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Delta County Memorial Hospital Benefit Program
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Eligible Dependents

Your Benefit Choices
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Choosing a Coverage Level
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Medical Election Options

Dental Election Options
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Making Election Changes
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If you experience a change in status:
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Examples of qualifying status changes:




Medical Plan

! i #
! , 0 0 1 #
z 8*( : . I #
- 2 - 0 0
: # - 8 !
Network Providers
Plan #1 D >
elta County St. Mary’s Montrose Other Network Non -Network
Memorial Hospital Memorial Providers Provider
Benefit Summary Hospital Hospital (WHA, Cofinity,
(DCMH) Multi-Plan)
Annual Deductible
- # EC**
— + 5 E)9***
Annual Out-of-Pocket Max (Includes deductible)
- # E/g***
- + 5 EDY***
Primary Care Physician Office Visit E *1 -1 # AE&* ! 1] ! # #
Hospital Services
_ 8*F E/** 1 9 E/** 1 g E/** 1 g #
"*F G*F G*F
0 4 1 0 4 1 0 4 1
-3 8*F "*F G*F G*F #
0 4 1 0 4 1 0 4 1
_ 1 2 EC* ! 9 "*F G*F G*F G*F
8*F
#1 z I # #1 1 # > >
! 9> > - g > 9 !
emergencies only > % # # ] ! #1
! willnot ! #
Rehabilitation Services 8*F I "*F I G*F G*F #
0 Al A ! 1 &* # ! , !
Home Health Care 8*F "*F G*F G*F #
Hospice Care 8*F "*F G*F G*F #
Mental Health
- 0&C Al 1 C*F E/** 1 g C*F #
-3 0*# Al 1 C*F C*F #
Substance Abuse
- . 0G Al B C*F E/** 1 g C*F #
! 1
-3 O/*# Al B C*F C*F #
D* # 1
Vision
-, E *1! -1 # AE&*! () ! # #
_ - )**F E*>* # & #
Lifetime Max Benefit E)pxrxprrx
Retail Prescriptions (34-day supply) In-Network Pharmacy Non-Network
-6 1 E)C! Pharmacy
. /CF 1! , E)C*
- i+ &*F ! , E ** #
- &*F ! , E **
l § 1 < ! I # )**F




: # Plan 2 —
. | 4 | -y '—-:
Network Providers
Plan #2
Delta County St. Mary’s Montrose Other Network Non -Network
Benefit Summary Memorial Hospital Memorial Providers Provider
Hospital Hospital (WHA, Cofinity,
(DCMH) Multi-Plan)
Annual Deductible
- # EC**
—_ + 5 E) 9***
Annual Out-of-Pocket Max (Includgs dgduc[l‘blg)
— # E/prs
= + 5 EDy**>*
Primary Care Physician Office Visit E*1 - 1 # AE&* ! 0 ! # #
Hospital Services
_ 8*F E/** 1 9 E/** 1 9 E/** 1 9 #
b = G*F *F
0 4 1 0 4 0 4 1
_3 8*F "*F G*F "*F #
0 4 1 0 4 0 4 1
1 2 "*F G*F "*F "*F
B EC*! 9
8*F
! #1 # # 01 > 1 1> > -
g > ! ! z ! #
! ! #1 # % # :
D% #
Rehabilitation Services 8*F "*F I G*F "*F #
0 Al A ! 1 & # | , 1
Home Health Care 8*F "*F G*F "*F #
Hospice Care 8*F "*F G*F "*F #
Mental Health
- 0&C Al 1 C*F E/** 1 g C*F #
-3 0 *# Al 1 C*F C*F #
Substance Abuse
- 0G Al B C*F E/** 1 g C*F #
! 1
-3 /*# Al B C*F C*F #
D* # 1
Vision
_ E *1! -1 # AE&*! 1] ! # #
~ ’ . )**I: E ** , # & #
Lifetime Max Benefit E)pxrxprrx
Retail Prescriptions 034-day suppl In-Network Pharmac Non-Network
P y supply y
-6 1 E)C! Pharmacy
-+ /CF! , E)C*
- &F 1 , E ** #
- &*F ! , E **
1 [} 1 < 1 1 # )**F
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Facility Referral (required for inpatient and outpatient facility services)

"o 4 ! Inpatient Outpatient Important
1 #1 1 1 # - ] 0 Information
g % # 0 1+
4 : : : T
80% plan level coverage will drop to 60%, and 70% plan level coverage will drop to 50%
J @ % #! - 1 # g 17 #1
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Dependent Eligibility Rules
> . ! g !
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> . 4 ! E)** ** 1 # g
: 4 3 ! ! :
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# g z

Plan #1 Plan #2
Monthly Per Pay Period Monthly Per Pay Period
Employee Only E&* ** E *** E8 C/ E&D G
Employee Plus 1 E)/&** ED& ** E */& E)*) G)
Family E *&)* E)* *C E "G&8 E)&/ GC
Plan #1 Plan #2
Monthly Per Pay Period Monthly Per Pay Period
Employee Only E)/C" E)*D G8 E/*/ & E)C) 6)
Employee Plus 1 E&* C* E*) 8 EC 8G E D& "D
Family EC *D E D*/) EDG *C E//D*/




Dental Plan
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Summary of Benefits In-Network | Out-of-Network®
Annual Deductible
. # EC*
+ E)C*
Preventive Care )**F )**F
Basic Services "*E "
Major Services®) C*F C*F
Annual Maximum Benefit E gx**
Orthodontia® C*F
$ , 01 )81 E (rkx
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General Plan Information

Preventive Services - ! ! ! ! # # !
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Major Services - ! ! !
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Employee Dental Contributions

Full-Time Employees Contributions

Monthly Per Pay Period
Employee Only E* E*
Family ECG /* E "DC

Part-Time Employees Contributions

Monthly Per Pay Period
Employee Only E/) "C E)C8/
Family E"8)¢& E&& CG




Life and Accidental Death & Dismemberment

# ! 1 (I !
! : EC*g*** ! ] 0z %
/* o Wl I # z 8*( z
O # I I I 7
+
I I $ " ( I
| | #
Employee |. ! E)*gx** o G A
, E/**g***
Spouse 1 ECy*** ,  E)CHpF**] o1 C*F ]
! #
Child(ren) D )8 E)*g*** () C
0 1 )C D E C*
1 # E) )* # !

Age |5 C| Ci 8| /*0/& | /C0/8 | &*0&& | &C0&8 | C*@C& | CCAC8 | D*@D& | DCADS | G*iG& | GCN

Rate | E**C | E**C | E**G |[Ex*8 | E*) | E*)8 | E*/) | E*8" | E*D/ [ E)* [ E) ") [E/)"

0000000000000000000 + E)¥*** P 000000000000000000 , 000000000000000000 P E000000000000000000

! " 2 " #
+ z /) | o # E) CHx**
E/*)***  # z # | 4
1 # z z 11 # 0 # !
z 4 ) z ! 1 9 # !
z 4 # z # # 11

*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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Long-Term and Voluntary Short-Term Disability

# 0% 0 1 # ! 0
| # 0z % /* oYUl | # : 8*(0
# ! ! 8* K
C*F § , E)IC** I # #
!
! ! # - @
| # | | : % 1 )C
K - D*F - % § . EC**
%
Age |5 C| C@ 8| /*/& | /C0/8 | &*0&& | &C0&8 | C*(C& | CCAC8 | D*@D& | DCAD8 | G*(G& | GCN
Rate | E*&C E*&C | E*&/ | E*&) | E*&) | E*&C | EXC/ | E*DG | E* ") | E*8 E*8 | E*S8

000000000000 + C P 000000000000 , D* P 00000000000 =+ )* P 00000000 , 000000000 P EOOO0000000000
#

L —

%
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E/Cy***

$

ECg***

%
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*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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Flexible Spending Accounts

Introduction to Flexible Spending Accounts (FSA)

# + - 1l 0+-""1 z
o, 1% ! , 1 # [ z
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9 : N
Health Care FSA
! +-"" o, [
. ! # 1 #
!
| , ! ; 2 # - #1 ! C* 9
! §  http://www.irs.gov/publications/p502/index.html.

Eligible health care expenses

" §  %# 1

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

R —m——— —————
12



How the Health Care FSA Works

. ! ! +-" % g1
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What to Consider Before Opening Your Health Care FSA

. ! # , +-"" 2- 4

1 ! ) R
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5 z % 0 0 1% ! +-""1

Health Care FSA Worksheet

Expense Estimate Estimate Total Out-of-
P for Your for Your Pocket
Health Care Dependents Expenses
Medical Plan Deductibles and
Co-payments E00000000000 N | EOOO0000000000 P EO0000000000
Dental Plan Deductibles and Co
-payments EOOO00000000 N [ EOOOOO00000000 P EO0000000000
Eye Exam, Eye Wear, and
Hearing Exam, Hearing Aid EO0000000000 N | EOOO0000000000 P EO0000000000
Other including orthodontia,
chiropractic, acupuncture, and
over the counter medications
(see list of eligible expenses) E00000000000 N | E0000000000000 P | E00000000000
Total Expenses $ + | $ = $
Fr
L TR
Divide by 24 pay periods
(or the number of pay periods left in the year) S000000

Semi-monthly contributions (up to $208.33)
EO0000000000

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.
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Dependent Care FSA

Eligible dependent day care expenses

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

. ! z % %
- Il!! ! +_Il

. ! z I 1% z +-""
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oy " . ! 4 g1y -
I # Lo
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Dependent Care FSA Worksheet

Estimated
Annual
Expense
Day care for a child or children under
age 13 or a dependent that is E00000000000 | M | 0000000000000 | P | EOOOOOO00000
mentally or physically disabled 0z % ! 1 0T - %1
Total Annual Estimated Dependent Day Care Expenses E00000000000
Divide by 24 pay periods (or the number of pay periods left in the year) S 0000000
Semi-monthly contributions* (Up to maximum of $208.33) E00000000000

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.
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No Elections With Elections

$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

A TAX SAVINGS OF $2,212 FOR THE YEAR!
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403(b) Retirement Plan

" # #1 ) §
&*/0 1 0 ) Ho )
, 4
: ! #
¢+ Employee Pre-Tax Contributions - #
!
> . ! C*F 1
! !
> o, ! K1
! # : ,
! &*)0%18 &*/0 1
1%z 2 # !
> ! ! : #
[ # !
¢+ Employer Matching Contributions - % 1
g ,! ! !
> g : F : 1= F
F - ! )F , ! /F
Your Contributions DCMH Contributions
)F )F
F F
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!
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Vesting Schedule

o ,!
-4 !

)rF #

Years of Service

Vested Percentage

*F

*F

Account Information
! 1y
! 1 1 .
www.myretirementfuture.com #

#

Rollover Contributions
. n # 1

Loans

Hardship Withdrawals

1 # >

2

K1
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Other Benefit Programs and Employee Services

Employee Assistance Program

! 0 "1 2
! ' # ! # !
- ! -
> 2 !
> A1
> ,
> + !
> + (
> !
>H 0
> O | 1
1 # = 1o - I
% I )@"GGODG8E))**  8G*0 & @8C/D

! 1 | 2. " does not #
: < #1

Health Club Reimbursement
I L # 21
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Important Information

Frequently Used Terms

In-Network L #
# ! ! %
1 # ! #! %
# ! !
g
4 #
: n 1
Out-of-Network L **  # ! ! !
z D% ! @0 - % #
1 9 - 1
! ,
! ! g
66 = %! ' #
Copay L #1 I # :h #
Deductible L 4 U !
3! ! . ! 1@ !
!
Coinsurance L ! I # . 11 #
I
Out-of-Pocket Maximum L , ! ! I # ,
! , it , 6 = %
ee = %, 3! ! ! @& "% , y,
)**F ! Bo m ! b #
! g ! g ! !
Reasonable and Customary Allowance (R&C) L , : #!
I # e - % # , )1 2(
, ! 08
Lifetime Maximum L , 1 z I 1 #
Explanation of Benefits (EOB)L  # : ! : !
" g - 3 : ! : :
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Contact Information

$

! 1 #

! L - )0"DDE" &" (& " G& Io: !
L; $ )0"GGE DDIDGDG a1 B
oL & Y6 <) &GIG))& - - i
$ (" (CL )6 " "4cD/h)) & S - %l
- AS L Y**iGC 686)/ | - : - TRl

22



Notices to Employees

General Notice of COBRA Continuation Coverage Rights

1/1/2009
CONTINUATION COVERAGE RIGHTS UNDER COBRA
I # ! 3 2" T # ! ! # 1 ! I #
0 1 : ! # I #
+ L 3 Q R ,! : : !
L 3 2"1 I # -1
. I # 3 2! I # =1 29
3 21 1 I.)8°C0 3 2'1 3 21 ' # ! ! #
A : ! # : A : :
1 # 1 # 3 271 ' # 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. +

! # = T - ! ! ! ' . !
! # - !

COBRA Continuation Coverage and “Qualifying Events”

3 2! ' # ! ' # : ' # : : ! # % =

\z # v- 1 14 # 13 2" I #

! : V4 ! V™4 ! = I # !

4 # 4 # 9 g g
1 4 1 - ) - @ 1 1
4 P 4 ! !

: 5 14 ! : 1 3 21 ' #
! V' #
1 # employeé) : ! 4 ! ' # !
4 # :
. L
° 1 ]
spouse of a covered employeél : ! 4 ! 1 #
! : 4 #
. B
. I [
. I ! 1
. ! ! 0 , I # T
1 T ! 1
. ! # 1 P 1 ' #
! # 1 # ! mnm g # 1
z ! 4 # # ! 1 # 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). must # ! # 1
' z 3 2" #
# 1 - ! § “Notice Requirements,”
# 19 !
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' # dependent children : !
- 4 #
. ] §
. ] I
. 1] I
° @ 1
"
. 1 # 1
° 1 I #
Notice Requirements
: 3 21 I #
timely notified 4

/*

SN

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:
" ! # in writing 3 1y 1 ! g
1 ), 0 # ! )
' z
Delta County Memorial Hospital Employee Benefit Plan
Attn: HR Specialist
1501 East Third Street
Delta, CO 81416
! ! Y% 4 ! "
! #
»  name of the plan or plans o ! I # §
> name and address of the employee ! # 9
»  name(s) and address(es) of the qualified beneficiary(ies) qualifying event date
4 # divorce or legal separation) ! ! a copy of the divorce
decree or the legal separation agreement
1 4 ! , =4 , ) ! :
§ “Duration of COBRA Coverage.” , ! z
! 4 ! 4 32" #




31 " V' #  timely notice 4 # 1 § 3 2!
1

I # z ! 4 ! 1 4 ! z # !
3 2"! I # # 1 3 21 I # §
I 3 2" I # ! + 1 4 ! : ! 3 2"1
I # § 3 21 I # : I # : z # Ifyou 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

3 2! I # ! 1 # 4 #
g Py # 1 § !
1§ 3 2"!1 I # 386 months

4 # ! [ § 3 2"
! ! # 18 months

three ways = | 3 2"1 ' # ! , X
1. Disability extension of 18-month period of continuation coverage.

' # - -1 "

4 # D* 3 2! 1 # and you notify the Plan
Administrator or its designee in writing and in a timely fashior ! ' # an additional 11
months 3 2" I # 9 , 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. 4 : ! ! ,
#9 “Notice Procedures.” . 9 ! !

. 4 ! §

. 4 ! ! 9

I "
! ! ! -1 -1 " 1 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.

. , ! another qualifying event : I # 3 2" I # 9
! ! 3 2"!1 I # 9 , 86 months (including
the initial period of COBRA coverage)
, # the spouse dependent children 1§ - I # !
32" # g :
. 9
° # 1
, # dependent child : ! !

24



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) t]le date of t]le second qua]lf_jfmg event or (ii) the date coverage is lost, whichever

occurs last. 4 : , #9 “Notice
Procedures.” ! name the second quabfjfmg event the date it happened . ! 4
# # 1 g ! ! a copy of the divorce decree or legal separation agreement
. ! : ! # : ' :
4 D*@ § : , 3 2" ' # ! 4 #

4 # ! " z )" ' #
! [ , I # ! 86 months
! 0 I # 1 , I # : )"
1

Shorter Maximum Coverage Period for Health Flexible Spending Accounts
, 32" # , 0 Q+-""RL
! 0 R - 1 4 # " . 9
4 # : | 1 +-"" ! +-""
3 2" #

Other Rules and Requirements

Same Rights as Active Employees to Add New Dependents '" 4 !

| # § % ! § 1 !
' - : § “Children Born or Placed for Adoption with the Covered Employee
During COBRA Period,” o1 ! 14 V' # ! 32" #
4 ! # 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 Jor example). - ,
#9 § “Notice Procedures,” , z !

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 " I #
: I # Y - 3 ' -31 ! #
" 1 z 3 2"

! I # 9 z ! : z ! Be sure to
promptly notify the Plan Administrator or its deszgnee if you need to make a clzange 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. -

, #9 Y “Notice Procedures,” , : !

25



If You Have Questions

Y 11 3 2" ! ! ! !
-+ 2.-" 1 3 2" . !
"l b A (I | : ! 91 ! 2 131
5- $ i -1 " 0 -1 2
! -3 1 # - 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. % LI ! g !

Plan and Plan Contact Information

0 1 z
3271 # 4 -

"o 2o

)C) -
) 37)&)D

08G*1 " G&AD&*D

26



|
Women’s Health and Cancer Rights Act of 1998

4 z # z : I:
1 2 "l )88" 0 2"l # ! ! # 1 #
! 0 # z # ! z !
9 H
¢ U ! ! S| ! z §
¢ - 1 1 1 1 13
. §
* 11 1 1 0 1
# 1 # ! ! #9 (!
1 1 1 1 1 1 #

z % 2" 9 - ! ! !

08G*1 *G&ID&*D
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Prescription Drug Coverage and Medicare—Creditable

Important Notice from Delta County Memorial Hospital About
Your Prescription Drug Coverage and Medicare

U % z ! ! ! !

1 # - 1 1 1 1 #
1 1 - - K | - 1
% ! ! 1 # !
1 # # 1 9 1
9 ! I # % ! ! # 4
' # ! § T #HY ! !
) 1 1 1 # 1 # **D # - 1 1 1 #
K ! ! K ! " 0 % 3 3! !
1 # " ! # # ' # ! -
1 #
! I #
3 g g 00 RL 9 #
! 9, 1! ! ! ! ' # ! Q! R
! 1 # ! :
00000000000000000000000000000000000000000000000000000000000000000000
! , 1 # g # g ! ! ' # g 1 %
' # 0 1 ! ! 9

Enrolling in Medicare — General Rules

" 1% 9 [ ¢ ! z ! ! . 4 !
0 ! # 0
DC § 1 DCY ! . 4

Late Enrollment and the Late Enrollment Penalty

. ! wait ! g ! 1 §
o1 ! # )C ! /) § !

§ ! ! # 0 1

! D/ ! : Q! R !
' # 0 § ! ' # 1 [ ! ' # 19
)F : # ! #

# ! I #

+ ! ! : 1 # §
)8F = # #
# ! ! 1 # However, there are some important exceptions to the late enrollment penalty.
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Special Enrollment Period Exceptions to the Late Enrollment Penalty

Q ! R : ! I # #
! §: + g !
# 0 ] I # 1 Q! R 1 1 #
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For more information about this notice or your current prescription drug coverage...
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For more information about your options under Medicare prescription drug coverage...
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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).

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.
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HIPAA Notice of Privacy Practices
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! #
Delta County Memorial Hospital Medical Plan
Delta County Memorial Hospital Dental Care Plan
Delta County Memorial Hospital Flexible Benefits Plan
! z ! Q™ # R !
#1 4 + 1oz 0 R
The Plan’s Duty to Safeguard Your Protected Health Information.
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How the Plan May Use and Disclose Your Protected Health Information.
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e Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations.
e Treatment: 6 9 : , 19 !
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e Other Uses and Disclosures of Your PHI Not Requiri

! . <

e To the Plan Sponsor:

Required by law:
! 1 # L
!

For public health activities:
# !

Relating to decedents:
! 9

e For research purposes: . !
1 1

§ 1 ! !
!

e Uses and Disclosures Requiring Authorization: +

g !
< < 1
% !

¢ Uses and Disclosures Requiring You to have an Opportunity to Object:

# # P9

For health oversight activities:

To avert threat to health or safety: .

For specific government functions:

# %
!

T #

ng Authorization.

#9
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Your Rights Regarding Your Protected Health Information.

# : !
® To request restrictions on uses and disclosures: # %
o ! 4
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® To choose how the Plan contacts you: # %
# 4
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® To inspect and copy your PHI: 5 4! ! !
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® To request amendment of your PHI: # %
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How to Complain about the Plan’s Privacy Practices.
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Contact Person for Information, or to Submit a Complaint.
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Privacy Official.
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Eftective Date.
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Your Rights Under the Family and Medical Leave Act of 1993
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Advance Notice and Medical Certification:
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Job Benefits and Protection:
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Unlawful Acts by Employers:
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Enforcement:
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For Additional Information:
# 1 . # + $": : http://www.dol.gov/esa/whd/fmla !
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http://www.wagehour.dol.gov
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