or security of any host. network or account. 
• Introducing honeypots. honeynets, or similar technology on the Boon-Chapman network. 
• Using any program/script/command, or sending messages of any kind, with the intent to 

interfere with, or disable, a user's terminal session, via any means, locally or via the 
Internet/Intranet/Extra net. 

• Providing information unauthorized for release about, or lists of, Boon-Chapman employees to 
parties outside of Boon-Chapman. 

3.11.2 Remote Access 
Remote Access to the Boon-Chapman network is governed by the Remote Access Policy. 
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4.0 Badges 

4.1 "No Escort Required" 
• This badge will allow access to the Back and Front Entry of the building from 8:00 AM to 5:00 PM 

Monday to Friday. 
• Only issued to: 

o Representatives of authorized vendors who have signed the Boon-Chapman Vendor 
Agreement. have shown a company ID and signed the Vendors' Log. 

o Employees whom have misplaced their company issued ID and need temporary credentials for 
the day 

• Will not allow entry into any secure areas. Entry to those areas must be granted and an escort must be 
present. 

4.2 "Escort Required" 
• This badge is for visitors and unauthorized vendors whom will be required to have a personal escort 

for the entirety of their visit. 
• Will be handed out to all visitors including potential vendors. potential employees here for interviews, 

and unauthorized vendors whom have not signed the Boon-Chapman Vendor Agreement guaranteeing 
representatives have cleared background checks. 

• If a visitor or vendor is inside the restroom, or has been assigned to a room by a manager, they will not 
be required to have an escort so long as they remain in that room. Movement from room-to-room will 
require an escort. 

4.3 Cleaning/Maintenance Crew 
• Access includes certain secure areas. such as the IT Room and Mail Room. 
• Access will not be granted to the Wiring Room or Server Room. 

5.0 Responsibility 
This document is maintained by the Compliance Officer. Enforcement falls to the Human Resources 
Department and Boon-Chapman Management. 

Administering the check-in and check-out of employees without their badges, visitors, and unauthorized 
vendors is the responsibility of the head receptionist. Administering the check-in and check-out of 
authorized vendors is the responsibility of the Mail Room or the head receptionist. 

6.0 Penalties 
Violation of any of the requirements in this policy by an employee may result in disciplinary action, up to 
and including termination or prosecution. Violation of this policy by a vendor or visitor can result in removal 
from the building or contacting authorities. 
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Security Policy 

This Security Policy of Boon-Chapman Benefit Administrators, Inc. ("Boon-Chapman") 
exists to guarantee: 

• Company information, as defined hereinafter, in all its forms (written, spoken, 
recorded electronically or printed) will be protected from unauthorized modification, 
destruction or disclosure. This protection includes an appropriate level of security 
over the equipment and software used to process, store, and transmit that 
information. 

• All policies and procedures must be documented and made available to individuals 
responsible for their implementation and compliance. 

• All documentation must be annually reviewed by the Compliance Officer for 
appropriateness and currency. 

• Additional policies, standards and procedures may be developed to detail the 
implementation of this policy and set of standards, and addressing any additional 
information systems functionality. All policies and policies must be consistent with 
this policy. 

• This policy assumes that any "outside" entity/organization that utilizes Boon­
Chapman applications maintain and update its own policies and procedures in 
accordance with HIPAA and approved industry standards. 

II. Scope 
The scope of this policy applies to all workforce members and visitors of Boon-Chapman, 
including but not limited to those who work with or use company systems and applications 
developed or licensed by Boon-Chapman. 

The scope of information security includes the protection of the confidentiality, integrity, 
and availability of company information , which includes internal, confidential, and 
protected health information in any form. 

Ill. Security Definitions 
• Agent Console: A tool developed by Boon-Chapman for data consumption used 

to see work status, commission information, graphical breakdowns of business to 
date, and companywide communications. 

• Availability: Data or information is accessible and usable upon demand by an 
authorized person. 

• Clean Desk Policy: Rule that ensures that all confidential materials are removed 
from an end user workspace and locked away when the items are not in use or an 
employee leaves his/her workstation. 

• Company Systems: All Boon-Chapman owned computer equipment and network 
systems that are operated within the Agent Console, EMR, or company network 
environment. This includes all platforms (operating systems), all computer sizes 
(personal digital assistants, desktops, servers, mainframes, etc.), and all 
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applications and data (whether developed in-house or licensed from third parties) 
contained on those systems. 

• Confidential Information: See Section V. Data Classification. 
• Confidentiality: Data or information is not made available or disclosed to 

unauthorized persons or processes. 
• Electronic Medical Record (EMR): A digital tool developed by Boon-Chapman to 

digitally contain and chart medical and treatment history of patients of a practice. 
• Encryption: The conversion of electronic data into another form, called ciphertext, 

which cannot be easily understood by anyone except authorized parties. All 
confidential information sent electronically outside the Boon-Chapman network 
must be transported securely in this form. 

• Helpdesk: Internal resource for company workforce to get help with user 
problems. Responsible for maintaining Helpdesk Ticketing System and User 
devices. Run by System Administrator. 

• HIPAA: The Health Insurance Portability and Accountability Act, a federal law 
passed in 1996 that affects the healthcare and insurance industries. It has since 
been amended several times, by the HITECH Act of 2009 and the Omnibus Rule 
in 2013. A key goal of HIPAA regulations is to protect the privacy and confidentiality 
of protected health information by setting and enforcing standards. 

• Integrity: Data or information has not been altered or destroyed in an unauthorized 
manner. 

• Internal Information: See Section V. Data Classification. 
• Limited Data Set: A limited set of identifiable patient information with all "facial" 

identifiers removed. A limited data set may be disclosed to an outside party without 
a patient's authorization if certain conditions are met. The purpose of the disclosure 
may only be for research, public health or health care operations. In a limited data 
set, the following identifiers are usually removed. 

o Names; 
o Street addresses (other than town, city, state); 
o Telephone numbers; 
o Fax numbers; 
o E-mail addresses; 
o Social security numbers; 
o Medical records numbers; 
o Health plan beneficiary numbers; 
o Account numbers; 
o Vehicle identifiers and serial numbers, including license plates; 
o Device identifiers and serial numbers; 
o URLs; 
o IP address numbers; 
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o Biometric identifiers (including finger and voice prints); and 
o Full face photos (or comparable images) 

The health information that may remain in the information disclosures include: 
o Dates (admission, discharge, service, DOB, DOD, etc.) 
o City, state; and 
o Ages in years, months, or days 

It is important to note that this information is still protected health information ("PHI") 
under HIPAA. It does not de-identify the patient and is still subject to the requirements 
of the Privacy Regulations. 
• Minimum Necessary: The minimum necessary to complete a job. 
• Practice: The place of business of the clinic and clinical staff including the 

physician(s), nurse practitioner(s), medical assistant(s) and other clinical positions 
as defined by the Clinical Manager. 

• Producer Management Console (PMC): A tool developed by Boon-Chapman to 
generate and update information to be displayed in the Agent Console. 

• Protected Health Information (PHI): Healthcare information, including 
demographic information, created or received by Boon-Chapman entities which 
relates to the past, present, or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present, or 
future payment for the provision of health care to an individual and that identifies 
or can be used to identify the individual. 

• Public Information: See Section V. Data Classification. 
• Restricted Confidential: See Section V. Data Classification. 

• Risk: The probability of a loss of confidentiality, integrity, or availability of 
information. 

• Security Incident: A violation or imminent threat of violation of computer security 
policies, acceptable use policies, or standard security practices. This includes: 

o Loss of confidentiality of information (ex. Unauthorized access to and 
theft of systems, intrusion, intentional and unintentional exposure, etc.) 

o Compromise of integrity of information (ex. Misuse and damage to 
systems and information, virus attacks, etc.) 

o Prevention of availability of information (ex. Denial of service, loss of 
access, missing correspondence, etc.) 

See Section IX. Security Incident Reporting. 
• Visitors: Non-workforce persons whom don't have authorization to enter Boon­

Chapman without signing in through the Visitor Sign-In process. This includes 
business partners, job applicants, family and friends of workforce members, etc. 

All Rights Reserved, 2015. Boon-Chapman 

5 



{{{! BOON-CHAPMAN 
Security Policy 

• Workforce Members: Every worker at Boon-Chapman, no matter what their 
status is. This includes full-time employees, part-time employees, temporary 
employees, contractors, consultants, volunteers and interns. 

IV. Security Responsibilities 
1. President: Responsible for designating company responsibilities and 

making final management decisions. 
2. Vice-President of Operations: Oversees day-to-day company & security 

operations. Supervises the Compliance Officer. 
3. Compliance Officer: Works as Privacy/Security Officer of the company. 

Oversees the company's compliance program, reviews and evaluates 
compliance issues, writes compliance documentation. Answers to Vice­
President of Operations. 

4. IT Director: Oversees the information technology strategy of the company, 
developing and implementing goals for the IT Department. Supervises the 
System Administrator and System Architect. 

5. System Administrator: Responsible for managing Boon-Chapman's 
network and multi-user computing environment. Responsible for installing 
and configuring system hardware- and software, establishing and 
maintaining user accounts, upgrading software and backup and recovery 
tasks. Answers to IT Director. 

6. System Architect: Manages the IT architecture and its overall 
effectiveness, understands changing business requirements and defines 
detailed technical solutions. Answers to IT Director. 

7. User: Workforce member who uses or operates Boon-Chapman equipment 
and the Boon-Chapman network, responsible for abiding by company rules 
on that equipment. 

V. Data Classification 
Data Classification is designed to support the need to know basis so company information 
will be protected from unauthorized disclosure, use. modification, and deletion. This 
classification is applicable to all information in company use and/or possession, and must 
be protected throughout its life cycle, from its origination to its destruction. All workers 
who may come in contact with confidential information are expected to familiarize 
themselves with Boon-Chapman's Data Classification. 

• Public: Applies to information available to the general public and intended for 
distribution outside of Boon-Chapman. This information may be freely 
disseminated without potential harm. 

o Examples include product and service brochures, advertisements, and job 
opening announcements. 
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• Internal: Also known as "For Internal Use Only." Applies to information meant for 
use inside Boon-Chapman, but the unauthorized disclosure, modification, or 
destruction of it is not expected to seriously or adversely impact Boon-Chapman, 
its clients, its employees, or its business partners. 

o Examples include telephone directory, new employee training manuals and 
internal policy manuals. 

• Confidential: Information that is intended for use within Boon-Chapman. Its 
unauthorized disclosure could adversely impact the company's clients, employees 
and business partners. lnfom1ation that some people would consider private is 
included in this classification. 

o Examples include appointment schedules, department financial data, 
contracts and agreements. 

• Restricted Confidential: This classification applies to the most sensitive medical 
and business information that is intended strictly for use within the organization. Its 
unauthorized disclosure could seriously and adversely impact the organization, its 
patients, employees and business partners. 

o For example, protected health information (PHI), corporate level strategic 
plans, and software code. 

For more information please see the company's Data Classification Policy. 

VI. Data Retention and Disposal 
See Data Retention and Disposal Policy. 

VII. Risk Assessment and Management 
A Risk Analysis, or a "Risk Assessment," is required of every company maintaining PHI 
under HIPAA. A thorough Risk Assessment of all Boon-Chapman information networks 
and systems is conducted on an annual basis by the Compliance Officer to document the 
threats and vulnerabilities to stored and transmitted company information. 

The Risk Assessment will: 
• Examine the types of threats - internal or external, natural or manmade, electronic 

or non-electronic - that affect the ability to manage the information resource. 
• Document the existing vulnerabilities within each entity which could potentially 

expose the information resource to the threats. 
• Evaluate of the information assets and the technology associated with its 

collection, storage, dissemination and protection. 

From the combination of threats, vulnerabilities and asset values, an estimate of the risks 
to the confidentiality, integrity and availability of company information will be determined 
and presented to Boon-Chapman management by the Compliance Officer. 

Plans for mitigation of risk will be determined by Boon-Chapman management, and 
assigned by the Vice-President of Operations to the Compliance Officer to complete. 
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For more information, please see the company's Risk Assessment. 

VIII. Compliance Assessment 
A Non-Technical Security Evaluation, or a "Compliance Assessment," is required of every 
company maintaining PHI under HIPAA. A thorough Compliance Assessment of the 
company is conducted on an annual basis by the Compliance Officer to determine the 
status and progress of Boon-Chapman's goal to achieving compliance. 

The Compliance Assessment will determine if: 
• Policies, procedures and documentation needed to achieve compliance exist. 
• Policies and procedures are in use and are being enforced. 
• Rules set by the company are reasonable and appropriate. 

The Compliance Officer will perform this self-audit by first completing a questionnaire with 
company leaders. The CO will conduct interviews with the Vice-President of Operations, 
the System Administrator, the System Architect and members of Boon-Chapman 
executive management. When complete, the CO will take the results of the questionnaire 
and determine to the best of his ability the company's compliance status, and present 
those results to Boon-Chapman management. 

Plans for mitigation of risk will be determined by Boon-Chapman management, and 
assigned by the Vice-President of Operations to the Compliance Officer to complete. 

For more information, please see the company's Compliance Assessment Questionnaire. 

IX. Technical Assessment 
A Technical Security Evaluation, or a "Technical Assessment," is required of every 
company maintaining PHI under HIPAA. The Technical Assessment is responsible for 
monitoring, validating, and assuring technical security of the Boon-Chapman network by 
testing the network. Technical Assessment operations of the company are conducted by 
the System Administrator and System Architect, then reviewed with the Compliance 
Officer to determine vulnerabilities in the network. 

The Technical Assessment will consist of: 
• External vulnerability scans of the Boon-Chapman network, identifying any 

security vulnerabilities in the network that are accessible from the internet, such as 
externally visible servers or devices including email, SFTP, and firewalls. 

• Internal vulnerability scans of the Boon-Chapman network, identifying security 
vulnerabilities that are accessible from inside the network, such as potential 
security issues on servers and systems accessible within the network. 

• Web application scans that identify security vulnerabilities on Boon-Chapman's 
web-based applications, such as security flaws in application design, 
misconfiguration, and insecure coding practices. 
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The Compliance Officer will be responsible for periodically performing audits of 
assessments of the system and reporting results to the Vice-President of Operations. See 
Section X. Audits for more information. 

Plans for mitigation of risk will be determined by Boon-Chapman management, and 
assigned by the Vice-President of Operations and IT Director to the Compliance Officer, 
System Administrator, and System Architect to complete. 

X. Audits 
Periodic audits of the technical assets of a company handling PHI are required by HIPAA, 
and part of the Technical Assessment. Boon-Chapman's network utilizes several 
technical assets that grant access to company information and are in need of periodic 
review for undisclosed access, removed access, and security logs in need of review. 

The Compliance Officer is responsible for annually auditing the following technical assets 
owned by the company: 

• Active Directory 
• Company Email Exchange 
• MaxxVault 
• ID Badge Access to main building 
• Eldorado 
• CCMS 
• S:/ Drive Access 
• Oaisys 
• Building Alarm Codes 

When complete, the Compliance Officer will present audit results to the Vice-President of 
Operations. Plans for mitigation of risk will be determined by Boon-Chapman 
management, and assigned by the Vice-President of Operations and IT Director to the 
Compliance Officer, System Administrator, and System Architect to complete. 

XI. Security Incident Reporting 
Security Incident Reporting is required of every company maintaining PHI under HIPAA. 
Boon-Chapman has a clear incident reporting system in place which allows the company 
to identify, report and record security incidents that threaten the security of the company, 
or the confidentiality, integrity and availability of company information and PHI. Security 
incident reporting is conducted circumstantially by the Compliance Officer, System 
Administrator and System Architect. The security incident reporting system is tested on 
an annual basis by the Compliance Officer. 

All Boon-Chapman employees and contractors have a responsibility to report breaches 
in policy through an incident report, available on the company's eTicket System. An 
employee filing an incident report must: 

Fill out the Incident Report Form on the E-Ticketing System 
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1) Go to the Boon-Chapman Helpdesk eTicket System. Create an e-ticket. 
2) Change Category section to Incident Report under Systems tab. 
3) Enter the subject of your Incident Report, fill out a brief description of the Incident in 

question. Also select best assessment of the priority of the incident being reported. 
4) Assign to the Compliance Officer, System Architect, or System Administrator. 
5) Submit Ticket. 

Or, fill out the Incident Report Form on paper 
1) Fill out Boon-Chapman Incident Report. Find in S:\ Drive, Policies and Procedures 

Folder. Open Boon-Chapman Incident Report Policy Procedure Form. See 
Attachment 1. 

o Give to Help Desk in person, or proceed to Step 2. 
2) Go to Boon-Chapman intra net and select Help Desk under Links or compose an email 

to incidents@boonchapman.com 
o Include details, specifically what the incident is, when and where the incident 

occurred, and who is involved. 
3) Attach completed Boon-Chapman Incident Report to "ticket," and send. 
4) Once received, the System Administrator, System Architect, or Compliance Officer 

will open the ticket. 

Failure to report incidents could result in disciplinary action. Types of incidents which 
should be reported include but are not limited to: 

• Company computers left unlocked when unattended 
• Password disclosures 
• Computer virus detection 
• Data Loss/Unauthorized disclosure or abuse 
• Physical security or electronic access control flaws 
• Unauthorized access to company building or data 

If an event meets the criteria of a security incident, the Compliance Officer will meet with 
parties concerned with the incident, write a report of the incident, and report findings to 
the Vice-President of Operations. The Compliance Officer will be responsible for 
executing remedial actions decided by Boon-Chapman management. 

For more information, please see the company's Incident Reporting Policy and 
Procedures. 

XII. Disaster Recovery Plan 
A Disaster Recovery Plan is required of every company maintaining PHI under HIPAA. 
Boon-Chapman has a disaster recovery plan in place which allows the company to 
respond to a disaster that prevents the company's ability to function normally and threaten 
the confidentiality, integrity and availability of company information and PHI. 

An event triggers the activation of the DRP, such as: 
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• Total loss of communications 
• Total loss of power 
• Flooding of the premises 
• Loss of main office or colocation site 
• Fire 
• Tornado, etc. 

When an incident occurs the Emergency Response Team (ERT) must be activated. The 
ERT will then decide the extent to which the Boon-Chapman DRP must be invoked. 

Responsibilities of the ERT are to: 

Respond immediately to a potential disaster and call emergency services; 
Assess the extent of the disaster and its impact on Hosted applications downtime, 
data security, etc.; 

• Decide which elements of the Hosted applications Disaster Recovery Plan should be 
activated; 
Establish and manage disaster recovery team to maintain vital services and return to 
normal operation; 
Ensure employees are notified and allocate responsibilities and activities as required. 

• Keep needed documentation. 

After the extent of damage is assessed, the ERT will be responsible for: 

Establishing facilities for an emergency level of service within 24 business hours: 
Restoring key services within 48 business hours of the incident; 
Recover to business as usual within 24 to 120 hours after the incident; 
Coordinate activities with Boon-Chapman management, first responders, etc. 
Complete necessary documentation. 

The Disaster Recovery Plan is activated circumstantially by the Vice-President of 
Operations, and tested on an annual basis by the Compliance Officer. For more 
information. please see the company's Disaster Recovery Plan. 

XIII. Business Continuity I Emergency Mode Plan 
Boon-Chapman's Business Continuity Plan is a plan for continuing operations of the 
company if the place of business is affected by a disaster that ceases the company's 
ability to function normally for a long period of time. 

The plan will explain how the business would recover its operations or move operations 
to another location after damage by events like natural disasters, theft, or flooding, which 
cannot be handled under the normal operations of the Disaster Recovery Plan. 

The Business Continuity Plan is activated circumstantially by the Vice-President of 
Operations, and updated on an annual basis by the Compliance Officer. For more 
information, please see the company's Business Continuity Plan. 
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XIV. Security Training 
Security training of workforce is required of all companies handling PHI under HIPAA. 
Boon-Chapman provides an extensive training workshop every year which includes 
orientation training, security exams, and period e-mail reminders. 

When a new employee is brought on to the company, the employee must undergo 
multiple day orientation training, provided by the Human Resources Department. The 
training includes: 

• Training with company equipment 
• Mandatory reading of this Security Policy and the Company Rules Handbook 
• Signing of company authorization form, guaranteeing the employee has read the 

Security Policy and Handbook and adheres to their rules 
• Passing grade of 70% on the company's HIPAA security/privacy exam 

The employee has a responsibility to maintain his/her knowledge of company rules. 
Annually, the employee is tested on this knowledge by retaking the company's HIPAA 
security/privacy exam. The employee must maintain a passing grade of at least 70% to 
remain an employee at Boon-Chapman. 

Periodically, every employee will receive scheduled security and privacy rule reminders 
via email from the Compliance Officer approved by the Vice-President of Operations. The 
Compliance Officer and Human Resources Lead is responsible for fulfilling company 
training, and will answer to the Vice-President of Operations. 

XV. Law Enforcement, Judicial Proceedings 
Boon-Chapman has a very simple procedure when dealing with law enforcement and 
other legal issues. The company's actions and policies are determined by the company's 
executive management, which include the President/CEO, the Vice-President/Treasurer, 
and Vice-President of Operations. 

When a legal issue, such as a lawsuit, subpoena, or other legal matter presents itself, 
executive management will follow the following guidelines, the President holds the final 
decision on how to handle each issue and when to deviate from the guidelines. 

• Subpoenas 
1. Boon-Chapman receives subpoena, subpoena is to be forwarded to the 

Compliance Officer. acting as the custodian of records. 
2. Compliance Officer reviews the subpoena's leg.ality, the records requested, 

shipping costs, etc. 
3. In the event of an issue or question about the subpoena, the Compliance 

Officer may call a meeting of Executive Management to review or challenge 
the subpoena in question. If required, the President may choose to seek 
legal advice from an outside attorney on how the Compliance Officer 
should proceed. 
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4. If the Compliance Officer and Executive Management wish to object to 
subpoena, it is the Compliance Officer's responsibility to file proper order 
to quash or modify the subpoena to the judge whom filed the subpoena. 

5. If the subpoena is approved, the Compliance Officer will forward the 
subpoena to the Records Supervisor, whom will extract records required to 
complete subpoena. 

6. Subpoena with records will be sent to Compliance Officer to review, get 
notarized, and send. Any responses to subpoena will be completed with 
the same format. 

7. While it is the Compliance Officer's responsibility to complete subpoenas, 
the President will have the final say on how to proceed. 

• Lawsuit 
1. Filing suit is sent to Boon-Chapman, receiver's responsibility to forward to 

Compliance Officer and Executive Management. 
2. Compliance Officer and President will call a meeting of Executive 

Management to review the suit. If required, the President may choose to 
seek legal advice from an outside attorney on how the company should 
proceed. 

3. The President will have final say on how to proceed. 
• Other Law Enforcement/Legal Issues 

1. In the event of incident reporting, disaster recovery, or emergency mode 
operations involving law enforcement or legal issues, the Compliance 
Officer and/or Emergency Response Team will follow company 
procedures, and send to Executive Management. 

2. While following normal policies and procedures, it will be the Compliance 
Officer's responsibility to reach out to Executive Management and call a 
meeting of Executive Management on how to proceed in a legal matter. If 
required, the President may choose to seek legal advice from an outside 
attorney on how the company should proceed. 

3. Vice-President of Operations and/or Compliance Officer will carry out. 
4. The President will have final say on how to proceed. 

XVI. Access Controls 
Physical and electronic access to company information, PHI, computing resources, and 
company equipment is controlled by Boon-Chapman. To ensure appropriate levels of 
access by internal workers, a variety of security measures will be instituted as 
recommended by the Compliance Officer, and approved by Boon-Chapman. 

Mechanisms to control access to company information and PHI include the following 
methods: 

1. Authorization 
Access will be granted on a minimum necessary basis and must be authorized by the 
System Administrator. Any of the following methods are acceptable for providing access 
under this policy: 
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• Active Directory: Controls user profiles and security policies that dictate or control 
those user profiles. System Administrator and Executive Management have 
access. Compliance Officer responsible for periodic audits. 

• Domain Directory: Dictates what physical devices have access to the Boon­
Chapman Network. System Administrator and Executive Management have 
access. Compliance Officer responsible for periodic audits. 

• Role-based access: Predefining roles, each of which has been assigned the 
various privileges needed to perform that role. Assignment of these roles are made 
by the employee's company director. Access is granted by System Administrator 
and Executive Management. 

• User-based access: Security measure used to grant users of a system access 
based upon the identity of the user. Permission for access sent by employee's 
company director. Access granted by System Administrator and Executive 
Management. 

2. Identification/Authentication 
Boon-Chapman requires workforce members to have unique user identification and 
authentication for all access to systems that maintain or access company information and 
PHI. Users will be provided personal credentials by the System Administrator. 

Personal credentials will include: 

a) Building Access Badge: Used to gain access to the main building and rooms 
where employee has been granted access. 

b) User Name and Password: Used to gain access to computer systems, the Boon­
Chapman Network, and systems where employee has been granted access. 

When accessing the main building, the building access badge acts as identification and 
authorization for the user, which include: 

• A name and Photo ID of the workforce member 
• Swipe card access to the building 
• Users not allowed to let other people in using their building access badge 

When accessing computer systems, the user name and password act as identification 
and authorization for the user, which include: 

• Strictly controlled passwords implemented by System Administrator for proper user 
authentication. See the Password Control Standards. 

• Automatic timeout re-authentication after fifteen minutes of no activity. 
• Users not allowed to leave their computer or workstation without locking their 

computer. 

Users are held accountable for all actions performed on the system with their User ID. 
Unauthorized usage of the building access badge and of the user name and password 
may lead to disciplinary action. 
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Boon-Chapman has retained the ability to provide assurance that company information 
and PHI isn't altered or destroyed in an unauthorized manner using the following: 

• Internal audits: Performed periodically by the Compliance Officer. 
• Disk redundancy (RAID) 
• System Backups (Daily, Weekly, Monthly, Quarterly) 

4. Transmission Security 
Boon-Chapman has technical security mechanisms in place to guard against 
unauthorized access to data that is transmitted in the company network and outside of 
the network, using the following integrity controls: 

• Data Encryption 
o Firewalls 
o Encrypted E-mail 

• Secure File Transfer Protocol (SFTP) 
• SSL, HTTPS 

These systems are maintained by the System Administrator and System Architect under 
the supervision of the IT Director. 

5. Remote Access 
Boon-Chapman allows approved off-site access into the Boon-Chapman Network. The 
System Administrator grants access to Boon-Chapman approved devices and pathways 
on a user and application basis. Users may check out a computer from the Helpdesk on 
a first come first serve basis if deemed appropriate by the System Administrator. 

Remote access will always consist of multifactor authentication: 
• Outside access available through Boon-Chapman-issued hardware or software. 
• Login authentication required to connect to Boon-Chapman network. 
• Issued hardware verified with certificate credentials installed on each device. 

Access to remote devices is a privilege, any misuse of this privilege may lead to devices 
being taken away and disciplinary action, up to and including termination. Lost devices 
may constitute a potential PHI breach, which could lead to criminal charges. 

6. Physical Access 
Boon-Chapman limits physical access to the building to protect company information and 
PHI. Access to areas with confidential information are restricted only to appropriately 
authorized individuals, who can access areas with their building access badge. The 
physical controls include: 
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• Restricted Areas (Wiring Room and Server Room): Network servers, which 

contain company information and PHI, are installed in the Server Room and Wiring 
Room. Only the System Administrator, System Architect, and Executive 
Management have access to these restricted areas through key card access to 
prevent theft, destruction, and unauthorized access. 

• Fire, Water, Environmental Protection: The building, the Server Room, and 
Wiring Room contain protection against fire, water damage, and other 
environmental hazards such as power outages and extreme temperature 
situations. 

• Work Stations: Secured against unauthorized access. Appropriate workstations 
will: 

o Position out of sight to prevent unauthorized viewing. 
o Grant minimum necessary access to employees. 
o Employ physical safeguards in controlled access areas. 
o Use automatic screen lock with passwords to protect unattended machines 

after 15 minutes of inactivity. 
o A Clean Desk Policy, requiring employees to place company information 

and PH I out of sight when leaving their desk. 

7. Facility Access 
Boon-Chapman's facility access controls limit physical access to electronic information 
systems and the facilities in which they are housed, while ensuring that properly 
authorized access is allowed. Policies and procedures concerning facility access are 
written by the Compliance Officer and approved by Executive Management. 

• Contingency Plans: Documented policies and procedures that allow facility 
access in support of restoration of lost data in the event of an emergency. See the 
Disaster Recovery Plan and Business Continuity Plan. 

• Building Access Control and Validation: Documented procedure to control and 
validate a person's access to the main building based on their role or function, 
including workforce members, visitors and vendors, and control of access to 
software programs for testing and revision. See the Building Access Policy. 

8. Wireless Access 
The Boon-Chapman Wireless Network is maintained outside of the Boon-Chapman 
firewall and disconnected from the Boon-Chapman Network. The wireless network exists 
as a courtesy to employees and guests, not as a work tool. The wireless network is 
secured through acceptance of rules. Guests must create a username and accept the 
Boon-Chapman Wireless Terms of Use to use the wireless network. 

9. Mobile Device Access 
Boon-Chapman keeps a strict policy regarding mobile devices. Company information and 
PHI must never be stored on mobile computing devices (laptops, personal digital 
assistants [PDAs], smart phones, tablet PCs, etc.). Before being issued mobile devices, 
users must sign the Off-Site Equipment Agreement. 
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After being issued by the System Administrator, Boon-Chapman mobile devices must 
have the following minimum security requirements implemented: 

a) Power-on passwords 
b) Auto log-off or screen saver lock with password 
c) Encryption of device or other acceptable safeguards approved by the System 

Administrator 
d) Must never be left unattended in unsecured areas. 

If confidential information or PHI is stored on external medium or mobile computing 
devices and there is a potential breach of confidentiality as a result, the person with the 
device will be held personally accountable and may be subject to disciplinary action, up 
to and including termination. 

10. Emergency Access 
In the event of an emergency in which the System Administrator and System Architect 
are unavailable, Boon-Chapman Executive Management have access to enter and 
secure areas where company information and PHI are stored, including the Server Room 
and Wiring Room. 
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Compliance [§ 164.308(a)(1 )(ii)(C)] 
The Boon-Chapman Security Policy applies to all users of Boon-Chapman information 
including: physicians, employees, contractors, consultants, temporaries, volunteers, 
interns, etc. Failure to comply with Information Security Policies and Standards may result 
in disciplinary action up to and including termination in accordance with applicable Boon­
Chapman procedures, or, in the case of outside affiliates, termination of the affiliation. 
Further, penalties associated with state and federal laws may apply. 

Possible disciplinary/corrective action may be instituted for, but is not limited to, the 
following: 

1. Unauthorized disclosure of PHI or Confidential information as specified in 
Confidentiality Statement. 

2. Unauthorized disclosure of a sign-on code (User ID) or password. 
3. Attempting to obtain a sign-on code or password that belongs to another person. 
4 . Using or attempting to use another person's sign-on code or password. 
5. Unauthorized use of an authorized password to invade patient privacy by 

examining records or information for which there has been no request for review. 
6. Installing or using unlicensed software on Boon-Chapman computers. 
7. The intentional unauthorized destruction of Boon-Chapman information. 
8. Attempting to get access to sign-on codes for purposes other than official business, 

including completing fraudulent documentation to gain access. 

All Rights Reserved. 2015, Boon-Chapmon 
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Security Policy 

ATTACHMENT 1 - Password Control Standards 

The Boon-Chapman Security Policy requires the use of strictly controlled passwords for 
accessing Protected Health Information (PHI), confidential information (Cl) and Internal 
Information (11) on the Boon-Chapman applications. (See Boon-Chapman Security Policy 
for definition of these protected classes of information.) 

Listed below are the minimum standards that must be implemented in order to ensure the 
effectiveness of password controls. 

Standards for accessing PHI, Cl, II: 
Users are responsible for complying with the following password standards: 

1. Passwords must never be shared with another person, unless the person is a 
designated security manager. 

2. Every password must, where possible, be changed every 90 days. 
3. Passwords must, where possible, have a minimum length of eight characters, 

with one capitol letter, and one digit or special symbol. 
4. When creating a password, it is important not to use words that can be found 

in dictionaries or words that are easily guessed due to their association with the 
user (i.e. children's names, pets' names. birthdays, etc .. . ). A combination of 
alpha and numeric c~aracters are more difficult to guess. 

Where possible, system software must enforce the following password standards: 
1. Passwords routed over a network must be encrypted. 
2. Passwords must be entered in a non-display field . 
3. System software must disable the user identification code when more than five 

consecutive invalid passwords are given within a 15-minute timeframe. A 
lockout is then put in place unless removed by Boon-Chapman's Compliance 
Officer, System Administrator, or Junior Administrator. 

4. System software must maintain a history of previous passwords and prevent 
their reuse. 

All Rights Reserved. 2015, Boon-Chapmon 
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BREACH NOTIFICATION POLICY 

I. PURPOSE 
The purpose of this policy is to provide guidance to staff of Boon-Chapman Benefit Administrators 

("Boon-Chapman") in the event of an unauthorized breach of protected health infonnation 
("PHI"). PHI is protected by the Health Insurance Portability and Accountability Act of 1996 
("Hf PAA") from unauthorized disclosure. 

In the event an unauthorized disclosure occurs, Boon-Chapman must notify individuals whose 

unsecured PHI has been compromised by a breach, must secure the breach, and take steps to 

prevent the breach from occurring again . In certain circumstances, when a breach is deemed more 

severe, Boon-Chapman may have to report breaches to the press and to the Secretary of Health 
and Human Services ("The Secretary"). Boon-Chapman's breach notification process will be 

carried out in compliance with Hf PAA and a ll future amendments. 

11. DEFINITIONS 
• Breach: The acquisition, access, use, or disclosure of PHI in a manner not permitted under 

HlPAA, which compromises the security or privacy of PHI. Breach excludes: 

o Any unintentional acquisition, access. or use of PHI by a Boon-Chapman workfo rce 

member or person acting under the authority of Boon-Chapman if such acquisition, access, 
or use was made in good faith and within the scope of authority and does not resu lt in 

fu rther use or disclosure in a manner not pennined under HIPAA. 

o Any inadvertent disclosure by a person who is authorized to access PHI at Boon-Chapman 
to another person authorized to access PHI at Boon-Chapman, or organized health care 

arrangement in which Boon-Chapman participates. and the information received as a result 

of such disclosure is not further used or disclosed in a manner not permitted under HlPAA. 

o A disclosure of PHI where a covered entity or business associate has a good faith belief 

that an unauthorized person to whom the disclosure was made would not reasonably have 
been able to retain such information. 

• Protected Health Information (PHI): Individually identifiable information that includes any 
part of a person's past, current or future medical condition (ex. medical record, billing history). 

PHI can be transmitted by e lectronic media. maintained in electronic media, or transmitted and 
maintained in a hard copy form. 

• "Safe Harbor": This is a phrase used to describe de-identified PHI. Health info1mation is 

safe to transmit without reporting a breach when these identifiable variables are removed: 
I. Names 
2. Geographical data 

3. All e Jements of dates 

4. Telephone numbers 

5. FAX numbers 

6. Email addresses 
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BREACH NOTIFICATION POLICY 

7. Social Security numbers 

8. Medical record numbers 

9. Health plan beneficiary numbers 

I 0. Account numbers 

11. Certificate/license numbers 

12. Vehicle identifiers and serial numbers including license plates 

13. Device identifiers and serial numbers 

14. Web URLs 

15. Internet protocol addresses 

16. Biometric identifiers 

I 7. Full face photos and comparable images 

18. Any unique identifying number, characteristic or code 

• Unsecured Protected Health Information (Unsecured PHI): Any PHI which is not 

unusable, unreadable, or indecipherable to unauthorized persons through the use of technology 

or methodology, such as encryption o r destruction. 

• Workforce. Workforce means employees, contractors, volunteers, trainees. and other persons 

under the direct control of Boon-Chapman. whether or not they are paid by Boon-Chapman. 

fll. POLICY AND PROCEDURES 
Boon-Chapman is required by HIPAA to notify individuals whose unsec ured PHI has been 

impermissibly accessed, acquired, used, or disclosed, compromising the security or privacy of the 

PHI. 

1) Discovery of Breach 

A breach is ''discovered·' the day Boon-Chapman staff are aware of it, or by exercising reasonable 

diligence, would have become aware of it. Workforce members who believe that PHI has bee n 

breached must report the breach to the Compliance Officer. 

Following the discovery of a potential breach, the breach discoverer will report the breach to the 

Compliance Officer via the eTicket system. The HIPAA Breach eTicket includes these fields: 

• Description of breach 

• Reporter's name 

• Breach discovery date 

• Actual breach occurrence date 

• Type of medium breached (electronic, oral, paper) 

• Type of breach (Loss. misuse, theft) 

• Individuals Involved/Affected by breach 

• Estimated cost of breach 

• Impact of Breach 
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BREACH NOTIFICATION POLICY 

2) Breach Investigation 
After reporting, the Compliance Officer begins a breach investigation, w hich determines whether 

or not PHI has been breached. Boon-Chapman 's Compliance Officer shall be responsible for the 

management of the breach investigation. 

The breach investigation involves coordinating with Boon-Chapman management, human 
resourc~s. public relations, and legal counsel as appropriate. Boon-Chapman's entire workforce is 

expected to assist management in this investigation as requested. The Compliance Officer shall be 
the key facilitator for all breach notification processes. 

3) Notification: Individuals Affected. 
If the suspected breach is verified as an actual breach, the notification process begins by notifying 
victims of the breach who ·s PHl has been, or is reasonably believed by Boon-Chapman to ha\'e 

been. accessed. acquired, used, or disclosed as a result of the breach. 

The first step is for the Compliance Officer to send out a Breach Notification leller to a ll victims 
of the breach. The Breach Notification lei/er is written in plain language and contains the 

following information: 

I. A brief description of what happened. including the date of the breach and the date of the, 
discovery of the breach. if known. 

2. A description of the types of unsecured PHI that were involved in the breach (such as 

whether full name, social security number, date of birth, home address, account number, 
diagnosis, disability code. or other types of information were involved). 

3. Any steps the individuals should take to protect themselves from potential harm resulting 
from the breach. 

4. A brief description of what Boon-Chapman is doing to investigate the breach. to mitigate 
harm to individuals, and to protect against further breaches. 

5. Contact information for individuals to ask questions or learn additional info rmation, which 
includes a toll-free telephone number, email address, website, or postal address. 

Notice to affected individuals shall be made without unreasonable delay and in no case later than 

60 calendar days after the discovery of the breach. It is the responsibility of Boon-Chapman to 

demonstrate that all notifications were made as required, including evidence demonstrating the 

necessity of any delay. 

The Breach Notification l etter will be sent by first-class mail to the individual ' s last known 

address of the individual or by email. If the individual is deceased, the letter will be sent to the 

next of kin or personal representative of the individual, written notification by first-class mail to 
the next of kin or person representative shall be carried out. 
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If there is insufficient or out-of-date contact information for l 0 or more indiv iduals, then a notice 

will be posted on the home page of Boon-Chapman's website for a period of 90 days. The notice 

shall include a toll-free number that remains active for at least 90 days where an individual can 
learn whether his or her PHJ may be included in the breach. 

4) Notification: HHS 
After notifying the individuals, the Compliance Officer shall begin the process of determining 
what notifications are required or should be made to the Secretary of Health and Human Services. 

Jn the event a breach of unsecured PHI affects 500 or more of Boon-Chapman's clients, the 

Compliance Officer must notify HHS at the same time notice is made to the affected individuals. 

If fewer than 500 of Boon-Chapman's patients are affected, the Compliance Officer will maintain 
a log of the breaches to be submitted annually to the Secretary of HHS no later than 60 days after 

the end of each calendar year. The submission shall include all breaches discovered during the 

preceding calendar year. 

5) Notification: Press 
After notifying HHS, the Compliance Officer shall begin the process of determining what 

notifications are required or should be made, if any, to the press. 

In the event the breach affects more than 500 residents of a state, prominent media outlets serving 

the state and regional area will be notified without unreasonable delay and in no case later than 60 

calendar days after the discovery of the breach. The notice shall be provided in the form of a press 

release written by the Compliance Officer and approved by Boon-Chapman Management. 

6) Oelay of Notification Authorized for Law Enforcement Purposes. 
Boon-Chapman w ill cooperate with law enforcement if officials slate that a notification, notice, or 
posting would impede a criminal investigation. 

7) Risk Assessment 
If it is deemed necessary to prevent future breaches. the Compliance Officer may perform a Risk 
Assessment of Boon-Chapman. A Risk Assessment looks for potential vulnerabil ities and threats 

to company PHI. and leads to mitigation of those risks to prevent future breaches. These results 

w ill be made avai lable in a report. 

8) Exceptions 
There are three exceptions to the definition of ·'breach." 

The first exception applies to the unintentional acquisition. access, or use of PHI by a workforce 

member or person acting under the authority of a covered entity or business associate, if such 

acquisition, access, or use was made in good faith and within the scope of authority. 

6 



{{~ BOON-CHAPMAN 
BREACH NOTIFICATION POLICY 

The second exception applies to the inadvertent disclosure of PHI by a person authorized to access 
PHI at a covered entity or business associate to another person authorized to access PHI at the 

covered entity or business associate, or organized health care arrangement in which the covered 

entity participates. In both cases, the information cannot be further used or disclosed in a manner 

not permitted by the Privacy Rule. 

The final exception applies if the covered entity or business associate has a good faith belief that 

the unauthorized person to whom the impermissible disclosure was made, would not have been 

able to retain the information. 

9) Maintenance of Breach Information 
The Compliance Officer shall maintain records of breach notification information, regardless of 

the number of patients affected. 

IO)\Vorkforce Training 
Boon-Chapman shall frain all members of its workforce on Boon-Chapman's policies and 

procedures with respect to PHI as necessary for members to carry out their job responsibilities. 

Workforce members shall also be trained as to how to identify and report breaches to the 

Compliance Officer using the Boon-Chapman eTicketing tool. 

11 )Sanctions 
Members of Boon-Chapman's workforce who fail to comply with this policy shall be subject to 
disciplinary action, up to and including termination. Those sanctions are determined by company 

managers and supervisors. 

12)Retaliation/Waiver 

Boon-Chapman provides individuals the ability to make complaints concerning Boon-Chapman's 

privacy policies and procedures (including the Breach Notiftcalion Policy) without fear of 

retaliation. 

Also, Boon-Chapman may not intimidate, threaten, coerce, discriminate against, or take other 
retaliatory action against any individual for exercising his or her privacy rights. Individuals shall 

not be required to waive their privacy rights as a condition of the provision of treatment, payment, 
enrollment in a health plan. or eligibility for benefits. 

13)Burden of Proof 
Boon-Chapman has the burden of proof for demonstrating that all notifications were made as 

required or that the use or disclosure did not constitute a breach. 
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Boon-Chapman Data Classification Policy 

I. PURPOSE 
The purpose of th is Data Classification Policy is to provide a system for protecting 
company information that is critical to Boon-Chapman Benefit Administrators, Inc. 
("Boon-Chapman") from its creation to its disposal. 

II. SCOPE 
This policy applies to all Boon-Chapman employees, volunteers and contractors. All 
workers who may come into contact with confidential information. are expected to 
familiarize themselves with this data classification policy and to consistently use it. 

Il l. POLICY 
This policy has been designed for a need to know basis. This is so company information 
will be protected from unauthorized disclosure, use, modification, and deletion. 
Consistent use of this system will facilitate business activities and help keep the costs for 
information security to a minimum. Without the consistent use of this data classification 
system, Boon-Chapman unduly risks loss of customer relationships, internal operational 
disruption, excessive costs, and competitive disadvantage. 

Information must be consistently protected throughout its life cycle, from its origination to 
its destruction. Information must be protected in a manner commensurate with its 
sensitivity, regardless of where it resides, what form it takes, what technology was used 
to handle it, or what purpose(s) it serves. 

IV. CLASSIFICATION LABELS 
Public: Applies to information available to the general public and intended for distribution 
outside Boon-Chapman. This information may be freely disseminated without potential 
harm. (Ex: product and service brochures, advertisements, job opening announcements) 

For Internal Use Only: Applies to information meant for use inside Boon-Chapman, but 
the unauthorized disclosure, modification or destruction of it is not expected to seriously 
or adversely impact Boon-Chapman, its client, its employees, or its business partners. 
(Ex: telephone directory, new employee training materials, and internal policy manuals) 

Confidential: Information that is intended for use within Boon-Chapman. Its unauthorized 
disclosure could adversely impact the company's clients, employees and business 
partners. Information that some people would consider private is included in this 
classification. (Ex: appointment schedules, department financial data, contracts and 
agreements) 

Restricted Confidential: This classification applies to the most sensitive medical and 
business information that is intended strictly for use within the organization. Its 
unauthorized disclosure could seriously and adversely impact the organization, its 
patients, its employees and its business partners. (Ex: protected health information, 
corporate level strategic plans, software code) 

V. DATA RETENTION. 
See Record Retention Policy. 
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1. Overview 
Boon-Chapman Benefit Administrators, Inc. ("Boon-Chapman") is responsible for the security and 
integrity of its employees and company data. Boon-Chapman must protect both using all means 
necessary by ensuring at all times that any incident which could cause damage to Boon-Chapman 
can be easily reported. This way, damage can be minimized with a quick response. 

2. Purpose 
The purpose of this policy is to outline the types of security incidents. detail how incidents can 
and will be dealt with, identify responsibilities for reporting and dealing with incidents, and detail 
procedures in place for reporting and processing of incidents 

Fostering a culture of proactive incident reporting and logging will help reduce the number of 
security incidents and reduce the damage of incidents that do occur. 

3. Scope 
All employees, contractors, temporary workers. and those employed by others to perform work 
on Boon-Chapman premises or who have been granted access to Boon-Chapman information or 
systems. are covered by the policy and must comply with it. 

4. Policy 
A security incident is any event that inconveniences Boon-Chapman by putting data and/or 
employees at risk of disclosure, theft or exploitation. Boon-Chapman employees are required to 
report suspected incidents that threaten the Boon-Chapman network as soon as possible to the 
Compliance Officer, who will write a report of the incident and report findings to the Vice President 
of Operations. 

The types of Incidents which this policy addresses include but is not limited to: 

4.1 Password Disclosures 
Unique user account passwords are to be used when allowing a Boon-Chapman employee 
access to Boon-Chapman hardware and network. It is imperative that passwords are not 
disclosed to anyone. The only exception to this rule is in the event that the IT Department 
require the password to resolve a problem. 

If anyone suspects that their password has been disclosed, an incident report should immediately 
be reported to the Compliance Officer or the Help Desk. 

4.2 Computer Viruses/Antivirus 
All Boon-Chapman computers have antivirus capabilities. If an employee has an issue with their 
computer they believe may be caused by a virus. notify the Help Desk. If a virus is confirmed to 
have infected the computer and potentially other systems, an incident report should be reported . 

4.3 ID Badges 
ID cards are essential to helping Boon-Chapman employees and systems stay safe and secure. 
If lost or stolen, they could potentially give access to Boon-Chapman systems to unauthorized 
users. Any Boon-Chapman employee who suspects their ID stolen must file an incident report. 
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4.4 Theft 
Information which cannot be found or is suspected of being stolen must be reported in an incident 
report. 

4.5 Data LossiDisclosure 
The potential for data loss, d isclosure or theft could apply to data which is: 
• Transmitted over a network and reaching an unintended, unauthorized recipient 
• Intercepted over the internet through non secure channels 
• Posted on the internet whether accidental or intentional 
• Conversationally - information disclosed during conversation 
• Disclosed to the press 
• Hard copies of information and data accessible from desks and unattended areas 

All Boon-Chapman employees must act responsibly and be mindful of the importance of 
maintaining the security and integrity of company data at all times. If there is a loss of data and/or 
disclosure made without proper authorization, an incident report must be reported. 

4 .6 Personal Information Abuse 
Individually identifiable information, such as an employee's home address, bank accounts, SSN, 
etc. must be kept confidential. Only a person with written consent and a specific information 
request may access identifiable information. Any abuse/misuse of such information requires an 
incident report. 

4 .7 Physical Security 
Maintaining the physical security of company data is extremely important. Rooms or offices where 
confidential information is located or stored must have access controls in place. Rooms which 
have not been secured should not be used to store confidential information - concerns about any 
rooms/office should be reported with an incident report. 

4 .8 Electronic Security 
It is equally important to secure digital data with encryption, firewalls, and access controls. If an 
employee notices they can gain access to files and confidential information they aren't allowed to 
see due to an error in access controls, an incident report should be reported. 

Responsibilities 
It is every Boon-Chapman employee's responsibility to be proactive in the reporting of Boon­
Chapman security incidents at or away from the workplace. Boon-Chapman Information Security 
Incident Policy and Procedures are in place to prevent and minimize the risk of damage to Boon­
Chapman information. 

It is the responsibility of employees to notify the Compliance Officer or the Help Desk of incidents 
requiring a report. The Compliance Officer is responsible with completing and filing the report 
form to the Vice President of Operations. 

5. Breaches of Policy 
Breaches of this policy and/or security incidents are incidents which could or have resulted in the 
loss or damage of Boon-Chapman assets. 
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All Boon-Chapman employees and contractors have a responsibility to report breaches in policy 
as quickly as possible. Failure to do so could result in the immediate removal of access to the 
Boon-Chapman Network, termination, and/or legal action. 

6. Procedures 
Below are the procedure for reporting an incident using the Boon-Chapman Ticketing System. All 
incidents forms are archived in an electronic database: 

A. Fill out the Incident Report Form on the E-Ticketing System 
1) Go to the Boon-Chapman Helpdesk. Create an e-ticket. 
2) Change Category section to Incident Report under Systems tab. 
3) Enter the subject of your Incident Report, fill out a brief description of the Incident in question. 

Also select best assessment of the priority of the incident being reported. 
4) Assign to the Compliance Officer, System Architect, or System Administrator. 
5) Submit Ticket. 
6) When System Administrator, System Architect. and Compliance Officer are finished with the 

ticket, Compliance Officer will assign ticket to the Vice-President of Operations. 
7) Incident Report Form ticket will close when the Vice-President of Operations will mark the 

Incident complete. 

B. If the eTicketing System isn't available, fill out the Incident Report Form on paper 
1) Fill out Boon-Chapman Incident Report. Find in S:\ Drive, Policies and Procedures Folder. 

Open Boon-Chapman Incident Report Policy Procedure Form. See Attachment 1. 
o Give to Help Desk in person, or proceed to Step 2. 

2) Go to Boon-Chapman intranet and select Help Desk under Links or compose an email to 
incidents@boonchapman.com 

o Include details, specifically what the incident is, when and where the incident occurred, 
and who is involved. 

3) Attach completed Boon-Chapman Incident Report to qticket," and send. 
4) Once received, the System Administrator, System Architect, or Compliance Officer will open 

the ticket. 
5) When complete, the report will be sent to the Compliance Officer for documentation. The 

Compliance Officer will send incident report to Vice President of Operations. 
6) The Incident Report Form will be filed after the Vice-President of Operations signs the Incident 

Report Form, completing it. 

7. Incidents vs Disasters 
In the event an Incident is so disastrous that it prevents the company from being able to function 
normally, the Compliance Officer and Vice-President of Operations may instead elect to respond 
by activating the Disaster Recovery Plan. 

The Disaster Recovery Plan is a plan required by federal and state law to help Boon-Chapman 
recover from an unforeseen disaster or emergency which interrupts business operations including 
flood, fire, tornado, power failure, acts of terrorism and sabotage, and earthquake. All disasters, 
like incidents, must be thoroughly documented by the Compliance Officer. 

For more information, please read Boon-Chapman's Disaster Recovery Plan. 
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Incident Detector's Information: 
Name: ___ _ _ ________ _ 

Title:----- --- - --- - ­
Email:--- -----------

Signature: x_""":'"'." _____________ _ 
Date Signed: ------------

Brief Description of Incident: ----------------------- -

Incident Detector's Information: 
o Denial of Service o Unauthorized Use 

o Malicious Code o Vulnerability 

Incident Priority: 
Olow O Medium 

Incident Location: 

o Espionage 

0 Annual Test 

0 High 

o Hardware Failure O Software Failure 

o Other: - -------- -

Address:-- ---------- Describe affected system(s): _____ _ 

Location Name:------ ----

Date and Time Detected: -------

Describe how incident was detected: ----- ---------------

Date and time response team arrived: - --------------- ---

Describe affected information system(s): 
Hardware Manufacturer: ---- ------ - -------------­
Serial Number: -~:---:----:-::--~:--:-:-:-------------------­
Corporate Property Number (if applicable):-----------------­
Is affected system connected to a network? o YES o NO 

SystemName: :--:--:-:-------------- ------- ----­
System Network Address:---------------------- - ­
MAC Address:--------------------- - --- --
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Describe the physical security of the location of affected information systems (locks, 
security alarms, building access, etc.): 

Was the system removed from network? O YES O NO O N/A 
If YES, date and time systems were removed: -----------------­
If NO, state the reason:---- ------------- --------

If N/A, state the reason:--------------------------

Is there a backup of the system? O YES o NO o NIA 
If YES, date and time of backup: - --------------------­
If NO, state the reason:-------------------- - -----

If NIA, explain:-- -------------- ------------­
Were backups used? o YES o NO 
If YES, which backup was used:---------------------­
If NO, state the reason:------------------------­
Name of persons performing forensics on systems: ----------------

Was vulnerability identified? O YES O NO 

What was the validation procedure used to ensure problem is eradicated: --------

Who approved this validation procedure: - ------------- ------
Total Down Time: ______ __________ ___________ _ 

Compliance Officer Signature: Vice President of Operations Signature: 

Date:------------
Date: _ __________ _ 
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INCIDENT CONTACT LIST 

. . . ~ame, Title ~i· Con_tact Option 
. .Contact Address .. .. < 

Kevin Chapman, President Phone Number (512) 233-711 8 
Email Address kevinct@boonchapman.com 

Nyle Leftwich, Vice President Phone Number (512) 619-7613 
Email Address nleftwich@.boonchapman.com 

Carrie Mabrito, Vice Phone Number (210) 316-6141 
President of Operations Email Address cmabrito@boonchapman.com 

Josh Rynearson, Director of Phone Number (512) 454-2681 x 7203 
Information Technology Email Address Joshr@boonchapman.com 

Jason Gomes, System Phone Number (512) 796-2552 
Architect Email Address jasong@boonchapman.com 

Dayne Miller, System Phone Number (972) 832-6817 
Administrator Email Address dayneml@boonchapman.com 

Trey Wilkins, Help Desk Lead Phone Number (512) 233-7191 
Email Address danielw®boonchapman.com 

Matt Durham, Controller Phone Number (51 2) 233-7212 
Email Address mdurham@.boonchapman.com 

Jill Monsees, HR and Phone Number (512) 233-7136 
Support Manager Email Address jillm@boonchapman.com 

Daniel Chapman, Phone Number (51 2) 233-7253 
Compliance Officer Alt. Phone Number {512) 680-3452 

Email Address dchapmanl@boonchapman.com 

EMERGENCY CONT ACT LIST 
. · ~ . 's . ;{iName, Tl6e '.:.'!..., · 1 "'r;.,.;conta.ct Option- I ic"l'~3lt' ,_,Contact A.ddreas f,,,;;, v .. 
Emergency I Phone Number I 911 

Fire Department I Phone Number I (512) 258-1038 

Sheriff Department I Phone Number I (512) 352-4123 

CBRE (Building I Phone Number I (512) 331 -5040 
Manaqement) Office -· -

CBRE After-Hours I Phone Number 
I 

(512) 331-5040 
Emergency 
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Optional Services 

KelseyCare powered by Boon-Chapman 

The KelseyCare health benefits plan, administered by Boon-Chapman, provides high quality 
healthcare for self-funded companies with more than 50 covered employees in the Greater 
Houston area. Members have access to the Kelsey-Seybold provider network, which includes 
370 Kelsey-Seybold physicians and more than 1,800 KelseyCare Affiliate Specialists selected by 
Kelsey-Seybold physician leadership for quality care. 

The plan integrates person-to-person care delivery in 50 specialties, care coordination, disease 
and case management, hospitalist physicians and hospital partners all into one plan offering. But 
more than that, the plan delivers superior clinical, financial and satisfaction outcomes compared 
to the performance of other networks and PPO plans. We would need additional information to 
determine the cost. 

Quarterly one-on-one employee meetings 

Boon-Chapman claims personnel will be in Fort Bend County for 2 days each quarter of the year 
to meet with participants who have questions about EOBs, benefits, precertification issues, etc. 
There is no charge for this service. 

Employee communications 

Boon-Chapman will assist in the design and content of employee communications to be used at 
enrollment and/or other educational meetings. There is no charge for this service, unless Boon­
Chapman prints and/or mails communication pieces. In that case, all printing, supplies, postage, 
and labor will be passed through at cost. 

Enrollment meetings 

Boon-Chapman will assist the Risk Management department in conducting annual enrollment 
meetings. The charge is outlined in the current Administrative Services Agreement. 

LegaJ notices 

Boon-Chapman will provide the following annual notices as required by the federal law: 

1. Women's Health and Cancer Rights Act ''WHCRA" 
2. Medicare Part D Creditable Coverage 
3. Children's Health Insurance Program Reauthorization Act "CHIPRA" 

The fee for this service is $1.00 per employee per month. 

Reinsurance/stop loss marketing and placement 

Boon-Chapman will market and secure reinsurance annually at renewal. There is no charge for 
this service. 



Plan Analysis, Review, and Management Services 

Boon-Chapman will prepare a financial status report as to the financial history of the Plan, 
current financial status with options available, and prepare periodic and annual reports as they 
relate to Plan performance and the financial status. We will also assist in the development of, and 
continued review of, Plan design of existing and new plan options, and recommend employer 
contributions consistent with current budget. We will also analyze the current Medical Plan in 
terms of participation and the most effective use of employer contributions. The charge for this 
service is $2.00 per employee per month. 

Transitional Reinsurance Fee 

Boon-Chapman will report membership counts to the Department of Health and Human 
Services. Upon receipt of Fort Bend County's HHS invoice, we will submit notice to the Plan of 
the full Fee. Upon this notification, the County will authorize Boon-Chapman to make payment 
directly from their account to HHS. The fee for this service is $1000 annually. 

Patient-Centered Outcomes Research Institute Fee 

Boon-Chapman will provide necessary census reporting to the County so that they can complete 
the application IRS Form. There is no charge for this service. 

Medicare Part D reporting 

Annual notices to participants - See "Legal Notices" section above 

Creditable coverage disclosure to Centers for Medicare and Medicaid "CMS" - Boon-Chapman 
will assist the County in the online annual reporting to CMS. There is no charge for this service. 

Medicare Part D retiree drug subsidy recovery assistance- Boon-Chapman will assist the 
County in subsidy recoupment. The fee for this service is $2.00 per retiree per month. plus the 
cost of the actuarial attestation. 

Prescription Benefit Management Services 

We can offer the County several prescription benefit management companies to choose from. 
We can also introduce the county to the PBM consultant we use who can assist in evaluating the 
options. We would need additional information to determine the cost. 

Medical Tourism 

Domestic - Boon-Chapman will assist participants in obtaining applicable outpatient surgical 
care at Surgery Center of Oklahoma or other facilities that use "transparent pricing". We will 
work with the County to implement and communicate Plan language to incent participants to use 
this facility. There is no charge for Boon-Chapman to facilitate this arrangement or to provide 
Plan language. Applicable Plan benefits apply to services rendered. 



International - Boon-Chapman will assist participants in obtaining applicable care Health City 
Cayman Islands or other like facilities. We will work with the County to implement and 
communicate Plan language to incent participants to use this facility. There is no charge for 
Boon-Chapman to facilitate this arrangement or to provide Plan language. Applicable Plan 
benefits apply to services rendered. 

Hospital Bill Audit 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of Lbe services of a hospital bill audit company to scrub biJJs to find billing code 
errors, gross overcharges, and other types of common billing errors. The fee for this service 
varies according to which audit company is used. 

Provider Negotiations 

At the direction of the County, our Cost Containment unit will attempt to obtain discounts from 
out-of-network providers in order to decrease both Plan costs and balance billing to the member. 
Negotiated claims will be processed at the out of network coinsurance level, and all negotiations 
will be signed off on by the provider. The fee for this service is 25% of savings. 

Plan Document services 

Development and maintenance of plan document (using the Boon-Chapman template document), 
including regulatory language updates as applicable. There is no charge for this service. 

Employee Assistance Programs 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of Employee Assistance Programs to best meet the needs of your members. 
There is no charge for this service. 

Debit card for Section 125 Plan 

The Benny Prepaid Benefits Card is a special-purpose MasterCard® Card or Visa® Card that 
gives participants an easy, automatic way to pay for eligible health care or benefit expenses. The 
Card lets participants electronically access the pre-tax amounts set aside in their respective 
employee benefits accounts such as Flexible Spending Accounts (FSAs), Health Reimbursement 
Accounts (HRAs), and Health Savings Accounts (HSAs). There is no fee for the additional 
card. There is a $5.00 fee to replace lost or stolen cards, this fee is typically billed directly to the 
cardholder' s account. 

Benefit administration outsourcing 

Boon-Chapman can offer combined billing and online enroJlment services. We would need 
additional information to determine the fee. 



Dental Preferred Provider Organization ("PPO") 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of a dental PPO. Working with Aetna, Guardian, Cigna, or Connection Dental, 
can enhance the current self-funded dental offering. The fees vary by PPO. 

Real-time diabetes testing and monitoring 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of the services of ActiveCare, or other similar diabetes testing and monitoring 
vendors, to provide accurate and actionable blood glucose monitoring via remote device. 
Additional information is required for a charge/fee quote. 

Mobile healthcare application 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of the services of Zest Health, or other simiJar vendors, to deliver convenient 
access to concierge support and benefits information. Participants will save time and money 
through easy in-network appointment scheduling and 24/7 access to health professionals. Benefit 
information, including ID cards, claims information, deductibles, and out of pocket amounts, are 
also accessible. Additional information is required for a charge/fee quote. 

Transparency tool 

Boon-Chapman will offer the services of Healthcare Bluebook, or other similar vendors. Using 
this service, participants can find the best prices within the existing provider network, ensuring 
they get the most value for every dollar spent. They can also view quality metrics, allowing the 
participants to get the highest quality care at the lowest price. Additional information is required 
for a charge/fee quote. 

Pre-diabetes detection and treatment program 

Boon-Chapman can offer a pre-diabetes management program. The treatment would be based on 
physician-directed care and lifestyle intervention. The company offers a complimentary 
biomarker blood test that can detect prediabetes, and also continuing biomarker tests throughout 
the personalized program to monitor specific processes in the body associated with prediabetic 
conditions. Additional information is required for a charge/fee quote. 

Telemedicine 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of TelaDoc, or other similar telemedicine vendors. Participants may request a 
visit with a doctor 24 hours a day, 365 days a year, by web, phone, or mobile app. Additional 
information is required for a charge/fee quote. 



Dialysis Program 

The objective of the dialysis program is to limit the financial exposure to self-funded employer 
groups produced by long-term dialysis care. PPO contracts do not sufficiently control the 
exorbitant costs associated with this care. Our dialysis program leverages existing Medicare 
regulations to provide a solution that addresses both the direct impact to claim costs, as well as 
stoploss insurance rates. This program can generate hundreds of thousands of dollars in savings 
on even one dialysis case. We can provide this service for $100 per dialysis claim. 

Non-network Hospital Claims 

There is no accepted usual and customary pricing data available for hospital claims. 
Consequently, health plans are at risk of paying too much to non-network hospitals with inflated 
charges. We are one of the few third party administrators that license sophisticated software to 
determine the Medicare allowable for charges at every hospital in the United States. This gives 
our health plans the option of setting a non-network allowable at a percentage of Medicare to 
avoid this risk. The fee for this service is 10% of savings. 

High Touch Customer Service 

Traditionally, health insurance companies have received claims and in response mailed EOBs 
and letters requesting additional information to members and providers. Providers generally 
understand this correspondence and know what to do. Members, however, are sometimes 
confused by them and are often too busy to deal with them. This confusion can create frustration. 
If the correspondence requires member action and none is forthcoming, it can lead to more 
correspondence, claim denials, or other frustration. If someone could just talk to the member first 
and explain what is happening, why it is happening, or what is needed much of this heart ache 
could be avoided. That is what the Boon-Chapman Fort Bend County Member Champion could 
provide. The Member Champion would proactively contact members when we need additional 
information and before certain claim denials. It is more labor intensive on our end, but your plan 
participants are worth it. We would charge $1.00 pepm. 

Employer sponsored clinic services 

Through our sister company Soluta, Inc. we can offer the County the Elevate application as 
described in the Executive Summary or offer full clinic management services. We would need 
additional information to determine the fee for these services. 

Insured Transplant Carve out plan 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of an insured transplant carve out plan. Additional information is required for a 
charge/fee quote. 



Vision benefits 

Boon-Chapman can assist in the evaluation, procurement, contracting, and implementation of 
fully insured vision coverage. Additional information is required for a charge/fee quote. 

If the County chooses to self-fund the vision benefit, we can assist with plan design and 
contribution recommendations. There is no fee for this service. 

Ancillary Products 

Boon-Chapman will assist the County in tbe evaluation, procurement, contracting, and 
implementation of insured ancillary products, including but not limited to, short term disability, 
long term disability, life, accidental death and dismemberment, and long term care coverage. 
Additional information is required for a charge/fee quote. 

Section 6055/6056 reporting 

Boon-Chapman will assist the County in the evaluation, procurement, contracting, and 
implementation of a vendor to track and/or provide appropriate tax forms. 

Bank reconciliation 

Boon-Chapman will reconcile the FBC medical claims account and provide the cash journal at 
the end of each month, or upon request. The fee for this service is $1.50 per employee per 
month. 

Jail clinic consulting 
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