










































































































































CHC-IA-Open Access EOC-07/04-ENROLLAMEND-05/05 CHIA 8324 

COVENTRY HEALTH CARE OF IOWA, INC. 
 HMO Open Access Evidence of Coverage 

 
Amendment 

 
The Evidence of Coverage is hereby amended by replacing Section 2.6.1 with the following language: 
 
 

2.6.1 Special Enrollment Due to Loss of Other Coverage. Subject to the conditions set forth below, an 
Employee and his or her Dependents may enroll in CHC if the Employee waived Coverage under 
CHC at the time Coverage was most recently made available because the Employee or Dependent 
had other coverage at the time Coverage under CHC was offered and the Employee’s or 
Dependent’s other coverage: 

 
• Was COBRA continuation coverage that has since been exhausted; or, 
 
• If not COBRA continuation coverage, such other coverage terminated due to a loss of eligibility 

for such coverage or employer contributions toward the other coverage terminated.  The term 
“loss of eligibility for such coverage” includes (1) a loss of Coverage due to legal separation, 
divorce, death, termination of employment, or reduction in the number of hours of employment, 
or (2) in the case of coverage offered through an HMO, loss of coverage because the Employee 
or dependent no longer works or lives in the HMO’s service area.  This term does not include 
loss of Coverage due to failure to timely pay required contributions or premiums or loss of 
Coverage for cause (i.e., fraud or intentional misrepresentation); or 

 
• A situation in which the Employee or Dependent incurs a claim that would meet or exceed a 

lifetime limit on all benefits offered under the other coverage. 
 
Required Length of Special Enrollment.  An Employee and his or her Dependents must request 
special enrollment in writing no later than thirty-one (31) days from the date that the other Coverage 
was lost, or in the case where the Employee or Dependent has exceeded a lifetime limit on all 
benefits offered under the other coverage, no later than thirty-one (31) days from the date a claim is 
first denied due to the operation of a lifetime limit on all benefits. 
 
Effective Date of Coverage.  If the Employee or Dependent enrolls within the thirty-one (31) day 
period, Coverage under CHC will become effective no later than the first (1st) day of the first (1st) 
calendar month after the date the completed request for special enrollment is received. 

 
 
The Evidence of Coverage is also amended by replacing Section 4.3 with the following language: 
 

4.3 Certificates of Coverage.   At the time Coverage terminates (or if your Coverage with Us includes 
a lifetime benefit maximum on all benefits, at the time the lifetime maximum is exceeded), You are 
entitled to receive a certificate verifying the type of Coverage, the date of any waiting periods, and 
the date any creditable Coverage began and ended.   
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PURPOSE OF AMENDMENT 
This document is an attachment to Your Coventry Open Access Evidence of Coverage.  The information 
explained in this Amendment modifies the terms of the Agreement under which You and any eligible 
Dependents are enrolled to receive benefits.  Please keep this Amendment with the Evidence of Coverage 
as it becomes part of Your Agreement.  Coverage under this Amendment ends when Your coverage under 
this Agreement terminates.  Capitalized terms used in this Amendment and not defined herein shall have 
the meaning set forth in the Evidence of Coverage.  Nothing in this Amendment shall be held to vary, alter, 
waive or extend any of the terms, conditions, provisions, agreements or limitations of the Evidence of 
Coverage, other than as stated below.  In the event of a conflict between the terms and conditions of this 
Amendment and the Evidence of Coverage, the terms and conditions of this Amendment shall control. The 
Evidence of Coverage is hereby amended as set forth immediately below. 
_____________________________________________________________________________________ 

SECTION 1, USING YOUR BENEFITS, 1.4 Copayments, Coinsurance and Deductibles, page 10, has 
been replaced with the following: 
 
You are responsible for paying Copayments to Participating Providers at the time of service. Coinsurance 
amounts, based on Our reimbursement to the Provider, will be billed to You at a later time by the 
Provider. Specific Copayments and Coinsurance amounts are listed in the Schedule of Benefits.   You are 
responsible for paying Deductibles incurred in a Calendar Year. Coinsurance and Deductible amounts are 
not to exceed the Out-of-Pocket Maximum specified in the Schedule of Benefits. 
 
When a Covered Individual incurs Covered charges in the last three (3) months of a Calendar Year which 
applies to the Covered Individual’s Deductible for that year, such amounts are also applied to the 
Covered Individual’s Deductible amount due for the following year. 
_____________________________________________________________________________________ 

The following has been added under SECTION 2, ENROLLMENT AND ELIGIBILITY, 2.4 
Persons Not Eligible to Enroll, on page 14: 
 
2.4.4 A child born to or adopted by a Dependent child shall not be eligible to enroll. 
_____________________________________________________________________________________ 

The following element of SECTION 5 COVERED SERVICES, 5.1 Table of Covered Services, on 
page 32: 
 

Reconstructive 
Surgery 

Covered Service for repair of disfigurement for 
restoration of function resulting from an illness 
or injury that occurs while a Member is 
enrolled in the Health Plan. 

Prior Authorization required. 
Cosmetic surgery is not Covered. 

 
Has been replaced with the following: 
 

Reconstructive 
Surgery 

Covered Service for repair of disfigurement for 
restoration of function resulting from an illness 
or injury 

Prior Authorization required. 
Cosmetic surgery is not Covered. 

_____________________________________________________________________________________ 

The following Exclusion in SECTION 6, EXCLUSION AND LIMITATIONS, page 36: 
 
6.1.9 Court-ordered services or services that are a condition of probation or parole. 

Amendment to Open Access 
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Has been replaced with the following: 
 
6.1.9 Court-ordered services (unless medically necessary) or services that are a condition of probation or 
parole. 
_____________________________________________________________________________________ 

The following Exclusion under SECTION 6 EXCLUSIONS AND LIMITATIONS, Specifically 
Excluded services/items, unless covered in a rider or Your Schedule of Benefits, page 39, has been 
deleted: 

6.2.62 Self-inflicted (intentional) injury or sickness, suicide, or suicide attempt whether sane or insane; 
__________________________________________________________________________________________ 
 
The following has been added under SECTION 13, DEFINITIONS, page 67: 
  
13.60    “Custodial Care” 
Care is considered custodial when it is primarily for the purpose of helping the Member with activities of 
daily living or meeting personal needs and can be provided safely and reasonably by people without 
professional skills or training. This term includes such other care that is provided to an individual who, in 
the opinion of the Medical Director, has reached his or her maximum level of recovery. This term also 
includes services to an institutionalized person, who cannot reasonably be expected to live outside of an 
institution. Examples of Custodial Care include rest cures, respite care and home care which is or which 
could be provided by family members or private duty caregivers. 
 
13.61   “High Tech Diagnostics” 
Highly developed technologies that use computerized imaging or radio isotropic enhancements to play a 
decisive role in diagnostics which include, but are not limited to, procedures as defined by Us, such as 
ultrafast computed tomography (UFCT), magnetic resonance imaging (MRI), intensity modulated radiation 
therapy (IMRT), magnetic resonance angiography (MRA) and positron emission tomography (PET). 
_____________________________________________________________________________________ 

The following has been added under SECTION 14, GENERAL PROVISIONS, page 69: 
 
14.15 Policies and Procedures 
We may adopt policies, procedures, rules and interpretations to promote orderly and efficient 
administration of this Agreement. 
14.16 Discretionary Authority 
We have the discretionary authority to interpret the Subscriber’s plan in order to make eligibility and 
benefit determinations as it may determine in its sole discretion.  We also have the discretionary authority 
to make factual determinations as to whether any individual is entitled to receive any benefits under this 
Agreement. 
14.17 Value Added Services 
From time to time We may offer to provide Members access to discounts on health care related goods or 
services.  While We have arranged for access to these goods, services and/or third party provider 
discounts, the third party service providers are liable to the Members for the provision of such goods 
and/or services.  We are not responsible for the provision of such goods and/or services nor is it liable for 
the failure of the provision of the same.  Further, We are not liable to the Members for the negligent 
provision of such goods and/or services by third party service providers.  These discounts are subject to 
modification or discontinuance without notice 
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PURPOSE OF AMENDMENT 
This document is an attachment to Your Coventry Open Access Evidence of Coverage.  The information explained in 
this Amendment modifies the terms of the Agreement under which You and any eligible Dependents are enrolled to 
receive benefits.  Please keep this Amendment with the Evidence of Coverage as it becomes part of Your Agreement.  
Coverage under this Amendment ends when Your coverage under this Agreement terminates.  Capitalized terms used 
in this Amendment and not defined herein shall have the meaning set forth in the Evidence of Coverage.  Nothing in 
this Amendment shall be held to vary, alter, waive or extend any of the terms, conditions, provisions, agreements or 
limitations of the Evidence of Coverage, other than as stated below.  In the event of a conflict between the terms and 
conditions of this Amendment and the Evidence of Coverage, the terms and conditions of this Amendment shall 
control. The Evidence of Coverage is hereby amended as set forth immediately below. 
_______________________________________________________________________________________________ 

Modify each of the elements as defined below – 
 
Replace contact information, to include health plan address, reflected on page 3 and on page 56 of SECTION 
10 INQUIRIES, COMPLAINTS AND GRIEVANCES 10.2 Procedure for Filing an Inquiry, Complaint, or 
Appeal to the following: 

Coventry Health Care of Iowa, Inc. 
4320 114th  Street 
Urbandale, IA  50322 
800-257-4692 or 515-225-1234 

 
Addition to SECTION 2, ENROLLMENT AND ELIGIBILITY, 2.6 Special Enrollment, at end of element 
2.6.1 Special Enrollment Due to Loss of Other Coverage, page 15, and to end of first paragraph of element 
2.6.2 Enrollment Due to New Dependent Eligibility, page 16, as follows:    If Your Employer Group offers more 
than one health plan, the event also allows each of You (You, Your Spouse, and/or each of Your eligible Dependent 
Children) to move from one Plan option to another.   
 
Replacement of SECTION 2, ENROLLMENT AND ELIGIBILITY, 2.6 Special Enrollment, 2.6.1 Special 
Enrollment Due to Loss of Other Coverage, Required Length of Special Enrollment, page 15,  and 2.6.2 
Enrollment Due to New Dependent Eligibility, Required Length of Special Enrollment, page 16, with the 
following:  Required Length of Special Enrollment.  An Employee and his or her Dependents must request special 
enrollment, in writing, no later than thirty-one (31) days from the date of marriage, or sixty (60) days from the birth, 
legal adoption or legal placement for adoption. 
 
Addition of SECTION 2, ENROLLMENT AND ELIGIBILITY, 2.6 Special Enrollment, new element 2.6.3 to 
page 16 as follows:  2.6.3 Enrollment Due to New Dependent Resulting from Event.  The following events 
allow You to add only the new dependent resulting from the event: 

• Dependent that resumes full-time student status, effective the first of the month following appropriate 
notification and verification. 

• Addition of Child by Court Order, effective the date required by the order. 
 
Replacement of Section 3.2.2 of SECTION 3 EFFECTIVE DATES, page 17, with the following:  Dependents who 
are special enrollees can be covered under this Agreement when stated in Section 2.6 above; provided that a child born 
to a Subscriber will be covered for the treatment of injury or sickness, including medically diagnosed congenital 
defects, birth abnormalities, prematurity and routine nursery care, for the first sixty (60) days from the date of birth 
upon receipt of the Enrollment Form. Applicable premiums must be paid for this Coverage. For Coverage to continue 
beyond the first sixty (60) days, an application to add the child as a Dependent must be received within sixty (60) days 
from the date of birth.  Any newborn that is covered for the first sixty (60) days from the date of birth but is not eligible 
to enroll as a Dependent under this Agreement may convert to an individual contract under the terms and conditions set 
forth in Section 9 of this Agreement. Dependents eligible for Coverage as a result of a Qualified Medical Child Support 
Order shall be Covered as of the date specified in the order. If no date is specified in the order, Coverage shall be 
effective as of the date the order is issued by the court. 
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Addition of new bullets to define termination events under SECTION 4, TERMINATION OF COVERAGE, 
4.1 Termination of Coverage For Members, page 20, as follows: 

• Completion of full-time student schooling of dependent. 
• Dependent Child who is not a full-time student or permanently disabled and who has reached the limiting 

age as defined in this Agreement or in the Group Contract. 
• Marriage of a dependent child. 
• Reaching of the Overall Lifetime Benefits Maximum. 
• Divorce, Annulment, or Legal Separation of the Spouse. 
• Death. 

 
Replacement of the Newborn children coverage paragraph under SECTION 5 COVERED SERVICES 5.1 
Table of Covered Services, Maternity Services, page 28, with the following:  Newborn children are covered from 
the date of birth for a period of sixty (60) days upon receipt of the Enrollment Form.  For Coverage to continue 
beyond the first sixty (60) days, the Enrollment Form to add the child as a Dependent must be received within sixty 
(60) days from the date of birth. 
 
Replacement of the Note under SECTION 6 EXCLUSIONS AND LIMITATIONS, 6.3 Exclusion of Coverage 
for Pre-existing Medical Conditions, page 41 with the following: 
Note: The Health Plan will not impose a Pre-existing Medical Condition exclusion period for pregnancy or on a 
newborn, a child under eighteen (18) years of age who is adopted or legally placed for adoption, provided the child 
is Covered under this Agreement within sixty (60) days of birth, adoption, or placement for adoption.  However, if 
the child has a significant break in creditable Coverage of at least sixty-three (63) consecutive days, the Health Plan 
may impose a Pre-existing Medical Condition exclusion period on the child. 
 

Delete the following statement from SECTION 8, CONTINUATION OF COVERAGE, 8.1 Continuation Of 
Coverage for Certain Subscribers and Dependents, page 50: You should also refer to Section 9 for any 
conversion privilege You may have at the end of any period of continuation Coverage. 

Delete the entire SECTION 9, CONVERSION, beginning on page 53, as well as the table of contents reference 
to this section. 

___________________________________________________________________________________________ 
 
Change SECTION 7, COORDINATION WITH OTHER COVERAGE (COORDINATION OF BENEFITS-
COB), beginning on page 44, as defined below – 
 
Replace 7.2 Definitions, 7.2.1 “Plan” with the following: 
7.2.1  A “Plan” means a form of Coverage with which coordination is allowed, such as any of the following that 

provides benefits or services for medical treatment. Separate parts of a Plan that are provided through 
alternative contracts that are intended to be part of a coordinated package of benefits are considered one Plan 
and there is no COB among those separate parts of the Plan.  

7.2.1.1 “Plan” includes: group and non-group insurance, closed panel or other forms of group or 
group-type or non-group Coverage (whether insured or uninsured), medical care components 
of long-term care contracts, medical benefits covered in automobile “no fault” or “traditional” 
contracts, and Medicare or any other governmental benefits as permitted by law and subject to 
the rules on COB with Medicare set forth below. 

7.2.1.2 “Plan” does not include: accident only coverage, hospital indemnity insurance or other fixed 
indemnity Coverage, school accident-type Coverage, limited benefit health insurance 
Coverage, specified disease or accident coverage, long-term care policies for non-medical 
services, Medicare supplemental policies, Medicaid policies or Coverage under other 
governmental Plans, unless permitted by law. 

7.2.1.3  Each contract for Coverage under Section 7.2.1.1 or 7.2.1.2 is a separate Plan.  If a Plan has 
two parts and COB rules apply only to one of the two, each of the parts is treated as a separate 
Plan. 
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Replace 7.2 Definitions, 7.2.3 “Allowable Expense” with the following: 
7.2.3      “Allowable Expense”  means a health care service or expense including deductibles,  

coinsurances, and co-payments, without reduction of any applicable deductible, that is Covered, at least in 
part by any of the Plans covering You or Your Covered Dependent. When a Plan provides benefits in the 
form of service the reasonable cash value of each service will be considered an Allowable Expense and a 
benefit paid. The following are examples of expenses or services that are not Allowable Expenses: 

7.2.3.1 If a Member is confined in a private hospital room, the difference between the cost of a 
semi-private room in the hospital and the private room (unless the patient’s stay in a 
private hospital room is otherwise Covered) is not an Allowable Expense. 

7.2.3.2 If a Member is Covered by 2 or more Plans that provide benefits or services on the basis of 
negotiated fees, an amount in excess of the highest of the negotiated fees is not an 
Allowable Expense. 

7.2.3.3 If a Member is Covered by 2 or more Plans that compute their benefit payments on the 
basis of usual and customary fees or relative value schedule reimbursement or other 
similar reimbursement methodology, any amount charged by the provider in excess of the 
highest reimbursement amount for a specified benefit is not an Allowable Expense. 

7.2.3.4 If a Member is Covered by one Plan that calculates its benefits or services on the basis of 
usual and customary fees or relative value schedule reimbursement and another Plan that 
provides its benefits or services on the basis of negotiated fees, the Primary Plan’s 
payment arrangements shall be the Allowable Expense for all Plans.  However, if the 
provider has contracted with the Secondary Plan to provide the benefit for a specific 
negotiated fee or payment amount that is different from the Primary Plan’s payment 
arrangement and if the providers’ contract permits, that negotiated fee or payment shall be 
the Allowable Expense used by the Secondary Plan to determine its benefits. 

7.2.3.5 The amount a benefit is reduced by the Primary Plan because a Member does not comply 
with the Plan provisions is not an Allowable Expense. 

7.2.3.6  Expenses for dental care, vision care, prescription drug, and hearing aids are not 
Allowable Expenses. 

7.2.3.7 If all plans covering the person are high-deductible health plans and the person intends to 
contribute to a health savings account pursuant to Section 223 of the Internal Revenue 
Code of 1986, the primary high-deductible health plan’s deductible is not an Allowable 
Expense, except for any health care expense incurred that may not be subject to the 
deductible as described in Section 223 (c)(2)(C) of the Internal Revenue Code of 1986. 

7.2.3.8 Any expense or a portion of an expense that is not Covered by any of the plans is not an 
Allowable Expense. 

7.2.3.9  Any expense that a provider by law or in accordance with a contractual agreement is 
prohibited from charging a Covered person is not an Allowable Expense. 

 
Replace  the first sentence of 7.3.2 with the following:   
A Plan that does not contain a coordination of benefits provision that is consistent with the Iowa COB regulations is 
always Primary. 
 
Replace Order of Benefit Determination Rules, all elements of 7.3.4 with the following: 
7.3.4 The first of the following rules that describes which Plan pays its benefits before another plan is the rule to 

use. 
7.3.4.1 Non-Dependent or Dependent. The Plan that covers the Member other than as a dependent, for 

example as an Employee, Member, policyholder, Subscriber or retiree is Primary and the Plan that 
covers the Member as a dependent is Secondary. However, if the Member is a Medicare 
beneficiary and, as a result of federal law, Medicare is Secondary to the Plan covering the Member 
as a dependent (e.g. a retired employee) and Primary to the Plan covering the Member as other 
than a dependent between the two Plans is reversed so that the Plan covering the Member as an 
Employee, Member, Subscriber or retiree is Secondary and the other Plan is Primary. 

7.3.4.2 Child Covered Under More than One Plan. Unless a court decree states otherwise, the order of 
benefits when a child is covered by more than one Plan is:  
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i. For a Dependent child whose parents are married or are living together, whether or not they 
have ever been married: 
• The Primary Plan is the Plan of the parent whose birthday is earlier in the Calendar Year 
• If both parents have the same birthday, the Plan that covered either of the parents longer 

is Primary. 
ii. For a Dependent child whose parents are divorced, separated, or not living together, whether 

or not they have ever been married: 
• If a court decree state that one of the parents is responsible for the child’s health care 

expenses or health care Coverage and the Plan of that parent has actual knowledge of 
those terms, that Plan is Primary. If that parent does not have health care coverage but 
that parent’s spouse does, that parent’s spouse’s Plan is the Primary Plan.  This rule 
applies to Claim Determination Periods or Plan years commencing after the Plan is given 
notice of the court decree. 

• If a court decree states both parents are responsible or awards joint custody without 
specifying that one party has the responsibility for the Dependent child’s health care 
expenses or health care coverage, the provisions of 7.3.4.2.i shall determine the order of 
benefits. 

• If there is no court decree allocating responsibility for the Dependent child’s health care 
expenses or health care coverage, the order of benefits for the child is as follows: 

- The Plan of the Custodial Parent; 
- The Plan of the spouse of the Custodial Parent; 
- The Plan of the non-custodial parent; and then 
- The Plan of the spouse of the non-custodial parent. 

iii. For a Dependent child covered under more than one plan by individuals who are not the 
parents of the child, the order of benefits shall be determined by 7.3.4.2.i and 7.3.4.2.ii above 
as if those individuals were parents of the child. 

7.3.4.3 Active or inactive Employee. The Plan that covers a Member as an active Employee who is 
neither laid off nor retired is Primary.  The Plan covering that same person as a retired or laid-off 
Employee or Dependent is the Secondary Plan.  The same would hold true if a person is a 
Dependent of an active Employee and that same person is a Dependent of a retired or laid-off 
Employee.  If the other Plan does not have this rule, and if, as a result, the Plans do not agree on 
the order of benefits, this rule is ignored. 

7.3.4.4 COBRA or State Continuation Coverage. If a Member whose Coverage is provided under a 
right of continuation provided by federal or state law also is covered under another Plan, the Plan 
covering the Member as an Employee, Member, Subscriber or retiree is Primary, and the 
continuation Coverage is Secondary.  If the other Plan does not have this rule, and if, as a result 
the Plans do not agree on the order of benefits, this rule is ignored. 

7.3.4.5 Longer or shorter length of Coverage.  The Plan that Covered the Member for a longer period of 
time is the Primary Plan.  Length of Coverage is measured from the person’s first date of 
Coverage under the Plan. 

7.3.4.6 If the preceding rules do not determine the Primary Plan the Allowable Expenses shall be shared 
equally between the Plans meeting the definition of Plan under this regulation. In addition, We 
will not pay more than we would have paid had We been Primary. 

 
Replace 7.4 Effect On The Benefits of this Health Plan, with the following: 
 
7.4 Effect On The Benefits of this Health Plan.  
When We are Secondary, we will calculate the benefits we would have paid on the claim in the absence of other 
Coverage and apply that calculated amount to any Allowable Expense under our Plan that is unpaid by the Primary 
Plan.  We may reduce Our payment so that the total benefits paid or provided by all Plans during a Claim 
Determination Period are not more that 100 percent of total Allowable Expenses for that claim. As Secondary, we 
shall apply towards the Deductible any amounts that would have been applied in the absence of other health care 
coverage with consideration to the following:    
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7.4.1 Under the terms of a Closed Panel Plan, benefits are not payable if the covered person does not use 
the   services of a closed panel provider. 

7.4.2 If Primary Plan is a Closed Panel Plan and the Secondary Plan is not a Closed Panel Plan, the 
Secondary Plan shall pay or provide benefits as primary when a covered person uses a non-panel 
provider; except for emergency services or authorized referrals paid or provided by the Primary Plan. 

7.4.3 If a covered person is enrolled in two or more Closed Panel Plans and if, for any reason, including the 
provision of service by a non-panel provider, benefits are not payable by one Closed Panel Plan, COB 
shall not apply between that Plan and other Closed Panel Plans. 

7.4.4 If covered by more than one Secondary Plan, the order of benefit determination rules decide the order 
in which Secondary Plan benefits are determined in relation to each other. 

7.4.5 If plans cannot agree on the order of benefits within 30 calendar days after the plans have received all 
of the info needed to pay the claim, the plans shall immediately pay in equal shares, no greater than 
had they been primary, and will determine liabilities after payment. 

Add the following bullet to the end of section 7.6 Right to Receive and Release Needed Information,  
• File all claims with each Plan for You and Your Dependents if covered by more than one health benefit plan. 

____________________________________________________________________________________________ 

Replace entire SECTION 12, RIGHT OF RECOVERY (THIRD PARTY LIABILITY SUBROGATION), 
page 59, with the following: 

SECTION 12,  SUBROGATION AND REIMBURSEMENT, 
The benefits payable hereunder as a result of any injuries which give rise to a claim by any participant, beneficiary 
or any other covered person, hereinafter individually and collectively “Participant”, against a third party tortfeasor or 
against any person or entity as the result of the actions of a third party are excluded from coverage under this plan.  
This Plan also does not provide benefits to the extent that there is other coverage under non-group medical payments 
(including auto) or medical expense type coverage to the extent of that coverage.  However, this Plan will provide 
benefits, otherwise payable under this Plan, to or on behalf of said Participant only on the following terms and 
conditions: 
12.1        In the event that benefits are provided under this Plan, the Plan shall be subrogated to all of the  

Participant’s (the term Participant includes any person receiving benefits hereunder including all 
dependents) rights of recovery against any person or organization to the extent of the benefits provided.  
The Participant shall execute and deliver instruments and papers and do whatever else is necessary to 
secure such rights.  The Participant shall do nothing after loss to prejudice such rights.  The Participant 
hereby agrees to cooperate with the Plan and/or any representatives of the Plan in completing such forms 
and in giving such information surrounding any accident as the Plan or its representatives deem necessary 
to fully investigate the incident. 

12.2   The Plan is also granted a right of reimbursement from the proceeds of any recovery whether by settlement, 
judgment, or otherwise.  This right of reimbursement is cumulative with and not exclusive of the 
subrogation right granted in paragraph 1, but only to the extent of the benefits provided by the Plan. 

12.3 The Plan, by providing benefits hereunder, is hereby granted a lien on the proceeds of any settlement, 
judgment or other payment intended for, payable to, or received by the Participant or his/her 
representatives, and the Participant hereby consents to said lien and agrees to take whatever steps are 
necessary to help the company secure said lien. The Participant agrees that said lien shall constitute a 
charge upon the proceeds of any recovery and the Plan shall be entitled to assert security interest thereon.  
By the acceptance of benefits under the Plan, the Participant and his/her representatives agree to hold the 
proceeds of any settlement in trust for the benefit of the Plan to the extent of 100% of all benefits paid on 
behalf of the participant. 

12.4  By accepting benefits hereunder, the Participant hereby grants a lien and assigns to the Plan an amount 
equal to the benefits paid against any recovery made by or on behalf of the Participant.  This assignment is 
binding on any attorney who represents the Participant whether or not an agent of the Participant and on 
any insurance company or other financially responsible party against whom a Participant may have a claim 
provided said attorney, insurance carriers or others have been notified by the Plan or its agents. 

12.5 The subrogation and reimbursement rights and liens apply to any recoveries made by the Participant as a 
result of the injuries sustained, including but not limited to the following: 
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12.5.1  Payments made directly by the third party tortfeasor, or any insurance company on behalf of the 
third party tortfeasor, or any other payments on behalf of the third party tortfeasor. 

12.5.2 Any payments or settlements or judgment or arbitration awards paid by any insurance company 
under an uninsured or underinsured motorist coverage, whether on behalf of a Participant or other 
person. 

12.5.3 Any other payments from any source designed or intended to compensate a Participant for injuries 
sustained as the result of negligence or alleged negligence of a third party. 

12.5.4 Any worker’s compensation award or settlement. 
12.5.5 Any recovery made pursuant to no-fault insurance. 
12.5.6 Any medical payments made as a result of such coverage in any automobile or homeowners 

insurance policy. 
12.6 No adult Participant hereunder may assign any rights that it may have to recover medical expenses from 

any tortfeasor or other person or entity to any minor child or children of said adult Participant without the 
prior express written consent of the Plan.  The Plan’s right to recover (whether by subrogation or 
reimbursement) shall apply to decedents’, minors’, and incompetent or disabled persons’ settlements or 
recoveries. 

12.7 No Participant shall make any settlement, which specifically reduces or excludes, or attempts to reduce or 
exclude the benefits provided by the Plan. 

12.8 The Plan’s right of recovery shall be a prior lien against any proceeds recovered by the Participant, which 
right shall not be defeated nor reduced by the application of any so-called “Made-Whole Doctrine”, “Rimes 
Doctrine”, or any other such doctrine purporting to defeat the Plan’s recovery rights by allocating the 
proceeds exclusively to non-medical expense damages. 

12.9 No Participant hereunder shall incur any expenses on behalf of the Plan in pursuit of the Plan’s rights 
hereunder, specifically, no court costs nor attorneys fees may be deducted from the Plan’s recovery without 
the prior express written consent of the Plan.  This right shall not be defeated by any so-called “Fund 
Doctrine”, or “Common Fund Doctrine”, or “Attorney’s Fund Doctrine”. 

12.10 The Plan shall recover the full amount of benefits provided hereunder without regard to any claim of fault 
on the part of any Participant, whether under comparative negligence or otherwise. 

12.11 The benefits under this Plan are secondary to any coverage under no-fault or similar insurance. 
12.12 In the event that a Participant shall fail or refuse to honor its obligations hereunder, then the Plan  

shall be entitled to recover any costs incurred in enforcing the terms hereof including but not limited to 
attorney’s fees, litigation, court costs, and other expenses.  The Plan shall also be entitled to offset the 
reimbursement obligation against any entitlement to future medical benefits hereunder until the Participant 
has fully complied with his reimbursement obligations hereunder, regardless of how those future medical 
benefits are incurred.  

12.13 Any reference to state law in any other provision of this policy shall not be applicable to this provision, if 
the Plan is governed by ERISA.  By acceptance of benefits under the Plan, the Participant agrees that a 
breach hereof would cause irreparable and substantial harm and that no adequate remedy at law would 
exist.  Further, the Plan shall be entitled to invoke such equitable remedies as may be necessary to enforce 
the terms of the Plan, including, but not limited to, specific performance, restitution, the imposition of an 
equitable lien and/or constructive trust, as well as injunctive relief.   

 


