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This brochure contains important legally required informa on about many of your benefit plans. Please read this
informa on carefully and keep it where you can find it for future reference.
The informa on contained in this summary should in no way be construed as a promise or guarantee of
employment or benefits. The company reserves the right to modify, amend, suspend, or terminate any plan at any
me for any reason. If there is a conflict between the informa on in this brochure and the actual plan documents or
policies, the documents or policies will always govern. Complete details about the benefits can be obtained by
reviewing current plan descrip ons, contracts, cer ficates, policies and plan documents available from Human
Resources.

AVAILABILITY OF SUMMARY HEALTH INFORMATION
As an employee, the health benefits available to you represent a significant component of your compensa on
package. They also provide important protec on for you and your family in the case of illness or injury.
Your plan oﬀers a health coverage op on. Choosing a health coverage op on is an important decision. To help
you make an informed choice, your plan makes available a Summary of Benefits and Coverage (SBC), which
summarizes important informa on about any health coverage op on in a standard format.
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PRESCRIPTION DRUG COVERAGE AND MEDICARE
Important No ce from Dent Wizard About Your Prescrip on Drug Coverage and Medicare
Please read this no ce carefully and keep it where you can find it. This no ce has informa on about your current
prescrip on drug coverage with Dent Wizard and about your op ons under Medicare’s prescrip on drug cover‐
age. This informa on can help you decide whether or not you want to join a Medicare drug plan. If you are con‐
sidering 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 prescrip on drug coverage in your area. Informa on
about where you can get help to make decisions about your prescrip on drug coverage is at the end of this no‐
ce.
There are two important things you need to know about your current coverage and Medicare’s prescrip on drug
coverage:
 Medicare prescrip on drug coverage became available in 2006 to everyone with Medicare. You can get this
coverage if you join a Medicare Prescrip on Drug Plan or join a Medicare Advantage Plan (like an HMO or
PPO) that oﬀers prescrip on 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.
 Dent Wizard has determined that the prescrip on drug coverage oﬀered by our Health Plan is, on average
for all plan par cipants, expected to pay out as much as standard Medicare prescrip on drug coverage pays
and is therefore considered Creditable Coverage. Because your exis ng 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 prescrip on 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 Dent Wizard coverage will not be aﬀected. If you do de‐
cide to join a Medicare drug plan and drop your current Dent Wizard coverage, be aware that you and your de‐
pendents will not be able to get this coverage back un l the next enrollment period unless you experience a
qualified life event. Note that your current coverage pays for other health expenses, in addi on to prescrip on
drugs, and you will s ll be eligible to receive all of your current health and prescrip on drug benefits if you
choose to enroll in a Medicare prescrip on drug plan and keep your coverage under the Dent Wizard 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 Dent Wizard and don’t join a Medicare
drug plan within 63 con nuous days a er your current coverage ends, you may pay a higher premium (a penalty)
to join a Medicare drug plan later. If you go 63 con nuous days or longer without creditable prescrip on 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 prescrip on drug coverage. In
addi on, you may have to wait un l the following October to join.
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PRESCRIPTION DRUG COVERAGE AND MEDICARE
Summary of Op ons for Medicare Eligible Employees (and/or Dependents)
Medical and prescrip on drug coverage are oﬀered as a package under the Dent Wizard Plan (you cannot elect
medical coverage without prescrip on drug coverage).


Con nue medical and prescrip on drug coverage under the Dent Wizard Plan and do not elect Medicare D
coverage. Impact – your claims con nue to be paid by the Dent Wizard Plan.
 Con nue medical and prescrip on drug coverage under the Dent Wizard Plan and elect Medicare D cover‐
age. Impact ‐ As an ac ve employee (or dependent of an employee) the Dent Wizard Plan con nues to pay
primary on your claims (pays before Medicare D).
 Drop the Dent Wizard Plan coverage and elect Medicare Part D coverage. Impact – Medicare is your primary
coverage. You will not be able to rejoin the Dent Wizard Plan un l the next open enrollment period unless
you
experience a qualified life event.
For More Informa on About This No ce Or Your Current Prescrip on Drug Coverage…
See the Contact List on page 16 should you need further informa on. NOTE: You’ll get this no ce each year. You
will also get it before the next period you can join a Medicare drug plan, and if this coverage through Dent Wiz‐
ard changes. You also may request a copy of this no ce at any me.
For More Informa on About Your Op ons Under Medicare Prescrip on Drug Coverage…
More detailed informa on about Medicare plans that oﬀer prescrip on 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 informa on about Medicare prescrip on 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 prescrip on drug coverage is available.
For informa on 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 no ce. If you decide to join one of the Medicare drug plans, you may
be required to provide a copy of this no ce 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: 2018

For addi onal informa on, please contact Human Resources (Please refer to Contact List on page 16).
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HIPAA PRIVACY NOTICE
When disclosing Personal Health Informa on (PHI), the Plan or Facility will only disclose the minimum amount of
PHI that is required to accomplish the purpose for which the disclosure is made. For all disclosures that are made
on a recurring and rou ne basis, the Plan or Facility will develop and implement policies and procedures that
ensure that only the minimum amount of PHI necessary is disclosed.
For all other disclosures, the Plan or Facility will develop and follow criteria designed to limit the disclosure of PHI
to the minimum amount required to accomplish the purpose of the disclosure. Employee Designated as
qualified to Release PHI (EDR) making any disclosure of PHI must follow the applicable policies and procedures,
and should consult with Privacy Oﬃcer if there is any ques on regarding the minimum necessary PHI.

NOTICE OF YOUR HIPAA SPECIAL ENROLLMENT RIGHTS
A federal law called HIPAA requires that we no fy you about an important provision in the Plan—your right to
enroll in the Plan under its “special enrollment provision” if you acquire a new dependent, or if you decline
coverage under this plan for yourself or an eligible dependent while other coverage is in eﬀect and later lose that
other coverage for certain qualifying reasons.
Loss of Other Coverage (Excluding Medicaid or a State Children’s Health Insurance Program) ‐ If you are declining
enrollment for yourself and/or your dependents (including your spouse) because of other health insurance
coverage or group health plan coverage, you may be able to enroll yourself and/or your dependents in this plan if
you or your dependents lose eligibility for that other coverage or if the employer stops contribu ng towards your
or your dependent’s coverage. You will be required to submit a signed statement that this other coverage is the
reason for waiving enrollment originally. To be eligible for this special enrollment opportunity you must request
enrollment within 30 days a er your other coverage ends or a er the employer stops contribu ng towards the
other coverage.
Loss of Coverage for Medicaid or a State Children’s Health Insurance Program ‐ If you decline enrollment for
yourself or for an eligible dependent (including your spouse) while Medicaid coverage or coverage under a state
children’s health insurance program is in eﬀect, you may be able to enroll yourself and your new dependents.
However, you must request enrollment within 60 days a er your or your dependents’ coverage ends under
Medicaid or a state children’s health insurance program.
New Dependent as a Result of Marriage, Birth, Adop on or Placement for Adop on ‐ If you have a new
dependent as a result of marriage, birth, adop on or placement for adop on, you may be able to enroll yourself
and/or your dependent(s). To be eligible for this special enrollment opportunity you must request enrollment
within 30 days a er the marriage, birth, adop on or placement for adop on.
Medicaid Coverage: The Dent Wizard group health plan will allow an employee or dependent who is eligible, but
not
enrolled for coverage, to enroll for coverage if either of the following events occur:


TERMINATION OF MEDICAID OR CHIP COVERAGE‐ If the employee or dependent is covered under a Medicaid
plan or under a State child health plan (SCHIP) and coverage of the team member or dependent under such a
plan is terminated as a result of loss of eligibility.
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NOTICE OF YOUR HIPAA SPECIAL ENROLLMENT RIGHTS


ELIGIBILITY FOR PREMIUM ASSISTANCE UNDER MEDICAID OR CHIP‐ If the employee or dependent becomes
eligible for premium assistance under Medicaid or CHIP, including under any waiver or demonstra on project
conducted under or in rela on to such a plan. This is usually a program where the state assists employed
individuals with premium payment assistance for their employer’s group health plan rather than direct
enrollment in a state Medicaid program.

To be eligible for this special enrollment opportunity you must request coverage under the group health plan
within 60 days a er the date the employee or dependent becomes eligible for premium assistance under
Medicaid or SCHIP or the date you or your dependent’s Medicaid or state‐sponsored CHIP coverage ends.
To request special enrollment or obtain more informa on, please contact Human Resources (Please refer to Con‐
tact List on page 16).

CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)
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 informa on, 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 ques ons 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, 2018. Contact your State for more infor‐
ma on on eligibility.
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CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)
ALABAMA – Medicaid
Website: http://www.myalhipp.com/
Phone: 1-855-692-5447
ALASKA – 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
COLORADO – Health First Colorado (Colorado’s
Medicaid Program) & Child Health Plan Plus (CHP+)
Health First Colorado Website: https://
www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943/ State Relay 711
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/
State Relay 711
FLORIDA – Medicaid
Website: https://www.flmedicaidtplrecovery.com/hipp/
Phone: 1-877-357-3268
GEORGIA – Medicaid
Website: http://dch.georgia.gov/medicaid
- Click on Health Insurance Premium Payment (HIPP)

KENTUCKY – Medicaid
Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570
LOUISIANA – Medicaid
Website: http://www.lousisiana.gov/index.cfm/subhome/1/n/331
Phone: 1-888-695-2447

MAINE – Medicaid
Website: http://www.maine.gov/dhhs/ofi/public-assistance/
index.html
Phone: 1-800-442-6003
TTY: Maine Relay 711
MASSACHUSETTS – Medicaid and CHIP
Website: http://www.mass.gov/eohhs/gov/departments/masshealth/
Phone: 1-800-862-4840
MINNESOTA – Medicaid
Website: http://mn.gov/dhs/people-we-serve/seniors/health-care/
health-care-programs/programs-and-services/medical-assistance.jsp
Phone: 1-800-657-3739

Phone: 404-656-4507
INDIANA – Medicaid
Healthy Indiana Low-income Adults 19 - 64 - Website:
http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479

MISSOURI – Medicaid
Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

All other Medicaid - Website: http://
www.indianamedicaid.com
Phone: 1-800-403-0864
IOWA – Medicaid
Website: http://dhs.iowa.gov/ime/members/medicaid-a-to-z/
hipp
Phone: 1-888-346-9562

MONTANA – Medicaid
Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

KANSAS – Medicaid
Website: http://www.kdheks.gov/hcf/
Phone: 1-785-296-3512

NEBRASKA – Medicaid
Website: http://www.ACCESSNebraska.ne.gov
Phone: (855) 632‐7633
Lincoln: (402) 473‐7000
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CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)
NEVADA – Medicaid
Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900
NEW HAMPSHIRE – Medicaid
Website: https://www.dhhs.nh.gov/ombp/nhhpp/
Phone: 603‐271‐5218
Hotline: NH Medicaid Service Center at 1-888-9014999

PENNSYLVANIA – Medicaid

Website: http://www.dhs.pa.gov/provider/medicalassistance/
healthinsurancepremiumpaymenthippprogram/index.htm
Phone: 1-800-692-7462
RHODE ISLAND – Medicaid
Website: http://www.ohhs.ri.gov/
Phone: 855-697-4347

NEW JERSEY – Medicaid and CHIP
Medicaid Website: http://www.state.nj.us/
humanservices/dmahs/clients/medicaid/

SOUTH CAROLINA – Medicaid
Website: http://www.scdhhs.gov
Phone: 1-888-549-0820

Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

NEW YORK – Medicaid

SOUTH DAKOTA - Medicaid

Website: http://www.nyhealth.gov/health_care/medicaid/

Website: http://dss.sd.gov

Phone: 1-800-541-2831
NORTH CAROLINA – Medicaid

Phone: 1-888-828-0059

Website: http://dma.ncdhhs.gov/

Website: https://www.gethipptexas.com/

Phone: 919-855-4100
NORTH DAKOTA – Medicaid

Phone: 1-800-440-0493
UTAH – Medicaid and CHIP

Website: http://www.nd.gov/dhs/services/medicalserv/
medicaid/

Website:

TEXAS – Medicaid

Medicaid: http://health.utah.gov/
Phone: 1-884-854-4825
CHIP: http://health.utah.gov/chip

OKLAHOMA – Medicaid and CHIP

Phone: 1-877-250-8427
VERMONT– Medicaid

Website: http://www.insureoklahoma.org

Website: http://www.greenmountaincare.org/

Phone: 1-888-365-3742
OREGON – Medicaid

Phone: 1-800-250-8427
VIRGINIA – Medicaid and CHIP

Website: http://www.oregonhealthykids.gov/Pages/
index.aspx

Medicaid Website: http://www.coverva.org/
programs_premium_assistance.cfm

http://www.oregonhealthcare.gov/index-es.hmtl
Phone: 1-800-699-9075

Medicaid Phone: 1-800-432-5924
CHIP Website: http://www.coverva.org/
programs_premium_assistance.cfm
CHIP Phone: 1-855-242-8282
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CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)
WASHINGTON – Medicaid

WISCONSIN – Medicaid and CHIP

Website: http://www.hca.wa.gov/free-for-low-cost-health-care/
program-administration/premium-payment-program

Website:
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf

Phone: 1-800-562-3022 ext. 15473
Phone: 1-800-362-3002

WEST VIRGINIA – Medicaid

WYOMING – Medicaid

Website: http://mywvhipp.com/

Website: http://wyequalitycare.acs-inc.com/

Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

Phone: 307-777-7531

To see if any other states have added a premium assistance program since January 31, 2018, or for more information on
special enrollment rights, contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565
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REPORT ELIGIBILITY CHANGES IN A TIMELY MANNER
It is your responsibility to no fy Human Resources when a dependent becomes eligible or ceases to be eligible
for coverage under our benefit plans. All eligibility changes should be reported within 30 days of the event. Fail‐
ure to report changes in a mely manner can impact your ability to add newly eligible dependents or discon nue
pre‐tax premium contribu ons on ineligible dependents.
In addi on, failure to report a loss of eligibility due to legal separa on or divorce or a dependent that has
otherwise ceased to be eligible, such as a child reaching the maximum dependent child age limit, can impact your
dependent’s rights for group health plan coverage under the federal law known as COBRA. If you fail to report
the loss of eligibility within 60 days of the event, your dependents may be le with no con nua on coverage
under our plan. Please see your COBRA no ce or your group health plan summary plan descrip on for addi onal
informa on.

WOMEN’S HEALTH AND CANCER RIGHTS ACT (WHCRA)
On October 21, 1998, Congress passed a bill called the Women’s Health and Cancer Rights Act. This new law
requires group health plans that provide coverage for mastectomy to provide coverage for certain reconstruc ve
services.
These services include:
 Reconstruc on of the breast upon which the mastectomy has been performed
 Surgery/reconstruc on of the other breast to produce a symmetrical appearance
 Prostheses
 Treatment of physical complica ons during all stages of mastectomy, including lymphedemas.
In addi on, the plan may not:
Interfere with a woman’s rights under the plan to avoid these requirements, or
Oﬀer inducements to the health provider, or assess penal es against the health provider, in an a empt to
interfere with the requirements of the law.





However, the plan may apply deduc bles and copays consistent with other coverage provided by the plan.
If you have any ques ons about the current plan coverage, please contact Human Resources (Please refer to
Contact List on page 16).

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT
Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any
hospital length of stay in connec on with childbirth for the mother or newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours following a cesarean sec on. However, Federal law generally
does not prohibit the mother’s or newborn’s a ending provider, a er consul ng with the mother, from
discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and
insurers may not, under Federal law, require that a provider obtain authoriza on from the plan or the insurer for
prescribing a length of stay not more than 48 hours (or 96 hours).
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CONTINUATION COVERAGE RIGHTS UNDER COBRA
Introduc on
You’re ge ng this no ce because you recently gained coverage under a group health plan (the Plan). This no ce
has important informa on about your right to COBRA con nua on coverage, which is a temporary extension of
coverage under the Plan. This no ce explains COBRA con nua on 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 op ons that may cost less than COBRA con nua on
coverage.
The right to COBRA con nua on coverage was created by a federal law, the Consolidated Omnibus Budget Rec‐
oncilia on Act of 1985 (COBRA). COBRA con nua on coverage can become available to you and other members
of your family when group health coverage would otherwise end. For more informa on about your rights and
obliga ons under the Plan and under federal law, you should review the Plan’s Summary Plan Descrip on or con‐
tact the Plan Administrator.
You may have other op ons 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. Ad‐
di onally, 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 Con nua on Coverage?
COBRA con nua on coverage is a con nua on 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 no ce. A er a
qualifying event, COBRA con nua on 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 con nua on cover‐
age must pay for COBRA con nua on 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 en tled 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 en tled 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.”
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CONTINUATION COVERAGE RIGHTS UNDER COBRA
When is COBRA Coverage Available?
The Plan will oﬀer COBRA con nua on coverage to qualified beneficiaries only a er the Plan Administrator has
been no fied that a qualifying event has occurred. The employer must no fy the Plan Administrator of the fol‐
lowing qualifying events:
The end of employment or reduc on of hours of employment;
Death of the employee; or
The employee’s becoming en tled to Medicare benefits (under Part A, Part B, or both).
For all other qualifying events (divorce or legal separa on of the employee and spouse or a dependent child’s
losing eligibility for coverage as a dependent child), you must no fy the Plan Administrator within 60 days
a er the qualifying event occurs. You must provide this no ce to the Benefits Administrator or Human Re‐
sources.
How is COBRA Coverage Provided?
Once the Plan Administrator receives no ce that a qualifying event has occurred, COBRA con nua on coverage
will be oﬀered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA con nua on coverage. Covered employees may elect COBRA con nua on coverage on behalf of
their spouses, and parents may elect COBRA con nua on coverage on behalf of their children.
COBRA con nua on coverage is a temporary con nua on of coverage that generally lasts for 18 months due to
employment termina on or reduc on of hours of work. Certain qualifying events, or a second qualifying event
during the ini al period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.
Disability extension of 18‐month period of con nua on coverage
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
no fy the Plan Administrator in a mely fashion, you and your en re family may be en tled to get up to an addi‐
onal 11 months of COBRA con nua on coverage, for a maximum of 29 months. The disability would have to
have started at some me before the 60th day of COBRA con nua on coverage and must last at least un l the
end of the 18‐month period of COBRA con nua on coverage.
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CONTINUATION COVERAGE RIGHTS UNDER COBRA
Second qualifying event extension of 18‐month period of con nua on coverage
If your family experiences another qualifying event during the 18 months of COBRA con nua on coverage, the
spouse and dependent children in your family can get up to 18 addi onal months of COBRA con nua on cover‐
age, for a maximum of 36 months, if the Plan is properly no fied about the second qualifying event. This exten‐
sion may be available to the spouse and any dependent children ge ng COBRA con nua on coverage if the em‐
ployee or former employee dies; becomes en tled to Medicare benefits (under Part A, Part B, or both); gets di‐
vorced 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 op ons besides COBRA Con nua on Coverage?
Yes. Instead of enrolling in COBRA con nua on coverage, there may be other coverage op ons for you and your
family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage op ons (such
as a spouse’s plan) through what is called a “special enrollment period.” Some of these op ons may cost less
than COBRA con nua on coverage. You can learn more about many of these op ons at www.healthcare.gov.
If You Have Ques ons
Ques ons concerning your Plan or your COBRA con nua on coverage rights should be addressed to the contact
or contacts iden fied below. For more informa on about your rights under the Employee Re rement Income
Security Act (ERISA), including COBRA, the Pa ent Protec on and Aﬀordable Care Act, and other laws aﬀec ng
group health plans, contact the nearest Regional or District Oﬃce of the U.S. Department of Labor’s Employee
Benefits Security Administra on (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 informa on 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 no ces you send to the Plan Administrator.

Please contact your local Benefits Administrator (Please refer to Contact List on page 16).
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QUALIFIED MEDICAL CHILD SUPPPORT ORDER (QMCSO)
Eligibility for Coverage Under a QMCSO
If a Qualified Medical Child Support Order (QMCSO) is issued for your child, that child will be eligible for
coverage as required by the order and you will not be considered a Late Entrant for Dependent Insurance. You must
no fy your Employer and elect coverage for that child, and yourself if you are not already enrolled, within 31 days of
the QMCSO being issued.
Qualified Medical Child Support Order Defined
A Qualified Medical Child Support Order is a judgment, decree or order (including approval of a se lement agreement)
or administra ve no ce, which is issued pursuant to a state domes c rela ons law (including a community property
law), or to an administra ve process, which provides for child support or provides for health benefit coverage to such
child and relates to benefits under the group health plan, and sa sfies all of the following:
 the order recognizes or creates a child’s right to receive group health benefits for which a par cipant or beneficiary
is eligible;
 the order specifies your name and last known address, and the child’s name and last known address, except that
the name and address of an oﬃcial of a state or poli cal subdivision may be subs tuted for the child’s mailing
address; the order provides a descrip on of the coverage to be provided, or the manner in which the type of
coverage is to be determined;
 the order states the period to which it applies; and
 if the order is a Na onal Medical Support No ce completed in accordance with the Child Support Performance and
Incen ve Act of 1998, such No ce meets the requirements above.
The QMCSO may not require the health insurance policy to provide coverage for any type or form of benefit or op on
not otherwise provided under the policy, except that an order may require a plan to comply with State laws regarding
health care coverage.
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SUMMARY ANNUAL REPORT (SAR)
For Health and Welfare Plan
This is a summary of the annual report of the Health and Welfare Plan, EIN 58-2416024, Plan No. 501,
for period January 01, 2017 through December 31, 2017. The annual report has been filed with the Employee Benefits Security Administration, U.S. Department of Labor, as required under the Employee Retirement Income Security Act of 1974 (ERISA).
Dent Wizard International Corporation has committed itself to pay certain self-funded Medical and Dental claims incurred under the terms of the plan.
Insurance Information
The plan has contracts with Vision Service Plan, Aetna Life Insurance Company and Magellan Behavioral Health to pay Vision, Life Insurance, Long-term Disability, Accidental Death and Dismemberment
and Employee Assistance Program claims incurred under the terms of the plan. The total premiums paid
for the plan year ending December 31, 2017 were $1,084,075.
Because they are so called "experience-rated" contracts, the premium costs are affected by, among other
things, the number and size of claims. Of the total insurance premiums paid for the plan year ending December 31, 2015, the premiums paid under such "experience-rated" contracts were $210,964 and the total
of all benefit claims paid under these contracts during the plan year was $171,687.
Your Rights To Additional Information
You have the right to receive a copy of the full annual report, or any part thereof, on request. The items
listed below are included in that report:

Insurance information, including sales commissions paid by insurance carriers;
To obtain a copy of the full annual report, or any part thereof, write or call the office of Dent Wizard International Corporation at 4710 Earth City Expressway, Bridgeton, MO 63044, or by telephone at (800)
267-9369.
You also have the legally protected right to examine the annual report at the main office of the plan
( Dent Wizard International Corporation, 4710 Earth City Expressway, Bridgeton, MO 63044) and at the
U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor
upon payment of copying costs. Requests to the Department should be addressed to: Public Disclosure
Room, Room N1513, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.
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CONTACT LIST

Contact

Title

Phone Number

Email

Kayla McGuire

Benefits Coordinator

314‐592‐1962

Kayla.McGuire@DentWizard.com

Beverly Cobb

Human Resources

314‐592‐1883

Beverly.Cobb@DentWizard.com

Manager‐Health & Safety

314‐592‐1808

Sue.Sco @DentWizard.com

Human Resources Director

314‐592‐1849

Derek.Temper@DentWizard.com

Sue Sco
Derek Temper
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