
Chattanooga Goodwill Industries, Inc.’s 

Health and Welfare  

Benefits Annual Notice Packet 
For the 2026 plan year 

Dear Valued Employee, 

Enclosed is a packet of notices and disclosures that pertain to your employer-sponsored health 
and welfare plans, as required by federal law.  

Enclosures:

Medicare Part D Creditable Coverage Notice

Medicare Part D Non-Creditable Coverage Notice

HIPAA Special Enrollment Rights Notice 

HIPAA Notice of Privacy Practices

Children’s Health Insurance Program (CHIP) Notice

Women’s Health and Cancer Rights Act (WHCRA) Notice

Newborns’ Mothers Health Protection Act (NMHPA) Notice

     General Notice of COBRA Continuation Rights

Additional Notices

Should you have any questions regarding the content of the notices, please contact Rhonda 
Johnson at 423-629-2501 x 2580.



Medicare Part D

Creditable Coverage Notice

Important Notice from Chattanooga Goodwill Industries, Inc. Group Health Plan
About Your Prescription Drug Coverage and Medicare

Option 2- PPO S-Network & Option 4- PPO  P-Network

Please read this notice carefully and keep it where you can find it. This notice 
has information about your current prescription drug coverage with 
Chattanooga Goodwill Industries, Inc. Group Health Plan and about your 
options under Medicare’s prescription drug coverage. This information can 
help you decide whether or not you want to join a Medicare drug plan. If you 
are considering joining, you should compare your current coverage, 
including which drugs are covered at what cost, with the coverage and costs 
of the plans offering Medicare prescription drug coverage in your area. 
Information about where you can get help to make decisions about your 
prescription drug coverage is at the end of this notice.  

There are two important things you need to know about your current 
coverage and Medicare’s prescription drug coverage:  

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

2. Chattanooga Goodwill Industries, Inc. Group Health Plan has determined
that the prescription drug coverage offered by the Blue Cross Blue Shield
of Tennessee is, on average for all plan participants, expected to pay out
as much as standard Medicare prescription drug coverage pays and is
therefore considered Creditable Coverage. Because your existing
coverage is Creditable Coverage, you can keep this coverage and not pay
a higher premium (a penalty) if you later decide to join a Medicare drug
plan.

When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year 
from October 15th to December 7th. However, if you lose your current creditable prescription drug 



coverage, through no fault of your own, you will also be eligible for a two (2) month Special 
Enrollment Period (SEP) to join a Medicare drug plan. 

What Happens To Your Current Coverage If You Decide to Join A Medicare 
Drug Plan? 
If you decide to join a Medicare drug plan while enrolled in Chattanooga Goodwill Industries, Inc. 
Group Health Plan coverage as an active employee, please note that your Chattanooga Goodwill 
Industries, Inc. Group Health Plan coverage will be the primary payer for your prescription drug 
benefits and Medicare will pay secondary. As a result, the value of your Medicare prescription 
drug benefits may be significantly reduced. Medicare will usually pay primary for your prescription 
drug benefits if you participate in Chattanooga Goodwill Industries, Inc. Group Health Plan 
coverage as a former employee.   

You may also choose to drop your Chattanooga Goodwill Industries, Inc. Group Health Plan 
coverage. If you do decide to join a Medicare drug plan and drop your current Chattanooga 
Goodwill Industries, Inc. Group Health Plan coverage, be aware that you and your dependents 
may not be able to get this coverage back.  

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug 
Plan?  
You should also know that if you drop or lose your current coverage with Chattanooga Goodwill 
Industries, Inc. Group Health Plan and don’t join a Medicare drug plan within 63 continuous days 
after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare 
drug plan later.  

If you go 63 continuous days or longer without creditable prescription drug coverage, your 
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per month 
for every month that you did not have that coverage. For example, if you go nineteen months 
without creditable coverage, your premium may consistently be at least 19% higher than the 
Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as 
long as you have Medicare prescription drug coverage. In addition, you may have to wait until 
the following October to join.  

For More Information About This Notice Or Your Current Prescription Drug 
Coverage…  
Contact the person listed below for further information  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 Chattanooga Goodwill Industries, Inc. Group Health Plan changes. You also may request 

a copy of this notice at any time. 

For More Information About Your Options Under Medicare Prescription Drug 
Coverage…  
More detailed information about Medicare plans that offer prescription drug coverage is in the 
“Medicare & You” handbook. You’ll get a copy of the handbook in the mail every year from 
Medicare. You may also be contacted directly by Medicare drug plans.  

For more information about Medicare prescription drug coverage: 

• Visit www.medicare.gov

http://www.medicare.gov/


• Call your State Health Insurance Assistance Program (see the inside back cover of your
copy of the “Medicare & You” handbook for their telephone number) for personalized
help

• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

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

Medicare Part D 

Non-Creditable Coverage Notice 

Important Notice from Chattanooga Goodwill Industries, Inc. Group Health 
Plan About

Your Prescription Drug Coverage and Medicare 
Option 1-  HDHP  S-Network &

Option 3- HDHP  P-Network
Please read this notice carefully and keep it where you can find it. This notice 
has information about your current prescription drug coverage with 
Chattanooga Goodwill Industries, Inc. Group Health Plan 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.  

There are three important things you need to know about your current 
coverage and Medicare’s prescription drug coverage:  

1. Medicare prescription drug coverage became available in 2006 to everyone
with Medicare.  You can get this coverage if you join a Medicare

Remember: Keep this Creditable Coverage notice. If you decide to join one of the 

Medicare drug plans, you may be required to provide a copy of this notice when you join 

to show whether or not you have maintained creditable coverage and, therefore, whether 

or not you are required to pay a higher premium (a penalty). 

Date: 01/01/2026  

Name of Entity/Sender: Chattanooga Goodwill Industries, Inc. Group Health Plan 

Contact-Position/Office: Rhonda Johnson HR Manager  

Address: 6104 Preservation Drive Chattanooga Tennessee, 37416  

Phone Number: 423-629-2501 x 2580 ext. 2580

http://www.socialsecurity.gov/


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. Chattanooga Goodwill Industries, Inc. Group Health Plan has determined
that the prescription drug coverage offered by the Blue Cross Blue Shield
of Tennessee is, on average for all plan participants, NOT expected to pay
out as much as standard Medicare prescription drug coverage pays.
Therefore, your coverage is considered Non-Creditable Coverage. This is
important because, most likely, you will get more help with your drug costs
if you join a Medicare drug plan, than if you only have prescription drug
coverage from the Blue Cross Blue Shield of Tennessee. This also is
important because it may mean that you may pay a higher premium (a
penalty) if you do not join a Medicare drug plan when you first become
eligible.

3. You can keep your current coverage from Blue Cross Blue Shield of
Tennessee. However, because your coverage is non-creditable, you have
decisions to make about Medicare prescription drug coverage that may
affect how much you pay for that coverage, depending on if and when you
join a drug plan. When you make your decision, you should compare your
current coverage, including what drugs are covered, with the coverage and
cost of the plans offering Medicare prescription drug coverage in your
area. Read this notice carefully - it explains your options.

When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year 

from October 15th to December 7th. 

If your plan is changing from creditable to non-creditable coverage, you will be losing creditable 
prescription drug coverage under the Blue Cross Blue Shield of Tennessee, you are eligible for 
a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan. 

What Happens To Your Current Coverage If You Decide to Join A Medicare 
Drug Plan?  
If you decide to join a Medicare drug plan while enrolled in Chattanooga Goodwill Industries, Inc. 
Group Health Plan coverage as an active employee, please note that your Chattanooga Goodwill 
Industries, Inc. Group Health Plan coverage will be the primary payer for your prescription drug 
benefits and Medicare will pay secondary. As a result, the value of your Medicare prescription 
drug benefits may be significantly reduced. Medicare will usually pay primary for your prescription 
drug benefits if you participate in Chattanooga Goodwill Industries, Inc. Group Health Plan 
coverage as a former employee.   

You may also choose to drop your Chattanooga Goodwill Industries, Inc. Group Health Plan 
coverage. If you do decide to join a Medicare drug plan and drop your current Chattanooga 



Goodwill Industries, Inc. Group Health Plan coverage, be aware that you and your dependents 
may not be able to get this coverage back.    

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug 
Plan?  
Since the coverage under Blue Cross Blue Shield of Tennessee is not creditable, you may pay a 
penalty to join a Medicare drug plan depending on how long you go without creditable prescription 
drug coverage. Starting with the end of the last month that you were first eligible to join a Medicare 
drug plan but didn’t join, if you go 63 continuous days or longer without prescription drug coverage 
that’s creditable, your monthly premium may go up by at least 1% of the Medicare base 
beneficiary premium per month for every month that you did not have that coverage. For example, 
if you go nineteen months without creditable coverage, your premium may consistently be at least 
19% higher than the Medicare base beneficiary premium. You may have to pay this higher 
premium (penalty) as long as you have Medicare prescription drug coverage. In addition, you 
may have to wait until the following October to join. 

For More Information about This Notice or Your Current Prescription Drug 
Coverage…  
Contact the person listed below for further information.  NOTE: You will 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 Chattanooga Goodwill Industries, Inc. Group Health Plan changes. You also may request 
a copy of this notice at any time.  

For More Information about Your Options under Medicare Prescription Drug 
Coverage…  
More detailed information about Medicare plans that offer prescription drug coverage is in the 
“Medicare & You” handbook. You’ll get a copy of the handbook in the mail every year from 
Medicare. You may also be contacted directly by Medicare drug plans.  

For more information about Medicare prescription drug coverage: 

• Visit www.medicare.gov

• Call your State Health Insurance Assistance Program (see the inside back cover of your
copy of the “Medicare & You” handbook for their telephone number) for personalized help

• Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

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

Date: 01/01/2026   
Name of Entity/Sender: Chattanooga Goodwill Industries, Inc. Group Health Plan 
Contact-Position/Office: Rhonda Johnson, HR Manager    
Address: 6104 Preservation Drive Chattanooga Tennessee, 37416     
Phone Number: 423-629-2501 x 2580 

HIPAA Special Enrollment Rights Notice 

http://www.medicare.gov/
http://www.socialsecurity.gov/


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

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for 
adoption, you may be able to enroll yourself and your dependents. However, you must request 
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.  

Finally, you and/or your dependents may have special enrollment rights if coverage is lost under 
Medicaid or a State health insurance (“CHIP”) program, or when you and/or your dependents 
gain eligibility for state premium assistance. You have 60 days from the occurrence of one of 
these events to notify the company and enroll in the plan.  

To request special enrollment or obtain more information, contact Rhonda Johnson, 
Human Resource Manager 423-629-2501 x 2580.

HIPAA Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY. 

Chattanooga Goodwill Industries, Inc. sponsors certain group health plan(s) (collectively, the “Plan” 
or “We”) to provide benefits to our employees, their dependents and other participants. We provide 
this coverage through various relationships with third parties that establish networks of providers, 
coordinate your care, and process claims for reimbursement for the services that you receive. This 
Notice of Privacy Practices (the “Notice”) describes the legal obligations of Chattanooga Goodwill 
Industries, Inc., the Plan and your legal rights regarding your protected health information held by the 
Plan under HIPAA. Among other things, this Notice describes how your protected health information 
may be used or disclosed to carry out treatment, payment, or health care operations, or for any other 
purposes that are permitted or required by law. 

We are required to provide this Notice to you pursuant to HIPAA. The HIPAA Privacy Rule protects 
only certain medical information known as “protected health information.” Generally, protected health 
information is individually identifiable health information, including demographic information, collected 
from you or created or received by a health care provider, a health care clearinghouse, a health plan, 
or your employer on behalf of a group health plan, which relates to: 

(1) your past, present or future physical or mental health or condition;
(2) the provision of health care to you; or
(3) the past, present or future payment for the provision of health care to you.

Note: If you are covered by one or more fully-insured group health plans offered by Chattanooga 
Goodwill Industries, Inc., you will receive a separate notice regarding the availability of a notice of 
privacy practices applicable to that coverage and how to obtain a copy of the notice directly from the 
insurance carrier. 



Contact Information 

If you have any questions about this Notice or about our privacy practices, please contact the 
Chattanooga Goodwill Industries, Inc. HIPAA Privacy Officer or Rhonda Johnson HR Manager: 

Chattanooga Goodwill Industries, Inc.  
Attention:  HIPAA Privacy Officer 

6104 Preservation Drive Chattanooga Tennessee, 37416 

Effective Date 

This Notice as revised is effective 01/01/2026 

Our Responsibilities 

We are required by law to: 

• maintain the privacy of your protected health information;

• provide you with certain rights with respect to your protected health information;

• provide you with a copy of this Notice of our legal duties and privacy practices with respect
to your protected health information; and

• follow the terms of the Notice that is currently in effect.

We reserve the right to change the terms of this Notice and to make new provisions regarding your 
protected health information that we maintain, as allowed or required by law. If we make any material 
change to this Notice, we will provide you with a copy of our revised Notice of Privacy Practices. You 
may also obtain a copy of the latest revised Notice by contacting our Privacy Officer at the contact 
information provided above or on our intranet. Except as provided within this Notice, we may not 
disclose your protected health information without your prior authorization. 

How We May Use and Disclose Your Protected Health Information 

Under the law, we may use or disclose your protected health information under certain circumstances 
without your permission. The following categories describe the different ways that we may use and 
disclose your protected health information. For each category of uses or disclosures we will explain 
what we mean and present some examples. Not every use or disclosure in a category will be listed. 
However, all of the ways we are permitted to use and disclose protected health information will fall 
within one of the categories. 

For Treatment 
We may use or disclose your protected health information to facilitate medical treatment or services 
by providers. We may disclose medical information about you to providers, including doctors, nurses, 
technicians, medical students, or other hospital personnel who are involved in taking care of you. For 
example, we might disclose information about your prior prescriptions to a pharmacist to determine if 
a pending prescription is inappropriate or dangerous for you to use.  

For Payment 
We may use or disclose your protected health information to determine your eligibility for Plan 
benefits, to facilitate payment for the treatment and services you receive from health care providers, 
to determine benefit responsibility under the Plan, or to coordinate Plan coverage. For example, we 
may tell your health care provider about your medical history to determine whether a particular 



treatment is experimental, investigational, or medically necessary, or to determine whether the Plan 
will cover the treatment. We may also share your protected health information with a utilization review 
or precertification service provider. Likewise, we may share your protected health information with 
another entity to assist with the adjudication or subrogation of health claims or to another health plan 
to coordinate benefit payments. 

For Health Care Operations 
We may use and disclose your protected health information for other Plan operations.  These uses 
and disclosures are necessary to run the Plan. For example, we may use medical information in 
connection with conducting quality assessment and improvement activities; underwriting, premium 
rating, and other activities relating to Plan coverage; submitting claims for stop-loss (or excess-loss) 
coverage; conducting or arranging for medical review, legal services, audit services, and fraud & 
abuse detection programs; business planning and development such as cost management; and 
business management and general Plan administrative activities. The Plan is prohibited from using 
or disclosing protected health information that is genetic information about an individual for 
underwriting purposes. 

To Business Associates 
We may contract with individuals or entities known as Business Associates to perform various 
functions on our behalf or to provide certain types of services. In order to perform these functions or 
to provide these services, Business Associates will receive, create, maintain, use and/or disclose 
your protected health information, but only after they agree in writing with us to implement appropriate 
safeguards regarding your protected health information. For example, we may disclose your protected 
health information to a Business Associate to administer claims or to provide support services, such 
as utilization management, pharmacy benefit management or subrogation, but only after the Business 
Associate enters into a Business Associate Agreement with us. 

As Required by Law 
We will disclose your protected health information when required to do so by federal, state or local 
law. For example, we may disclose your protected health information when required by national 
security laws or public health disclosure laws. 

To Avert a Serious Threat to Health or Safety 
We may use and disclose your protected health information when necessary to prevent a serious 
threat to your health and safety, or the health and safety of the public or another person. Any 
disclosure, however, would only be to someone able to help prevent the threat.  For example, we 
may disclose your protected health information in a proceeding regarding the licensure of a physician. 

To Plan Sponsors 
For the purpose of administering the Plan, we may disclose to certain employees of the Employer 
protected health information. However, those employees will only use or disclose that information as 
necessary to perform Plan administration functions or as otherwise required by HIPAA, unless you 
have authorized further disclosures. Your protected health information cannot be used for 
employment purposes without your specific authorization. 

Special Situations 

In addition to the above, the following categories describe other possible ways that we may use and 
disclose your protected health information. For each category of uses or disclosures, we will explain 
what we mean and present some examples. Not every use or disclosure in a category will be listed. 
However, all of the ways we are permitted to use and disclose information will fall within one of the 
categories. 



Organ and Tissue Donation 
If you are an organ donor, we may release your protected health information to organizations that 
handle organ procurement or organ, eye, or tissue transplantation or to an organ donation bank, as 
necessary to facilitate organ or tissue donation and transplantation. 

Military and Veterans 
If you are a member of the armed forces, we may release your protected health information as 
required by military command authorities. We may also release protected health information about 
foreign military personnel to the appropriate foreign military authority. 

Workers’ Compensation 
We may release your protected health information for workers’ compensation or similar programs. 
These programs provide benefits for work-related injuries or illness. 

Public Health Risks 
We may disclose your protected health information for public health actions. These actions generally 
include the following: 

• to prevent or control disease, injury, or disability;

• to report births and deaths;

• to report child abuse or neglect;

• to report reactions to medications or problems with products;

• to notify people of recalls of products they may be using;

• to notify a person who may have been exposed to a disease or may be at risk for contracting
or spreading a disease or condition;

• to notify the appropriate government authority if we believe that a patient has been the victim
of abuse, neglect, or domestic violence. We will only make this disclosure if you agree, or
when required or authorized by law.

Health Oversight Activities 
We may disclose your protected health information to a health oversight agency for activities 
authorized by law. These oversight activities include, for example, audits, investigations, inspections, 
and licensure. These activities are necessary for the government to monitor the health care system, 
government programs, and compliance with civil rights laws. 

Lawsuits and Disputes 
If you are involved in a lawsuit or a dispute, we may disclose your protected health information in 
response to a court or administrative order. We may also disclose your protected health information 
in response to a subpoena, discovery request, or other lawful process by someone else involved in 
the dispute, but only if efforts have been made to tell you about the request or to obtain an order 
protecting the information requested. 

Law Enforcement 
We may disclose your protected health information if asked to do so by a law enforcement official— 

• in response to a court order, subpoena, warrant, summons or similar process;

• to identify or locate a suspect, fugitive, material witness, or missing person;

• about the victim of a crime if, under certain limited circumstances, we are unable to obtain
the victim’s agreement;

• about a death that we believe may be the result of criminal conduct;



• about criminal conduct; and

• in emergency circumstances to report a crime; the location of the crime or victims; or the
identity, description or location of the person who committed the crime.

Coroners, Medical Examiners and Funeral Directors 
We may release protected health information to a coroner or medical examiner. This may be 
necessary, for example, to identify a deceased person or determine the cause of death. We may also 
release medical information about patients to funeral directors as necessary to carry out their duties. 

National Security and Intelligence Activities 
We may release your protected health information to authorized federal officials for intelligence, 
counterintelligence, and other national security activities authorized by law. 

Inmates 
If you are an inmate of a correctional institution or are in the custody of a law enforcement official, we 
may disclose your protected health information to the correctional institution or law enforcement 
official if necessary (1) for the institution to provide you with health care; (2) to protect your health and 
safety or the health and safety of others; or (3) for the safety and security of the correctional institution. 

Research 
We may disclose your protected health information to researchers when: 

(1) the individual identifiers have been removed; or
(2) when an institutional review board or privacy board has (a) reviewed the research proposal;

and (b) established protocols to ensure the privacy of the requested information, and
approves the research.

Required Disclosures 

The following is a description of disclosures of your protected health information we are required to 
make. 

Government Audits 
We are required to disclose your protected health information to the Secretary of the United States 
Department of Health and Human Services when the Secretary is investigating or determining our 
compliance with the HIPAA privacy rule. 

Disclosures to You 
When you request, we are required to disclose to you the portion of your protected health information 
that contains medical records, billing records, and any other records used to make decisions 
regarding your health care benefits. We are also required, when requested, to provide you with an 
accounting of most disclosures of your protected health information if the disclosure was for reasons 
other than for payment, treatment, or health care operations, and if the protected health information 
was not disclosed pursuant to your individual authorization. 

Notification of a Breach. 
We are required to notify you in the event that we (or one of our Business Associates) discover a 
breach of your unsecured protected health information, as defined by HIPAA. 

Other Disclosures 



Personal Representatives 
We will disclose your protected health information to individuals authorized by you, or to an individual 
designated as your personal representative, attorney-in-fact, etc., so long as you provide us with a 
written notice/authorization and any supporting documents (i.e., power of attorney). Note:  Under the 
HIPAA privacy rule, we do not have to disclose information to a personal representative if we have a 
reasonable belief that: 

(1) you have been, or may be, subjected to domestic violence, abuse or neglect by such
person;

(2) treating such person as your personal representative could endanger you; or
(3) in the exercise or professional judgment, it is not in your best interest to treat the person as

your personal representative.

Spouses and Other Family Members 
With only limited exceptions, we will send all mail to the employee. This includes mail relating to the 
employee’s spouse and other family members who are covered under the Plan, and includes mail 
with information on the use of Plan benefits by the employee’s spouse and other family members and 
information on the denial of any Plan benefits to the employee’s spouse and other family members. 
If a person covered under the Plan has requested Restrictions or Confidential Communications (see 
below under “Your Rights”), and if we have agreed to the request, we will send mail as provided by 
the request for Restrictions or Confidential Communications. 

Authorizations 
Other uses or disclosures of your protected health information not described above, including the use 
and disclosure of psychotherapy notes and the use or disclosure of protected health information for 
fundraising or marketing purposes, will not be made without your written authorization. You may 
revoke written authorization at any time, so long as your revocation is in writing.  Once we receive 
your written revocation, it will only be effective for future uses and disclosures. It will not be effective 
for any information that may have been used or disclosed in reliance upon the written authorization 
and prior to receiving your written revocation. You may elect to opt out of receiving fundraising 
communications from us at any time. 

Your Rights 

You have the following rights with respect to your protected health information: 

Right to Inspect and Copy 
You have the right to inspect and copy certain protected health information that may be used to make 
decisions about your health care benefits. To inspect and copy your protected health information, 
submit your request in writing to the Privacy Officer at the address provided above under Contact 
Information. If you request a copy of the information, we may charge a reasonable fee for the costs 
of copying, mailing, or other supplies associated with your request.  We may deny your request to 
inspect and copy in certain very limited circumstances.  If you are denied access to your medical 
information, you may have a right to request that the denial be reviewed and you will be provided with 
details on how to do so.     

Right to Amend 
If you feel that the protected health information we have about you is incorrect or incomplete, you 
may ask us to amend the information. You have the right to request an amendment for as long as the 
information is kept by or for the Plan. To request an amendment, your request must be made in writing 
and submitted to the Privacy Officer at the address provided above under Contact Information. In 
addition, you must provide a reason that supports your request. We may deny your request for an 



amendment if it is not in writing or does not include a reason to support the request. In addition, we 
may deny your request if you ask us to amend information that: 

• is not part of the medical information kept by or for the Plan;

• was not created by us, unless the person or entity that created the information is no longer
available to make the amendment;

• is not part of the information that you would be permitted to inspect and copy; or

• is already accurate and complete.

If we deny your request, you have the right to file a statement of disagreement with us and any future 
disclosures of the disputed information will include your statement. 

Right to an Accounting of Disclosures 
You have the right to request an “accounting” of certain disclosures of your protected health 
information. The accounting will not include (1) disclosures for purposes of treatment, payment, or 
health care operations; (2) disclosures made to you; (3) disclosures made pursuant to your 
authorization; (4) disclosures made to friends or family in your presence or because of an emergency; 
(5) disclosures for national security purposes; and (6) disclosures incidental to otherwise permissible
disclosures.

To request this list or accounting of disclosures, you must submit your request in writing to the Privacy 
Officer at the address provided above under Contact Information. Your request must state a time 
period of no longer than six years (three years for electronic health records) or the period Chattanooga 
Goodwill Industries, Inc. has been subject to the HIPAA Privacy rules, if shorter.  

Your request should indicate in what form you want the list (for example, paper or electronic). We will 
attempt to provide the accounting in the format you requested or in another mutually agreeable format 
if the requested format is not reasonably feasible. The first list you request within a 12-month period 
will be provided free of charge. For additional lists, we may charge you for the costs of providing the 
list. We will notify you of the cost involved and you may choose to withdraw or modify your request at 
that time before any costs are incurred. 

Right to Request Restrictions 
You have the right to request a restriction or limitation on your protected health information that we 
use or disclose for treatment, payment, or health care operations. You also have the right to request 
a limit on your protected health information that we disclose to someone who is involved in your care 
or the payment for your care, such as a family member or friend. For example, you could ask that we 
not use or disclose information about a surgery that you had.   

We are not required to agree to your request. However, if we do agree to the request, we will honor 
the restriction until you revoke it or we notify you. To request restrictions, you must make your request 
in writing to the Privacy Officer at the address provided above under Contact Information. In your 
request, you must tell us (1) what information you want to limit; (2) whether you want to limit our use, 
disclosure, or both; and (3) to whom you want the limits to apply—for example, disclosures to your 
spouse. 

Right to Request Confidential Communications 
You have the right to request that we communicate with you about medical matters in a certain way 
or at a certain location. For example, you can ask that we only contact you at work or by mail.  To 
request confidential communications, you must make your request in writing to the Privacy Officer at 
the address provided above under Contact Information. We will not ask you the reason for your 



request. Your request must specify how or where you wish to be contacted. We will accommodate all 
reasonable requests if you clearly provide information that the disclosure of all or part of your 
protected information could endanger you. 

Right to a Paper Copy of This Notice 
You have the right to a paper copy of this notice.  You may ask us to give you a copy of this notice at 
any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper 
copy of this notice. To obtain a paper copy of this notice, telephone or write the Privacy Officer as 
provided above under Contact Information. 

For more information, please see Your Rights Under HIPAA. 

Complaints 
If you believe that your privacy rights have been violated, you may file a complaint with the Plan or 
with the Office for Civil Rights of the United States Department of Health and Human Services. You 
can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights 
by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-
6775, or visitinghttps://www.hhs.gov/hipaa/filing-a-complaint/complaint-process/index.html . 

To file a complaint with the Plan, telephone write the Privacy Officer as provided above under Contact 
Information. You will not be penalized, or in any other way retaliated against, for filing a complaint 
with the Office of Civil Rights or with us. You should keep a copy of any notices you send to the Plan 
Administrator or the Privacy Officer for your records. 

https://www.hhs.gov/hipaa/for-individuals/guidance-materials-for-consumers/index.html
https://www.hhs.gov/hipaa/filing-a-complaint/complaint-process/index.html


Premium Assistance Under Medicaid and the 

Children’s Health Insurance Program (CHIP) 

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

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

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

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

If you live in one of the following states, you may be eligible for assistance paying your employer 
health plan premiums.  The following list of states is current as of July 31, 2025. Contact your State 
for more information on eligibility – 

To see if any other states have added a premium assistance program since July 31, 2025, or for more 
information on special enrollment rights, contact either: 

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

GEORGIA – Medicaid 
GA HIPP Website: https://medicaid.georgia.gov/health-insurance-premium-payment-program-hipp 
Phone: 678-564-1162, Press 1 
GA CHIPRA Website: https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra 
Phone: 678-564-1162, Press 2 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra


For more than two decades, the Children’s Health Insurance Program (CHIP) has provided health coverage to children in 
families with low to moderate incomes. Each state has the option to cover its CHIP population within its Medicaid 
program, design and structure a separate CHIP program, or establish a combination program using both options.  

CHIP is currently funded through 
federal fiscal year (FFY) 2027 
(Sept. 30, 2027) by the HEALTHY 
KIDS and ACCESS Acts. The Acts 
also extended the maintenance of 
effort (MOE) provision, which 
requires states to maintain 
eligibility standards that were in 
place in 2010 through FFY 2027. 
However, beginning in FFY 2020 
MOE only applies to children in 
families with incomes at or below 
300 percent of the federal poverty 
level (FPL). 

Eligibility 
 Modified adjusted gross income (MAGI) eligibility levels for CHIP/Title XXI in Tennessee (by age) 

Ages 0 – 1 Ages 1 – 5 Ages 6 – 18 

Medicaid expansion 196 – 211% FPL 143 – 211% FPL 134 – 211% FPL 

Separate CHIP 196 – 250% FPL 143 – 250% FPL 134 – 250% FPL 

 Source: Medicaid and CHIP Payment and Access Commission (MACPAC), MACStats: Medicaid and CHIP Data Book, December 2018, Exhibit 35: “Medicaid and CHIP  
 Income Eligibility Levels as a Percentage of the Federal Poverty Level for Children and Pregnant Women by State, April 2018,” also information from the state. Note:  
 Tennessee’s Medicaid expansion coverage group is only open to children losing Medicaid eligibility (“rollovers”); the separate CHIP program covers all other enrollees.  
 Eligibility levels do not include the mandatory 5% income disregard.  

Coverage for Pregnant Women 
Using CHIP funding, states can opt to provide coverage for pregnant women and/or services through the “unborn child” 
coverage option. Tennessee provides coverage up to 250% FPL through the CHIP unborn child option. 

Benefit Package 
States that operate Medicaid expansion CHIP programs must follow Medicaid rules, providing all Medicaid-covered 
benefits to enrolled children, including the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) services 
benefit. In separate CHIP programs, states have substantial flexibility in designing CHIP benefit packages within broad 
federal guidelines.  

Delivery System 
Medicaid and the Medicaid expansion CHIP program are managed care programs while the separate CHIP program is a 
fee-for-service insurance arrangement built around a defined CoverKids provider network of TennCare providers. 

Tennessee 
2019 CHIP Fact Sheet 

Key Highlights: 
Program type: Tennessee operates a combination CHIP program called 
CoverKids. 

Number of children covered: In FFY 2018, 112,635 children were covered by 
CoverKids. (Data from CHIP Annual Report Template System)

State’s enhanced federal match rate*: For FFY 2020, the federal match is 87.15 
percent.   
Participation rate: In 2017, 94.9 percent of eligible children in Tennessee 
participated in either Medicaid or CoverKids.  (Urban Institute) 

*The Affordable Care Act increased the federal CHIP match rate by 23 percentage points. The HEALTHY KIDS 
and ACCESS Acts maintained this increase through FFY 2019, and reduced it to 11.5 percentage points in FFY 
2020. The federal CHIP match rate returns to states’ regular enhanced match rate in FFY 2021 and beyond. 



Tennessee 2019 CHIP Fact Sheet 

For more information, visit www.nashp.org 
The David and Lucile Packard Foundation supported the development of this factsheet 

Premiums and Cost Sharing 
Within federal parameters, states can set CHIP program premium and cost sharing levels. In total, any family 
contribution to the cost of coverage cannot exceed 5 percent of family income annually.  

  Premiums and selected cost sharing in CoverKids, 2019 
Family Income Level Premiums Office Visits Inpatient Services Prescription Drugs 
≤199% FPL None $5 $5 $1-$5 
200-250% FPL None $15-$20 $100 $5-$40 

 Strategies to Simplify Enrollment and Renewals in Tennessee 
Strategy Used 
Use of presumptive eligibility No 
Use of 12-month continuous eligibility Yes 
Use of express lane eligibility No 
Premium assistance No 

  For definitions of strategies in this chart, see the Centers for Medicare & Medicaid Services December 2009 State Health Official letter here. 

 Other Characteristics of Tennessee’s CHIP Program
Does Tennessee… 

Require a waiting period?1 No 
Offer a buy-in option?2 No 
Cover dependents of public employees? Yes 
Cover lawfully residing children without a five-year waiting period? No 

  Source: Medicaid and CHIP Eligibility, Enrollment, and Cost Sharing Policies as of January 2019: Findings from a 50-State Survey. Kaiser Family 
  Foundation and Georgetown University Center for Children and Families. 

Health Services Initiatives 
States can develop Health Services Initiatives (HSIs) to improve the health of low-income children and youth by using a portion 
of their existing CHIP administrative dollars. After covering regular CHIP program administrative costs, states can use any 
remaining funds – within the 10 percent cap – for an HSI project. The federal share of the HSI project cost is funded at the 
state’s CHIP match rate. States have used HSIs to support poison control centers, school health services, lead abatement 
efforts, and other unique prevention and intervention projects. Tennessee currently does not have an HSI. 

Quality Measures
States may report on a core set of quality measures for children. Tennessee reported on 23 measures for federal fiscal 
year 2018. Among the measures is access to primary care providers, listed below.  

  Percentage of children and adolescents visiting a primary care provider, by age (FFY 2018) 
12 – 24 months 25 months – 6 years 7 – 11 years 12 – 19 years 

Tennessee 91.8% 84.5% 88.5% 85.1% 
 Source: Department of Health and Human Services, 2019 Annual Reporting on the Quality of Care for Children in Medicaid and CHIP, September  
  2019. The measure is for the percentage of children ages 12 to 24 months and 25 months to 6 years who visited a primary care provider  
  within the past year; and every two years for children ages 7 to 11 years and 12 to 19 years. Note: This includes CHIP data only. 

1 States may implement waiting periods up to 90 days in CHIP. A waiting period is the length of time a child must be uninsured before enrollment in CHIP. 
2 States can allow families with incomes above the upper income eligibility limit to pay the full cost to purchase coverage for their uninsured children through CHIP. 



Women’s Health Cancer Rights Act (WHCRA) Notice 

Do you know that your Plan, as required by the Women’s Health and Cancer Rights Act of 1998 
(WHCRA), provides benefits for mastectomy-related services including all stages of 
reconstruction and surgery to achieve symmetry between the breasts, prostheses, and 
complications resulting from a mastectomy, including lymphedema?  

These benefits will be provided subject to the same deductibles and coinsurance applicable to 
other medical and surgical benefits provided under this plan. If you would like more information 
on WHCRA benefits, contact your plan administrator at 423-629-2501 x 2580.  

Newborns’ and Mothers’  

Health Protection Act (NMHPA) Notice 

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

General Notice of  

COBRA Continuation Coverage Rights 

** Continuation Coverage Rights Under COBRA** 

Introduction 
You’re getting this notice because you recently gained coverage under a group health plan (the 
Plan).  This notice has important information about your right to COBRA continuation coverage, 
which is a temporary extension of coverage under the Plan.  This notice explains COBRA 
continuation coverage, when it may become available to you and your family, and what 
you need to do to protect your right to get it.  When you become eligible for COBRA, you may 
also become eligible for other coverage options that may cost less than COBRA continuation 
coverage. 

The right to COBRA continuation coverage was created by a federal law, the Consolidated 
Omnibus Budget Reconciliation Act of 1985 (COBRA).  COBRA continuation coverage can 
become available to you and other members of your family when group health coverage would 
otherwise end.  For more information about your rights and obligations under the Plan and under 
federal law, you should review the Plan’s Summary Plan Description or contact the Plan 
Administrator. 

You may have other options available to you when you lose group health coverage.  For 
example, you may be eligible to buy an individual plan through the Health Insurance Marketplace.  
By enrolling in coverage through the Marketplace, you may qualify for lower costs on your monthly 



premiums and lower out-of-pocket costs.  Additionally, you may qualify for a 30-day special 
enrollment period for another group health plan for which you are eligible (such as a spouse’s 
plan), even if that plan generally doesn’t accept late enrollees. 

What is COBRA continuation coverage? 
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end 
because of a life event.  This is also called a “qualifying event.”  Specific qualifying events are 
listed later in this notice.  After a qualifying event, COBRA continuation coverage must be offered 
to each person who is a “qualified beneficiary.”  You, your spouse, and your dependent children 
could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying 
event.  Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay 
for COBRA continuation coverage. 

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

• Your hours of employment are reduced, or

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

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

• Your spouse dies;

• Your spouse’s hours of employment are reduced;

• Your spouse’s employment ends for any reason other than his or her gross misconduct;

• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or

• You become divorced or legally separated from your spouse.

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

• The parent-employee dies;

• The parent-employee’s hours of employment are reduced;

• The parent-employee’s employment ends for any reason other than his or her gross
misconduct;

• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

• The parents become divorced or legally separated; or

• The child stops being eligible for coverage under the Plan as a “dependent child.”

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

• The end of employment or reduction of hours of employment;

• Death of the employee; or

• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).



For all other qualifying events (divorce or legal separation of the employee and spouse or 
a dependent child’s losing eligibility for coverage as a dependent child), you must notify 
the Plan Administrator within 60 days after the qualifying event occurs.  You must 
provide this notice to: Rhonda Johnson, HR Manager.   

How is COBRA continuation coverage provided? 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA 
continuation coverage will be offered to each of the qualified beneficiaries.  Each qualified 
beneficiary will have an independent right to elect COBRA continuation coverage.  Covered 
employees may elect COBRA continuation coverage on behalf of their spouses, and parents may 
elect COBRA continuation coverage on behalf of their children. 

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 
18 months due to employment termination or reduction of hours of work.  Certain qualifying 
events, or a second qualifying event during the initial period of coverage, may permit a beneficiary 
to receive a maximum of 36 months of coverage. 

There are also ways in which this 18-month period of COBRA continuation coverage can be 
extended: 

Disability extension of 18-month period of COBRA continuation coverage 
If you or anyone in your family covered under the Plan is determined by Social Security to be 
disabled and you notify the Plan Administrator in a timely fashion, you and your entire family may 
be entitled to get up to an additional 11 months of COBRA continuation coverage, for a maximum 
of 29 months.  The disability would have to have started at some time before the 60th day of 
COBRA continuation coverage and must last at least until the end of the 18-month period of 
COBRA continuation coverage.  You must provide a copy of the notice from Social Security 
regarding their disability information within 60 days of the date of the notice in order to receive 
the additional extension.  

Second qualifying event extension of 18-month period of continuation coverage 
If your family experiences another qualifying event during the 18 months of COBRA continuation 
coverage, the spouse and dependent children in your family can get up to 18 additional months 
of COBRA continuation coverage, for a maximum of 36 months, if the Plan is properly notified 
about the second qualifying event.  This extension may be available to the spouse and any 
dependent children getting COBRA continuation coverage if the employee or former employee 
dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets divorced or 
legally separated; or if the dependent child stops being eligible under the Plan as a dependent 
child.  This extension is only available if the second qualifying event would have caused the 
spouse or dependent child to lose coverage under the Plan had the first qualifying event not 
occurred. 

Are there other coverage options besides COBRA Continuation Coverage? 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options 
for you and your family through the Health Insurance Marketplace, Medicare, Medicaid, 
Children’s Health Insurance Program (CHIP), or other group health plan coverage options (such 
as a spouse’s plan) through what is called a “special enrollment period.”  Some of these options 
may cost less than COBRA continuation coverage.  You can learn more about many of these 
options at www.healthcare.gov. 

https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.healthcare.gov/


Can I enroll in Medicare instead of COBRA continuation coverage after my group health 
plan coverage ends? 
In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are 
still employed, after the Medicare initial enrollment period, you have an 8-month special 
enrollment period1 to sign up for Medicare Part A or B, beginning on the earlier of: 

• The month after your employment ends; or
• The month after group health plan coverage based on current employment ends.

If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to 
pay a Part B late enrollment penalty and you may have a gap in coverage if you decide you want 
Part B later.  If you elect COBRA continuation coverage and later enroll in Medicare Part A or B 
before the COBRA continuation coverage ends, the Plan may terminate your continuation 
coverage.  However, if Medicare Part A or B is effective on or before the date of the COBRA 
election, COBRA coverage may not be discontinued on account of Medicare entitlement, even if 
you enroll in the other part of Medicare after the date of the election of COBRA coverage. 

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally 
pay first (primary payer) and COBRA continuation coverage will pay second.  Certain plans may 
pay as if secondary to Medicare, even if you are not enrolled in Medicare. 

For more information visit https://www.medicare.gov/medicare-and-you. 

If you have questions 
Questions concerning your Plan or your COBRA continuation coverage rights should be 
addressed to the contact or contacts identified below.  For more information about your rights 
under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient 
Protection and Affordable Care Act, and other laws affecting group health plans, contact the 
nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security 
Administration (EBSA) in your area or visit www.dol.gov/agencies/ebsa.  (Addresses and 
phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)  
For more information about the Marketplace, visit www.HealthCare.gov. 

Keep your Plan informed of address changes 
To protect your family’s rights, let the Plan Administrator know about any changes in the 
addresses of family members.  You should also keep a copy, for your records, of any notices you 
send to the Plan Administrator. 

Plan contact information 
Rhonda Johnson, 6104 Preservation Drive Chattanooga Tennessee, 37416, 423-629-2501 ext. 
2580

1 https://www.medicare.gov/basics/get-started-with-medicare/sign-up/when-does-medicare-coverage-start. These 
rules are different for people with End Stage Renal Disease (ESRD). 

https://www.medicare.gov/medicare-and-you
http://www.dol.gov/agencies/ebsa
http://www.healthcare.gov/
https://www.medicare.gov/basics/get-started-with-medicare/sign-up/when-does-medicare-coverage-start


Health Insurance Marketplace Coverage
Options and Your Health Coverage

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the Health
Insurance Marketplace (“Marketplace”).To assist you as you evaluate options for you and your family, this notice provides
some basic information about the Health Insurance Marketplace.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

Can I Save Money on my Health Insurance Premiums in the
Marketplace?

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum value
standards (discussed below). The savings on your premium that you're eligible for depends on your household income. You
may also be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your Marketplace
coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a tax credit, and
advance payments of the credit, that lowers your monthly premium, or a reduction in certain cost-sharing, if your employer
does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet minimum value
standards. If your share of the premium cost of all plans offered to you through your employment is more than 9.12%1 of your
annual household income, or if the coverage through your employment does not meet the "minimum value" standard set by
the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if you do not enroll in the
employment-based health coverage. For family members of the employee, coverage is considered affordable if the employee’s
cost of premiums for the lowest-cost plan that would cover all family members does not exceed 9.12% of the employee’s
household income..12

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also, this
employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded from
income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on an
after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the affordability
or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You should consider
all of these factors in determining whether to purchase a health plan through the Marketplace.

1 Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.
2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the plan is no less than 60 percent of such costs. For purposes of eligibility for the premium tax credit, to meet the “minimum value standard,” the health plan
must also provide substantial coverage of both inpatient hospital services and physician services.

Form Approved
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https://www.irs.gov/pub/irs-drop/rp-22-34.pdf


When Can I Enroll in Health Insurance Coverage through the
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open Enrollment
varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment Period.
In general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as getting married, having
a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special Enrollment Period type, you
may have 60 days before or 60 days following the qualifying life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of the
nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As state
Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be eligible for
Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human Services is offering a
temporary Marketplace Special Enrollment period to allow these individuals to enroll in Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update an
existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of Medicaid
or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means that if you lose
Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in Marketplace coverage
within 60 days of when you lost Medicaid or CHIP coverage. In addition, if you or your family members are enrolled in
Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date to make sure you get any
information about changes to your eligibility. To learn more, visit HealthCare.gov or call the Marketplace Call Center at 1-800-
318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health plan),
you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain circumstances,
including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage. Generally, you have 60
days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but if you and your family lost
eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can request this special enrollment in
the employment-based health plan through September 8, 2023. Confirm the deadline with your employer or your employment-
based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace or
applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/
for more details.

How Can I Get More Information?

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.

http://www.healthcare.gov/


PART B: Information About Health Coverage Offered by Your
Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to
correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code

10. Who can we contact at this job?

12. Email address

You are not eligible for health insurance coverage through this employer. You and your family may be able to obtain health
coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with assistance for
out-of-pocket costs.

rhondaj@goodwillchatt.org

423-629-2501

62-0544853

TN 37416

Goodwill Industries of Greater Chattanooga Area

Chattanooga

6104 Preservation Drive

Rhonda Johnson, Human Resources Manager

11. Phone number (if different from above)

423-629-2501 X 2580
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YOUR RIGHTS UNDER USERRA 

THE UNIFORMED SERVICES EMPLOYMENT 
AND REEMPLOYMENT RIGHTS ACT

USERRA protects the job rights of individuals who voluntarily or involuntarily leave employment positions to undertake 
military service or certain types of service in the National Disaster Medical System.  USERRA also prohibits employers from 

discriminating against past and present members of the uniformed services, and applicants to the uniformed services.

REEMPLOYMENT RIGHTS
You have the right to be reemployed in your civilian job if you leave that 
job to perform service in the uniformed service and:

✩✩ you ensure that your employer receives advance written or verbal
notice of your service;

✩✩ you have five years or less of cumulative service in the uniformed
services while with that particular employer;

✩✩ you return to work or apply for reemployment in a timely manner
after conclusion of service; and

✩✩ you have not been separated from service with a disqualifying
discharge or under other than honorable conditions.

If you are eligible to be reemployed, you must be restored to the job 
and benefits you would have attained if you had not been absent due to 
military service or, in some cases, a comparable job.

RIGHT TO BE FREE FROM DISCRIMINATION AND RETALIATION
If you:

✩✩ are a past or present member of the uniformed service;
✩✩ have applied for membership in the uniformed service; or
✩✩ are obligated to serve in the uniformed service;

then an employer may not deny you:

✩✩ initial employment;
✩✩ reemployment;
✩✩ retention in employment;
✩✩ promotion; or
✩✩ any benefit of employment

because of this status.

In addition, an employer may not retaliate against anyone assisting in 
the enforcement of USERRA rights, including testifying or making a 
statement in connection with a proceeding under USERRA, even if that 
person has no service connection. 

HEALTH INSURANCE PROTECTION
✩✩ If you leave your job to perform military service, you have the right

to elect to continue your existing employer-based health plan
coverage for you and your dependents for up to 24 months while in
the military.

✩✩ Even if you don’t elect to continue coverage during your military
service, you have the right to be reinstated in your employer’s
health plan when you are reemployed, generally without any waiting
periods or exclusions (e.g., pre-existing condition exclusions) except
for service-connected illnesses or injuries.

ENFORCEMENT

✩ The U.S. Department of Labor, Veterans Employment and Training 
Service (VETS) is authorized to investigate and resolve complaints of 
USERRA violations.

✩ For assistance in filing a complaint, or for any other information on 
USERRA, contact VETS at 1-866-4-USA-DOL or visit its website at 
https://www.dol.gov/agencies/vets/.  An interactive online USERRA 
Advisor can be viewed at https://webapps.dol.gov/elaws/vets/userra

✩ If you file a complaint with VETS and VETS is unable to resolve it, you 
may request that your case be referred to the Department of Justice or 
the Office of Special Counsel, as applicable, for representation.

✩ You may also bypass the VETS process and bring a civil action against 
an employer for violations of USERRA.

The rights listed here may vary depending on the circumstances.  The text of this notice was prepared by VETS, and may be viewed on the internet at this 
address: https://www.dol.gov/agencies/vets/programs/userra/poster  Federal law requires employers to notify employees of their rights under USERRA, and 
employers may meet this requirement by displaying the text of this notice where they customarily place notices for employees.

U.S. Department of Labor
1-866-487-2365

U.S. Department of Justice Office of Special Counsel 1-800-336-4590
Publication Date — May 2022

H H

https://webapps.dol.gov/elaws/vets/userra
https://www.dol.gov/agencies/vets/


Fact Sheet 
U.S. Department of Labor 
Employee Benefits Security Administration 

The Genetic Information Nondiscrimination Act (GINA) 

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits discrimination in 
group health plan coverage based on genetic information.  

Builds on HIPAA’s protections. GINA expands the genetic information protections included in 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Before the Affordable 
Care Act, HIPAA prevented a plan or issuer from imposing a preexisting condition exclusion 
based solely on genetic information. Under the Affordable Care Act, plans are prohibited from 
excluding coverage or benefits due to any preexisting condition. HIPAA continues to prohibit 
discrimination in eligibility, benefits, or premiums based on a health factor (including genetic 
information). 

Additional underwriting protections. GINA provides that group health plans cannot adjust 
premiums or contribution amounts for a plan, or a group of similarly situated individuals under 
the plan, based on genetic information of one or more individuals in the group. (However, 
premiums may be increased for the group based upon the manifestation of a disease or disorder 
of an individual enrolled in the plan.) 

Prohibits requiring genetic testing. GINA generally prohibits plans and issuers from requesting 
or requiring an individual to undergo a genetic test. However, a health care professional 
providing health care services to an individual is permitted to request a genetic test. A plan or 
issuer may request the results of a genetic test to determine payment of a claim for benefits, but 
only the minimum amount of information necessary in order to determine payment. There is also 
a research exception that permits a plan or issuer under certain conditions to request (but not 
require) that a participant or beneficiary undergo a genetic test. 

Restricts collection of genetic information. GINA prohibits plans from collecting genetic 
information (including family medical history) from an individual prior to or in connection with 
enrollment in the plan, or at any time for underwriting purposes. Thus, under GINA, plans and 
issuers are generally prohibited from offering rewards in return for the provision of genetic 
information, including family medical history information collected as part of a Health Risk 
Assessment (HRA).  

GINA includes an exception for incidental collection of genetic information, provided the 
information is not used for underwriting purposes. However, the GINA regulations make clear 
that the incidental collection exception is not available if it is reasonable for the plan or issuer to 
anticipate that health information will be received in response to a collection, unless the 
collection explicitly states that genetic information should not be provided. 
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Other protections. GINA also contains individual insurance market provisions, administered by 
the Department of Health and Human Services’ Centers for Medicare & Medicaid Services, 
privacy and confidentiality provisions, administered by the Department of Health and Human 
Services’ Office for Civil Rights, and employment-related provisions, administered by the Equal 
Employment Opportunity Commission (EEOC). 

For more information, see the Frequently Asked Questions Regarding the Genetic Information 
Nondiscrimination Act on the EBSA Website. 

https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/faqs/gina.pdf
https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/faqs/gina.pdf


This sample notice is for general reference purposes only. As changes in the law, rules, regulations, and interpretations can occur, please contact 
an employment law attorney or the U.S. Department of Labor's Employee Benefits Security Administration to review any forms or 
documentation you intend to distribute to employees. These materials are not intended to replace the advice of a qualified attorney, plan provider 
or other professional advisor. If legal advice or other expert assistance is required, the services of a competent professional should be sought. 

(Only applicable to group health plans that offer specific coverage for dependents beyond age 26 or plans that cover 
dependents other than those defined by the IRS (such as grandchildren). Please review your Summary Plan 
Description for eligibility information.) 

 Michelle's Law Notice 

Note: Pursuant to Michelle’s Law, you are being provided with the following notice because the group 
health plan provides dependent coverage beyond age 26 and bases eligibility for such dependent 
coverage on student status. Please review the following information with respect to your dependent 
child's rights under the plan in the event student status is lost. 

When a dependent child loses student status for purposes of employer’s group health plan coverage as a 
result of a medically necessary leave of absence from a post-secondary educational institution, the 
employer’s group health plan will continue to provide coverage during the leave of absence for up to one 
year, or until coverage would otherwise terminate under the employer’s group health plan, whichever is 
earlier. 

In order to be eligible to continue coverage as a dependent during such leave of absence: 

 The employer’s group health plan must receive written certification by a treating physician of
the dependent child which states that the child is suffering from a serious illness or injury and
that the leave of absence (or other change of enrollment) is medically necessary; and

 Other eligibility conditions as outlined in your Summary Plan Description.

To obtain additional information, please contact your Plan Administrator. 

Plan Administrator Note: This notice must be provided with any notice regarding a requirement for 
certification of student status for coverage under the plan.  



FAQs for Employees about the 
Mental Health Parity and 
Addiction Equity Act 
U.S. Department of Labor 
Employee Benefits Security Administration 
May 18, 2012  

The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) was signed into law on October 3, 
2008 and became effective for plan years beginning on or after October 3, 2009. MHPAEA greatly expands 
on an earlier law, the Mental Health Parity Act of 1996 (MHPA ‘96).  On February 2, 2010 the 
Departments of Health and Human Services, Labor and the Treasury jointly issued interim final regulations 
implementing MHPAEA, which became applicable for plan years beginning on or after July 1, 2010.   

MHPAEA generally applies to group health plans and health insurance issuers that provide coverage for 
either mental health or substance use disorder benefits and medical/surgical benefits.  These FAQs provide 
basic information about the important protections MHPAEA provides with respect to parity in coverage of 
mental health and substance use disorder benefits and medical/surgical benefits provided by employment-
based group health plans.   

Q1: What new protections does MHPAEA provide for participants and 
beneficiaries? 

A1: MHPA ‘96 required parity with respect to aggregate lifetime and annual dollar limits for 
mental health benefits. MHPAEA expands those provisions to include substance use 
disorder benefits.  Thus, under MHPAEA group health plans and issuers may not impose a 
lifetime or annual dollar limit on mental health or substance use disorder benefits that is 
lower than the lifetime or annual dollar limit imposed on medical/surgical benefits.  

MHPAEA also requires group health plans and health insurance issuers to ensure that 
financial requirements (such as copays and deductibles), and quantitative treatment 
limitations (such as visit limits), applicable to mental health or substance use disorder 
benefits are generally no more restrictive than the requirements or limitations applied to 
medical/surgical benefits.  The MHPAEA regulations also require plans and issuers to 
ensure parity with respect to nonquantitative treatment limitations (such as medical 
management standards).   

Q2: Can group health plans still apply financial requirements and treatment 
limitations, such as copays or visit limits on mental health and substance use 
disorder benefits? 

A2: Generally, yes.  Group health plans and issuers may still apply financial requirements and 
treatment limitations with respect to mental health and substance use disorder benefits; 
however, they must do so in accordance with the requirements under MHPAEA.  

There is a test for determining whether a financial requirement or treatment limitation for 
mental health or substance use disorder benefits is permissible.  The general rule is that a 
plan may not impose a financial requirement or quantitative treatment limitation 



applicable to mental health or substance use disorder benefits in any classification that is 
more restrictive than the predominant financial requirement or quantitative limitation of 
that type applied to substantially all medical/surgical benefits in the same classification.  
How to apply this test is discussed in more detail in the following FAQs.  You can always 
contact the Department of Labor at www.askebsa.dol.gov or 1-866-444-3272 if you have 
questions about your mental health or substance use disorder benefits under your 
employment-based group health plan.  

Q3: What is a financial requirement or quantitative treatment limitation?   

A3: The most common types of financial requirements include deductibles, copays, 
coinsurance, and out-of-pocket maximums. Types of quantitative treatment limitations 
include annual, episode, and lifetime day and visit limits, for example, number of 
treatments, visits, or days of coverage.  These are just examples, therefore, you could find 
a type of financial requirement and quantitative treatment limitations that is not 
specifically listed here.   

Q4: The test for determining parity refers to levels of types of financial 
requirements or treatment limitations.  What is a level of a type of financial 
requirement or treatment limitation? 

A4: The level of a type of financial requirement or treatment limitation refers to the magnitude 
of the type of financial requirement or treatment limitation.  For example, different levels 
of coinsurance include 20% and 30%, different levels of copays include $15 and $20, or 
different levels of an episode limit include 21 inpatient days per episode and 30 inpatient 
days per episode. 

Q5: How can I determine if a financial requirement or quantitative treatment 
limitation applicable to mental health and substance use disorder benefits is 
permissible?  

A5: To determine if a quantitative financial requirement (such as a copay) or quantitative 
treatment limitation (such as a visit limit) is permissible, the parity analysis must be 
applied for that type of financial requirement or treatment limitation within a coverage 
unit for each of the six classifications of benefits separately. A coverage unit refers to the 
way in which a plan groups individuals for purposes of determining benefits, or premiums 
or contributions (for example, self-only, family, employee plus spouse).  Under MHPAEA, 
the six classifications of benefits1 are:  

1) Inpatient in-network;
2) Inpatient out-of-network;
3) Outpatient in-network;
4) Outpatient out-of-network;
5) Emergency care;
6) Prescription drugs.

1 For more information regarding the outpatient in-network and outpatient out-of-network classifications, see the 
FAQ at: http://www.dol.gov/ebsa/faqs/faq-mhpaea.html.   



If a type of financial requirement or quantitative treatment limitation applies to 
substantially all medical/surgical benefits in a classification (for example, if a copay applies 
to substantially all medical/surgical benefits), then it may be permissible for that 
requirement or limitation (the copay) to apply to mental health or substance use disorder 
benefits. Generally, a financial requirement or treatment limitation is considered to apply 
to substantially all medical/surgical benefits if it applies to two-thirds or more of the 
medical/surgical benefits for the same classification and coverage unit.  This two-thirds 
calculation is based on the dollar amount of all plan payments for medical/surgical benefits 
expected to be paid for the year (or portion of the plan year after a change in plan benefits 
that affects the applicability of the financial requirement or quantitative treatment 
limitation).   

The predominant level of a type of requirement or limitation applicable to medical/surgical 
benefits within a classification is the most restrictive level of the requirement or limitation 
that can be imposed on mental health or substance use disorder benefits within that 
classification.  There is a detailed test for determining the predominant level which is 
discussed in the next FAQ.   If, for example, for self-only coverage a $10 copay is the 
predominant level of copay that applies to substantially all inpatient in-network 
medical/surgical benefits, that is the most restrictive copay that can apply to inpatient in-
network mental health or substance use disorder benefits.  With respect to the 
prescription drug classification, there is a special rule for multi-tiered prescription drug 
benefits.2 

The analysis may be complicated depending on your plan’s design.  If you are not sure if 
the requirements or limitations that apply to your mental health or substance use disorder 
benefits are permissible, contact the Department of Labor at www.askebsa.dol.gov or 1-
866-444-3272.

Q6: If as determined under MHPAEA, it is permissible for my plan to impose a 
copay on my inpatient, in-network mental health or substance use disorder 
benefits, is there any restriction on the amount of copay that can apply? 

A6: Yes. The predominant level of a type of requirement or limitation applicable to 
medical/surgical benefits within a classification is the most restrictive level of the 
requirement or limitation that can be imposed on mental health or substance use disorder 
benefits within that classification. 

Generally, the predominant level will apply to more than one-half of the medical/surgical 
benefits in that classification subject to the requirement or limitation.  If there is no single 
level that applies to more than one-half of medical/surgical benefits in the classification, 
the plan can combine levels until the combination of levels applies to more than one-half 
of medical/surgical benefits subject to the requirement or limitation in the classification.3  
The least restrictive level within the combination is considered the predominant level.  The 
determination of the portion of medical/surgical benefits in a classification subject to a 
financial requirement or treatment limitation is based on the dollar amount of all plan 

2 See 29 CFR 2590.712(c)(3)(iii). 
3 For this purpose the plan may combine the most restrictive levels first, with each less restrictive level added to the 
combination until the combination applies to more than one-half of the benefits subject to the financial requirement 
or treatment limitation.  



payments for medical/surgical benefits in the classification expected to be paid under the 
plan for the plan year.   

The analysis may be complicated depending on your plan’s design.  If you are not sure if 
the requirements or limitations that apply to your mental health or substance use disorder 
benefits are permissible, contact the Department of Labor at www.askebsa.dol.gov or 1-
866-444-3272.

Q7: Can my plan impose a higher “specialist” financial requirement with respect to 
mental health and substance use disorder benefits? 

A7: A plan may not create sub-classifications for generalists and specialists to determine 
separate predominant financial requirements and treatment limitations that apply to 
substantially all medical/surgical benefits.  However, if the predominant level of a type of 
financial requirement that applies to substantially all medical/surgical benefits in a 
classification is the one charged for a medical/surgical specialist, then that “specialist” 
financial requirement can be applied for all mental health or substance use disorder 
benefits within that classification.  On the other hand, if the predominant level of a type of 
financial requirement that applies to substantially all medical/surgical benefits in a 
classification is the one charged for a medical/surgical generalist, then the financial 
requirement charged for all mental health or substance use disorder benefits within that 
classification cannot be higher than the “generalist” financial requirement for 
medical/surgical benefits. 

Q8: If a plan previously had separate deductibles for medical/surgical benefits and 
mental health or substance use disorder benefits, how should those 
deductibles be combined now?  

A8: While plans can no longer have separate deductibles, they do have flexibility in how they 
choose to combine these deductibles.  For example, if a plan previously had a $500 
deductible on medical/surgical benefits, and a $500 deductible on mental health or 
substance use disorder benefits, the plan could now choose to have a combined $750 
deductible for all benefits.  As long as there is no separate deductible that applies only to 
mental health or substance use disorder benefits, the plan can set the combined 
deductible at whatever amount it chooses. 

Q9: What are nonquantitative treatment limitations? 

A9: Nonquantitative treatment limitations include: medical management standards limiting or 
excluding benefits based on medical necessity or medical appropriateness, or based on 
whether the treatment is experimental or investigative; formulary design for prescription 
drugs; standards for provider admission to participate in a network, including 
reimbursement rates; plan methods for determining usual, customary, and reasonable 
charges; refusal to pay for higher-cost therapies until it can be shown that a lower-cost 
therapy is not effective (also known as fail-first policies or step therapy protocols); and 
exclusions based on failure to complete a course of treatment.  This is an illustrative, non-
exhaustive list.   



Q10: How does MHPAEA provide for parity with respect to nonquantitative 
treatment limitations? 

A10: Under MHPAEA, a plan may not impose a nonquantitative treatment limitation with 
respect to mental health or substance use disorder benefits in any classification (such as 
inpatient, out-of-network) unless under the terms of the plan as written and in operation, 
any processes, strategies, evidentiary standards, or other factors used in applying the 
limitation to mental health or substance use disorder benefits in the classification are 
comparable to and applied no more stringently than the processes, strategies, evidentiary 
standards or other factors used in applying the limitation with respect to medical/surgical 
benefits in the classification, except to the extent that recognized clinically appropriate 
standards of care may permit a difference. 

Q11: My mental health benefits were denied.  What information am I entitled to 
receive from my plan under MHPAEA? 

A11: Under MHPAEA, the criteria for medical necessity determinations made under a group 
health plan (or health insurance coverage offered in connection with the plan) with respect 
to mental health or substance use disorder benefits must be made available by the plan 
administrator or the health insurance issuer to any current or potential participant, 
beneficiary, or contracting provider upon request.  In addition, under the Employee 
Retirement Income Security Act (ERISA), documents with information on the medical 
necessity criteria for both medical/surgical benefits and mental health or substance use 
disorder benefits are plan documents, and copies must be furnished within 30 days of your 
request.4  Additionally, the individual (or a provider or other individual acting as a patient’s 
authorized representative) may request these documents consistent with the Department 
of Labor claims procedure regulation (and, if the plan is a non-grandfathered health plan, 
the external review requirements added by the Patient Protection and Affordable Care Act 
would apply).5 

Q12: Are there plans that are exempt from MHPAEA? 

A12: Yes.  While MHPAEA applies to most employment-based group health coverage, there are a 
few important exceptions.  Specifically, MHPAEA does not apply to small employers who 
have fewer than 51 employees.6  There is also an increased cost exception available to 
plans that follow guidance issued by the Departments.7  Additionally, plans for State and 
local government employees that are self-insured may opt-out of MHPAEA’s requirements 
if certain administrative steps are taken (such as sending notice to enrollees).8  Finally, 
MHPAEA does not apply to retiree-only plans.9 

4 See 29 U.S.C.1024(b)(4), 1132(c)(1). 
5 See 29 CFR 2560.503-1 and 2590.715-2719.  See also www.dol.gov/ebsa/healthreform for consumer information on 
internal claims and appeals, external review of health plan decisions, and grandfathered health plans under the 
Patient Protection and Affordable Care Act.  
6 For more information on the small employer exception, see Q8 of the FAQs available at 
http://www.dol.gov/ebsa/faqs/faq-aca5.html. 
7 For more information on MHPAEA’s increased cost exemption, see Q11 of the FAQs available at 
http://www.dol.gov/ebsa/faqs/faq-aca5.html. 
8 If you are an employee of a State or local government and would like to know if your employment-based plan has 
opted out, contact HHS at 877-267-2323, ext. 61565 or at phig@cms.hhs.gov. 
9 See 75 FR 34538 at 34539 (June 17, 2010) for more information on special rules for retiree-only plans. 



Q13: Who enforces MHPAEA? 

A13: The Departments of Labor, the Treasury, and Health and Human Services, as well as the 
States, all have important roles with respect to MHPAEA implementation.  The 
Departments are working with plans, issuers, and their service providers to help them 
understand and come into compliance with MHPAEA and to ensure participants and 
beneficiaries receive the benefits they are entitled to under the law.   

Employees with questions about MHPAEA, including complaints about compliance by their 
employment-based group health plans, can contact the Department of Labor at 
www.askebsa.dol.gov or 1-866-444-3272.  The Department of Labor will work with the 
other Federal Departments and the States, as appropriate, to ensure MHPAEA violations 
are corrected.   

Q14: Where can I find more information about the protections available under 
MHPAEA? 

A14: Additional information and FAQs regarding MHPAEA are available on the Department of 
Labor’s MHPAEA webpage at www.dol.gov/ebsa/mentalhealthparity. You may also contact 
a benefit advisor in one of our regional offices at www.askebsa.dol.gov or by calling toll 
free 1-866-444-3272. 
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