
Hi-Speed Industrial Service

Attached to this cover letter is the 2022/2023 Program Highlights Booklet for your reference.  Please 
keep this booklet and refer to if you have questions regarding:

The payroll deductions for each benefit plan

The benefit summaries that explain how the plans work

The benefit Carrier’s contact information

OPEN ENROLLMENT PROCESS FOR 2022/2023
Open enrollment is February 7th through February 11th for any CHANGES you would like to
make to your insurance benefits. Those changes, as well as any current enrollment, will be
effective beginning March 1st, 2022.

If you are not making “any” changes to your enrollment, no action is required by you.

If you are making changes or if you are a new employee, that is newly eligible for benefits, you

will need the social security number, date of birth and home zip code for you and your

dependents. Please complete the enrollment form in its entirety and print clearly.

DEADLINE FOR ENROLLING is the end of business day on February 11th.

ALL EMPLOYEES will receive NEW identification cards from HPI (Health Plans Inc.) regardless
of whether you are making changes.

Important: You cannot make any enrollment changes after the open-enrollment ends on 
February 11th unless you have a qualifying life event as defined by the IRS, such as marriage,
divorce, birth of a baby, etc. Please visit https://www.healthcare.gov/glossary/qualifying-life-
event for the entire list of changes that are allowed by the IRS.

DO YOU HAVE ANY QUESTIONS about enrollment, eligibility or claims?

Please call Karen Blount at Collier Insurance at (901) 529-2900.

Important Information Regarding your            

2022/2023 Employee Benefits

HRA (Health Reimbursement Arrangement) Information: Active employees have 90 days 

after the end of the plan year (12/31/22) to submit expenses against their prior plan year for 

dates of service that were incurred during that eligibility period.

Open enrollment is a good time to review your life insurance benefits and beneficiaries if 

applicable! 

https://www.healthcare.gov/glossary/qualifying-life-event


Collier Insurance Disclaimer: Every effort has been made to accurately disclose the terms and provisions of each plan 
presented. Each company’s actual policy/certificate will prevail. In providing this summary we make no representations, 
either expressly or implied as to its competence, sufficiency, integrity, exactness or its lack of defect of any kind.

Plan Year 2022/2023
Employee Benefit Program Highlights

March 1, 2022 through February 28, 2023
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HI-Speed Industrial Service
Employee Benefit Guide 2022-2023

This Program is designed exclusively for you and your family members and has been built 
to provide comprehensive benefits. By participating in this program, you will receive:

Peace of Mind – Know that you are covered in case you need it.
Control – You decide what options to choose.
Information – Statements showing the cost of your elections.
Technology – State of the art tools designed for you to manage your benefits.
Education – Access information about health or financial questions any time.

Major Benefits Areas Offered

The HI-Speed Industrial Service Benefit Guide offers the following benefits to you 
and your family members:

Major Medical & Rx Drug Plans 
Health Reimbursement Arrangement – “HRA”

Basic Life Insurance with AD&D
Voluntary Life Insurance with AD&D

Dental Insurance
Vision Insurance

Long Term Disability Insurance
Accident, Critical Illness and Cancer

Eligibility
*Employee : All full-time employees actively working 30 or more hours weekly
*Dependent: Legal Spouse and dependent children up to age 26
*New Hires are eligible: First of the month following 30 days 

**If your spouse has Medical Insurance coverage available through his or her employer, you will not be allowed to 
cover them on the HI-Speed Medical plan. In those cases, coverage options would be limited to Employee Only or 
Employee + Child(ren) coverage.

Election changes made throughout the year require a qualifying event.  
If you have questions regarding your coverage election, please contact Collier.

Karen Blount
901-529-2900

kblount@collier.com
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Benefit Carrier Phone/Email

Concierge Service
PLEASE CALL FIRST IF YOU HAVE A MEDICAL
QUESTION: 1-(888)-711-6766. They will best assist
you on all things medical.

Major Medical Carrier and 
Medical Claims Processor

Health Plans Inc

1-800-532-7575 https://www.hpitpa.com/ They
process medical claims for Providers such as
hospitals and Doctors offices.

PPO Network: FIND A 
DOCTOR

https://hcpdirectory.cigna.com/web/public/consu
mer/directory/search?consumerCode=HDC001
They are the PPO for “In-Network” benefits. (They
do not pay claims)

NO COST Surgery Benefit
1-877-438-5479
https://getkisx.com/

Prescription Drug 
1-877-635-9545
https://secure.proactrx.com/

Prescription Specialty Drugs
1-888–242–9798, Monday thru Friday, 8:00am–
6:00pm ET

Cancer Benefit
1-877-640-9610
https://cancercareprogram.net/

Telemedicine
1-800-997-6196
support@doctorondemand.com

Dental
1-800-786-5433
https://www.sunlife.com/en/

Vision (VSP Network)
1-800-786-5433
https://www.vsp.com/eye-doctor

Short and Long Term 
Disability

1-800-786-5433
https://www.sunlife.com/en/

Basic Life/AD&D, Voluntary 
Life/AD&D, Accident, Critical 
Illness and Cancer

1-800-786-5433
https://www.sunlife.com/en/

Carrier Contact Sheet
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This table is a brief summary of benefits. Consult your Policy and/or the Plan Document for a full description of benefits.

Medical & Rx Benefits
HRA Plan

“Net” Benefits When Coordinated with the HRA

Annual Net Deductible (per calendar yr) $1,500 / $3,000

Annual Net Out of Pocket Maximum (per calendar yr) $3,500 / $7,500

The HRA reimburses 100% of eligible medical expenses per claim from the first dollar up to when the HRA 
allocation is depleted. You are responsible for paying the remaining expenses up to the Out-of-Pocket Max.

To search for a provider, go to:

https://hcpdirectory.cigna.com
CIGNA is the network  and HPI is 

the Claims Payor

Election Per Paycheck

Employee Only $107.26

**Employee + SP $235.97

Employee + CH $203.81

Family $321.77

Medical Benefits In-Network

Annual Deductible
$5,000 Individual
$10,000 Family

Annual Out of Pocket Max
$7,150 Individual
$14,300 Family

Coinsurance 70%

Preventive Exams Covered at 100%

Primary Care / Specialist $30 copay / $50 copay

Urgent Care $50 copay

Emergency Room Deductible then 30%

Inpatient / Outpatient Services Deductible then 30%

Rx Benefits In-Network

Retail/Mail Order              
Up to 30 day supply

Mail Order                          
31-60 day supply

Mail Order                   
61-90 day supply

Generic $10 copay $20 copay $30 copay

Preferred Brand $35 copay $70 copay $105 copay

Non-Preferred Brand $50 copay $100 copay $150 copay

Specialty Drugs $100 copay - -

**If your spouse has Medical Insurance 
coverage available through his or her 
employer, you will not be allowed to cover 
them on the HI-Speed Medical plan. In 
those cases, coverage options would be 
limited to Employee Only or Employee + 
Child(ren) coverage.
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Single Coverage
After the participant incurs the 1st $1,500 of In-Network Medical Deductible expenses, they may be 
reimbursed the next $3,650 of In-Network Medical Deductible, Co-Pays & Co-Insurance expenses.

Family Coverage
After the participant incurs the 1st $3,000 of In-Network Medical Deductible expenses, they may be 
reimbursed the next $7,300 of In-Network Medical Deductible, Co-Pays & Co-Insurance expenses 
processed as Embedded.

Active employees have 90 days after the end of the plan year (12/31/22) to submit expenses against 
their prior plan year for dates of service that were incurred during that eligibility period.

Terminated employees have 90 days after their termination date to submit expenses for dates of service 
that were incurred during their eligibility period.

When a participant terminates, he/she should be offered COBRA to continue their coverage in the 
Health Reimbursement Arrangement accounts. Expenses will continue to be eligible if incurred during 
the “period he or she is covered”.

When submitting HRA claims for reimbursements, EOB’s (Explanation of Benefits) from the Health 
Insurance Provider are required for documentation. 

Only those expenses incurred, not merely paid, during the plan year are eligible.  Paying off a "balance 
due" that was not incurred during your plan year will not be reimbursed.

HRA Benefit
Health Reimbursement Arrangement

7

Coverage 
Election

Plan Year
Annual Limit

Employee Only $3,000.00

Family $6,000.00



Hi-Speed Industrial Service, Inc.

HRA Non-Debit Card - FACT SHEET

Plan Year: January through December

HRA funds are for services incurred during the “current – active” plan year only.

(For example: An HRA plan year 1/1/2022 – 12/31/2022 can only be used for services incurred  from 1/1/2022 –

12/31/2022; meaning you CANNOT claim a service rendered in May of 2021.  This would result in the claim 

being rejected because the service was not rendered between  1/1/2022 – 12/31/2022.)

HRA claims are processed as below:

• Single Coverage HRA plan

o The Employee incurs the 1st $1,500.00 of In-Network Medical Deductible  expenses

o Then the Employer will reimburse the next $3,650.00 of In-Network Medical  Deductible, 

Medical Co-Pays & Medical Co-Insurance expenses

• Family Coverage HRA plan processed as Embedded

o The Employee incurs the 1st $3,000.00 of In-Network Medical Deductible  expenses

o Then the Employer will reimburse the next $7,300.00 of In-Network Medical  Deductible, 

Medical Co-Pays & Medical Co-Insurance expenses

An EOB (Explanation of Benefit) and/or YTD (Year-to-Date) from the company sponsored  health insurance 

provider must be submitted for documentation along with the applicable claim  form.

HRA EMPLOYER RUN-OFF PERIODS:

• Run-off period to file claims after plan year ends: 105 days

(Services must be filed using the manual reimbursement submittal process)

• Run-off period to file claims after termination date: 105 days

(Services must be incurred during dates of eligibility or the claim will be denied)

➢ The HRA Plan year run on a calendar year basis, January through December

➢ The Medical deductibles, Out-of-Pocket accruals and claims run on a calendar year basis,

January through December

OTHER HELPFUL FACTS:

• CPN’s Customer Service Center Contact Information

o Phone: (901) 756-8244 / Toll Free: (800) 737-0125 - Press 1

o Email: claims@cpnflex.com

o Monday through Friday, 8:00 am to 4:00 pm, CDT

• Consumer Portal Information: Handout materials for setting up the employee’s  Consumer Portal 

and adding a dependent can be found on CPN’s website, www.cpnflex.com, located under the 

Consumer Info page.

mailto:claims@cpnflex.com
http://www.cpnflex.com/


9



Helping you get and remain healthy.
We’re here to ensurethat yourpharmacy benefitsare accessible,withease, if and when you need them most.

Tel: 877–635–9545

Fax:   315–287–7864

Web: www.ProActRx.com

Customer Service
The ProAct Help Desk is available to serve you 24 hours a day, 7 days a week. Our knowledgeable customerservice

representativescan assistyou with:Benefit Overview,Eligibility, PriorAuthorization,and much more.

Email: Support@ProActRx.com

Mail: 1230 US Highway 11  

Gouverneur,NewYork13642

Mail OrderPharmacy
ProAct Pharmacy Services will deliver maintenance prescriptions, in a 90 -day supply, directly to your door for the cost of your

mail order pharmacy copay. You will need a new prescription from your doctor to begin using the mail service. Your doctor

can e-scribe, call in, or fax your prescription to “ProAct Pharmacy Services” (NCPDP #3335468). You may also mail a prescription

along with a completed profile form. To get started, call a Help Desk representative to set up your home delivery profile and

method ofpayment.

Tel: 877–635–9545

Fax:   315–287–3330

Web: www.ProActPharmacyServices.com

Email: Support@ProActRx.com

Mail: 1226 US Highway 11  

Gouverneur,NewYork13642

Specialty Pharmacy
Noble Health Services is ProAct’s specialty pharmacy and is available to dispense medications used to treat complex and

chronic conditions. Our experts at Noble strive to support patients in all aspects of therapy and always provide the utmost

care, from prescription needs and medication therapy management to financial guidance. Emergency on-call support is

available at all times via our toll-free number. Your doctor may mail, fax, call, or e-scribe to “Noble Health Services” (NCPDP

#5806457). Packages will ship next day delivery to your home, physician’s office, or place of business. Same day delivery is

available in some areasof UpstateNew York. Local members may pick up specialty medications at our facility in Syracuse,New

York.
Tel 888–843–2040

Fax:   888–842–3977

Web: www.NobleHealthServices.com

Email: ContactUs@NobleHealthServices.com

Mail: 6040 Tarbell Road

Syracuse,NewYork13206

YOUR PHYOUR PHARMACY BENEFITS MADE EASY

Web: www.CanaRxSavingsProgram.com

International Mail Order Pharmacy
Approximately 350 brand name maintenance medications are available through ProAct’s international mail order partner,  

CanaRx.If yourdrug isavailable internationally,you areeligible to receiveup to a90 day supplyata $0copay.

Tel 866–893–6337 Email: info@canarx.com

Fax: 866–715–6337 Mail: CanaRx SavingsProgram,

P.O.Box44650,

Detroit,Michigan48244–0650

YOUR PHARMACY BENEFITS MADE EASY

ProAct Member Guide

http://www.proactrx.com/
mailto:Support@ProActRx.com
http://www.proactpharmacyservices.com/
mailto:Support@ProActRx.com
http://www.noblehealthservices.com/
mailto:ContactUs@NobleHealthServices.com
http://www.canarxsavingsprogram.com/
mailto:info@canarx.com
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Y o u r  P a t h w a y s  C o n c i e r g e  c a n :  

✓ A D D R E S S benefit questions and coverage (co-pays, deductibles, balance billing, etc.)

✓ L O C A T E providers and facilities 

✓ P R E - C E R T I F I C A T I O N for facility services 

✓ R E V I E W of cost-effective treatment options and available alternatives

✓ P R E P A R E  A N D  E D U C A T E  you for your hospitalization or procedure

✓ A S S I S T with claim and will review your EOB and bills on your behalf

ID Card Information
Call Pathways Concierge if you need assistance

Your Personal 
ID Number

Please make sure         
your provider(s) 
knows when 
verifying medical 
benefits 
to call HPI.

Pathways

Your Group 
ID Number

Those covered
on your plan

Your plan’s 
copays will
be listed here.

Cigna is the network NOT THE CARRIER, 
they are the NETWORK. HPI processes 
the medical claims

HPI is the carrier.

Pro Act is 
administers all 
of your Rx 
needs.

Your medical 
provider will 
submit claims 
to Cigna via 
this info. listed 
here.

If your 
pharmacy has 
any questions, 
please have 
them call this 
number.
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Surgery. Simplified.

Call Us!  (877) Get.KISx OR (877) 438-5479 15



16



17



18



19



20



Coverage Cost per pay period*

Employee $6.16

Employee + 1dependent $18.43

Employee + 2 or more dependents $40.59

Coverage and bi-weekly cost for Dental.  

Rates are effective as of March 1,2022.

Dental Insurance

Rates

800-247-6875 · sunlife.com/us
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Coverage Cost per pay period*

Employee $1.48

Employee +Spouse $2.80

Employee +Child(ren) $3.29

Employee +Family $4.61

Coverage and bi-weekly cost for Vision.  

Rates are effective as of March 1,2022.

Vision Insurance

Rates

800-247-6875 · sunlife.com/us
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Plan Name: Mock Inc. DBA HI-Speed Industrial Service Employee Benefits Program (the “Plan”)

Contact: Mock Inc. DBA HI-Speed Industrial Service

7030 Ryburn Dr., Millington, TN 38053

901-873-5300

The Plan Administrator has the sole discretionary authority and responsibility to control and administer the Plan in

accordance with its terms and has, without limitation, the discretionary authority to interpret the Plan or its terms.

The Plan Administrator’s powers include making and enforcing rules it deems necessary or proper for the efficient

administration of the Plan, allocating its responsibilities under the Plan to other persons, and deciding all questions

concerning the Plan, including determining eligibility for benefits under the Plan.

With respect to the coverage described in this Summary Plan Description (SPD), the Plan Administrator has

delegated to Health Plans Inc. (HPI) the discretionary authority related to medical and prescription drug coverage to

make determinations on eligibility and claims for benefits under the Plan, and, as such, Health Plans Inc. (HPI) is a

claims review fiduciary of the Plan. The Plan Administrator has delegated to Sun Life Financial the discretionary

authority related to dental, vision, disability, accident, critical illness, cancer and life coverage to make

determinations on eligibility and claims for benefits under the Plan, and, as such, Sun Life Financial is a claims

review fiduciary of the Plan.

Group/Policy Number: YB3

Claims Administrator: Health Plans Inc. (HPI)

Medical & Prescription Drug Coverage: www.hpitpa.com

Group/Policy Number: 945344

Claims Administrator: Sun Life Financial

Dental, Vision, DI & Life Coverage: www.sunlife.com

The Plan Administrator keeps the records for the Plan and will also answer any questions you may have about the 

Plan. If you have general questions about the Plan, you may contact Human Resources, which acts on behalf of the 

Plan Administrator with respect to day-to-day matters, and whose contact information is provided immediately 

below.

Plan Contact/Sponsor Information: Mock Inc. DBA HI-Speed Industrial Service 

Attn: Human Resources

7030 Ryburn Dr., Millington, TN 38053

901-873-5300

Plan Sponsor’s Employer ID Number (EIN): 62-1026043

ERISA Plan Number: 501

General Information About the Plan
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Agent for Service of Legal Process: Mock Inc. DBA HI-Speed Industrial Service

7030 Ryburn Dr., Millington, TN 38053

901-873-5300

MARCH 1, 2022 the Plan is operated on as follows:

MARCH 1, 2022 through FEBRUARY 28, 2023 referred to as the "Plan Year"

The Plan is an employee welfare benefit plan, and includes the medical, prescription, drug, dental, vision, disability,

and life coverage described in this SPD.

Type of Funding/Administration: Medical & Prescription Drug Coverage

The medical and prescription drug portion of the Plan described in this SPD is self insured and is administered in

accordance with the provisions of the administrative services agreement with the Claims Administrator named

above. Plan benefits are funded through the employer’s general assets. No amounts are held in trust or are

otherwise segregated from the general assets of the Employer.

Participants are required to contribute to the cost of the coverage

Type of Funding/Administration: Dental, Vision, Disability & Life Coverage

The dental, vision, disability, life coverage is insured and is administered in accordance with the provisions of the

insurance policy issued by the Insurer named above. Plan benefits are provided pursuant to an insurance policy, the

premiums for which are paid from the employer’s general assets. The Insurer(s), not the group, is responsible for

paying claims under the Plan. Participants are required to contribute to the cost of coverage.

Amendment or Termination of the Plan

The Plan may, at any time, in the Plan Sponsor’s sole discretion, be amended or terminated, without advance notice

to any person (except as may be required by law). Any amendment or termination of the Plan (or any coverage(s)

under the Plan) will not affect any proper entitlement to benefits incurred prior to the effective date of such

amendment or termination. No person shall have any vested right to continue benefits under the Plan.

Effect of the Plan Document
This SPD provides a summary of the terms, conditions, and benefits under the Plan for eligible employees and their
eligible dependents. It does not give the details on all the terms of the official Plan documents (including the
insurance policy). If there is any conflict between the information in this SPD and the provisions of the Plan
documents, the Plan documents control.

Your Rights Under ERISA and Other Applicable Law
This statement of ERISA rights is required by federal law and regulation.

As a participant in this Plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants shall be entitled to:

63



Receive Information About Your Plan and Benefits
• Examine, without charge, at the office of the Plan Administrator and at other specified locations, all documents
governing the Plan, including insurance contracts and a copy of the latest annual report (Form 5500 Series) filed by
the Plan (if applicable) with the U.S. Department of Labor and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

• Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Plan,
including insurance contracts and copies of the latest annual report (Form 5500 Series), if applicable, and updated
summary plan description. The Plan Administrator may make a reasonable charge for the copies.

• Receive a summary of the Plan’s annual financial report (if applicable). If applicable, the Plan Administrator is
required by law to furnish each participant with a copy of this summary annual report.

COBRA – General Notice and Qualifying Event Notice
• Continue health care coverage for yourself, spouse, or dependents if there is a loss of coverage under the Plan as a
result of a qualifying event. You or your dependents may have to pay for such coverage. Review this summary plan
description and the documents governing the Plan for the rules governing your COBRA continuation coverage rights.

• Reduction or elimination of exclusionary periods of coverage for preexisting conditions under the group health
plan (if applicable), if you have creditable coverage from another plan. You should be provided a certificate of
creditable coverage, free of charge, from your group health plan or health insurance issuer when: (i) you lose
coverage under the Plan; (ii) you become entitled to elect COBRA continuation coverage; (iii) your COBRA
continuation coverage ceases; or (iv) you request a certificate of creditable coverage before losing coverage, or
within 24 months after losing coverage.

• Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months
(18 months for late enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries
In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for
the operation of the employee benefit plan. The people who operate the Plan, called “fiduciaries” of the Plan, have
a duty to do so prudently and in the interest of you and other Plan participants and beneficiaries. No one, including
your employer, or any other person, may fire you or otherwise discriminate against you in any way to prevent you
from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was
done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within
certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of plan
documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a
federal court. In such 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 materials, unless the materials were not sent because of reasons beyond the
control of the Plan Administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you
may file suit in a state or federal court. In addition, if you disagree with the Plan’s decision (or lack thereof)
concerning the qualified status of a domestic relations order or a medical child support order, you may file suit in
federal court. If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against
for asserting your rights, you may seek assistance from the U. S. Department of Labor or may file suit in a federal
court. The court will decide who should pay court costs and legal fees. If you are successful, the court may order the
person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees,
for example, if it finds your claim is frivolous.
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Assistance with Your Questions
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions
about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the
Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U. S.
Department of Labor, listed in your telephone directory, or the Division of Technical Assistance and Inquiries,
Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue NW, Washington,
DC 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling
the publications hotline of the Employee Benefits Security Administration.

Availability of Summary Health Information—Summary of Benefits and Coverage (SBC)
As an employee, the health benefits available to you represent a significant component of your compensation
package. They also provide important protection for you and your family in the case of illness or injury.
Choosing a health coverage option is an important decision. To help you make an informed choice, the Plan makes
available a Summary of Benefits and Coverage (SBC), which summarizes important information about any health
coverage option in a standard format, to help you compare across options.

Your Special Enrollment Rights
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health
insurance or group health plan coverage, you may be able to enroll yourself and your dependents in this Plan if you
or your dependents lose eligibility for that other coverage (or if the employer stops contributing toward your or
your dependents’ other coverage). However, you must request enrollment within 30 days after your or your
dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you
may be able to enroll yourself and your dependents. However, you must request enrollment within 30 days after
the marriage, birth, adoption, or placement for adoption.
Also, a special enrollment period for group health plan coverage may be available if (i) you or your dependent
child(ren) lose coverage under a Medicaid or CHIP plan, if that coverage is terminated due to loss of eligibility; or
(ii) you or your dependent child(ren) become eligible for financial assistance under Medicaid or CHIP with respect
to coverage under the Plan. However, you must request enrollment within 60 days of the occurrence of one of
these events.

You may be required to provide supporting documentation when requesting special enrollment. To request
special enrollment or obtain more information, contact Human Resources.
Procedures for Requesting a Certificate of Creditable Coverage (HIPAA)

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires a Certificate of Creditable

Coverage be issued to individuals losing health coverage. A Certificate of Creditable Coverage will be issued

automatically when you or your dependent’s applicable group health plan coverage (including continuation

coverage) under the Plan terminates. You may also request a Certificate of Creditable Coverage, free of charge, at

any time while covered and up to 24 months after the date coverage terminates. A third party whom you

designate in writing may also obtain a copy of the certificate on your behalf. All requests for a Certificate of

Creditable Coverage should include your full name, home address, and, if the certificate is to be delivered to a

third party other than yourself, the name and address of that party. Requests for a certificate should be in writing,

mailed to the Plan Administrator at the following address:

Mock Inc. DBA HI-Speed Industrial Service

7030 Ryburn Dr.

Millington, TN 38053

Phone: 901-873-5300

If you designate a plan or issuer of health insurance (such as that offered by a subsequent employer) to receive the

certificate on your behalf and the plan or issuer agrees to accept the information contained in the certificate by

non-written means (for example, by telephone), the Plan may provide the information exclusively in that manner.65



Patient Protection Notices Required by the Affordable Care Act

The plan generally allows the designation of a primary care provider. You have the right to designate any primary

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

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

contact your provider.

Statement of Rights Under the Newborns’ and Mothers’ Health Protection Act

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any

hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following

a normal vaginal delivery, or less than 96 hours following a cesarean section. However, federal law generally does

not prohibit the mother’s or newborn’s attending provider, after consulting with the mother, from discharging the

mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not,

under federal law, require that a provider obtain authorization from the plan or the insurance issuer for prescribing

a length of stay not in excess of 48 hours (or 96 hours as applicable). The laws of your state related to hospital stays

in connection with childbirth may differ from these federal requirements. For more information, refer to the SPD.

Privacy of Protected Health Information—Availability of Health Insurance Portability and Accountability Act

(HIPAA) Notice of Privacy Practices

The Plan maintains a HIPAA Notice of Privacy Practices that provides information to individuals whose protected

health information (PHI) will be used or maintained by the Plan. If you would like a copy of the Plan’s HIPAA Notice

of Privacy Practices, please contact the number located on the back of your member ID card.

Women’s Health and Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s

Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage

will be provided in a manner determined in consultation with the attending physician and the patient, for:

• All stages of reconstruction of the breast on which the mastectomy was performed;

• Surgery and reconstruction of the other breast to produce a symmetrical appearance;

• Prostheses; and

• Treatment of physical complications of the mastectomy, including lymphedema.

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

surgical benefits provided under this Plan. For more information, refer to the SPD or contact the Plan Administrator

(contact information is provided under “General Information About the Plan” above).
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MEDICARE PART D CREDITABLE COVERAGE NOTICE 
Important Notice About Your Prescription Drug Coverage and Medicare 

Please read this notice carefully for information about your current prescription drug coverage and your options 
under Medicare’s prescription drug coverage. This information can help you decide whether or not you want to join 
a Medicare drug plan. 
If you are considering joining, you should compare your current coverage, including which drugs are covered at 
what cost, with the coverage and costs of the plans offering Medicare prescription drug coverage in your area. 
Information about where you can get help to make decisions about your prescription drug coverage is at the end of 
this notice. There are important things you need to know about your current coverage and Medicare’s prescription 
drug coverage. 

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this 
coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) 
which offers prescription drug coverage. Medicare drug plans provide at least a standard level of coverage set by 
Medicare. Some plans may also offer more coverage for a higher monthly premium. 

2. The plan has determined the prescription drug coverage offered by the medical plan options is “creditable.” In 
other words, the plan has determined that the prescription drug coverage offered by the medical plan options 
under the plan is, on average for all plan participants, expected to pay out as much as standard Medicare 
prescription drug coverage pays (and, therefore, is considered to be “creditable” coverage). Because your existing 
coverage is creditable coverage, you can keep this coverage and not pay a higher premium (a penalty) if you decide 
to later join a Medicare drug plan. 

When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15 
through December 7. However, if you lose your current creditable prescription drug coverage, through no fault of 
your own, you will also be eligible for a two-month Special Enrollment Period (SEP) to join a Medicare drug plan.

What Happens to Your Current Coverage if You Decide to Join a Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current coverage will be affected. Coverage between the plan and 
Medicare Part D may be coordinated. If you do decide to join a Medicare drug plan and drop your current coverage, 
be aware you and your dependents may not be able to get this coverage back until open enrollment. 

When Will You Pay a Higher Premium (Penalty) to Join a Medicare Drug Plan? 
You should also know if you drop or lose your current coverage and don’t join a Medicare drug plan within 63 
continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare 
drug plan later. If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly 
premium may go up by at least 1 percent of the Medicare base beneficiary premium per month for every month in 
which you did not have that coverage. For example, if you go nineteen months without creditable coverage, your 
premium may consistently be at least 19 percent higher than the Medicare base beneficiary premium. You may 
have to pay this higher premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, 
you may have to wait until the following October to join. 

For More Information about This Notice or Your Current Prescription Drug Coverage 
Contact the Human Resources office for further information or call the phone number on the back of your medical 
insurance ID card. Please note you will get this notice each year. You will also get it before the next period you can 
join a Medicare drug plan, as well as if this coverage changes. You also may request a copy of this notice at any time. 
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Qualified Medical Child Support Orders (QMCSOs)

The Plan will comply with the terms of a qualified medical child support order (QMCSO). A QMCSO is an order or a

judgment from a court or administrative body (including a National Medical Support Notice) directing the Plan to

cover a child of a participant under the group health plan coverage provided through the Plan. Federal law provides

that a medical child support order must meet certain form and content requirements in order to be a QMCSO.

When an order is received, each affected participant and each child (or the child’s representative) covered by the

order will be given notice of the receipt of the order and a copy of the Plan’s procedures for determining if the order

is valid. Coverage under the applicable coverage(s) of the Plan pursuant to a QMCSO will not become effective until

the Plan Administrator determines that the order is a QMCSO.

If you have any questions or would like to receive, without charge, a copy of the Plan’s written procedure for

determining whether an order is a QMCSO, contact your carrier.

Newborns & Mothers Health Protection Act (NMHPA)

The Newborns’ and Mothers’ Health Protection Act of 1996 (the Newborns’ Act), signed into law on September 26,

1996, requires plans that offer maternity coverage to pay for at least a 48-hour hospital stay following childbirth

(96-hour stay in the case of a cesarean section). This law was effective for group health plans for plan years

beginning on or after January 1, 1998.

On October 27, 1998, the Department of Labor, in conjunction with the Departments of the Treasury and Health
and Human Services, published interim regulations clarifying issues arising under the Newborns’ Act. The changes
made by the regulations are effective for group health plans for plan years beginning on or after January 1, 1999.

The Newborns’ Act and its regulations provide that health plans and insurance issuers may not restrict a mother’s or
newborn’s benefits for a hospital length of stay that is connected to childbirth to less than 48 hours following a
vaginal delivery or 96 hours following a delivery by cesarean section. However, the attending provider (who may be
a physician or nurse midwife) may decide, after consulting with the mother, to discharge the mother or newborn
child earlier.

The Newborns’ Act, and its regulations, prohibit incentives (either positive or negative) that could encourage less
than the minimum protections under the Act as described above.

A mother cannot be encouraged to accept less than the minimum protections available to her under the Newborns’
Act and an attending provider cannot be induced to discharge a mother or newborn earlier than 48 or 96 hours after
delivery.

The type of coverage provided by the plan (insured or self-insured) and state law will determine whether the
Newborns’ Act applies to a mother’s or newborn’s coverage.

The Newborns’ Act provisions always apply to coverage that is self-insured. If the plan provides benefits for hospital
stays in connection with childbirth and is insured, whether the plan is subject to the Newborns’ Act depends on
State law. Based on a recent preliminary review of State laws, if the coverage is in Wisconsin and several U.S.
territories, it appears that the Federal Newborns’ Act applies to the plan. If the coverage is in any other state or the
District of Columbia, it appears that State law applies in lieu of the Federal Newborns’ Act.

All group health plans that provide maternity or newborn infant coverage must include a statement in their
summary plan description (SPD) advising ’Act requirements.
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Premium Assistance under Medicaid and the Children’s 

Health Insurance Program (CHIP) 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid
or CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these
premium assistance programs, but you may be able to buy individual insurance coverage through the Health
Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS-NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that
might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined
eligible for premium assistance. If you have questions about enrolling in your employer plan, contact the
Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health

plan premiums. The following list of states is current as of January 31, 2020. Contact your State for more

information on eligibility –

See next page for chart.

To see if any other states have added a premium assistance program since January 31, 2020, or for more 

information on special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Service
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/ebsa www.cms.hhs.gov
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565 

Paperwork Reduction Act Statement
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control
number. The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless
it is approved by OMB under the PRA, and displays a currently valid OMB control number, and the public is not
required to respond to a collection of information unless it displays a currently valid OMB control number. See 44
U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be subject to penalty for failing to
comply with a collection of information if the collection of information does not display a currently valid OMB control
number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes
per respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden, to the U.S. Department of
Labor, Employee Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer,
200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the
OMB Control Number 1210-0137.

OMB Control Number 1210-0137 (expires 1/31/2023)
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ALABAMA – Medicaid ALASKA – Medicaid

http://myalhipp.com/ Ph: 1-855-692-5447
http://myakhipp.com/

http://dhss.Alaska.gov/dpa/pages/Medicaid/default.aspx
Ph: 1-866-251-4861

ARKANSAS – Medicaid GEORGIA – Medicaid 

http://myarhipp.com/ Ph: 1-855-692-7447
https://medicaid.georgia.gov/health-insurance-premium-payment-

program-hipp
Ph: 678-564-1162 x 2131

COLORADO – Medicaid IOWA – Medicaid and CHIP (Hawki) 

https://www.healthfirstcolorado.com/ Ph: 1-800-221-3943 http://dhs.iowa.gov/ime/members Ph: 1-800-338-8366

https://colorado.gov/HCPF/Child-health-plan-plus Ph: 1-800-359-1991 http://dhs.iowa.gov/Hawki Ph: 1-800-257-8563

FLORIDA – Medicaid KENTUCKY – Medicaid

http://flmedicaidtplrecovery.com/hipp/ Ph: 1-877-357-3268 https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx Ph: 1-855-459-6328

INDIANA – Medicaid https://kidshealth.ky.gov/Pages/index.aspx Ph: 1-877-524-4718

For Low-income adults 19-64 All other Medicaid MAINE – Medicaid

http://www.in.gov/fssa/hip/  

Phone 1-877-438-4479

http://www.indianamedicaid.com  

Ph: 1-800-403-0864
http://www.maine.gov/dhhs/ofi/public-assistance/index.htm Ph: 1-800-442-6003

KANSAS – Medicaid MINNESOTA – Medicaid

http://www.kdheks.gov/hcf/default.htm Ph: 1-800-792-4884
https://mn.gov/dhs/people-we-serve/children-and-families/health-

care/health-care-programs/programs-and-services/medical-

assistance.jsp

Ph: 1-800-657-3739

LOUISIANA – Medicaid MONTANA – Medicaid

www.medicaid.la.gov Ph: 1-888-342-6207 http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP Ph: 1-800-694-3084

www.ldh.la.gov/lahipp Ph: 1-855-618-5488 NEVADA – Medicaid

MASSACHUSETTS – Medicaid and CHIP http://dhcfp.nv.gov Ph:  1-800-992-0900

http://www.mass.gov/eohhs/gov/departments/masshealth/ Ph: 1-800-861-4840 NEW JERSEY – Medicaid and CHIP

MISSOURI – Medicaid http://www.state.nj.us/humanservices/dmahs/clients/medicaid/ Ph: 1-609-631-2392

http://www.dss.mo.gov/mhd/participants/pages/hipp.htm Ph: 573-751-2005 http://www.njfamilycare.org/index.html Ph: 1-800-701-0710

NEBRASKA – Medicaid NORTH CAROLINA – Medicaid 

http://www.accessNebraska.ne.gov Ph: 855-632-7633 http://dma.ncdhhs.gov/ Ph:  919-855-4100

NEW HAMPSHIRE – Medicaid OKLAHOMA – Medicaid and CHIP

http://www.dhhs.nh.gov/oii/nhhpp/
Ph: 603-271-5218  

Hotline: 1-800-852-3345 x5218
http://www.insureoklahoma.org Ph: 1-888-365-3742

NEW YORK – Medicaid PENNSYLVANIA – Medicaid

https://www.health.ny.gov/health_care/medicaid/ Ph: 1-800-541-2831
https://www.dhs.pa.gov/providers/Providers/Pages/Medical/HIPP-

Program.aspx
Ph: 1-800-692-7462

NORTH DAKOTA – Medicaid RHODE ISLAND – Medicaid

http://www.nd.gov/dhs/services/medicalserv/medicaid/ Ph: 1-844-854-4825 http://www.eohhs.ri.gov/ Ph: 1-855-697-4347

OREGON – Medicaid SOUTH DAKOTA - Medicaid
http://healthcare.oregon.gov/Pages/index.aspx http://www.oregonhealthcare.gov/index-es.html http://dss.sd.gov Ph: 1-888-828-0059

Ph: 1-800-699-9075 UTAH – Medicaid and CHIP

SOUTH CAROLINA – Medicaid Medicaid: http://medicaid.utah.gov/ CHIP: http://health.utah.gov/chip Ph: 1-877-543-7669

http://www.scdhhs.gov Ph: 1-888-549-0820 WASHINGTON – Medicaid

TEXAS – Medicaid https://www.hca.wa.gov/ Ph: 1-888-828-0059

http://gethipptexas.com/ Ph: 1-800-440-0493 WEST VIRGINIA – Medicaid

VERMONT– Medicaid http://mywvhipp/.com Ph: 1-855-699-8447

http://www.greenmountaincare.org/ Ph: 1-800-250-8427 WISCONSIN – Medicaid and CHIP

VIRGINIA – Medicaid and CHIP https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf Ph: 1-800-362-3002

Medicaid Ph:  1-800-432-5924 CHIP Ph: 1-855-242-8282 WYOMING – Medicaid
https://www.coverva.org/hipp/ https://wyequalitycare.acs-inc.com/ Ph: 307-777-7531

70

http://myalhipp.com/
http://myakhipp.com/
http://myarhipp.com/
https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
https://colorado.gov/HCPF/Child-health-plan-plus
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
http://flmedicaidtplrecovery.com/hipp/
http://www.in.gov/fssa/hip/%20%20%20Phone%201-877-438-4479
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://dhcfp.nv.gov/
http://www.accessnebraska.ne.gov/
http://dma.ncdhhs.gov/
http://www.dhhs.nh.gov/ombp/nhhpp/
http://www.insureoklahoma.org/
http://www.eohhs.ri.gov/
http://dss.sd.gov/
http://www.scdhhs.gov/
http://gethipptexas.com/
http://mywvhipp/.com
http://www.greenmountaincare.org/

