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Section I: Annual Notices and Forms for All Plans


Medicare Part D Creditable Coverage Notice

Important Notice from [NC1] About Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription drug coverage with [NC1] (the “Plan Sponsor”) and about your options under Medicare’s prescription drug coverage. This information can help you decide whether or not you want to join a Medicare drug plan. If you are considering joining, you should compare your current coverage, including which drugs are covered at what cost, with the coverage and costs of the plans offering Medicare prescription drug coverage in your area. Information about where you can get help to make decisions about your prescription drug coverage is at the end of this notice.

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

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

(2) The Plan Sponsor has determined that the prescription drug coverage offered by the [NP1] is, on average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and is therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th to December 7th.

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

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current Plan Sponsor coverage may be affected. Moreover, if you do decide to join a Medicare drug plan and drop your current Plan Sponsor coverage, be aware that you and your dependents may not be able to get this coverage back.

Please contact the person listed at the end of this notice for more information about what happens to your coverage if you enroll in a Medicare Part D prescription Drug Plan.

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 the Plan Sponsor 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 the Plan Sponsor changes. You also may request a copy of this notice at any time.

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

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

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information about this extra help, visit Social Security on the web at www.socialsecurity.gov or call them at 1-800-772-1213 (TTY 1-800-325-0778).
Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may be required to provide a copy of this notice when you join to show whether or not you have maintained creditable coverage and, therefore, whether or not you are required to pay a higher premium (a penalty).

Date:	[DD1]
Name of Entity/Sender: 	[NC1]
Contact-Position/Office:		[PT2] 
Address:	[CA1]
Phone Number:	[CP1]
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Medicare Part D Non-Creditable Coverage Notice

Important Notice From [NC1] About Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription drug coverage with [NC1] (the “Plan Sponsor”) 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 Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium.

(2) The Plan Sponsor has determined that the prescription drug coverage offered by the [NP1] (the “Plan”) 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 Plan. 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 the Plan. 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.

However, if you decide to drop your current coverage with the Plan Sponsor, since it is employer/union sponsored group coverage, you will be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan; however you also may pay a higher premium (a penalty) because you did not have creditable coverage under the Plan.
[Q2]

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
Since the coverage under the Plan, is not creditable, depending on how long you go without creditable prescription drug coverage you may pay a penalty to join a Medicare drug plan. 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.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current Plan Sponsor coverage may be affected. Moreover, if you do decide to join a Medicare drug plan and drop your current Plan Sponsor coverage, be aware that you and your dependents may not be able to get this coverage back.

Please contact the person listed at the end of this notice for more information about what happens to your coverage if you enroll in a Medicare Part D prescription Drug Plan.

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 the Plan Sponsor 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:	[DD1]
	Name of Entity/Sender: 	[NC1]
	Contact-Position/Office: 	[PT2] 
	Address: 	[CA1]
	Phone Number:	[CP1]


CHIPRA/CHIP Notice
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 January 31, 2019 Contact your State for more information on eligibility –
	ALABAMA – Medicaid
	FLORIDA – Medicaid

	Website: http://myalhipp.com/
Phone: 1-855-692-5447
	Website: http://flmedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268

	ALASKA – Medicaid
	GEORGIA – Medicaid 

	The AK Health Insurance Premium Payment Program
Website:  http://myakhipp.com/ 
Phone:  1-866-251-4861
Email:  CustomerService@MyAKHIPP.com 
Medicaid Eligibility:  http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
	Website: Medicaid
www.medicaid.georgia.gov 
- Click on Health Insurance Premium Payment (HIPP)
Phone: 404-656-4507

	ARKANSAS – Medicaid
	INDIANA – Medicaid 

	Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)
	Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: http://www.indianamedicaid.com
Phone 1-800-403-0864

	IOWA – Medicaid
	KANSAS – Medicaid

	Website: 
http://dhs.iowa.gov/hawk-i 
Phone: 1-800-257-8563
	Website: http://www.kdheks.gov/hcf/
Phone: 1-785-296-3512


	KENTUCKY – Medicaid
	NEW HAMPSHIRE – Medicaid

	Website: https://chfs.ky.gov 
Phone: 1-800-635-2570
	Website: https://www.dhhs.nh.gov/oii/hipp.htm 
Phone: 603-271-5218
Toll-Free:  1-800-852-3345, ext 5218

	
LOUISIANA – Medicaid
	NEW JERSEY – Medicaid and CHIP

	Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
Phone: 1-888-695-2447
	Medicaid Website: 

http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

	MAINE – Medicaid
	NEW YORK – Medicaid

	Website: http://www.maine.gov/dhhs/ofi/public-assistance/index.html
Phone: 1-800-442-6003
TTY: Maine relay 711
	Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831

	MASSACHUSETTS – Medicaid and CHIP
	NORTH CAROLINA – Medicaid

	Website: http://www.mass.gov/eohhs/gov/departments/masshealth/
Phone: 1-800-862-4840
	Website:  https://dma.ncdhhs.gov/ 
Phone:  919-855-4100

	MINNESOTA – Medicaid
	NORTH DAKOTA – Medicaid

	Website: https://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/other-insurance.jsp 
Phone: 1-800-657-3739 or 651-431-2670
	Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

	MISSOURI – Medicaid
	OKLAHOMA – Medicaid and CHIP

	Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005
	Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

	MONTANA – Medicaid
	OREGON – Medicaid and CHIP

	Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084
	Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

	NEBRASKA – Medicaid
	PENNSYLVANIA – Medicaid

	Website:  http://www.ACCESSNebraska.ne.gov
Phone: (855) 632-7633
Lincoln: (402) 473-7000
Omaha: (402) 595-1178
	Website: http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
Phone: 1-800-692-7462

	NEVADA – Medicaid
	RHODE ISLAND – Medicaid

	Medicaid Website:  http://dhcfp.nv.gov 
Medicaid Phone:  1-800-992-0900
	Website: http://www.eohhs.ri.gov/
Phone: 855-697-4347





	SOUTH CAROLINA – Medicaid
	VIRGINIA – Medicaid and CHIP

	Website: https://www.scdhhs.gov
Phone: 1-888-549-0820
	Medicaid Website: http://www.coverva.org/programs_premium_assistance.cfm
Medicaid Phone:  1-800-432-5924
CHIP Website: http://www.coverva.org/programs_premium_assistance.cfm
CHIP Phone: 1-855-242-8282

	SOUTH DAKOTA - Medicaid
	WASHINGTON – Medicaid

	Website: http://dss.sd.gov
Phone: 1-888-828-0059
	Website: http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
Phone:  1-800-562-3022 ext.  15473

	TEXAS – Medicaid
	WEST VIRGINIA – Medicaid

	Website: http://gethipptexas.com/
Phone: 1-800-440-0493
	Website:  http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

	UTAH – Medicaid and CHIP
	WISCONSIN – Medicaid and CHIP

	Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669
	Website: 
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Phone: 1-800-362-3002

	VERMONT– Medicaid
	WYOMING – Medicaid

	Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427
	Website: https://health.wyo.gov/healthcarefin/medicaid/
Phone: 307-777-7531




To see if any other states have added a premium assistance program since January 31, 2019, or for more information on special enrollment rights, contact either:


Employee Benefits Security Administration 	Centers for Medicare & Medicaid Services

U.S.  Department of Labor 			U.S.  Department of Health and Human Services	
www.dol.gov/agencies/ebsa 			www.cms.hhs.gov                                           
1-866-444-EBSA (3272)	1-877-267-2323, Menu Option 4, Ext.  61565 



Annual Notice of Women’s Health and Cancer Rights Act

Do you know that your plan, as required by the Women’s Health and Cancer Right Act of 1998, provides benefits for mastectomy-related services, including all stages of reconstruction and surgery to achieve symmetry between the breasts, prostheses and treatment for complications resulting from a mastectomy, including lymphedema? Call your plan administrator at [PP2] for more information.
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Section II: Annual Notices and Forms that Apply to Some Employers or Plans


Wellness Program Disclosure (EEOC language updated) – Applies to employers with wellness programs.

HIPAA Wellness Notice

Your health plan is committed to helping you achieve your best health. Rewards for participating in a wellness program are available to all participants.  If you think you might be unable to meet a standard for a reward under this wellness program, you might qualify for an opportunity to earn the same reward by different means. Contact [PN2], [PT2], at [PA2], [PP2], [PE2] and we will work with you (and, if you wish, with your doctor) to find a wellness program with the same reward that is right for you in light of your health status, if you are eligible for an alternate standard.

EEOC Wellness Notice

[WN3] is a voluntary wellness program available to all employees. The program is administered according to federal rules permitting employer-sponsored wellness programs that seek to improve employee health or prevent disease, including the Americans with Disabilities Act of 1990, the Genetic Information Nondiscrimination Act of 2008, and the Health Insurance Portability and Accountability Act, as applicable, among others. [Q6] [Q6a]

[Q7A – If you choose to participate in the wellness program, you will be asked to complete a biometric screening, which will include a blood test for [Q7B].You are not required to participate in the blood test or other medical examinations.] 

[Q4 - However, employees who choose to participate in the wellness program will receive an incentive of [Q8 - indicate the incentive] for [Q8B - specify criteria]. Although you are not required to participate, only employees who do so will receive the incentive.]

[Q9A - Additional incentives of up to [Q9B] may be available for employees who participate in certain health-related activities [Q9C] or achieve certain health outcomes [Q9D]. If you are unable to participate in any of the health-related activities or achieve any of the health outcomes required to earn an incentive, you may be entitled to a reasonable accommodation or an alternative standard. [Q9e]

[Q10 - Your results will be used to provide you with information to help you understand your current health and potential risks, and may also be used to offer you services through the wellness program, such as [Q10D]. You also are encouraged to share your results or concerns with your own doctor.]

Protections from Disclosure of Medical Information

We are required by law to maintain the privacy and security of your personally identifiable health information. Although the wellness program and [NC1] may use aggregate information it collects to design a program based on identified health risks in the workplace, [WN3] will never disclose any of your personal information either publicly or to the employer, except as necessary to respond to a request from you for a reasonable accommodation needed to participate in the wellness program, or as expressly permitted by law. Medical information that personally identifies you that is provided in connection with the wellness program will not be provided to your supervisors or managers and may never be used to make decisions regarding your employment.

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to the extent permitted by law to carry out specific activities related to the wellness program, and you will not be asked or required to waive the confidentiality of your health information as a condition of participating in the wellness program or receiving an incentive. Anyone who receives your information for purposes of providing you services as part of the wellness program will abide by the same confidentiality requirements. The only individual(s) who will receive your personally identifiable health information is (are) [Q11 - indicate who will receive information such as "a registered nurse," "a doctor," or "a health coach"] in order to provide you with services under the wellness program.

In addition, all medical information obtained through the wellness program will be maintained separate from your personnel records, information stored electronically will be encrypted, and no information you provide as part of the wellness program will be used in making any employment decision. [Q12 - Specify any other or additional confidentiality protections if applicable.] Appropriate precautions will be taken to avoid any data breach, and in the event a data breach occurs involving information you provide in connection with the wellness program, we will notify you immediately.

You may not be discriminated against in employment because of the medical information you provide as part of participating in the wellness program, nor may you be subjected to retaliation if you choose not to participate.

If you have questions or concerns regarding this notice, or about protections against discrimination and retaliation, please contact [PN2], [PT2] at [PA2], [PP2], [PE2].


Notice of Availability of HIPAA Notice of Privacy Practices – Only applies to employers who have access to PHI.

[NC1]
[CA1]
[DD1]

To: Participants in the [Q13 – List Plan Names Here]

From: [PN2], [PT2] 

Re: Availability of Notice of Privacy Practices

The [Q13 – List Plan Names Here] (each a “Plan”) maintains a Notice of Privacy Practices that provides information to individuals whose protected health information (PHI) will be used or maintained by the Plan. If you would like a copy of the Plan's Notice of Privacy Practices, please contact [HN4], [HT4] at [HA4], [HP4], [HE4].


Patient Protection Disclosures – Only applies to plans that require the designation of a primary care provider.

[Q14 - For plans that require or allow for the designation of primary care providers by participants or beneficiaries, insert:

[NP1] generally requires the designation of a primary care provider.  You have the right to designate any primary care provider who participates in our network and who is available to accept you or your family members.  [Q15 - If the plan or health insurance coverage designates a primary care provider automatically, insert: Until you make this designation, [NP1] designates one for you.]  For information on how to select a primary care provider, and for a list of the participating primary care providers, contact the [PN2], [PT2] at [PA2], [PP2], [PE2].  

[Q16 - For plans that require or allow for the designation of a primary care provider for a child, add: For children, you may designate a pediatrician as the primary care provider. ]

[Q17 - For plans that provide coverage for obstetric or gynecological care and require the designation by a participant or beneficiary of a primary care provider, add:

You do not need prior authorization from [NP1] or from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our network who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for making referrals.  For a list of participating health care professionals who specialize in obstetrics or gynecology, contact the [PN2], [PT2] at [PA2], [PP2], [PE2]. 


Notice of Grandfathered Plan Status – Only applies to plans that are grandfathered under the Affordable Care Act.

The [NP1] (the “Plan”) believes this [Q19 - plan or [specify coverage options]] is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act).  As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted.  Being a grandfathered health plan means that your [Q19 - plan or [specify coverage options]] may not include certain consumer protections of the Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing.  However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.  

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what might cause a plan to change from grandfathered health plan status can be directed to the plan administrator at [PN2], [PT2] at [PA2], [PP2], [PE2].  You may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a table summarizing which protections do and do not apply to grandfathered health plans.



Second Social Security/Taxpayer ID Number Solicitation – For employers subject to ACA pay or play who did not receive spouse/dependent SSNs/TINs at enrollment

Second Annual Solicitation Request

[Date of Letter – For Client Mail Merge]

Dear [Employee – For Client Mail Merge]

Subject: IMPORTANT INFORMATION REQUEST – ACTION REQUIRED NO LATER THAN [Q23 - SSN 2nd Deadline] 

We are writing to remind you that we have not yet received your/your dependent(s)’ legal name as it appears in your/their Social Security Card or Individual Taxpayer Identification Letter, and your/ your dependent(s)’ Social Security Number or Taxpayer Identification Number (or the name or Social Security/Taxpayer Identification Number we received is incorrect).  On an annual basis, [NC1] is required to report to the Internal Revenue Service the names and Social Security information of the individuals enrolled in the [NC1] medical plan (IRC Sections 6055 and 6056). Failure to report this information to the IRS may subject you/your dependents to a $50 penalty and potentially [NC1] to the imposition of penalties. 

If your dependent(s) do not have a Social Security Number or Individual Taxpayer Identification Number, you can apply for an Individual Tax Payer Identification number, by visiting the IRS website at https://www.irs.gov/individuals/individual-taxpayer-identification-number-itin.

This request requires your immediate attention as [NC1] needs this information to complete tax filings with the Internal Revenue Service, as required by the Affordable Care Act (“ACA”).  

[Q22a]

Please complete this by [Q23a].

The information will be stored in the Company’s Human Resource Information System.  Access is to the data is limited to the HR and Payroll staff members involved in managing the health plan and IRS reporting.

Sincerely,
[NC1]
[PN2], [PT2]

[Q22 - IF BY PAPER:

	Employee Legal Name:
	Social Security Number

	
	

	Dependent Legal Name:
	Social Security Number

	
	

	Dependent Legal Name:	
	Social Security Number

	
	

	Dependent Legal Name:	
	Social Security Number

	
	


]
ACA Section 1557 Nondiscrimination Notice and Taglines – Applies to employers receiving federal financial assistance

[NC1] (the “Employer”) complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.  Your Employer does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Employer:
· Provides free aids and services to people with disabilities to communicate effectively with us, such as:
· Qualified sign language interpreters
· Written information in other formats (large print, audio, accessible electronic formats, other formats)
· Provides free language services to people whose primary language is not English, such as:
· Qualified interpreters
· Information written in other languages

If you need these services, contact [RN5]
If you believe that your Employer has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: [RN5], [RT5] at [RM5], [RP5], [RY5], [RF5], [RE5]. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, [RN5], [RT5] is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

[Q25 - NOTE: The covered entity must include taglines at the end of the notice in the top 15 languages spoken in the relevant state or states in which the covered entity has employees.
A list of states with the relevant language is available here: https://www.hhs.gov/sites/default/files/resources-for-covered-entities-top-15-languages-list.pdf
Only include the taglines below that are relevant to the client.  Delete the others.  They are listed below from generally most common to least common, but you can search for the specific languages.
The client will need to provide the phone numbers for language assistance (including TTY services for hearing impaired, if offered).  If the client does not have a TTY service, the TTY number can be deleted.
Spanish: ATENCIÓN:  si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.  Llame al 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Chinese: 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx）。

Vietnamese: CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Korean: 주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다.  1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)번으로 전화해 주십시오.

Tagalog: PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.  Tumawag sa 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Russian: ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода.  Звоните 1-xxx-xxx-xxxx (телетайп: 1-xxx-xxx-xxxx).

Arabic:
ملحوظة:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم 1-xxx-xxx-xxxx (رقم هاتف الصم والبكم: 1-xxx-xxx-xxxx).

Haitian Creole: ATANSYON:  Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

French: ATTENTION :  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement.  Appelez le 1-xxx-xxx-xxxx (ATS : 1-xxx-xxx-xxxx).

Polish: UWAGA:  Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej.  Zadzwoń pod numer 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Portuguese: ATENÇÃO:  Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Italian: ATTENZIONE:  In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.  Chiamare il numero 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

German: ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung.  Rufnummer: 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Japanese: 注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx）まで、お電話にてご連絡ください。


Farsi:
توجه: اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رایگان برای شما فراهم می باشد. با 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx) تماس بگیرید.

Hindi: ध्यान दें:  यदि आप हिंदी बोलते हैं तो आपके लिए मुफ्त में भाषा सहायता सेवाएं उपलब्ध हैं। 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx) पर कॉल करें।

Armenian: ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝  Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել լեզվական աջակցության ծառայություններ:  Զանգահարեք 1-xxx-xxx-xxxx (TTY (հեռատիպ)՝ 1-xxx-xxx-xxxx):

Gujarati: સુચના: જો તમે ગુજરાતી બોલતા હો, તો નિ:શુલ્ક ભાષા સહાય સેવાઓ તમારા માટે ઉપલબ્ધ છે. ફોન કરો  1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Hmong: LUS CEEV:  Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj.    Hu rau 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Urdu:
خبردار: اگر آپ اردو بولتے ہیں، تو آپ کو زبان کی مدد کی خدمات مفت میں دستیاب ہیں ۔ کال کریں 1-xxx-xxx-xxxx  (TTY: 1-xxx-xxx-xxxx).

Cambodian: ប្រយ័ត្ន៖  បើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, សេវាជំនួយផ្នែកភាសា ដោយមិនគិតឈ្នួល គឺអាចមានសំរាប់បំរើអ្នក។  ចូរ ទូរស័ព្ទ 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)។

Punjabi: ਧਿਆਨ ਦਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਦੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਵਿੱਚ ਸਹਾਇਤਾ ਸੇਵਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਧ ਹੈ। 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx) 'ਤੇ ਕਾਲ ਕਰੋ।

Bengali: লক্ষ্য করুনঃ যদি আপনি বাংলা, কথা বলতে পারেন, তাহলে নিঃখরচায় ভাষা সহায়তা পরিষেবা উপলব্ধ আছে। ফোন করুন ১-xxx-xxx-xxxx (TTY: ১-xxx-xxx-xxxx)।

Yiddish:
אויפמערקזאם: אויב איר רעדט אידיש, זענען פארהאן פאר אייך שפראך הילף סערוויסעס פריי פון אפצאל. רופט 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Amharic: ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 1-xxx-xxx-xxxx (መስማት ለተሳናቸው: 1-xxx-xxx-xxxx).

Thai: เรียน:  ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริการช่วยเหลือทางภาษาได้ฟรี  โทร 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Oromo: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.  Bilbilaa 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Ilocano: PAKDAAR:  Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.  Awagan ti 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Lao: ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).
Albanian: KUJDES:  Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës gjuhësore, pa pagesë.  Telefononi në 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Serbo-Croatian: OBAVJEŠTENJE:  Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne su vam besplatno.  Nazovite 1-xxx-xxx-xxxx (TTY- Telefon za osobe sa oštećenim govorom ili sluhom: 1-xxx-xxx-xxxx).

Ukranian: УВАГА!  Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  Телефонуйте за номером 1-xxx-xxx-xxxx (телетайп:  1-xxx-xxx-xxxx).

Nepali: ध्यान दिनुहोस्: तपार्इंले नेपाली बोल्नुहुन्छ भने तपार्इंको निम्ति भाषा सहायता सेवाहरू निःशुल्क रूपमा उपलब्ध छ । फोन गर्नुहोस् 1-xxx-xxx-xxxx (टिटिवाइ: 1-xxx-xxx-xxxx) ।

Dutch: AANDACHT:  Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten.  Bel 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Karen:
[image: ]
1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Samoan: MO LOU SILAFIA: Afai e te tautala  Gagana fa'a Sāmoa, o loo iai auaunaga  fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 1- xxx-xxx-xxxx.

Marshallese: LALE: Ñe kwōj kōnono Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ ilo kajin ṇe aṃ ejjeḷọk wōṇāān. Kaalọk 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)
Romanian: ATENȚIE:  Dacă vorbiți limba română, vă stau la dispoziție servicii de asistență lingvistică, gratuit.  Sunați la 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Trukese: MEI AUCHEA:  Ika iei foosun fonuomw: Foosun Chuuk, iwe en mei tongeni omw kopwe angei aninisin chiakku, ese kamo.  Kori 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Tongan: FAKATOKANGA’I:  Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai atu ha tokoni ta’etotongi, pea teke lava ‘o ma’u ia.  Telefoni mai 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Bisayan: ATENSYON:  Kung nagsulti ka og Cebuano, aduna kay magamit nga mga serbisyo sa tabang sa lengguwahe, nga walay bayad.  Tawag sa 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Bantu-Kirundi: ICITONDERWA:  Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu.  Woterefona 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Swahili: KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata, huduma za lugha, bila malipo.  Piga simu 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Indonesian: PERHATIAN:  Jika Anda berbicara dalam Bahasa Indonesia, layanan bantuan bahasa akan tersedia secara gratis.  Hubungi 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Turkish: DİKKAT:  Eğer Türkçe konuşuyor iseniz, dil yardımı hizmetlerinden ücretsiz olarak yararlanabilirsiniz.  1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx) irtibat numaralarını arayın.


Kurdish:
ئاگاداری:  ئەگەر بە زمانی کوردی قەسە دەکەیت، خزمەتگوزاریەکانی یارمەتی زمان، بەخۆڕایی، بۆ تۆ بەردەستە.  پەیوەندی بە 1- xxx-xxx-xxxx (TTY (1-xxx-xxx-xxxx بکە.

Teluga: శ్రద్ధ పెట్టండి:  ఒకవేళ మీరు తెలుగు భాష మాట్లాడుతున్నట్లయితే, మీ కొరకు తెలుగు భాషా సహాయక సేవలు ఉచితంగా లభిస్తాయి.  1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx) కు కాల్ చేయండి.

Nilotic-Dinka: PIŊ KENE: Na ye jam në Thuɔŋjaŋ, ke kuɔny yenë kɔc waar thook atɔ̈ kuka lëu yök abac ke cïn wënh cuatë piny. Yuɔpë 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)

Norwegian: MERK:  Hvis du snakker norsk, er gratis språkassistansetjenester tilgjengelige for deg.  Ring 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Catalan: ATENCIÓ:  Si parleu Català, teniu disponible un servei d”ajuda lingüística sense cap càrrec.  Truqueu al 1-xxx-xxx-xxxx (TTY o teletip: 1-xxx-xxx-xxxx).

Greek: ΠΡΟΣΟΧΗ: Αν μιλάτε ελληνικά, στη διάθεσή σας βρίσκονται υπηρεσίες γλωσσικής υποστήριξης, οι οποίες παρέχονται δωρεάν. Καλέστε 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Ibo:
[image: ]
Call: 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Yoruba:
[image: ]
1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Pohnpeian: Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan ahpw wasa me ntingie [Lokaiahn Pohnpei] komw kalangan oh ntingidieng ni lokaiahn Pohnpei.
Call 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Pennsylvania Dutch: Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Hawaiian: E NĀNĀ MAI:  Inā hoʻopuka ʻoe i ka ʻōlelo [hoʻokomo ʻōlelo], loaʻa ke kōkua manuahi iā ʻoe.
E kelepona iā 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Fulfulde: MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Cherokee: Hagsesda: iyuhno hyiwoniha [tsalagi gawonihisdi]. Call 1 – xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)

Chamorro: ATENSIÓN: Yanggen un tungó [I linguahén Chamoru], i setbision linguahé gaige para hagu dibatde ha .  Agang I 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).

Assyrian: 
ܙܘܼܗܵܪܵܐ: ܐܸܢ ܐܲܚܬܘܿܢ ܟܹܐ ܗܲܡܙܸܡܝܼܬܘܿܢ ܠܸܫܵܢܵܐ ܐܵܬܘܿܪܵܝܵܐ، ܡܵܨܝܼܬܘܿܢ ܕܩܲܒܠܝܼܬܘܿܢ ܚܸܠܡܲܬܹܐ ܕܗܲܝܲܪܬܵܐ ܒܠܸܫܵܢܵܐ ܡܲܓܵܢܵܐܝܼܬ. ܩܪܘܿܢ ܥܲܠ ܡܸܢܝܵܢܵܐ 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)


Burmese:
[image: ]
[image: ]1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx) [image: ]

Navajo:
[image: ]
[image: ]1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx)

Bassa: Dè ɖɛ nìà kɛ dyéɖé gbo: Ɔ jǔ ké m̀ [Ɓàsɔ́ɔ̀-wùɖù-po-nyɔ̀] jǔ ní, nìí, à wuɖu kà kò ɖò po-poɔ̀ ɓɛ́ìn m̀ gbo kpáa. Ɖá 1-xxx-xxx-xxxx (TTY:1-xxx-xxx-xxxx)

Choctaw: ANOMPA PA PISAH:  [Chahta] makilla ish anompoli hokma, kvna hosh Nahollo Anompa ya pipilla hosh chi tosholahinla.   Atoko, hattak yvmma im anompoli chi bvnnakmvt, holhtina pa payah: 1-xxx-xxx-xxxx (TTY: 1-xxx-xxx-xxxx).


Health Insurance Waiver Form (Optional) – For plans that don’t enroll electronically and/or want proof of employees declining coverage

Note: The employer may need to revise this document according to its Plan terms and administration. 

	Employee Name:

	Manager:

	Date:
	Department:
	Position:




Employee Initials:

_________	I acknowledge that I (and any eligible dependents) have been offered coverage with the opportunity to enroll or decline in the [NP1].

_________	I decline enrolling myself or eligible dependents in the group health plan coverage because: 
	
	Employee (check one):
· I decline medical coverage and do not have insurance
· I decline medical coverage because I have other insurance coverage provided by (check one): 
· Insurance Company Name:____________________________________
Policy/Group Number: _______________________________________
· Through (Employer Name):____________________________________

Employee’s Dependents (check if applicable):
· I decline medical coverage for my eligible dependents. Below is a list of each dependent and the reason for the declinations.
· ____________________________________________________________________________
· ____________________________________________________________________________
· ____________________________________________________________________________
· ____________________________________________________________________________
· ____________________________________________________________________________

Notice of Possible Enrollment Rights
If you or a member of your family loses coverage or has a change in family or employment circumstances, you or they may be eligible to enroll before the next open enrollment.  Contact [PN2], [PT2] at [PA2], [PP2], [PE2] for more information if you think this may apply to you.

Printed Name:

Date:

Signature:


Section III: Notices and Forms that Apply Before, On, or Shortly After Initial Enrollment


Notice of Marketplace Coverage Options – Must be provided within 14 days of day of hire. 

New Health Insurance Marketplace Coverage Options and Your Health Coverage









PART A: General Information
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic information about the new Marketplace and employment­based health coverage offered by your employer.
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. You may also be eligible for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance coverage through the Marketplace begins November 1, 2018 for coverage starting January 1, 2019.
Can I Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on your household income.
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax 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 meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of your family) is more than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit.1
Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax basis.
How Can I Get More Information?
For more information about your coverage offered by your employer, please check your summary plan description or contact. [PN2], [PT2] at [PA2], [PP2], [PE2].
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. 
1 An employer-sponsored 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.
Part B: Information About Health Coverage Offered by Your Employer
	3. Employer name	
[NC1]
	4. Employer Identification Number (EIN)
[EN1]

	5. Employer address, 7. City, 8. State, 9. Zip Code
[CA1]
	6. Employer phone number
[CP1]

	10. Who can we contact about employee health coverage at this job?
[PN2], [PT2]

	11. Phone number (if different from above)
[PP2]
	12. Email address
[PE2]


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.

Here is some basic informtion about health coverage offered by this employer:
· As your employer, we offer a health plan to:
☐	All employees. Eligible employees are:Q26

☐	Some employees. Eligible employees are:

· With respect to dependents:
☐	We do offer coverage. Eligible dependents are:Q27

☐	We do not offer coverage.
☐	If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be affordable, based on employee wages.
Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount through the Marketplace. The Marketplace will use your household income, along with other factors, to determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed mid-year, or if you have other income losses, you may still qualify for a premium discount.
 
Notice of Special Enrollment Rights – Must be provided at or prior to initial enrollment.  

If you are declining enrollment 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 no later than [Q29 - insert “30 days” or any longer period that applies under the plan] 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 no later than [Q29 - insert “30 days” or any longer period that applies under the plan] after the marriage, birth, adoption, or placement for adoption.

Effective April 1, 2009, if either of the following two events occur, you will have [Q30 - insert “60 days” or any longer period that applies under the plan] after the date of the event to request enrollment in your employer’s plan:

· Your dependents lose Medicaid or CHIP coverage because they are no longer eligible.
· Your dependents become eligible for a state’s premium assistance program.

To take advantage of special enrollment rights, you must experience a qualifying event and provide the employer plan with timely notice of the event and your enrollment request. [Q31 - Insert any other requirements or conditions – such as the need to submit a particular form or submit the request in a particular way].

To request special enrollment or obtain more information, contact [NC1], Human Resource Dept. at [CP1].
First Social Security Number Solicitation – For employers subject to ACA pay or play who did not receive spouse/dependent SSNs/TINs at enrollment

First Annual Solicitation

[Date of Letter – For Client Mail Merge]

Dear [Employee – For Client Mail Merge]

Subject: IMPORTANT INFORMATION REQUEST – ACTION REQUIRED BY [Q32 - SSN 1ST DEADLINE]

To avoid penalties under the Affordable Care Act (“ACA”) both you and [NC1] are required to report annually to the IRS whether you and your dependents were offered medical insurance.  Under the new ACA reporting requirements (IRC Section 6055 and 6056), we are required to accurately report your/your dependent(s)’ legal name as it appears in your/their Social Security Card or Individual Taxpayer Identification Letter, and your/ your dependent(s)’ Social Security Number or Individual Taxpayer Identification Number.  Failure to respond could subject you to a $50 penalty.

We request that you to confirm your/your dependent(s)’ legal name as it appears in your/their Social Security Card and/or Individual Taxpayer Identification Letter, and your/ your dependent(s)’ Social Security Number or Individual Taxpayer Identification Number.  This request requires your immediate attention.  

[Q22a]

Please complete this by [Q32 - SSN 1st Deadline].

If your dependent(s) do not have a Social Security Number, you can apply for an Individual Tax Payer Identification number, by visiting the IRS website at https://www.irs.gov/individuals/individual-taxpayer-identification-number-itin.

The information will be stored in the Company’s Human Resource Information System. Access is to the data is limited to the HR and Payroll staff members involved in managing the health plan and IRS reporting.

Sincerely,
[NC1]
[PN2], [PT2]

[Q22 - IF BY PAPER:

	Employee Legal Name:
	Social Security Number

	
	

	Dependent Legal Name:
	Social Security Number

	
	

	Dependent Legal Name:	
	Social Security Number

	
	

	Dependent Legal Name:	
	Social Security Number

	
	


]





General COBRA Notice – Must be provided 90 days after coverage begins

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.  

[bookmark: _DV_M34]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 [Q34- must pay OR aren’t required to 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.”

[Q36 - Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying event.  If a proceeding in bankruptcy is filed with respect to [NC1], and that bankruptcy results in the loss of coverage of any retired employee covered under the Plan, the retired employee will become a qualified beneficiary.  The retired employee’s spouse, surviving spouse, and dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their coverage under the Plan. ]
When is COBRA continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified that a qualifying event has occurred.  The employer must notify the Plan Administrator of the following qualifying events:
· The end of employment or reduction of hours of employment; 
· Death of the employee; 
· [Q36 -  Commencement of a proceeding in bankruptcy with respect to the employer;]; or 
· The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within [Q37 - 60 days] after the qualifying event occurs.  You must provide this notice to: [PN2].  [Q38 - Add description of any additional Plan procedures for this notice, including a description of any required information or documentation.]
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.  [Q39 - Add description of any additional Plan procedures for this notice, including a description of any required information or documentation, the name of the appropriate party to whom notice must be sent, and the time period for giving notice.] 
Second qualifying event extension of 18-month period of continuation coverage
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the spouse and dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 months, if the Plan is properly notified about the second qualifying event.  This extension may be available to the spouse and any dependent children getting COBRA continuation coverage if the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent child.  This extension is only available if the second qualifying event would have caused the spouse or dependent child to lose coverage under the Plan had the first qualifying event not occurred.

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

If you have questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts identified below.  For more information about your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  (Addresses 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
[ON6], [OT6] at [OA6], [OP6], [OE6].
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