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BENEFIT BOOK INSERT

for

Department of Employee Trust Funds
Wisconsin Public Employers Standard Plan (ET-2131)
Effective January 1, 2011, the following revisions are made to this benefit book.  Please retain with your booklet for reference.
1.
The definitions of BENEFITS AND DEPENDENT in section “DEFINITIONS” are deleted and replaced with the following:

BENEFITS mean payments for HOSPITAL SERVICES, PROFESSIONAL SERVICES and OTHER SERVICES under the HEALTH BENEFIT PLAN.  

DEPENDENT means, as provided herein, the SUBSCRIBER’S:

1.
Spouse;

2.
DOMESTIC PARTNER, if elected;

3.
Child;

4.
Legal ward who becomes a legal ward of the SUBSCRIBER prior to age 19, but not a temporary ward;

5.
Adopted child when placed in the custody of the parent as provided by Wis. Stats. § 632.896;

6.
Stepchild;

7.
Child of the DOMESTIC PARTNER covered under the PLAN;

8.
Grandchild if the parent is a dependent child.  

A grandchild ceases to be a DEPENDENT at the end of the month in which the dependent child (parent) turns age 18.

A spouse and a stepchild cease to be DEPENDENTS at the end of the month in which a marriage is terminated by divorce or annulment.  A DOMESTIC PARTNER and his or her child cease to be DEPENDENTS at the end of the month in which the domestic partnership is no longer in effect.  

All other children cease to be DEPENDENTS at the end of the month in which they turn 26 years of age, except that:

1.
An unmarried dependent child who is incapable of self-support because of a physical or mental disability that can be expected to be of long-continued or indefinite duration of at least one year is an eligible DEPENDENT, regardless of age, so long as the child remains so disabled if he or she is dependent on the SUBSCRIBER (or the other parent) for at least 50% of the child’s support and maintenance as demonstrated by the support test for federal income tax purposes, whether or not the child is claimed. WPS will monitor mental or physical disability at least annually, terminating coverage prospectively upon determining the DEPENDENT is no longer so disabled, and will assist the DEPARTMENT in making a final determination if the SUBSCRIBER disagrees with WPS’ determination.

2.
After attaining age 26, as required by Wis. Stat. § 632.885, a DEPENDENT includes a child that is not married and is not eligible for coverage under a group health insurance plan that is offered by the child’s employer and for which the amount of the child’s premium contribution is no greater than the premium amount for his or her coverage as a DEPENDENT under the PLAN.  The child ceases to be a DEPENDENT at the end of the month in which he or she:

a.
turns 27 years of age, or

b.
is no longer a full-time student, regardless of age, who was called to federal 


active duty when the child was under the age of 27 years and while the child was

attending, on a full-time basis, an institution of higher education.

A child born outside of marriage becomes a DEPENDENT of the father on the date of the court order declaring paternity or on the date the acknowledgment of paternity is filed with the Department of Children and Families (or equivalent if the birth was outside of Wisconsin) or a birth certificate listing the father’s name.  The EFFECTIVE DATE of coverage will be the date of birth if a statement of paternity or a court order is filed within 60 days of the birth.  

A child who is considered a DEPENDENT ceases to be a DEPENDENT on the date the child becomes covered under the PLAN as an eligible EMPLOYEE.

Any DEPENDENT eligible for BENEFITS who is not listed on an application for coverage will be provided BENEFITS based on the date of notification with coverage effective the first of the month following receipt of the subsequent application by the DEPARTMENT, except as required under Wis. Stat. § 632.895 (5) and 632.896 and as specified in the CONTRACT.

2.
Paragraph 15. under subsection PROFESSIONAL and OTHER SERVICES” is deleted and replaced by the following:  
15.
Contraceptives for Birth Control.

PROFESSIONAL SERVICES stated above are payable for Intrauterine devices (IUD); diaphragms, and injections of medication for birth control, and related HEALTH CARE SERVICES.  All other services are covered as stated in paragraph “4. Major Medical Coverage” below.

3.
Paragraph “2.  PARTICIPANT LIFETIME MAXIMUM BENEFIT LIMIT” under subsection “Major Medical Coverage” is deleted.

4.
Paragraph 3. c.  under subsection “Major Medical Coverage” is deleted and replaced by the following:

c.
Preventive services as required by the Federal Patient Protection and Affordable Care Act.  The HEALTH CARE SERVICES are payable at 100% of the CHARGES without application of the annual deductible amount.
5.
Paragraph 3. n. under subsection “Major Medical Coverage” is deleted.

6.
Paragraph q. (formerly paragraph r.) under paragraph 3. of subsection “Major Medical Coverage” as follows:

q.
CHARGES for treatment for autism spectrum disorders.  Treatment of autism spectrum disorders is covered as required by Wis. Stat. §632.895 (12m).  Autism spectrum disorder means any of the following: autism disorder, Asperger’s syndrome or pervasive developmental disorder not otherwise specified. Treatment of autism spectrum disorders is covered when the treatment is prescribed by a physician and provided by any of the following plan providers: psychiatrist, psychologist, social worker, paraprofessional working under the supervision of any of those three types of providers, professional working under the supervision of an outpatient mental health clinic, speech-language pathologist, or occupational therapist.  Benefits payable up to $50,000 per year for intensive-level and up to $25,000 per calendar year for nonintensive-level services are not subject to contract exclusions and limitations that apply to any other illness.  
7.
Section “WAITING PERIODS FOR PRE-EXISTING CONDITIONS” is deleted and replaced by the following:

WAITING PERIODS FOR PRE-EXISTING CONDITIONS

This section only applies to late enrollees only.

Within six months prior to a PARTICIPANT’S enrollment date of coverage under the PLAN, he/she may have:  (1) had an ILLNESS or INJURY diagnosed; (2) received care, MEDICAL SERVICES or TREATMENT for an ILLNESS or INJURY; or (3) received medical advice for an ILLNESS or INJURY; or (4) had care, MEDICAL SERVICES or TREATMENT recommended for an ILLNESS or INJURY.  If so, BENEFITS are not payable for expenses incurred as a result of that ILLNESS or INJURY and any complications of any such ILLNESS or INJURY until the PARTICIPANT has been covered under the PLAN for 180 days in a row.  No BENEFITS are payable for CHARGES for HEALTH CARE SERVICES incurred during the waiting period for any such ILLNESS or INJURY and any complications of any such ILLNESS or INJURY.  CHARGES for covered expenses for TREATMENT of a pre-existing ILLNESS or INJURY and any complications of any such ILLNESS or INJURY which are incurred after the expiration of the waiting period for it are eligible for BENEFITS as provided under the PLAN.  

The waiting periods for pre-existing conditions described above do not apply to:  (1) PARTICIPANTS under age 19; and (2) HEALTH CARE SERVICES in connection with pregnancy.

8.
Paragraph 1. under section “INDIVIDUAL TERMINATION OF COVERAGE” is deleted and replaced by the following:

1.
A PARTICIPANT'S coverage shall terminate at the end of the month on the earliest of the following dates:

9.
The following paragraph is added to subsection “Formal GRIEVANCE”:

PARTICIPANTS have three years after receiving our initial notice of denial or partial denial of your claim to file a grievance.
10.
Paragraph 2. of subsection “RIGHTS AFTER GRIEVANCE” is deleted and replaced by the following:

2.
External Review by an Independent Review Organization

You can request an independent review if:

a.
you were denied coverage for a HEALTH CARE SERVICE because WPS has determined that the HEALTH CARE SERVICE is not MEDICALLY NECESSARY;

b.
you were denied coverage for a HEALTH CARE SERVICE because WPS has determined that the HEALTH CARE SERVICE is EXPERIMENTAL or INVESTIGATIVE;

c.
you disagree with WPS’ determination regarding the diagnosis and level of service for TREATMENT of autism; or

d.
you disagree with WPS’ determination denying or terminating TREATMENT or payment for TREATMENT on the basis of a preexisting condition exclusion.

WPS will send the PARTICIPANT a list of approved organizations at the time of WPS’ written decision regarding the GRIEVANCE.  A copy can also be obtained by contacting WPS’ Member Service Department or by contacting the Wisconsin Office of the Commissioner of Insurance (OCI).

To qualify for EXTERNAL REVIEW, the PARTICIPANT’S claim must involve one of the determinations stated above,

In either case, the TREATMENT must cost more than the amount specified by the OCI or the Patient Protection and Affordable Care Act.

If the PARTICIPANT wishes to pursue EXTERNAL REVIEW instead of a review by the Department of Employee Trust Funds, the PARTICIPANT or the PARTICIPANT’S authorized representative must notify WPS’ Appeal Department in writing at the following address:

WPS Health Insurance

Attention:  IRO Coordinator

P.O. Box 7458

Madison, WI  53708

WPS must receive the request within four months of the date of the PARTICIPANT’S GRIEVANCE decision letter. When the PARTICIPANT sends his or her request, the PARTICIPANT must indicate which INDEPENDENT REVIEW ORGANIZATION that he or she wants to use.

After WPS has received the PARTICIPANT’S request:

a.
WPS will notify the INDEPENDENT REVIEW ORGANIZATION and the Department of Employee Trust Funds within two business days. Within five business days after receiving written notice of a request for independent review. WPS will send the INDEPENDENT REVIEW ORGANIZATION copies of the information the PARTICIPANT submitted as part of his or her GRIEVANCE, copies of the contract, and copies of any other information WPS relied on in the PARTICIPANT’S GRIEVANCE.

b.
The INDEPENDENT REVIEW ORGANIZATION will review the submitted materials and will request, generally within five business days, any additional information.

c.
WPS will respond to any additional requests within five business days, or provide an explanation as to why such information cannot be provided.

d.
Once the INDEPENDENT REVIEW ORGANIZATION has received all the necessary information, it will render a decision, typically within 30 business days.

There are certain circumstances in which the PARTICIPANT may be able to skip the GRIEVANCE process and proceed directly to EXTERNAL REVIEW. Those circumstances are as follow:

a.
WPS agrees to proceed directly to EXTERNAL REVIEW, or

b.
The PARTICIPANT’S situation requires an EXPEDITED REVIEW.

If the PARTICIPANT’S situation requires an EXPEDITED REVIEW:

a.
WPS will notify the INDEPENDENT REVIEW ORGANIZATION and the Department of Employee Trust Funds within one day and send them the PARTICIPANT’S information.

b.
The INDEPENDENT REVIEW ORGANIZATION will review the material, normally within two business days, and will request additional information, if necessary. WPS will have two business days to respond to this request.

c.
Once the INDEPENDENT REVIEW ORGANIZATION has all the necessary information, it will render a decision, normally within 72 hours.

The decision of the INDEPENDENT REVIEW ORGANIZATION is binding to both WPS and the PARTICIPANT as per contract. Once the INDEPENDENT REVIEW ORGANIZATION decision is issued, the PARTICIPANT has no further rights to review by the Department of Employee Trust Funds.

The PARTICIPANT cannot request a review of WPS’ final appeal decision by both an INDEPENDENT REVIEW ORGANIZATION and the Department of Employee Trust Funds simultaneously. Once an INDEPENDENT REVIEW ORGANIZATION has begun the process to review a case, the DEPARTMENT will suspend its process. The INDEPENDENT REVIEW ORGANIZATION’S decision is binding on all parties and cannot be further appealed. If the INDEPENDENT REVIEW ORGANIZATION rejects the request for review of the ADVERSE DETERMINATION involving MEDICAL NECESSITY or EXPERIMENTAL TREATMENT denial on the ground of jurisdiction, then the DEPARTMENT will continue its process.

In all other respects, this benefit book remains unchanged.
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