REQUIRED ANNUAL DISCLOSURE NOTICES
Mental Health Parity and Addiction Equity Act Disclosure Requirements

The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) includes two disclosure provisions for group health plans.
1.

The criteria for medical necessity determinations with respect to mental health or substance use disorder benefits must be
made available to any current or potential participant, beneficiary, or contracting provider upon request.

2.

The reason for any claim denial must be made available, upon request, to the participant or beneficiary. The regulations clarify
that, in order for plans subject to ERISA to satisfy this requirement, disclosures must comply with the ERISA claims and appeals
procedure regulations. This means that such disclosures must be provided automatically and free of charge.

The regulations clarify that this disclosure must be made in a form and manner consistent with the rules for group health plans in the
ERISA claims procedure regulations. For non-ERISA plans, compliance with the ERISA regulations will satisfy these requirements.
_______________________________________________________________________________________________________________

Newborns' and Mothers' Health Protection Act Notice

Under the Newborns' and Mothers' Health Protection Act of 1996, group health plans and health insurance issuers generally may not,
under federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less
than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, federal law generally does not
prohibit the mother's or newborn's attending provider, after consulting with the mother, from discharging the mother or her newborn
earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under federal law, require that a provider
obtain authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).
______________________________________________________________________________________________________________

Notice of Special Enrollment Rights

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage,
you may in the future be able to enroll yourself or your dependents in this plan, provided that you request enrollment within 30 days
after your other coverage ends. 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, provided that you request enrollment within 30 days after the
marriage, birth, adoption, or placement for adoption.
____________________________________________________________________________________________________________

Women's Health and Cancer Rights Act Enrollment Notice

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women's Health and Cancer
Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined
in consultation with the attending physician and the patient, for:
•
all stages of reconstruction of the breast on which the mastectomy was performed;
•
surgery and reconstruction of the other breast to produce a symmetrical appearance;
•
prostheses; and
•
treatment of physical complications of the mastectomy, including lymphedema.
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical benefits
provided under this plan.
If you would like more information on WHCRA benefits, call Trish Haddad, your Benefits Administrator [860]826-3406.
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Patient Protection Disclosure
Your plan generally allows the designation of a primary care provider. You have the right to designate any primary care provider who
participates in our network and who is available to accept you or your family members. For children, you may designate a pediatrician
as the primary care provider.
You do not need prior authorization in order to obtain access to obstetrical or gynecological care from a health care professional in our
network who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for
making referrals.
For information on how to select a primary care provider and for a list of the participating primary care providers, including those who
specialize in obstetrics or gynecology, please log onto www.Anthem.com or www. Connecticare.com.
______________________________________________________________________________________________________________

PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.
As a participant in the ANTHEM or CONNECTICARE Plan (the “Plan”), you are eligible for certain health care benefits. In the course of
providing these benefits to you, the Plan may receive and maintain some of your medical information. Federal law requires that the Plan
protect the privacy of, generally, medical information that identifies you and relates to your past, present or future health or condition,
the provision of health care to you, or the payment for health care received by you (“protected health information” or “PHI”). The Plan
may hire other companies (“Business Associates”) to help provide health care benefits to you. These Business Associates may also
receive and maintain your medical information.
The Plan is required to abide by the terms of the Notice currently in effect.
The Plan may change its privacy practices and the terms of this Notice at any time. Changes will be effective for all of your medical
information received or created by the Plan. If the Plan changes its policies regarding the protection of your medical information, the
Plan will mail you a new notice of privacy practices that incorporates any changes within 60 days. The Plan will also will post a new
notice on its internet website.
HOW THE PLAN MAY USE AND DISCLOSE YOUR MEDICAL INFORMATION
The Plan may use and disclose your medical information without your written permission for the following purposes:
For treatment. While the Plan does not directly participate in decisions regarding your health treatment, the Plan may disclose medical
information it has created or received for treatment purposes. For example, the Plan may disclose your medical information to your
doctor, at the doctor’s request, for his or her treatment of you.
For payment. The Plan or one of its Business Associates may use or disclose your medical information to pay claims for medical services
provided to you or to provide eligibility information to your doctor when you receive medical treatment.
For health care operations. The Plan may provide your medical information to our accountants, attorneys, consultants, and others in
order to make sure we are complying with federal law. Also, your medical information may be used or disclosed to assess the quality of
health care that you receive or to assist the Plan in the management of its performance of administrative activities.
To you, your personal representative, or others involved in your healthcare. The Plan may provide your medical information to you and
your legal representative. The Plan may also provide medical information to a person, including family members, other relatives, friends
or others identified by you and acting on your behalf, so long as you do not object and the information is directly relevant to such
person’s involvement in your health care. For this purpose, a person acts on your behalf by being involved in the provision and/or
payment of your health care.
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As required by law. For example, the Plan may disclose your medical information to comply with workers’ compensation laws or other
similar laws.
To Business Associates. The Plan may disclose your medical information to its Business Associates so that they may perform the services
that the Plan has asked them to perform. The Plan requires that these entities appropriately safeguard your medical information.
For health-related benefits. The Plan or one of its Business Associates may contact you about treatment alternatives or other health
benefits or services that may be of interest to you.
For other uses and disclosures permitted by law such as:
•
To public health authorities for public health purposes (e.g. the reporting of communicable diseases);
•
To state agencies handling cases of abuse, neglect, or domestic violence;
•
To a government agency authorized to oversee the health care system or government programs (e.g. determining eligibility
for public benefits);
•
To law enforcement officials for limited law enforcement purposes (e.g. to locate a missing person or suspect);
•
To a coroner, medical examiner, or funeral director about a deceased person (e.g. to identify a person);
•
To an organ procurement organization under limited circumstances;
•
For research purposes in limited circumstances (e.g. if identifying information is removed or a research board has approved
the use of the information);
•
To avert a serious threat to your health or safety or the health or safety of others;
•
To military authorities if you are a member of the armed forces or a veteran of the armed forces;
•
To federal officials for lawful intelligence, counterintelligence, and other national security purposes;
•
To an executor or administrator of your estate; and
•
To any other persons and/or entities authorized under law to receive medical information.
For any other use or disclosure of your medical information, the Plan must have your written authorization. You may cancel your written
authorization for the use and disclosure of any or all of your medical information, unless the Plan has taken action in reliance on your
permission.
Some uses and disclosures that require your authorization are those with respect to:
•

•

•

Psychotherapy notes, except:
o to carry out the following treatment, payment, or health care operations:

use by the originator of the psychotherapy notes for treatment;

use or disclosure by the provider for its own training programs in which students, trainees, or practitioners
in mental health learn under supervision to practice or improve their skills in group, joint, family, or
individual counseling; or

use or disclosure by the Plan to defend itself in a legal action or other proceeding brought by the
individual; or
o with respect to a use or disclosure that is:

required by the Secretary to investigate or determine the Plan's compliance;

permitted to the extent that such use or disclosure is required by law and the use or disclosure complies
with and is limited to the relevant requirements of such law and in accordance with HIPAA;

to a health oversight agency for oversight activities authorized by law with respect to the oversight of the
originator of the psychotherapy notes;

to a coroner or medical examiner for the purpose of identifying a deceased person, determining a cause of
death, or other duties as authorized by law; or

as necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the
public.
Marketing except if the communication is in the form of:
o a face-to-face communication made by a Plan to an individual; or
o a promotional gift of nominal value provided by the Plan.
If the marketing involves financial remuneration, to the Plan from a third party, the authorization must state that such
remuneration is involved.
Sale of PHI.

The Plan is prohibited from using or disclosing PHI that is genetic information of an individual for underwriting purposes.

3

The Plan is required by law to maintain the privacy of PHI, to provide individuals with notice of its legal duties and privacy practices with
respect to PHI, and to notify affected individuals following a breach of unsecured PHI.
YOUR RIGHTS
You may make a written request to the Plan to do one or more of the following concerning your medical information received or
created by the Plan and/or the Plan’s Business Associates:
•

The right to request restrictions on certain uses and disclosures of medical information; however, the Plan is not required to
agree to such request unless:
o
o

•
•
•
•
•

the disclosure is for the purpose of carrying out payment or health care operations and is not otherwise required by
law; and
the PHI pertains solely to a health care item or service for which the individual, or person other than the health plan
on behalf of the individual, has paid the Plan in full.

The right to receive confidential communications of medical information by alternative means or at alternative locations.
The right to inspect and copy medical information.
The right to amend medical information.
The right to receive an accounting of disclosures of medical information.
The right, even if you have agreed to receive this notice electronically, to obtain a paper copy of this from the Plan upon
request.

Although the Plan will utilize its best efforts to comply with your request, the Plan may legally deny your request under certain
circumstances. The Plan will notify you of the reason for the denial and you will get a chance to respond. The Plan may not deny a
request to communicate with you in confidence by a different means or location if the current means or location used by the Plan
endangers you. The Plan may, however, request payment for any additional expenses it incurs to comply with your request. Your
request to communicate by a different means or location must be in writing, include a statement that disclosure of all or part of the
medical information by the current means could endanger you, specifically state the different means or location by which you would like
the Plan to communicate with you, and continue to allow the Plan to pay claims.
COMPLAINTS
If you feel as if your privacy rights have been violated, you may file a written complaint with:
Mary Pokorski
Privacy Inquiries
27 West Main Street
New Britain, CT 06051
You may also send a written or electronic complaint to the Secretary of the Department of Health and Human Services. The complaint
must state the name of the entity that is the subject of the complaint and describe the act or omissions believed to be in violation of
law. A complaint must be filed within 180 days of when you knew or should have known that the act or omission complained of
occurred. The Plan may not retaliate against you if you file a complaint.
MORE INFORMATION
If you would like more information about this Notice, please contact Trish Haddad at (860)826-3406.
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Important Notice from The City of New Britain About Your Prescription Drug Coverage and
Medicare
Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription drug
coverage and about 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 two 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) that offers prescription drug coverage. All
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 City of New Britain has determined that the prescription drug coverage offered by the Anthem and Connecticare is, on
average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is
therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this coverage and
not pay a higher premium (a penalty) if you later decide to 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 15th to December 7th.
However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be eligible for a two
(2) 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 [Insert Name of Entity] coverage will [or will not] be affected. [The entity
providing the Disclosure Notice should insert an explanation of the prescription drug coverage plan provisions/options under the
particular entity’s plan that Medicare eligible individuals have available to them when they become eligible for Medicare Part D (e.g.,
they can keep this coverage if they elect part D and this plan will coordinate with Part D coverage; for those individuals who elect Part D
coverage, coverage under the entity’s plan will end for the individual and all covered dependents, etc.). See pages 7- 9 of the CMS
Disclosure of Creditable Coverage To Medicare Part D Eligible
Individuals Guidance (available at http://www.cms.hhs.gov/CreditableCoverage/), which outlines the prescription drug plan
provisions/options that Medicare eligible individuals may have available to them when they become eligible for Medicare Part D.]
If you do decide to join a Medicare drug plan and drop your current Anthem or Connecticare coverage, be aware that you and your
dependents may not be able to get this coverage back.
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
You should also know that if you drop or lose your current coverage with [Insert Name of Entity] 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%
of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For example, if you go
nineteen months without creditable coverage, your premium may consistently be at least 19% 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 person listed below for further information.
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NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug plan, and if this coverage
through Anthem or Connecticare changes. You also may request a copy of this notice at any time.
For More Information About Your Options Under Medicare Prescription Drug Coverage…
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook. You’ll get a
copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans.
For more information about Medicare prescription drug coverage:
•
•
•

Visit www.medicare.gov
Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You”
handbook for their telephone number) for personalized help
Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information about
this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be required to
provide a copy of this notice when you join to show whether or not you have maintained creditable coverage and, therefore,
whether or not you are required to pay
a higher premium (a penalty).
Date:
Name of Entity/Sender:
Contact--Position/Office:
Phone Number:

March 15, 2017
The City of New Britain
John Coughlin
860-826-3553

________________________________________________________________________________________________________
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COBRA Continuation Coverage Rights
** Continuation Coverage Rights Under COBRA**

Introduction
You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice has important
information about your right to COBRA continuation coverage, which is a temporary extension of coverage under the Plan. This notice
explains COBRA continuation coverage, when it may become available to you and your family, and what you need to do to protect
your right to get it. When you become eligible for COBRA, you may also become eligible for other coverage options that may cost less
than COBRA continuation coverage.
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA). COBRA continuation coverage can become available to you and other members of your family when group health coverage
would otherwise end. For more information about your rights and obligations under the Plan and under federal law, you should review
the Plan’s Summary Plan Description or contact the Plan Administrator.
You may have other options available to you when you lose group health coverage. For example, you may be eligible to buy an
individual plan through the Health Insurance Marketplace. By enrolling in coverage through the Marketplace, you may qualify for lower
costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify for a 30-day special enrollment period for
another group health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.
What is COBRA continuation coverage?
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event. This is also called
a “qualifying event.” Specific qualifying events are listed later in this notice. After a qualifying event, COBRA continuation coverage
must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your dependent children could become qualified
beneficiaries if coverage under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA
continuation must pay for COBRA continuation coverage.
If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the following qualifying
events:
•
•

Your hours of employment are reduced, or
Your employment ends for any reason other than your gross misconduct.

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the
following qualifying events:
•
•
•
•
•

Your spouse dies;
Your spouse’s hours of employment are reduced;
Your spouse’s employment ends for any reason other than his or her gross misconduct;
Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following qualifying
events:
•
•
•
•
•
•

The parent-employee dies;
The parent-employee’s hours of employment are reduced;
The parent-employee’s employment ends for any reason other than his or her gross misconduct;
The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
The parents become divorced or legally separated; or
The child stops being eligible for coverage under the Plan as a “dependent child.”
Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying event. If a
proceeding in bankruptcy is filed and that bankruptcy results in the loss of coverage of any retired employee covered
under the Plan, the retired employee will become a qualified beneficiary. The retired employee’s spouse, surviving
spouse, and dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their
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coverage under the Plan.

When is COBRA continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a
qualifying event has occurred. The employer must notify the Plan Administrator of the following qualifying events:
•
•
•
•

The end of employment or reduction of hours of employment;
Death of the employee;
If offered retiree health insurance, commencement of a proceeding in bankruptcy with respect to the employer; or
The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing eligibility for
coverage as a dependent child), you must notify the Plan Administrator within 30 days after the qualifying event occurs. You must
provide this notice to: Trish Haddad.
How is COBRA continuation coverage provided?
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to each
of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation coverage. Covered
employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on
behalf of their children.
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment
termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during the initial period of coverage,
may permit a beneficiary to receive a maximum of 36 months of coverage.
There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you notify the Plan
Administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11 months of COBRA
continuation coverage, for a maximum of 29 months. The disability would have to have started at some time before the 60th day of
COBRA continuation coverage and must last at least until the end of the 18-month period of COBRA continuation coverage.
Second qualifying event extension of 18-month period of continuation coverage
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the spouse and dependent
children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 months, if the Plan is
properly notified about the second qualifying event. This extension may be available to the spouse and any dependent children getting
COBRA continuation coverage if the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or
both); gets divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent child. This
extension is only available if the second qualifying event would have caused the spouse or dependent child to lose coverage under the
Plan had the first qualifying event not occurred.
Are there other coverage options besides COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family through the
Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s plan) through what is called a
“special enrollment period.” Some of these options may cost less than COBRA continuation coverage. You can learn more about many
of these options at www.healthcare.gov.
If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts identified
below. For more information about your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the
Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the nearest Regional or District Office
of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses
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and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.) For more information about the
Marketplace, visit www.HealthCare.gov.
Keep your Plan informed of address changes
To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members. You should also
keep a copy, for your records, of any notices you send to the Plan Administrator.
Plan contact information
Trish Haddad (860) 826-3406
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