
SANGAMON AREA SPECIAL EDUCATION DISTRICT

 HEALTH REIMBURSEMENT ARRANGEMENT PLAN

INTRODUCTION

This Summary Plan Description provides, in general terms, the main features of the Sangamon Area Special Education District Health Reimbursement Arrangement (the “Plan”), how it can work for you and how it can benefit you.  The Plan may provide coverage and reimbursements of medical expenses of an employee, an employee’s spouse or an employee’s dependents, generally excludible from the employee’s income under Sections 105 and 106 of the Internal Revenue Code, of 1986, as amended (the “Code”).

You should read this Summary Plan Description carefully so that you understand the provisions of the Plan and the benefits you will receive.  We want you to be fully informed of the benefits available to you under the Plan both before you enroll and while you are a participant.  You should direct any questions you have to the Administrator.  There is a Plan Document on file, which you may review if you desire.  If there is a conflict between this Summary Plan Description and the Plan Documents, the Plan Documents will control.  Also, if there is a conflict between an insurance contract which funds benefits and either the Plan Document or this Summary Plan Description, the insurance contract will control.

I

ELIGIBILITY

1.
Who is Eligible?

Any full-time or part-time employee of the Employer regularly performing services of at least 17.5 hours per week will be eligible to participate (but temporary or seasonal employees are not eligible).

2.
When can I become a participant in the Plan?

You will become a participant in the Plan on the same day you become eligible to participate in the Health Insurance Plan offered by the Employer.  To become a participant, however, you will be required to complete certain enrollment forms. 

II

OPERATION
1.
How does the Plan operate?

The Plan is an employer-funded medical expense reimbursement arrangement providing reimbursements up to a maximum dollar amount for a coverage period and any unused portion of the maximum dollar amount at the end of the coverage period may not be carried forward to increase the maximum dollar amount in subsequent coverage periods.  The reimbursements are excluded from the employee’s income under Section 105(b) of the Code.
III
CONTRIBUTIONS

1.
How are contributions made under the Plan?

Employer makes contributions under the Plan, and such contributions may not be attributable to salary reduction or otherwise provided under a Section 125 cafeteria plan.

2.
When must I decide what coverage I want?

Except as described in question 4 below, you may elect benefits under the Plan only during the “election period.”

3.
When is the election period for our Plan?

When you first satisfy the Plan’s eligibility requirements and elect to become a participant, and for each Plan Year in which you continue to be a participant, the election period will be established by the Administrator and applied uniformly to all participants.  It will normally be the (30) day period following your eligibility to participate, if you are a new participant.  The Administrator will inform you each year about the election period.  (See the Article entitled “General Information About Our Plan” for the definition of Plan Year.)
4.
May I change my elections during the Plan Year?

The decision to participate will be binding for the full Plan Year.  You may change this election only under the following circumstances:

(a) You may change your participation election prior to the beginning of each new Plan Year.  The election you make will be binding for the new Plan Year.  The Administrator also will announce any special enrollment periods that may be applicable under certain circumstances. 

(b) You may make a new election under the Health Reimbursement Arrangement Plan only if you had a “change in status” and the requested election change is consistent with that change in status.  The events that constitute a change in status include the following:

(i) Events that change your legal marital status, including marriage, death of spouse, divorce, legal separation and annulment. 

(ii) Events that change your number of dependents, including birth, death, adoption and placement for adoption.  (Note: Gaining or losing a dependent who is not a tax dependent—such as a parent, domestic partner or child of a domestic partner—will not be considered an allowable event for an election change). 

(iii) Events that change your employment status or the employment status of your spouse or dependents that effect your eligibility for benefits including a termination or commencement of employment, a strike or lockout, a commencement of or return from an unpaid leave of absence or a change in worksite.

(iv) Events that cause your dependent to satisfy or cease to satisfy eligibility requirements for coverage on account of attainment of age, student status or any similar circumstances.  

(v) A change in your place of residence, the place of residence of your spouse or dependent that effect eligibility for benefits under the Plan. 

For health coverage, the election change is consistent with the status change only if the change in status event affects eligibility for coverage under the benefit plan with respect to which you are requesting an election change.  

There may be other events which are considered to be a change in status.  Also, if there is a change in the premium expense for an insured benefit available under the Plan, we may, if permitted by law, adjust the election you have made for the rest of the Plan Year.  Please contact the Administrator for more information on changes in status.

5.
Are there any other events that allow me to change my decision to participate in the Health Reimbursement Arrangement Plan that do not fit the events listed above?

IRS regulations allow participants to make a mid-year election change to the Health Reimbursement Arrangement Plan for certain “Special Events” that are not specifically addressed in the Changes in Status categories.  These events are:

Exception for COBRA Qualifying Events.  If you, your spouse or dependent gains or loses coverage due to a COBRA qualifying event, you may change your election for the corresponding loss of coverage.  

Judgment, Decree or Order.  If there is a judgment, decree or order resulting from a divorce, legal separation, annulment or change in legal custody that requires a change in health coverage for your child or foster child, you may make an election change to add or drop coverage as ordered. 

Entitlement to Medicare or Medicaid.   If you, your spouse or dependent becomes entitled to Medicare or Medicaid, you may make a prospective election change to cancel or reduce health coverage under the employer’s plan.  If you, your spouse or dependent loses coverage to Medicare or Medicaid, you may make a prospective election to commence or increase coverage under the employer’s plan.

HIPAA Special Enrollment Rights.  If you gain the right to enroll in the employer’s group health plan or to add coverage for a family member under the special enrollment rights of HIPAA, the participant may revoke an election for coverage during a period of coverage and make a new election.  

Significant Curtailment of Coverage that is Not a Loss of Coverage.  If your coverage under the Health Reimbursement Arrangement Plan is significantly curtailed without a loss of coverage, you may revoke your election under the plan that is being curtailed, but must make a new election for similar coverage under a new benefit package option. 

Significant Curtailment of Coverage with a Loss of Coverage.  If your coverage under the Health Reimbursement Arrangement Plan is significantly curtailed with a loss of coverage, you may revoke coverage under the plan being curtailed and make a new election for similar coverage under a new benefit package option, if available.   

Addition or Improvement of Benefit Package Option Providing Similar Coverage.  If during a period of coverage under the Health Reimbursement Arrangement Plan there is a new coverage option or a significantly improved option, you may be allowed to elect the new option or improved benefit option prospectively and change your election with respect to the other benefit option providing similar coverage. 

Coverage Change of Another Employer Plan.  You may change your election under the Health Reimbursement Arrangement Plan if the change is on account of and consistent with a change in another employer’s plan and (i) the change is permitted under the other employer or (ii) the periods of coverage under your plan are different from the periods of coverage under the plan of the other employer.

6.
Can I make a new election if I terminate employment and I am rehired in the same Plan Year?

If you terminate employment and are rehired in less than 30 days, you will re-enter the Plan with the same election you had before you left.  The Employer must allow the full target amount.  In this case, expenses incurred during the time off are not eligible.

7.
May I make new elections in future Plan Years?

Yes, you may.  For each new Plan Year, you may change the elections that you previously made.  You may also choose not to participate in the Plan for the upcoming Plan Year.  Re-enrollment during the annual open enrollment period in the Health Reimbursement Arrangement Plan is required for each Plan Year.

8.
What is the impact of the Family and Medical Leave Act?

Notwithstanding any other provision in this Plan, the Administrator may (a) permit a participant to revoke (and subsequently reinstate) his or her election to the extent the Administrator deems necessary or appropriate to assure the Plan’s compliance with the provisions of the Family and Medical Leave Act of 1993 and any regulation pertaining thereto.  You should consult the Administrator if you have any questions.

9.
What happens if I terminate employment?

If you terminate employment, your participation in the Health Reimbursement Arrangement Plan will automatically terminate.  You can receive reimbursement for eligible health care expenses incurred prior to termination.  However, if coverage would otherwise end due to a qualifying event as outlined in the COBRA laws, you and your covered spouse and dependents may be able to continue coverage under the Plan depending on the nature of the event.  Your benefits administrator will give you information on how to continue coverage under the Health Reimbursement Arrangement Plan, if this is appropriate.  In the event the participant does not elect to continue coverage the participant has up to 30 days after termination occurs to file claims.

IV

BENEFITS

1.
What benefits are available?

The Plan reimburses a participant for qualified medical expenses, as defined under Section 213(d) of the Code, incurred by the employee, the employee’s spouse or the employee’s dependents.  Reimbursements for insurance covering medical care expenses as defined in Section 213(d)(1)(D) of the Code are allowable reimbursements under the Plan, including amounts paid for premiums for accident or health coverage for employees and COBRA qualified beneficiaries.  Refer to Appendix A for the specific coverage available under this Plan.

2.
What medical expenses can be reimbursed?

Medical expenses that will not be reimbursed by your own, your spouse’s or your dependents’ health, dental or vision care insurance (e.g. the cost of eyeglasses) may be claimed for reimbursement under a Health Reimbursement Arrangement.  In general, the expenses not eligible for payment under the Plan are cosmetic-related medical services and medications that do not meaningfully promote the proper function of the body or treat an illness or disease, weight loss programs (except those that are physician required) and health club dues.  Refer to Appendix A for the specific coverage available under this Plan.

3.
How do I file a claim for reimbursement of Medical Expenses?

In order to seek reimbursement, you must submit a claim with documentation of your unreimbursed medical expenses to the Plan Administrator.  The procedure and documentation required by the Plan Administrator are listed as follows:  

First, you must submit your claims under any insurance plan under which the person receiving the medical service is covered - your own, your spouse’s and/or your dependent’s health, dental, vision care, Medicare, etc. plans.  You must submit information from an independent third party describing the service or product, the date of service and the amount of the expense.  You must also fill out a form provided to you by the Plan Administrator.

If the unreimbursed out-of-pocket medical expense is for the purchase of an over-the-counter drug, you must submit a receipt or other document from a third party provider (e.g., grocery store, pharmacy) that identifies the specific over-the-counter drug purchased, and, if the drug is generally used to promote a person’s general health (e.g. vitamins, dietary supplements) and you, your spouse or your dependent are taking the drug to treat a medical condition or to affect a function or structure of the body (e.g., allergy medication, antacids) and not just for general health, you must submit substantiation from a physician or other health care provider that you, your spouse or your dependent are taking such drug for such purpose(s).

The Plan Administrator will process your claim, deduct the money from your Account and provide you with payment of your claim based on the benefit available.

In all circumstances, your claims for reimbursement must be submitted no later than 60 days after the end of the Plan Year in order to be allowed.

4.
What is the impact on my Federal Tax Deduction for Medical Expenses?

Expenses that are reimbursed through the Health Reimbursement Arrangement cannot also be used as deductible expenses when filing your personal income taxes.  However, the Health Reimbursement Arrangement allows you to save taxes on health related expenses (because such reimbursements are excluded from income), even if the expenses do not exceed the 7.5% of your gross income required to claim them as a deduction on your personal income tax return.

5.
What happens to my account if I still have a balance at the end of the Plan Year?

Any amount remaining in your Health Reimbursement Arrangement Account after the last day on which you can submit a claim will be forfeited.  In other words, you must incur services for the entire amount in your Health Reimbursement Arrangement Account on or before December 31 or you lose it.  

V
HIGHLY COMPENSATED AND KEY EMPLOYEES

1.
Do limitations apply to highly compensated employees?

If you are a highly compensated employee or a key employee as defined by IRS, the amount of your contributions and benefits may be limited so that the Plan as a whole does not unfairly favor those who are highly paid.  Plan experience will dictate whether contribution limitations on “highly compensated” employees or “key employees” will apply.  You will be notified of these limitations if you are affected.

VI
ADDITIONAL PLAN INFORMATION

1.
Your Rights Under ERISA

As a participant in the Plan, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA).  ERISA provides that all Plan participants shall be entitled to:
Receive Information About Your Plan and Benefits
Examine, without charge, at the Administrator’s office, all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Pension and Welfare Benefits Administration.
Obtain, upon written request to the Administrator, copies of documents governing the operation of the Plan, including insurance contracts, and copies of the latest annual report (Form 5500 Series) and updated Summary Plan Description.  The Administrator may make a reasonable charge for the copies.

Receive a summary of the Plan’s annual financial report.  The Administrator is required by law to furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage
Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the Plan as a result of a qualifying event.  You or your dependents may have to pay for such coverage.  Review this Summary Plan Description and the documents governing the Plan on the rules governing your COBRA continuation coverage rights.

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, if you have creditable coverage from another plan.  You should be provided a certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage under the plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage or if you request it up to 24 months after losing coverage.  Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.
Prudent Actions by Plan Fiduciaries
In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the operation of the employee benefit plan.  The people who operate your Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan participants and beneficiaries.  No one, including your employer or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request a copy of Plan Documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a Federal court.  In such a case, the court may require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the Administrator.  If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court.  In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in Federal court.  If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal fees.  If you are successful, the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions
If you have any questions about your Plan, you should contact the Plan Administrator.  If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210.  You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

Qualified Medical Child Support Orders

Participants and beneficiaries can obtain, without charge, from the Administrator a copy of the Plan’s procedures governing qualified medical child support order (QMCSO) determinations.

VII
GENERAL INFORMATION ABOUT OUR PLAN

This section contains certain general information which you may need to know about the Plan.

1.
General Plan Information

The name of the Plan is Sangamon Area Special Education District Health Reimbursement Arrangement Plan.

Your Employer has assigned Plan Number 501 to your Plan.

The provisions of the Plan, as initially adopted or subsequently amended and restated, as the case may be, are effective on July 1, 2010 which is the Effective Date.

Your Plan’s records are maintained on a twelve-month period of time.  This is known as the Plan Year.  The Plan Year begins on January 1 and ends on December 31.  The Initial Plan Year shall begin on July 1, 2010 and end on the following December 31, 2010. 
2.
Employer Information

Your Employer’s name, address and identification number are:

Sangamon Area Special Education District
2500 Taylor Avenue
Springfield, Illinois 62703
Employer Identification Number 37-1239066
3.
Plan Administrator Information

The name, title, address and business telephone number of your Plan’s Administrator are:

Sangamon Area Special Education District
2500 Taylor Avenue
Springfield, Illinois 62703

217-786-3250
The Administrator keeps the records for the Plan and is responsible for the administration of the Plan.  The Administrator will also answer any questions you may have about the Plan.

4.
Service of Legal Process

The name and address of the Plan’s agent for service of legal process (the Plan Administrator) is:

Sangamon Area Special Education District
2500 Taylor Avenue

Springfield, Illinois 62703

5.
Type of Administration

The type of Administration is Employer Administration.

VIII
SUMMARY

The money you earn is important to you and your family.  You need it to pay your bills, enjoy recreational activities and save for the future.  The Plan will provide you with reimbursements for medical care benefits while avoiding taxation on such benefits.  The Plan is the result of our continuing efforts to find ways to help you get the most for your earnings.

If you have any questions, please contact the Administrator.

Health Reimbursement Arrangement Appendix A

Schedule of Benefits

Coverage based on In-Network Expenses*
Option 1 – PPO

$2500 deductible / $4500 out of pocket

	Eligible Expenses
	Health Alliance Pays
	SASED HRA Plan Pays**
	You Pay

	First $1000
	$0
	$0
	$1000

	Next $1500
	$0
	$1500
	$0

	Next $10,000 (80/20)
	$8,000
	$0
	$2,000

	All Next $$$
	100%
	$0
	$0

	Totals
	
	$1500
	$3000


Option 2 – 100% PPO HDHP Aggregate

$2500 deductible / $2500 out of pocket

	Eligible Expenses
	Health Alliance Pays
	SASED HRA Plan Pays**
	You Pay

	First $500
	$0
	$0
	$500

	Next $1000
	$0
	$1000
	$0

	Next $1000
	$0
	$0
	$1000

	All Next $$$
	100%
	$0
	$0

	Totals
	
	$1000
	$1500


Option 3 – POSC 1500

$0 deductible / $3000 out of pocket

	Eligible Expenses
	Health Alliance Pays
	SASED HRA Plan Pays**
	You Pay

	First $1500 (Copay & 20%)
	$0
	$0
	$1500

	Next $1,500 (Copay & 20%)
	$0
	$1500
	$0

	All Next $$$
	100%
	$0
	$0

	Totals
	
	$1500
	$1500


*To enroll in the HRA a participant must be concurrently enrolled in the Employer’s Group Health Plan.

**The HRA Plan only reimburses expenses for the employee.

Third Party Administrator

R.W. Troxell & Company

214 South Grand Avenue West

Springfield, Illinois 62704

217-321-3126
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