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Delta County Memorial Hospital offers a variety of benefits, which are described in this booklet, to you and 
your eligible dependents. 
 

What You Need to Do 
� Read this benefit enrollment guide carefully for details on the benefits program. 

� If you wish to sign up for our medical plan, please complete the EBMS Benefit Enrollment Form. 

� If you wish to elect any voluntary coverages, please complete the required forms. 

� Also, if you wish to sign up for either of the Flexible Spending Accounts, you will need to complete an 
FSA enrollment form for the upcoming year. The IRS requires an election form to be completed every 
year for this coverage. 

� Please submit your completed enrollment form(s) to Rhonda Katzdorn in Human Resources within 30 
days of your initial eligibility. 

 

Eligibility 
Please see the eligibility definition by product under the corresponding benefits section of this guide. If you 
do not enroll during this open enrollment period or within 30 days of your hire date (or eligibility date, if 
status change), you will have to wait until the next annual enrollment period. 

Your Benefit Choices 
Delta County Memorial Hospital offers the following benefits package to active eligible employees: 

♦ Medical, Prescription Drug & Vision Plans—EBMS 
♦ Dental Plan—Kansas City Life Insurance Company 
♦ Basic Life, Accidental Death & Dismemberment (AD&D), Long-Term Disability and Voluntary 

Short-Term Disability Insurance—The Hartford 
� Basic Life, AD&D & LTD are company-paid benefits and are provided to all eligible  

full-time employees, after the waiting period is satisfied. 
� You have the option to purchase Voluntary Short-Term Disability Insurance. 
� Voluntary Long-Term Disability Insurance is available for those meeting the eligibility 

requirements. 
� You also have the option to purchase Voluntary Life Insurance coverage for yourself, spouse 

and child. 
♦ Flexible Spending Accounts—Assured Benefits Administration 

� If you decide to enroll in either of the FSA plans, the amount you elect will be deducted from 
your paycheck pre-tax in 24 equal installments. 

� Health Care FSA for qualified medical, dental, and vision expenses not reimbursed by an 
insurance plan. 

2 

Eligible Dependents 
Many of the benefit plans also offer coverage for eligible dependents.  Eligible dependents include the 
following: 
♦ Your spouse, if not legally separated. 
♦ Your unmarried children up to age 19, unless they are a full-time student and financially 

dependent upon you for support, then they will be covered until age 24. 
♦ Your dependent unmarried children of any age who become totally disabled before reaching the 

age limit for eligibility. 

Delta County Memorial Hospital Benefit Program 



Choosing a Coverage Level 
 

You may elect different coverage levels under the medical and/or dental plan(s).  For example, you may elect 
employee-only coverage under the medical plan and family coverage under the dental plan.  This flexibility 
allows you to best meet the needs of you and your family.  The coverage levels are as follows: 
 

Medical Election Options                                   
♦ Employee only;      
♦ Employee plus 1 dependent;           
♦ Employee plus family; or    
♦ Coverage declined 

 

Making Election Changes 
 

The Delta County Memorial Hospital Benefit Program allows you to enroll during your initial eligibility 
period or you can make changes/enroll once a year during the annual enrollment period.  You cannot enroll, 
change, or terminate your coverage during the year unless you have a change in status as defined under 
Section 125 of the Internal Revenue Code. 

 
If  you experience a change in status: 

♦ You must notify Rhonda Katzdorn in HR at extension 6406 within 30 days of the status change in 
order to add or delete a dependent or make other changes. 

♦ Supporting documentation will be required. 
♦ If you miss the 30-day window, you will not be able to make changes until the next annual 

enrollment period. 
 
 

Examples of qualifying status changes: 
♦ Marriage 
♦ Legal separation or divorce 
♦ Death 
♦ Birth or adoption 
♦ Change in your spouse’s employment or 

health benefits 
♦ Unpaid leave of absence for you or your 

spouse 
♦ Change in your work status 
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Dental Election Options                                   
♦ Employee only;      
♦ Employee plus family; or    
♦ Coverage declined 



Delta County Memorial Hospital offers you and your eligible dependents a choice of two comprehensive 
medical plan options.  Non Exempt full-time and part-time employees are eligible for health coverage the 
first of the month following the 90-day waiting period. Exempt employees are eligible for health coverage on 
the first of the month following their hire date.  PRN employees who transfer status to part-time or full-time 
will have to wait 90 days before being eligible for health insurance benefits. 
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Plan #1 

Benefit Summary 

Network Providers   

Delta County   
Memorial 
Hospital 
(DCMH) 

St. Mary’s 
Hospital 

Montrose 
Memorial 
Hospital 

Other Network 
Providers       

(WHA, Cofinity,        
Multi-Plan) 

Non -Network 
Provider 

Annual Deductible 

− Per Covered Person 

− Per Family Unit 

Annual Out-of-Pocket Max 

− Per Covered Person 

− Per Family Unit 

(Includes deductible) 
$3,000 
$6,000 

Primary Care Physician Office Visit $20 copay Delta Select Providers / $40 copay Non-Delta Select Providers Not Covered 

Hospital Services 

− Inpatient 
 
 
 

− Outpatient 
 
 

− Emergency Room 

 
90% after Ded. 

 
 
 

90% after Ded. 
 
 

$50 copay, 
then 90% after 

Ded. 

 
$300 copay, then 
80% after Ded. 

(referral required) 
 

80% after Ded. 
(referral required) 

 
80% after Ded. 

 
$300 copay, then 
70% after Ded. 

(referral required) 
 

70% after Ded. 
(referral required) 

 
70% after Ded. 

 
$300 copay, then 
70% after Ded. 

(referral required) 
 

70% after Ded. 
(referral required) 

 
70% after Ded. 

 
Not Covered 

 
 
 

Not Covered 
 
 

70% after Ded. 

 Inpatient and outpatient services as well as covered ambulance services are covered at Vail Valley 
Medical Center, Valley View Hospital, Aspen Valley Hospital, or Mercy Medical Center for 

emergencies only and are payable at the Network Provider level. Non-emergency services at these 
facilities will not be covered. 

Rehabilitation Services  
(physical/occupational/speech therapy)   

90% after Ded. 80% after Ded. 70% after Ded. 70% after Ded. Not Covered  

40 visits combined maximum per calendar year 

Home Health Care 90% after Ded. 80% after Ded. 70% after Ded.  70% after Ded. Not Covered 

Hospice Care 90% after Ded. 80% after Ded. 70% after Ded.  70% after Ded. Not Covered 

Mental Health 

− Inpatient (45 days/calendar year) 

− Outpatient (20 visits/calendar year) 

 
50% 
50% 

 
$300 copay, then 50% after Ded. 

50% after Ded. 

 
Not Covered 
Not Covered 

Substance Abuse 

− Inpatient (7 days/calendar year; 2 
confinements per lifetime) 

− Outpatient (30 visits/calendar year; 
60 visits per lifetime)  

 
50% 

 
50% 

 
$300 copay, then 50% after Ded.  

 
50% after Ded. 

 
Not Covered 

 
Not Covered 

Vision 

− Examination 

− Hardware 

 
 $20 copay Delta Select Providers / $40 copay Non-Delta Select Providers 

100% up to $200 maximum every 24 months 

 
Not Covered 
Not Covered 

Lifetime Max Benefit $1,000,000  

Retail Prescriptions (34-day supply)  

− Generic 

− Formulary Brand 

− Non-Formulary Brand 

− Proton Pump Inhibitors 

In-Network Pharmacy 
$15 copay 

35% copay up to a maximum of $150 

40% copay up to a maximum of $200 

40% copay up to a maximum of $200 

Non-Network 
Pharmacy 

 
Not Covered 

 
$500 

$1,000 

Medical Plan 

Please note under medical plan, all childhood immunization and annual physicals are covered at 100%. 



Below is a brief summary of the benefits provided under Plan 2.  
 
If you choose to enroll in Plan 2, you must stay on this plan for two full years unless you 
experience a qualifying change in family status. 
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Plan #2 

Benefit Summary 

Network Providers   
Delta County   
Memorial 
Hospital 
(DCMH) 

St. Mary’s 
Hospital 

Montrose 
Memorial 
Hospital 

Other Network 
Providers 

 (WHA, Cofinity, 
Multi-Plan) 

Non -Network 
Provider 

Annual Deductible 

− Per Covered Person 

− Per Family Unit 

Annual Out-of-Pocket Max 

− Per Covered Person 

− Per Family Unit 

(Includes deductible) 
$3,000 
$6,000 

Primary Care Physician Office Visit $20 copay Delta Select Providers / $40 copay Non-Delta Select Providers Not Covered 

Hospital Services 

− Inpatient 
 
 
 

− Outpatient 
 
 

− Emergency Room 

 
90% after Ded. 

 
 
 

90% after Ded. 
 
 
 

$50 copay, then 
90% after Ded. 

 
$300 copay, then 
80% after Ded. 

(referral required) 
 

80% after Ded. 
(referral required) 

 
80% after Ded. 

 
$300 copay, then 
70% after Ded. 

(referral required) 
 

70% after Ded. 
(referral required) 

 
70% after Ded. 

 
$300 copay, then 
80% after Ded. 

(referral required) 
 

80% after Ded. 
(referral required) 

 
80% after Ded. 

 
Not Covered 

 
 
 

Not Covered 
 
 

80% after Ded. 

 Medical services may be provided by any provider (includes Vail Valley Medical Center, Valley View 
Hospital, Aspen Valley Hospital or Mercy Medical Center) and will be paid at the applicable level of 

benefits. Medical emergency services provided by a Non-Network Provider will be payable at the 
Network level of benefits. 

Rehabilitation Services 
(physical/occupational/speech therapy) 

90% after Ded. 80% after Ded. 70% after Ded. 80% after Ded. Not Covered  

40 visits combined maximum per calendar year 

Home Health Care 90% after Ded. 80% after Ded. 70% after Ded.  80% after Ded. Not Covered 

Hospice Care 90% after Ded. 80% after Ded. 70% after Ded.  80% after Ded. Not Covered 

Mental Health 

− Inpatient (45 days/calendar year) 

− Outpatient (20 visits/calendar year) 

 
50% 
50% 

 
$300 copay, then 50% after Ded.   

50% after Ded.  

 
Not Covered 
Not Covered 

Substance Abuse 

− Inpatient (7 days/calendar year; 2 
confinements per lifetime) 

− Outpatient (30 visits/calendar year; 
60 visits per lifetime)  

 
50% 

 
50% 

 
$300 copay, then 50% after Ded.  

 
50% after Ded. 

 
Not Covered 

 
Not Covered 

Vision 

− Examination 

− Hardware 

 
 $20 copay Delta Select Providers / $40 copay Non-Delta Select Providers 

100% up to $200 maximum every 24 months 

 
Not Covered 
Not Covered 

Lifetime Max Benefit $1,000,000  

Retail Prescriptions (34-day supply)  

− Generic 

− Formulary Brand 

− Non-Formulary Brand 

− Proton Pump Inhibitors 

In-Network Pharmacy 
$15 copay 

35% copay up to a maximum of $150 

40% copay up to a maximum of $200 

40% copay up to a maximum of $200 

Non-Network 
Pharmacy 

 
Not Covered 

 

 
$500 

$1,000 

Please note under medical plan, all childhood immunization and annual physicals are covered at 100%. 



♦ McKenney, Joyce MD—Gynecology 

♦ Meilner, Timothy MD—Family Practice 

♦ Mixter, Bruce MD—Family Practice 

♦ Mixter, Julie MD—Family Practice 

♦ Moore, Janet MD—Pediatrics 

♦ Murphy, Mary MD—Radiology 

♦ Neubaum, Nicholas MD—Ophthalmology 

♦ Patz, David MD—Pulmonology/Sleep 

♦ Peterson, Craig MD—Urology 

♦ Pritchett, Peter MD—Ophthalmology 

♦ Pulsipher, Kevin DO—Family Practice 

♦ Purvis, Michelle MD—Family Practice 

♦ Radovich, Nicholas MD—Pathology 

♦ Rafanelli, Rosalind MD—Family Practice 

♦ Reed, Monica MD—Internal Medicine 

♦ Rich, James Scott MD—Internal Medicine 

♦ Richards, Anthony  MD—Orthopedic Surgery 

♦ Sanderford, Jennifer MD—Pediatrics 

♦ Schmidt, Eric MD—Oncology 

♦ Shannon, Richard MD—Urology 

♦ Sheya, Paul MD—Radiology 

♦ Smith, Cynthia MD—Urology 

♦ Smith, Debra MD—Emergency, Family Practice 

♦ Smith, Serena MD—Family Practice 

♦ Story, Paul MD—Ophthalmology 

♦ Wade, Terry MD—Family Practice 

♦ Weisner, Paul MD—Ophthalmology 

♦ Winkler, Louis MD—Orthopedic Surgery 

♦ Zaw-Mon, Christopher MD—Orhopedic Surgery 

♦ Adkisson, Stanley MD—Internal Medicine 

♦ Antonsson, Kristina MD—Internal Medicine 

♦ Baize, Calvin DPM—Podiatry 

♦ Benziger, Michael MD—Pathology 

♦ Berkosky, Jeffrey MD—Internal Medicine 

♦ Bernstein, Steven MD—Radiology 

♦ Bright, Susan MD—Family Practice 

♦ Brighton, Patrick MD—General Surgery 

♦ Bules, Lee DO—Family Practice 

♦ Canfield, Thomas MD—Pathology 

♦ Comer, Hugh MD—Internal Medicine 

♦ Cook, Christopher DPM—Podiatrist 

♦ Craig, Jennifer MD—Family Practice 

♦ Funk, Dory MD—Family Practice 

♦ Garrard, Jacqueline MD—OB/GYN 

♦ Hattel, Nick MD—General Surgery 

♦ Heisterkamp, Georgia MD—General Surgery 

♦ Huene, Doug MD—Orthopedic Surgery 

♦ Hundley, Michelle MD—Family Practice 

♦ Jahani, Sam DO—Internal Medicine 

♦ Jesus, Ochoa MD—Family Practice 

♦ Kevan, Samuel MD—Emergency, Family Practice 

♦ Knutson, John MD—Orthopedic Surgery 

♦ Knutson, Sara MD—Pulmonology 

♦ Loverink, Kae MD—Family Practice 

♦ Marlin, Heidi MD—Family Practice 

♦ Marlin, Ryan MD—Family Practice 

♦ Matsumura, Brittney MD—Physiatry 

♦ McCrackin, Laura MD—General Surgery 

♦ Bader, Todd MD—OB/GYN 
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* List is subject to change. The most up-to-date list can always be found in Human Resources. 

Delta Select Provider Listing 
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Important 
Information 

Full-Time Employee Contributions  

 
Plan #1  

Monthly Per Pay Period Monthly Per Pay Period 

Employee Only $40.00 $20.00 $92.53 $46.27 

Employee Plus 1 $134.00 $64.00 $203.42 $101.71 

Family $204.10 $102.05 $287.49 $143.75 

Plan #2  

Part-Time Employee Contributions  

 
Plan #1  

Monthly Per Pay Period Monthly Per Pay Period 

Employee Only $213.58 $106.79 $303.42 $151.71 

Employee Plus 1 $402.58 $201.29 $529.72 $264.86 

Family $520.62 $260.31 $672.05 $336.03 

Plan #2  

Employee Medical/Rx Contributions 

General Plan Information 
Facility Referral (required for inpatient and outpatient facility services) 
A written referral is required from your physician for all Inpatient and Outpatient 
facility services for care received at St. Mary’s Hospital, Montrose Memorial       
Hospital, or any other network provider (other than DCMH). Failure to obtain the 
required written referral will result in lower benefit payments as follows:  
80% plan level coverage will drop to 60%, and 70% plan level coverage will drop to 50%.  

 

*Charges for Non-Network services will not be covered, physician’s services 
and true medical emergency services will not require a referral. 

 
Dependent Eligibility Rules 
� If your spouse is eligible to participate in another group health plan, they must participate in that plan in 

order to be eligible for coverage under this plan. 
� If the required contribution of the other group plan is more than $100.00 per month for single coverage, 

your spouse will not be required to enroll in that plan. Only actual premium contributions will be      
considered. 

� If your spouse is not currently enrolled in the other group plan and there is an open enrollment         
provision, your spouse will be able to remain on this plan until the open enrollment period of the other 
plan. 

 

 
                                    

 



Delta County Memorial Hospital offers you and your eligible dependents 
dental coverage through Kansas City Life Insurance Company. All full and 
part-time active employees are eligible on the 1st of the month following a 90-
day waiting period. 
 
You receive benefits whether or not you visit a participating dentist.  If you 
choose to visit a participating dentist, you have the opportunity to maximize 
your benefit plan with access to lower out-of-pocket expenses.  In-network 
dentists have agreed to accept Kansas City Life’s reimbursement as full 
payment for services rendered.  If a non-network provider is used, expenses 
are reimbursed based on reasonable and customary (R&C) charges.  Any 
charges over the R&C will be your responsibility.   
 
A current listing of participating providers can be found at www.kclife.com. 

(1)Reimbursement is based on Reasonable and customary charges. 
(2) Major and Orthodontia services are subject to a three month waiting period. 

 

Tips to Manage Your Dental Costs 

� See your dentist regularly for cleanings and oral examinations – preventive care is covered at 100% 
(subject to R&C charges for out-of-network providers). 

� Participate in the Flexible Spending Account and use pre-tax dollars to pay for out-of-pocket costs such 
as copays and co-insurance.  See the Health Care FSA section for details. 

� Monitor your annual spending to make sure you do not exceed the annual maximum benefit. 

 Kansas City Life Dental Plan 
Summary of Benefits In-Network Out-of-Network(1) 

Annual Deductible 
Individual 
Family 

 
$50 

$150 

Preventive Care 100% 100% 

Basic Services 80% after Ded. 80% after Ded. 

Major Services(2)  50% after Ded. 50% after Ded. 

Annual Maximum Benefit $2,000 

Orthodontia(2) 
Lifetime maximum (child to age 19) 

50%  
$2,000  
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Dental Plan 



General Plan Information 
 
Preventive Services - This class includes procedures of a diagnostic or preventive nature including: 

� Oral examinations - 2 exams per year (one every 6 months) 
� X-rays - one set of bitewings per 6 months 

� One complete panoramic or full mouth series per 36 months 

� Prophylaxis (cleaning and scaling) - one per 12 months 

� Fluoride treatments (to age 19) - one per 12 months 

� Sealants (to age 14) 
� Space Maintainers (to age 12) 
 

Basic Services - This class includes procedures of basic restorative and corrective services including: 
� Restorations (amalgam and composite 
� Endodontics (root canal and pulpal therapy) 
� Periodontics including treatment of gum diseases 
� Oral Surgery 
 

 Major Services - This class includes procedures for major restorative and corrective services including: 
� Inlays and crowns 
� Prosthetics (dentures and bridges) 
� Maintenance prosthodontics (adjustments and repairs)  
 
 

Employee Dental Contributions 
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Full-Time Employees Contributions  

 Monthly Per Pay Period 

Employee Only $0 $0 

Family $57.30 $28.65 

Part-Time Employees Contributions  

 Monthly Per Pay Period 

Employee Only $31.85 $15.93 

Family $89.14 $44.57 
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Delta County Memorial Hospital provides basic life and accidental death and dismemberment (AD&D)     
insurance of two times your annual base salary up to $50,000 at no cost to all full-time employees (working 
30 hours or more per week) effective on the first of the month following a 90-day waiting period. 
 

Beneficiary Designation 
 

It is very important that you complete the Beneficiary Designation section of The Hartford’s Enrollment 
Form. 
 

Voluntary Life and AD&D Insurance 
 

You may elect to purchase additional Life and AD&D insurance for yourself and your eligible dependents. 
The employee is responsible for the full cost of the premium for these coverages. 

 

 
Guarantee Issue Amounts 
 

For timely entrants enrolled within 31 days of becoming eligible, coverage for the employee up to $150,000 
and for the spouse up to $30,000 is available without any evidence of insurability requirement.  

 
Evidence of  Insurability 
 

If you do not elect coverage when first eligible and you wish to elect coverage at a later date, evidence of   
insurability will be required. If you wish to increase your election amount in the future, evidence of             
insurability will be required. Coverage will not be available until approved by the insurance company. 
 
*If The Hartford requires you to complete a para-medical examination you will be responsible for the 
cost of this exam. 
 

 

 

Employee Increments of $10,000 not to exceed a total of 7 times his/her base annual salary to a         
maximum of $300,000. 

Spouse Increments of $5,000 up to a max of $150,000, but not to exceed 50% of the employee’s 
elected and approved supplemental benefit. 

Child(ren) Children age 6 months to 19 years are insured for $10,000 (to age 25 if unmarried and      full
-time student). Children ages 15 days to 6 months are eligible for a $250 benefit. The rate for 
this coverage is $1.10 per month. Coverage is guaranteed and applies to all children. 

Age Under 25 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 

Rate $0.05 $0.05 $0.07 $0.09 $0.12 $0.19 $0.31 $0.48 $0.63 $1.02 $1.81 $3.18 

Voluntary Employee & Spouse Life and AD&D Rates 

Elected Benefit Amount            Rate Above    Your Monthly Cost 

___________________  ÷ $1,000 = __________________ x __________________ = $__________________ 

Life and Accidental Death & Dismemberment 



Delta County Memorial Hospital provides Long-Term Disability coverage at no additional cost to full-time 
active employees (working 30 hours or more per week) effective the first of the month following a 90-day 
waiting period. 
 

Long-Term Disability 
 
This plan provides a source of income if you are disabled for 90 days or more due to an illness or injury.  You 
are paid 50% of your monthly earnings, up to a maximum of $1,500 per month. This coverage is provided at 
no cost to you. 
 

Voluntary Short-Term Disability 
 
Eligible employees may elect to participate in a voluntary Short-Term Disability program at an additional 
cost. This plan provides a source of income for up to 11 weeks should you become disabled for more than 15 
days due to an illness or injury. The STD plan pays 60% of weekly earnings, up to a maximum of $500 per 
week. 

 

 

Voluntary (buy-up) Long-Term Disability 
 
Eligible employees whose base annual salary exceeds $35,000 are   
eligible to purchase additional coverage to increase their LTD  benefit 
to a maximum of 60% of their monthly earnings, not to exceed $5,000 
per month. This benefit is at the expense of the employee. 
 
Eligible employees must enroll for this additional coverage and are 
responsible for the premium. No medical questions will be asked    
provided the employee elects the additional coverage when initially 
eligible. Employees who waive the additional coverage when initially eligible and enroll at a later date will 
be required to answer medical questions and may need to pass certain medical tests before being issued or 
denied the additional coverage. 
 
*If The Hartford requires you to complete a para-medical examination you will be responsible for 
the cost of this exam. 
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Age Under 25 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 

Rate $0.45 $0.45 $0.43 $0.41 $0.41 $0.45 $0.53 $0.67 $0.81 $0.92 $0.92 $0.92 

Short-Term Disability Rates 

____________ ÷ 52 = ____________ x .60 = ___________ ÷ 10 = ________ x _________ = $_____________ 

Annual Salary       Weekly Salary Weekly Benefit     
Max = $500 

Your Monthly      
        Cost 

                Rate Above 

Long-Term and Voluntary Short-Term Disability 



Introduction to Flexible Spending Accounts (FSA) 
 
Delta County Memorial Hospital provides Flexible Spending Accounts (FSA) to allow you to set aside     pre
-tax dollars from your paycheck to pay for eligible health care expenses not covered by insurance as well as 
eligible dependent day care expenses.  The FSA helps you save federal income taxes, Social Security taxes 
(FICA), and most state income taxes on the amounts you set aside in these accounts. 
 
In addition to saving you taxes, the flexible spending account can also help you manage your out-of-pocket 
health care and dependent care costs by setting up regular fixed payroll contributions so that you can pay for 
these expenses over time and eliminate the large fluctuation in your out-of-pocket costs. 
 
The FSA plan is a calendar year plan.  This means contributions are withheld from your paycheck beginning 
on your date of eligibility through December 31st of the current year. Eligible expenses must be incurred 
while you are a plan participant.  If you do not enroll during this open enrollment period or when first 
eligible, you may not enroll until the next annual enrollment period unless you experience a qualified change 
in status. 
 

Health Care FSA 
 
You can use your Health Care FSA to set aside pre-tax dollars to reimburse yourself for eligible health care 
expenses that you and your dependents incur. Your eligible dependents do not have to be covered under our 
medical plan to be eligible.  
 
A complete listing of eligible expenses can be found in the International Revenue Service Publication 502, 
Medical and Dental Expenses, at http://www.irs.gov/publications/p502/index.html. 
 

Before you decide how much of your pay to put into your account, look very carefully at your estimated 
expenses for the coming year.  You can use the Health Care FSA Worksheet provided in this booklet to 
estimate these costs. 
 

*You may contribute up to $5,000 per calendar year to your Health Care FSA account. 
 
 

Eligible health care expenses 

� Deductibles, co-payments, and amounts you pay out of your own pocket 
for eligible health care expenses. 

� Medical, dental, vision, and prescription drug expenses that are not 
covered by the plan, including copays.  Other examples of eligible 
expenses include chiropractic services, extra eyeglasses or contact lenses, 
LASIK eye surgery, and orthodontia expenses. 

� Many over-the-counter drugs available without a prescription such as 
allergy or flu medication. 
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Flexible Spending Accounts 



How the Health Care FSA Works 

♦ You estimate your annual health care costs using the Health Care FSA worksheet, calculate the 
amount of per pay period contributions that you would like to make to a health care spending account, 
and complete the FSA enrollment form. 

♦ Per pay period contributions are withheld from your paycheck on a pre-tax basis and deposited with 
Assured Benefits Administration.  They will record your monthly contributions and hold those funds 
until you submit a reimbursement request. 

♦ When you have incurred an eligible health care expense, complete a reimbursement claim form and 
submit it with your receipts showing proof of the expense.  You can be reimbursed anytime after your 
first payroll contribution up to the full annual amount that you elected to contribute during the 2009 
plan year. 

♦ Assured Benefits Administration reviews and processes your claim request and then mails you a check.  

 
Note:  You may submit claims for your health care expenses during the calendar year for up to 90 days after 
the calendar year end. 
 

What to Consider Before Opening Your Health Care FSA 
 

♦ Because of the favorable tax treatment of FSAs, the IRS requires that you forfeit any money left in 
your account if you do not spend it by the end of the calendar year.  This “use it or lose it” rule means 
that you should budget carefully to be sure you deposit the right amount. 

♦ You cannot also take income tax deductions for any expenses that are reimbursed under your Health 
Care Spending Account. 

♦ You cannot stop or change contributions to your FSA during the year unless you have a qualifying 
change in status consistent with your change of contributions. 

♦ You must be an active employee to be eligible for reimbursement.  If 
you have money in the health care account and you terminate 
employment, you may continue contributing under COBRA until you 
incur eligible expenses or until the end of the plan year. 

♦ If you do not elect COBRA you will have 30 days to submit eligible 
expenses for reimbursement against your current fund balance. 
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Flexible Spending Account Worksheet 
 
Use the following worksheet to estimate your out-of-pocket costs and per pay period FSA contribution. 
 
NOTE:  One way to estimate health care expenses is to look at how much you paid for yourself and your 
dependents in out-of-pocket costs last year, and then consider any additional expenses that you expect to 
incur during 2009, including orthodontia or extensive dental work that may not be covered under our plans.  
Keep in mind that eligible expenses must be incurred while a plan participant. 

Health Care FSA Worksheet 

 

Expense Estimate 
for Your 

Health Care  

Estimate 
for Your 

Dependents  

Total Out-of-
Pocket          
Expenses 

Medical Plan Deductibles and 
Co-payments 

 

 

$___________ 

 
+ 

 
$_____________ 

 

= 

 
$___________ 

Dental Plan Deductibles and  Co
-payments 

 

 
$___________ 

 
+ 

 
$_____________ 

 
= 

 
$___________ 

Eye Exam, Eye Wear, and   
Hearing Exam, Hearing Aid 

 

 
$___________ 

 
+ 

 
$_____________ 

 
= 

 
$___________ 

 
Other including orthodontia, 
chiropractic, acupuncture, and 
over the counter medications 

(see list of eligible expenses) 

 

 

 

 
$___________ 

 

 

 
+ 

 

 

 
$_____________ 

 

 

 
= 

 

 

 
$___________ 

 
Total Expenses 

 

 
$___________ 

 
+ 

 
$_____________ 

 
= 

 
$___________ 

      

 Divide by 24 pay periods  
(or the number of pay periods left in the year) 

 
÷______ 

   

 Semi-monthly contributions (up to $208.33)  
$___________ 
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Remember, you must use all the money in your Health Care FSA during the year or you lose it.  
Therefore, you should avoid overestimating your expenses. 



Dependent Care FSA 
 
The Dependent Care FSA enables you to use pre-tax dollars to pay for eligible dependent care expenses such 
as day care for your child or care for an older disabled family member.  If you are married, your spouse must 
also be working, looking for work, a full-time student, or physically or mentally disabled in order for you to 
be eligible to participate in the FSA plan. 

Note:  The day care must be for qualifying dependents, which include children under age 13 or a dependent that is 
physically or mentally unable to care for him/herself.  The expenses cannot be paid or payable to a child of yours who is 
under the age of 19. 
 
*You may contribute as much as $5,000 a year if you are married and file taxes jointly or are single,  

or $2,500 per year if you are married and file taxes separately. 
 

How the Dependent Care FSA Works 

♦ You estimate the amount of per pay period contributions that you would like to make to a Dependent 
Care Spending Account and complete the FSA enrollment form. 

♦ Per pay period contributions are withheld from your paycheck and deposited with our FSA 
administrator, Assured Benefits Administration. 

♦ They maintain an account of your per pay period contributions and hold the funds until you submit a 
reimbursement request. 

♦ After you pay your dependent care provider, you submit a reimbursement request form with 
supporting documentation to Assured Benefits Administration. 

♦ They review your account balance, process your request and mail you a check.  

 
Unlike the Health Care FSA, your Dependent Care FSA reimburses you for expenses only up to the existing 
balance deposited in your account through payroll deduction.  Payment of expenses is based on the date of 
service, not the date you make payment.  Therefore, if you pay your care provider in advance, you will 
receive reimbursement only after the dates of care have passed. 
 
 

Eligible dependent day care expenses 
� Wages paid to a babysitter so you can work 
� Wages paid to a person who provides care to 

an elderly disabled dependent 
� Licensed nursery school fees 
� Childcare center costs 
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What to Consider Before You Contribute to a Dependent Care FSA 
 

� You lose any money left in your Dependent Care FSA if you do not spend it by the end of the calendar 
year.  This “use it or lose it” rule means you should budget carefully to be sure you deposit the right 
amount. 

� You cannot take the federal tax credit on your personal income taxes for any expenses that have already 
been reimbursed to you under the Dependent Care FSA.  Depending upon your overall dependent care 
expenses and household income, the dependent care tax credit might be better for you.  Please consult 
with your tax advisor to determine which approach is best for you. 

� You cannot stop or change contributions during the year unless you have a change of status or a change 
in your day care provider. 

� Once a child attains age 13, his or her day care expenses no longer qualify under the Dependent Care 
FSA. 

 

Dependent Care Worksheet 
 
Use the following worksheet to estimate your out-of-pocket dependent care costs and per pay period 
contribution. 
 

 
Remember, you must use all the money in your Dependent Care FSA during the year or you lose it.  

Therefore, you should avoid overestimating your expenses. 
 
 

Dependent Care FSA Worksheet 

     Estimated 
Annual       
Expense 

Day care for a child or children under 
age 13 or a  dependent that is       
mentally or physically disabled 

 
$___________ 
  (weekly cost) 

 
X 

 
______________ 
    (# of weeks) 

 
= 

 
$___________ 

 
Total Annual Estimated Dependent Day Care Expenses 

 
$___________ 

Divide by 24 pay periods (or the number of pay periods left in the year) ÷ _______ 

Semi-monthly contributions* (Up to maximum of $208.33) $___________ 
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How Can a Flexible Spending Account Save Me Money? 
 
The following example illustrates how an employee who elects $3,000 for their Health Care FSA and $5,000 
for their Dependent Care FSA can save approximately $2,212 in taxes for the year. 
 

 
 

 

 
 
 
 
 
 
 
 
 
  A TAX SAVINGS OF $2,212 FOR THE YEAR! 

$30,000 Gross Income $30,000 

$0 Medical Reimbursement Election -$3,000 

$0 Dependent Care Election -$5,000 

$30,000 Taxable Income $22,000 

-$6,000 Federal/State Income Taxes @ 20% -$4,400 

-$2,295 Social Security Taxes @ 7.65% -$1,683 

-$3,000 Out-of-Pocket Medical Costs $0 

-$5,000 Out-of-Pocket Dependent Care Cost $0 

$13,705 Total Take Home Pay $15,917 

No Elections With Elections 
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403(b) Retirement 
All employees that have one year of service and are at least 21 years of age, are eligible to participate in the 
403(b) plan. The plan has semi-annual entry dates of January 1st and July 1st . You are eligible to enter the 
plan on the next entry date after you meet the eligibility requirements for the plan. The plan has the 
following types of contributions available: 

 

♦ Employee Pre-Tax Contributions - You may elect to have Delta County Memorial Hospital contribute 
a portion of your compensation to the plan. 

 

� There is a maximum election of 50% of compensation. There is no minimum amount you must 
elect to contribute. 

� Pre-tax contributions that are deferred from your compensation are subject to the dollar limit 
for the calendar year as provided by law. The maximum dollar limit applies to the aggregate of 
all amounts that you contribute to this plan and all other 401(k), 403(b) and SEPs of this 
employer or any other employer during the calendar year. This limit may be increased from 
year to year. Please check with the Plan Representative on the limit for the current calendar 
year. 

� Changes to your election to contribute will be governed by either your plan document or your 
employer’s administrative policy. 

 

♦ Employer Matching Contributions - DCMH may make contributions that are based on the amount of 
employee pre-tax contributions that you elect to contribute. 

 

� This year, when you put in the first 2%, DCMH will match with another 2%.  If you put in  
 another 2%, DCMH with contribute 1%. DCMH maximum matching is 3%.  See below: 

 

 

 

 

 

 

 

 

 
 

♦ Employer Non-elective Contributions - DCMH may make a discretionary profit sharing contribution 
in an amount to be determined each plan year. 
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Your Contributions DCMH Contributions 

1% 1% 

2% 2% 

3% 2.5% 

4% 3% 

403(b) Retirement Plan 



Vesting Schedule 
Employee pre-tax contributions are always 100% vested. Employer contributions are subject to the 
following vesting schedule: 
 
 
 

 

 

Account Information 
Participants may obtain account information (i.e. account balances, future investment elections, and 
transaction history) by calling the Interactive Voice Response System or accessing 
www.myretirementfuture.com via the Internet. Instructions on how to access your account will be 
provided shortly after your enrollment in the plan has been processed. 

 

Rollover Contributions 
The plan will accept rollover contributions from other eligible plans. 
 

Loans 
The plan does not permit loans to participants. 

 
Hardship Withdrawals 
Hardship withdrawals are not permitted from this plan. 

Years of Service 1 2 3 

Vested Percentage 0% 0% 100% 
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Employee Assistance Program 

Delta County Memorial Hospital offers an Employee Assistance Program (EAP) through TRIAD EAP at no 
cost to employees. The EAP benefit provides three free confidential visits per incident per year for you and 
your household members in dealing with issues such as: 
 

� Relationship difficulties 
� Drug/Alcohol misuse 
� Depression or anxiety 
� Financial problems 
� Family & parenting issues 
� Elder care 
� Job-related problems 
� Workplace conflicts 

 
You also receive two free financial counseling sessions with certified  financial planners. 
 
To make an appointment or for further information please call 1-877-679-1100 or 970-242-9536.  
 

 

Health Club Reimbursement 

Employees can receive a 20% discount to Bill Heddles Recreation Center. 
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Your discussions are confidential! TRIAD EAP does not give Delta County Memorial Hospital the names 
of employees who utilize this service. 

Other Benefit Programs and Employee Services 



Frequently Used Terms 
 
In-Network – The plan pays a higher level of benefits if a 
provider or facility is selected from the network.  Both you and 
the plan receive a substantial discount on services from network 
providers.  Please refer to the medical section of this guide for a 
summary of your benefits, as referrals for inpatient and 
outpatient may be required.  The highest level of benefits is 
offered when you access care from DCMH. 
 
Out-of-Network – A provider or facility that is not contracted 
with the network is considered out-of-network.  These providers 
do not discount their fees, which means both you and the plan 
pay more for your healthcare expenses. Please refer to the 
medical plan section of this guide for a summary of your benefits, 
as most out-of-network claims are not covered under our plans. 
 
Copay – The amount you pay for services received from a network provider. 
 
Deductible – The amount you are required to pay each calendar year before certain benefits are payable by 
the plan.  Once the deductible has been met, expenses are typically reimbursed based on the co-insurance 
percentage. 
 
Coinsurance – The percentage of covered expenses that is paid by the plan each calendar year after you have 
paid the deductible. 
 
Out-of-Pocket Maximum – The maximum amount you could pay in a calendar year for covered expenses.  
Each plan has a separate maximum for individuals and families and a separate maximum for in-network and 
out-of-network expenses.  Once you reach the applicable out-of-pocket maximum, expenses are reimbursed at 
100% for the remainder of the calendar year.  The out-of-pocket maximum does not include office visit 
copays, inpatient hospital copays, or prescription drug copays. 
 
Reasonable and Customary Allowance (R&C) – The maximum amount allowed by the plan for a service 
received from an out-of-network provider.  You are responsible for all expenses that exceed the R&C amount.  
These expenses do not apply to the deductible or out-of-pocket maximum. 
 
Lifetime Maximum – The maximum amount of medical claims that will be paid for each covered person. 
 
Explanation of Benefits (EOB) – Provides information about how your claim was processed by the Third 
Party Administrator, EBMS.  The EOB outlines what portion of the claim was paid by the Plan and what 
portion is your liability. 
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Important Information 



Contact Information 
 
Listed below are contacts available to assist you as you enroll in the benefit plans 
and as you use your benefits during the year. 
 
 
 

 
 

Delta County Memorial Hospital      
Human Resources 

Rhonda Katzdorn  
Phone: 970-874-6406 
Fax: 970-874-2290 
Email: rkatzdorn@deltahospital.org  

    

Plan Phone Number Web Site 
Medical Plan – EBMS 1-866-848-4874 www.ebms.com 
Dental Plan – Kansas City Life 1-877-266-6767 www.kclife.com 
FSA – Assured Benefits Administration 1-800-247-7114 www.abadmin.com 
Life & AD&D – The Hartford 1-888-563-1124 www.thehartfordatwork.com 
STD/LTD – The Hartford 1-800-752-9713 www.thehartfordatwork.com 

This guide is a brief  summary of  your benefits and does not 
constitute a policy.  Delta County Memorial Hospital may amend 
the benefit program at any time.  Your Summary Plan Description 
(SPD) will contain the actual detailed provisions of  your benefits.  
If  there are any discrepancies between the information in this 

brochure and the SPD, the SPD will prevail. 
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Notices to Employees 

General Notice of COBRA Continuation Coverage Rights 
 
1/1/2009 

CONTINUATION COVERAGE RIGHTS UNDER COBRA 
 
You are receiving this Notice of COBRA health care coverage continuation rights because you have recently become covered 
under one or more group health plans.  The plan (or plans) under which you have gained coverage are listed at the end of 
this Form, and are referred to collectively as “the plan” except where otherwise indicated. 
 
This notice contains important information about your right to COBRA continuation coverage, which is a temporary 
extension of coverage under the plan. 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/or to other members of your family who are covered under the plan when you and/or they would otherwise lose the group 
health coverage. This notice gives only a summary of your COBRA continuation coverage rights. This notice generally 
explains COBRA continuation coverage, when it may become available to you and your family, and what you need to do to 
protect the right to receive it.  For more information about your rights and obligations under the plan and under federal 
law, you should either review the plan’s Summary Plan Description or contact the Plan Administrator. In some cases the plan 
document also serves as the Summary Plan Description. 
 
COBRA Continuation Coverage and “Qualifying Events” 
 
COBRA continuation coverage is a continuation of plan coverage when coverage would otherwise end because of a life event known 
as a "qualifying event." Specific qualifying events are listed later in this notice. COBRA continuation coverage must be offered 
to each person who is a "qualified beneficiary." A qualified beneficiary is someone who will lose coverage under the plan because 
of a qualifying event. Depending on the type of qualifying event, employees, spouses of employees, and dependent 
children of employees may be qualified beneficiaries. Certain newborns, newly-adopted children and alternate recipients under 
qualified medical child support orders may also be qualified beneficiaries.  This is discussed in more detail in separate 
paragraphs below.  Under the plan, qualified beneficiaries who elect COBRA continuation coverage generally must pay for this 
continuation coverage. 
 
If you are a covered employee, you will become a qualified beneficiary if you lose your coverage under the plan because either one of 
the following qualifying events happens: 
 

• Your hours of employment are reduced, or 

• Your employment ends for any reason other than your gross misconduct. 
 

If you are the spouse of a covered employee, you will become a qualified beneficiary if you lose your coverage under 
the plan because any of the following qualifying events happens: 
 

• 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 enrolled in any part of Medicare (it is extremely rare for coverage of an employee’s 
dependents to be terminated on account of the employee’s Medicare enrollment); or  

• You become divorced or legally separated from your spouse.  Note that if your spouse cancels your coverage in 
anticipation of a divorce or legal separation and a divorce or legal separation later occurs, then the divorce or legal 
separation will be considered a qualifying event even though you actually lost coverage earlier.  If you notify the 
Plan Administrator or its designee within 60 days after the divorce or legal separation and can establish 
that the employee canceled the coverage earlier in anticipation of the divorce, then COBRA coverage may 
be available for a period after the divorce (but not for the period between the date your coverage ended, 
and the date of divorce or legal separation). But you must provide timely notice of the divorce or legal 
separation to the Plan Administrator or its designee or you will not be able to obtain COBRA coverage after the 
divorce or legal separation. See the rules in the box below, under the heading entitled, “Notice Requirements,” 
regarding the obligation to provide notice, and the procedures for doing so. 
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Your covered dependent children will become qualified beneficiaries if they lose coverage under the plan because any 
of the following qualifying events happens: 
 

• 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 enrolled in any part of Medicare (it is extremely rare for coverage of an employee’s 
dependents to be terminated on account of the employee’s Medicare enrollment); 

• The parents become divorced or legally separated; or 

• The child stops being eligible for coverage under the plan as a "dependent child." 
 
Notice Requirements 
 
The plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator or its 
designee has been timely notified that a qualifying event has occurred. When the qualifying event is:  
 

• the end of employment or reduction of hours of employment,  

• death of the employee, or 

• enrollment of the employee in any part of Medicare,  
 
the employer (if the employer is not the Plan Administrator) must notify the Plan Administrator of the qualifying event 
within 30 days following the date coverage ends. 
 

IMPORTANT: 
For the 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 or someone on your behalf must notify the Plan Administrator or its designee in 
writing within 60 days after the qualifying event occurs, using the procedures specified below.  If these procedures are 
not followed or if the notice is not provided in writing to the Plan Administrator or its designee during the 60-day 
notice period, any spouse or dependent child who loses coverage will not be offered the option to elect continuation 
coverage.  
 
 NOTICE PROCEDURES: 

Any notice that you provide must be in writing.  Oral notice, including notice by telephone, is not 
acceptable.  You must mail, fax or hand-deliver your notice to the person, department or firm listed 
below, at the following address: 

 

Delta County Memorial Hospital Employee Benefit Plan 

Attn: HR Specialist 

1501 East Third Street 

Delta, CO 81416 
 
If mailed, your notice must be postmarked no later than the last day of the required notice period.  Any 
notice you provide must state: 
 
�the name of the plan or plans under which you lost or are losing coverage, 
�the name and address of the employee covered under the plan, 
�the name(s) and address(es) of the qualified beneficiary(ies), and the qualifying event and the date 
it happened. 
 

If the qualifying event is a divorce or legal separation, your notice must include a copy of the divorce 
decree or the legal separation agreement.  

There are other notice requirements in other contexts.  See, for example, the discussion below under the 
heading entitled, “Duration of COBRA Coverage.”  That explanation describes other situations where 
notice from you or the qualified beneficiary is required in order to gain the right to COBRA coverage. 



Once the Plan Administrator or its designee receives timely 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 for their spouses, and parents may 
elect COBRA continuation coverage on behalf of their children.  For each qualified beneficiary who elects COBRA continuation 
coverage, COBRA continuation coverage will begin on the date that plan coverage would otherwise have been lost.  If you or 
your spouse or dependent children do not elect continuation coverage within the 60-day election period described above, 
you will lose your right to elect continuation coverage. 
 

Duration of COBRA Coverage 
 
COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is the death of the 
employee, enrollment of the employee in any part of Medicare, your divorce or legal separation, or a dependent child losing 
eligibility as a dependent child, COBRA continuation coverage lasts for up to 36 months. 
 
When the qualifying event is the end of employment or reduction of the employee's hours of employment, COBRA 
continuation coverage lasts for up to 18 months.  
 
There are three ways in which the period of COBRA continuation coverage can be extended… 
 
1.  Disability extension of 18-month period of continuation coverage.  
If you or anyone in your family covered under the plan is determined by the Social Security Administration to be disabled as of the 
date of the qualifying event or at any time during the first 60 days of COBRA continuation coverage and you notify the Plan 
Administrator or its designee in writing and in a timely fashion, you and your entire family can receive up to an additional 11 
months of COBRA continuation coverage, for a total maximum of 29 months.  
 
You must make sure that the Plan Administrator or its designee is notified in writing of the Social Security Administration's 
determination within 60 days after (i) of the date of the determination or (ii) the date of the qualifying event or (iii) the date 
coverage is lost due to the qualifying event, whichever occurs last. But in any event the notice must be provided before the end of 
the 18-month period of COBRA continuation coverage. The plan requires you to follow the procedures specified in the box 
above, under the heading entitled “Notice Procedures.”  In addition, your notice must include: 
 

• the name of the disabled qualified beneficiary,  

• the date that the qualified beneficiary became disabled, and  

• the date that the Social Security Administration made its determination.   
 
Your notice must also include a copy of the Social Security Administration’s determination.  If these procedures are not 
followed or if the notice is not provided in writing to the Plan Administrator or its designee within the required 
period, then there will be no disability extension of COBRA continuation coverage.  
 
2.   Second qualifying event extension of 18-month period of continuation coverage. 
 
If your family experiences another qualifying event while receiving COBRA continuation coverage, the spouse and dependent 
children in your family can get additional months of COBRA continuation coverage, up to a maximum of 36 months (including 
the initial period of COBRA coverage).  
 
This extension is available to the spouse and dependent children if, while they and the covered former employee are purchasing 
COBRA coverage, the former employee: 
 

• dies, or  

• gets divorced or legally separated.   
 
The extension is also available to a dependent child when that child stops being eligible under the plan as a dependent child.  
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In all of these cases, you must make sure that the Plan Administrator or its designee is notified in writing of the second 
qualifying event within 60 days after (i) the date of the second qualifying event or (ii) the date coverage is lost, whichever 
occurs last.  The plan requires you to follow the procedures specified in the box above, under the heading entitled “Notice 
Procedures.”  Your notice must also name the second qualifying event and the date it happened.  If the second qualifying 
event is a divorce or legal separation, your notice must include a copy of the divorce decree or legal separation agreement.   
 
If these procedures are not followed or if the notice is not provided in writing to the Plan Administrator or its designee within the 
required 60-day period, then there will be no extension of COBRA continuation coverage due to the second qualifying event.  
 

3.   Medicare Extension for Spouse and Dependent Children. 
 
If a qualifying event that is a termination of employment or reduction of hours occurs within 18 months after the covered employee 
becomes entitled to any part of Medicare, then the maximum coverage period for the spouse and dependent children is 36 months 
from the date the employee became entitled to Medicare (but the covered employee’s maximum coverage period will be 18 
months). 
 
Shorter Maximum Coverage Period for Health Flexible Spending Accounts  
 
The maximum COBRA coverage period for a health flexible spending arrangement (health “FSA”) maintained by the employer ends on 
the last day of the cafeteria or flexible benefits plan “plan year” in which the qualifying event occurred.  In addition, if at the time of the 
qualifying event the employee has withdrawn (during the plan year) more from the FSA than the employee has had credited to the FSA, 
no COBRA right is available at all.  
 
Other Rules and Requirements 
 
Same Rights as Active Employees to Add New Dependents.  A qualified beneficiary generally has the same rights as similarly 
situated active employees to add or drop dependents, make enrollment changes during open enrollment, etc.  Contact the Plan 
Administrator for more information. See also the paragraph below titled, “Children Born or Placed for Adoption with the Covered Employee 
During COBRA Period,” for information about how certain children acquired by a covered employee purchasing COBRA coverage may 
actually be treated as qualified beneficiaries themselves.  Be sure to promptly notify the Plan Administrator or its designee if you 
need to make a change to your COBRA coverage. The Plan Administrator or its designee must be notified in writing 
within 31 days of the date you wish to make such a change (adding or dropping dependents, for example). See the rules in the box 
above, under the heading entitled, “Notice Procedures,” for an explanation regarding how your notice should be made. 
 
Children Born to or Placed for Adoption with the Covered Employee During COBRA Period.   
A child born to, adopted by or placed for adoption with a covered employee or former employee during a period of 
continuation coverage is considered to be a qualified beneficiary provided that, if the covered employee or former 
employee is a qualified beneficiary, the employee has elected COBRA continuation coverage for himself or herself.  The 
child’s COBRA coverage begins when the child is enrolled in the plan, whether through special enrollment or open 
enrollment, and it lasts for as long as COBRA coverage lasts for other family members of the employee.  To be enrolled in 
the plan, the child must satisfy the otherwise applicable plan eligibility requirements (for example, age requirements).  Be 
sure to promptly notify the Plan Administrator or its designee if you need to make a change to your COBRA coverage. 
The Plan Administrator or its designee must be notified in writing within 31 days of the date you wish to make such a 
change.  See the rules in the box above, under the heading entitled, “Notice Procedures,” for an explanation regarding 
how your notice should be made. 
 
Alternate Recipients Under Qualified Medical Child Support Orders. A child of the covered employee or former employee 
who is receiving benefits under the plan pursuant to a Qualified Medical Child Support Order (QMCSO) received by the Plan 
Administrator during the employee’s period of employment with the employer is entitled the same rights under COBRA as a 
dependent child of the covered employee, regardless of whether that child would otherwise be considered a dependent.  Be sure to 
promptly notify the Plan Administrator or its designee if you need to make a change to your COBRA coverage.  The  Plan 
Administrator or its designee must be notified in writing within 31 days of the date you wish to make such a change.  See 
the rules in the box above, under the heading entitled, “Notice Procedures,” for an explanation regarding how your notice should be 
made. 
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If You Have Questions 
 
Questions concerning your plan or your COBRA continuation rights should be addressed to the contact or contacts identified 
below.  For more information about your rights under ERISA, including COBRA, the Health Insurance Portability or 
Accountability Act (HIPAA), 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). Addresses and phone numbers of Regional and 
District EBSA Offices are available through EBSA’s website at www.dol.gov/ebsa.  
 
Keep Your Plan Informed of Address Changes 
 
In order to protect your family's rights, you should keep the Plan Administrator or its designee informed of 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 or its designee. 
 
Plan and Plan Contact Information 
 
The name of the group health plan and name (or position), address and phone number of the party or parties from whom 
information about the plans and COBRA coverage may be obtained upon request are as follows: 
 
Delta County Memorial Hospital 
Attn: HR Specialist 
1501 East Third Street 
Delta, CO 81416 
(970) 874-6406 

26 



Women’s Health and Cancer Rights Act of 1998 
 
Delta County Memorial Hospital is required by law to provide you with the following notice: 
 
The Women’s Health and Cancer Rights Act of 1998 (“WHCRA”) provides certain protections for individuals receiving 
mastectomy-related benefits. Coverage will be provided in a manner determined in consultation with the attending physician and 
the patient, for:  
 

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

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

♦ Prostheses; and  

♦ Treatment of physical complications of the mastectomy, including lymphedemas.  
 
The Delta County Memorial Hospital plans provide coverage for mastectomies and the related procedures listed above, 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, please refer to your Summary Plan Description or contact your Plan 
Administrator at (970) 874-6406.  
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Prescription Drug Coverage and Medicare—Creditable 
 

Important Notice from Delta County Memorial Hospital 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 with Delta County Memorial Hospital 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.  Information about where you can get help 
to make decisions about your prescription drug coverage is at the end of this notice. 
 
If neither you nor any of your covered dependents are eligible for or have Medicare, this notice does not apply to you or the 
dependents, as the case may be.  However, you should still keep a copy of this notice in the event you or a dependent should qualify 
for coverage under Medicare in the future.  Please note, however, that later notices might supersede this notice.  
 
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.   Delta County Memorial Hospital has determined that the prescription drug coverage offered by the Delta County Memorial 

Hospital Traditional PPO Health Care Plan, Consumer Plus Plan, and Consumer Plan (“Plans”) are, on average for all plan 
participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is considered “creditable” 
prescription drug coverage. This is important for the reasons described below.  

         ____________________________________________________________________ 
 
Because your existing coverage is, on average, at least as good as standard Medicare prescription drug coverage, you can keep this 
coverage and not pay a higher premium (a penalty) if you later decide to enroll in a Medicare drug plan, as long as you later enroll 
within specific time periods. 
 
Enrolling in Medicare – General Rules 
 
As some background, you can join a Medicare drug plan when you first become eligible for Medicare. If you qualify for Medicare 
due to age, you may enroll in a Medicare drug plan during a seven-month initial enrollment period. That period begins three 
months prior to your 65th birthday, includes the month you turn 65, and continues for the ensuing three months. If you qualify for 
Medicare due to disability or end-stage renal disease, your initial Medicare Part D enrollment period depends on the date your 
disability or treatment began. For more information you should contact Medicare at the telephone number or web address listed 
below. 
 
Late Enrollment and the Late Enrollment Penalty 
 
If you decide to wait to enroll in a Medicare drug plan you may enroll later, during Medicare Part D’s annual enrollment period, 
which runs each year from November 15th through December 31st.  But as a general rule, if you delay your enrollment in Medicare 
Part D, after first becoming eligible to enroll, you may have to pay a higher premium (a penalty).   
 
If after your initial Medicare Part D enrollment period you go 63 continuous days or longer without “creditable” prescription drug 
coverage (that is, prescription drug coverage that’s at least as good as Medicare’s prescription drug coverage), your monthly Part 
D premium may go up by at least 1% of the premium you would have paid had you enrolled timely, for every month that you did 
not have creditable coverage.  
 
For example, if after your Medicare Part D initial enrollment period you go nineteen months without coverage, your premium may 
be at least 19% higher than the premium you otherwise would have paid. You may have to pay this higher premium for as long as 
you have Medicare prescription drug coverage. However, there are some important exceptions to the late enrollment penalty. 
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Special Enrollment Period Exceptions to the Late Enrollment Penalty 
 
There are “special enrollment periods” that allow you to add Medicare Part D coverage months or even years after you first 
became eligible to do so, without a penalty.  For example, if after your Medicare Part D initial enrollment period you lose or decide 
to leave employer-sponsored or union-sponsored health coverage that includes “creditable” prescription drug coverage, you will be 
eligible to join a Medicare drug plan at that time.   
 
In addition, if you otherwise lose other creditable prescription drug coverage (such as under an individual policy) through no fault 
of your own, you will be able to join a Medicare drug plan, again without penalty.  These special enrollment periods end two 
months after the month in which your other coverage ends. 
 
Compare Coverage 
 
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.  See the Plan’s summary plan description for a summary of the 
Plan’s prescription drug coverage. If you don’t have a copy, you can get one by contacting us at the telephone number or address 
listed below. 
 
Coordinating Other Coverage with Medicare Part D 
 
Generally speaking, if you decide to join a Medicare drug plan while covered under Delta County Memorial Hospital Plan due to 
your employment (or someone else’s employment, such as a spouse or parent), your coverage under the Delta County Memorial 
Hospital Plan will not be affected. For most persons covered under the Plan, the Plan will pay prescription drug benefits first, and 
Medicare will determine its payments second. For more information about this issue of what program pays first and what program 
pays second, see the Plan’s summary plan description or contact Medicare at the telephone number or web address listed below. 
 
If you do decide to join a Medicare drug plan and drop your Delta County Memorial Hospital prescription drug coverage, be 
aware that you and your dependents may not be able to get this coverage back. To regain coverage you would have to re-enroll in 
the Plan, pursuant to the Plan’s eligibility and enrollment rules. You should review the Plan's summary plan description to 
determine if and when you are allowed to add coverage. 
 
For more information about this notice or your current prescription drug coverage… 
 
Contact the person listed below for further information. 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 Delta County Memorial Hospital  changes. You also 
may request a copy.  
 
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 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).  
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 Date: January 1, 2009 
 Name of Entity/Sender: Delta County Memorial Hospital 
 Contact--Position/Office: HR Specialist  
 Address: 1501 East Third Street, Delta, CO 81416  
 Phone Number: (970) 874-6406 

 
Nothing in this notice gives you or your dependents a right to coverage under the Plan. Your (or your dependents’) right to coverage under the 
Plan is determined solely under the terms of the Plan. 

 

 

 

 

 

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 whether or not you are required to pay a higher premium (a penalty). 
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HIPAA Notice of Privacy Practices 

This Notice is provided to you on behalf of: 
 

Delta County Memorial Hospital Medical Plan 
Delta County Memorial Hospital Dental Care Plan 

Delta County Memorial Hospital Flexible Benefits Plan 
 

These plans comprise what is called an “Affiliated Covered Entity,” and are treated as a single plan for purposes of this Notice and 
the privacy rules that require it. For purposes of this Notice, we’ll refer to these plans as a single “Plan.”  
 
The Plan’s Duty to Safeguard Your Protected Health Information. 

Individually identifiable information about your past, present, or future health or condition, the provision of health care to 
you, or payment for the health care is considered “Protected Health Information” (“PHI”).  The Plan is required to extend 
certain protections to your PHI, and to give you this Notice about its privacy practices that explains how, when and why the 
Plan may use or disclose your PHI.  Except in specified circumstances, the Plan may use or disclose only the minimum 
necessary PHI to accomplish the purpose of the use or disclosure. 

The Plan is required to follow the privacy practices described in this Notice, though it reserves the right to change those 
practices and the terms of this Notice at any time. If it does so, and the change is material, you will receive a revised version of 
this Notice either by hand delivery, mail delivery to your last known address, or some other fashion.  This Notice, and any 
material revisions of it, will also be provided to you in writing upon your request (ask your Human Resources representative, 
or contact the Plan’s Privacy Official, described below), and will be posted on any website maintained by Delta County 
Memorial Hospital that describes benefits available to employees and dependents. 
 
You may also receive one or more other privacy notices, from insurance companies that provide benefits under the Plan.  
Those notices will describe how the insurance companies use and disclose PHI, and your rights with respect to the PHI they 
maintain.  

 
How the Plan May Use and Disclose Your Protected Health Information. 

The Plan uses and discloses PHI for a variety of reasons.  For its routine uses and disclosures it does not require your 
authorization, but for other uses and disclosures, your authorization (or the authorization of your personal representative (e.g., 
a person who is your custodian, guardian, or has your power-of-attorney) may be required.  The following offers more 
description and examples of the Plan’s uses and disclosures of your PHI. 

 

• Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations. 

• Treatment:  Generally, and as you would expect, the Plan is permitted to disclose your PHI for purposes of your 
medical treatment.  Thus, it may disclose your PHI to doctors, nurses, hospitals, emergency medical technicians, 
pharmacists and other health care professionals where the disclosure is for your medical treatment.  For example, if you 
are injured in an accident, and it’s important for your treatment team to know your blood type, the Plan could disclose 
that PHI to the team in order to allow it to more effectively provide treatment to you. 

 

• Payment:  Of course, the Plan’s most important function, as far as you are concerned, is that it pays for all or some of the 
medical care you receive (provided the care is covered by the Plan).  In the course of its payment operations, the Plan 
receives a substantial amount of PHI about you.  For example, doctors, hospitals and pharmacies that provide you care 
send the Plan detailed information about the care they provided, so that they can be paid for their services.  The Plan 
may also share your PHI with other plans, in certain cases.  For example, if you are covered by more than one health 
care plan (e.g., covered by this Plan, and your spouse’s plan, or covered by the plans covering your father and mother), 
we may share your PHI with the other plans to coordinate payment of your claims. 

 

• Health care operations:  The Plan may use and disclose your PHI in the course of its “health care operations.”  For 
example, it may use your PHI in evaluating the quality of services you received, or disclose your PHI to an accountant 
or attorney for audit purposes.  In some cases, the Plan may disclose your PHI to insurance companies for purposes of 
obtaining various insurance coverage. 

 
 
 

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. 
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• Other Uses and Disclosures of Your PHI Not Requiring Authorization.  The law provides that the Plan may use and 
disclose your PHI without authorization in the following circumstances: 

• To the Plan Sponsor:  The Plan may disclose PHI to the employers (such as ABC Company) who sponsor or maintain 
the Plan for the benefit of employees and dependents.  However, the PHI may only be used for limited purposes, and 
may not be used for purposes of employment-related actions or decisions or in connection with any other benefit or 
employee benefit plan of the employers. PHI may be disclosed to:  the human resources or employee benefits 
department for purposes of enrollments and disenrollments, census, claim resolutions, and other matters related to Plan 
administration; payroll department for purposes of ensuring appropriate payroll deductions and other payments by 
covered persons for their coverage; information technology department, as needed for preparation of data compilations 
and reports related to Plan administration; finance department for purposes of reconciling appropriate payments of 
premium to and benefits from the Plan, and other matters related to Plan administration; internal legal counsel to assist 
with resolution of claim, coverage and other disputes related to the Plan’s provision of benefits. 

 

• Required by law:  The Plan may disclose PHI when a law requires that it report information about suspected abuse, 
neglect or domestic violence, or relating to suspected criminal activity, or in response to a court order.  It must also 
disclose PHI to authorities that monitor compliance with these privacy requirements. 

 

• For public health activities:  The Plan may disclose PHI when required to collect information about disease or injury, 
or to report vital statistics to the public health authority.   

 

• For health oversight activities:  The Plan may disclose PHI to agencies or departments responsible for monitoring 
the health care system for such purposes as reporting or investigation of unusual incidents. 

 

• Relating to decedents:  The Plan may disclose PHI relating to an individual's death to coroners, medical examiners or 
funeral directors, and to organ procurement organizations relating to organ, eye, or tissue donations or transplants. 

 

• For research purposes:  In certain circumstances, and under strict supervision of a privacy board, the Plan may 
disclose PHI to assist medical and psychiatric research. 

 

• To avert threat to health or safety:  In order to avoid a serious threat to health or safety, the Plan may disclose PHI 
as necessary to law enforcement or other persons who can reasonably prevent or lessen the threat of harm. 

 

• For specific government functions:  The Plan may disclose PHI of military personnel and veterans in certain 
situations, to correctional facilities in certain situations, to government programs relating to eligibility and enrollment, 
and for national security reasons. 

• Uses and Disclosures Requiring Authorization:  For uses and disclosures beyond treatment, payment and operations 
purposes, and for reasons not included in one of the exceptions described above, the Plan is required to have your written 
authorization.  Your authorizations can be revoked at any time to stop future uses and disclosures, except to the extent that the 
Plan has already undertaken an action in reliance upon your authorization. 

 

• Uses and Disclosures Requiring You to have an Opportunity to Object:  The Plan may share PHI with your family, friend 
or other person involved in your care, or payment for your care.  We may also share PHI with these people to notify them about 
your location, general condition, or death.  However, the Plan may disclose your PHI only if it informs you about the disclosure 
in advance and you do not object (but if there is an emergency situation and you cannot be given your opportunity to object, 
disclosure may be made if it is consistent with any prior expressed wishes and disclosure is determined to be in your best 
interests; you must be informed and given an opportunity to object to further disclosure as soon as you are able to do so). 
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Your Rights Regarding Your Protected Health Information.   

You have the following rights relating to your protected health information: 

• To request restrictions on uses and disclosures:  You have the right to ask that the Plan limit how it uses or discloses 
your PHI.  The Plan will consider your request, but is not legally bound to agree to the restriction.  To the extent that it 
agrees to any restrictions on its use or disclosure of your PHI, it will put the agreement in writing and abide by it except in 
emergency situations.  The Plan cannot agree to limit uses or disclosures that are required by law. 

• To choose how the Plan contacts you:  You have the right to ask that the Plan send you information at an alternative 
address or by an alternative means.  The Plan must agree to your request as long as it is reasonably easy for it to 
accommodate the request. 

• To inspect and copy your PHI:  Unless your access is restricted for clear and documented treatment reasons, you have a 
right to see your PHI in the possession of the Plan or its vendors if you put your request in writing.  The Plan, or someone 
on behalf of the Plan, will respond to your request, normally within 30 days.  If your request is denied, you will receive 
written reasons for the denial and an explanation of any right to have the denial reviewed.  If you want copies of your PHI, 
a charge for copying may be imposed but may be waived, depending on your circumstances.  You have a right to choose 
what portions of your information you want copied and to receive, upon request, prior information on the cost of copying. 

• To request amendment of your PHI:  If you believe that there is a mistake or missing information in a record of your 
PHI held by the Plan or one of its vendors, you may request, in writing, that the record be corrected or supplemented.  The 
Plan or someone on its behalf will respond, normally within 60 days of receiving your request.  The Plan may deny the 
request if it is determined that the PHI is: (i) correct and complete; (ii) not created by the Plan or its vendor and/or not 
part of the Plan’s or vendor’s records; or (iii) not permitted to be disclosed.  Any denial will state the reasons for denial and 
explain your rights to have the request and denial, along with any statement in response that you provide, appended to 
your PHI.  If the request for amendment is approved, the Plan or vendor, as the case may be, will change the PHI and so 
inform you, and tell others that need to know about the change in the PHI. 

• To find out what disclosures have been made:  You have a right to get a list of when, to whom, for what purpose, and 
what portion of your PHI has been released by the Plan and its vendors, other than instances of disclosure for which you 
gave authorization, or instances where the disclosure was made to you or your family. In addition, the disclosure list will 
not include disclosures for treatment, payment, or health care operations.  The list also will not include any disclosures 
made for national security purposes, to law enforcement officials or correctional facilities, or before the date the federal 
privacy rules applied to the Plan. You will normally receive a response to your written request for such a list within 60 
days after you make the request in writing.  Your request can relate to disclosures going as far back as six years.  There 
will be no charge for up to one such list each year.  There may be a charge for more frequent requests. 

 

How to Complain about the Plan’s Privacy Practices. 

If you think the Plan or one of its vendors may have violated your privacy rights, or if you disagree with a decision made by 
the Plan or a vendor about access to your PHI, you may file a complaint with the person listed in the section immediately 
below.  You also may file a written complaint with the Secretary of the U.S. Department of Health and Human Services.  The 
law does not permit anyone to take retaliatory action against you if you make such complaints. 

  

Contact Person for Information, or to Submit a Complaint. 

If you have questions about this Notice please contact the Plan’s Privacy Official or Deputy Privacy Official(s) (see below).  If 
you have any complaints about the Plan’s privacy practices or handling of your PHI, please contact the Privacy Official or an 
authorized Deputy Privacy Official. 

 

 Privacy Official. 

The Plan’s Privacy Official, the person responsible for ensuring compliance with this Notice, is: 

HR Specialist 

Delta County Memorial Hospital 

1501 East Third Street 

Delta, CO 81416 

(970) 874-6406 

 

Effective Date.   

The effective date of this Notice is: January 1, 2009. 
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Your Rights Under the Family and Medical Leave Act of 1993 
 
FMLA requires covered employers to provide up to 12 weeks of unpaid, job-protected leave to “eligible” employees for certain 
family and medical reasons. Employees are eligible if they have worked for their employer for at least one year, and for 1,250 hours 
over the previous 12 months, and if there are at least 50 employees within 75 miles. The FMLA permits employees to take leave on 
an intermittent basis or to work a reduced schedule under certain circumstances. 
 
Reasons for Taking Leave: 
Unpaid leave must be granted for any of the following reasons: 
 

• to care for the employee’s child after birth, or placement for adoption or foster care; 

• to care for the employee’s spouse, son or daughter, or parent who has a serious health condition; or 

• for a serious health condition that makes the employee unable to perform the employee’s job. 
 
At the employee’s or employer’s option, certain kinds of paid leave may be substituted for unpaid leave.  
 
Advance Notice and Medical Certification: 
The employee may be required to provide advance leave notice and medical certification. Taking of leave may be denied if 
requirements are not met. 
 

• The employee ordinarily must provide 30 days advance notice when the leave is “foreseeable.” 

• An employer may require medical certification to support a request for leave because of a serious health condition, and may 
require second or third opinions (at the employer’s expense) and a fitness for duty report to return to work.  

 
Job Benefits and Protection: 

• For the duration of FMLA leave, the employer must maintain the employee’s health coverage under any “group health plan.” 

• Upon return from FMLA leave, most employees must be restored to their original or equivalent positions with equivalent pay, 
benefits, and other employment terms. 

• The use of FMLA leave cannot result in the loss of any employment benefit that accrued prior to the star of an employee’s 
leave. 

 
Unlawful Acts by Employers: 
FMLA makes it unlawful for any employer to: 

• interfere with, restrain, or deny the exercise of any right provided under FMLA; 

• discharge or discriminate against any person for opposing any practice made unlawful by FMLA or for involvement in any 
proceeding under or relating to FMLA. 

 
Enforcement: 

• The U.S. Department of Labor is authorized to investigate and resolve complaints of violations. 

• An eligible employee may bring a civil action against an employer for violations.  
 
FMLA does not affect any Federal or State law prohibiting discrimination, or supersede any Sate or local law or collective 
bargaining agreement which provides greater family or medical leave rights.  
 
For Additional Information: 
If you have access to the Internet visit the FMLA website: http://www.dol.gov/esa/whd/fmla. To locate your nearest Way-
Hour Office, telephone the Wage-Hour toll-free information and help line at 1-866-487-9243; a customer service representative is 
available to assist you with referral information from 8am to 5pm in your time zone; or log onto the Home Page at                 
http://www.wagehour.dol.gov. 
 
 
 
 
 

 

34 



Notes 
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