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HEALTH REFORM NOTICES SUMMARY 

Health reform legislation, referred to as the Affordable Care Act (ACA) by the regulatory agencies, has created a set of new notifications employers 

are responsible to provide to employees.  The notice requirements vary depending on the particular situation of a given plan including its 

grandfathered status.   

HIPAA AND ERISA REQUIREMENTS 

Medicaid and Children’s Health Insurance Program (CHIP) Offer free or low-cost health coverage to children and 

families 

If you are eligible for health coverage from your employer, but are unable to afford the premiums, some States have premium assistance 

programs that can help pay for coverage.  These States use funds from their Medicaid or CHIP programs to help people who are eligible 

for employer-sponsored health coverage, but need assistance in paying their health premiums.   

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, you can 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, you can 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, you can ask the State if it has 

a program that might help you pay the premiums for an employer-sponsored plan.   

Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or CHIP, your employer’s health 

plan is required to permit you and your dependents to enroll in the plan – as long as you and your dependents are eligible, but not 

already enrolled in the employer’s plan.  This is called a “special enrollment” opportunity, and you must request coverage within 60 days 

of being determined eligible for premium assistance.  For Texas State, contact  www.gethipptexas.com or call 800/440-0493 for 

further information on eligibility 

Woman’s Health and Cancer Rights Act (WHCRA) 

Under the Women’s Health and Cancer Rights Act of 1998, health plans that provide coverage for mastectomies must also cover 

reconstructive breast surgery following the mastectomy, including: 

• Reconstruction of the breast on which the mastectomy was performed 

• Surgery and reconstruction of the other breast to produce symmetrical appearances; and 

• Prostheses and physical complications at all stages of the mastectomy, including lymphedemas. 

Coverage for the procedures will be the same as that for any other medical/surgical benefit under the health plan you have elected, and 

certain general coverage limitations may apply, including but not limited to: deductibles, co-insurance, co-payments, reasonable and 

customary charges, approval of your primary care physician, etc. Please refer to your group certificate for additional information. 

GENERAL NOTICE OF PRE-EXISTING CONDITION EXCLUSION 

Pre-existing Condition Exclusion 

This plan imposes a pre-existing condition exclusion.  This means that if you have a medical condition before coming to our plan, you 

might have to wait a certain period of time before the plan will provide coverage for that condition.  This exclusion applies only to 

conditions for which medical advice, diagnosis, care, or treatment was recommended or received within a six-month period.   
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Generally, this six-month period ends the day before your coverage becomes effective.  However, if you were in a waiting period for 

coverage, the six-month period ends on the day before the waiting period begins.  The pre-existing condition exclusion does not apply to 

pregnancy or to a child who is enrolled in the plan within 30 days after birth, adoption, or placement for adoption.  Due to Health Care 

Reform, Pre-Existing no longer applies to Children up to the age of 19. 

Length of Pre-existing Condition Exclusion 

This exclusion may last up to 12 months (18 months if you are a late enrollee) from your first day of coverage, or, if you were in a waiting 

period, from the first day of your waiting period.   

Reduction of Pre-existing Condition Exclusion 

You can reduce the length of this exclusion period by the number of days of your prior “creditable coverage.”  Most prior health coverage 

is creditable coverage and can be used to reduce the pre-existing condition exclusion if you have not experienced a break in coverage of 

at least 63 days.  To reduce the 12- month (or 18 month) exclusion period by your creditable coverage, you should give us a copy of any 

certificates of creditable coverage you have.  If you do not have a certificate, but you do have prior health coverage, we will help you 

obtain one from your prior health plan or issuer.  There are also other ways that you can show you have creditable coverage.  Please 

contact us if you need help demonstrating creditable coverage. 

SPECIAL ENROLLMENT NOTICE 

This notice is being provided to insure that you understand your right to apply for group health insurance coverage.  You should read this notice 

even if you plan to waive coverage at this time. 

Loss of Other Coverage 

If you are declining coverage for yourself or your dependents (including your spouse) because of other health insurance or group health plan 

coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if 

the employer stops contributing toward your or your dependents’ other coverage).  However, you must request enrollment within 30 days after 

you or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage). 

Example:  You waived coverage because you were covered under a plan offered by your spouse's employer.  Your spouse terminates his 

employment.  If you notify your employer within 30 days of the date coverage ends, you and your eligible dependents may apply for 

coverage under our health plan.  

Marriage, Birth, or Adoption 

If you have a new dependent as a result of a marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your 

dependents.  However, you must request enrollment within 30 days after the marriage, birth, or placement for adoption.  

Example: When you were hired by us, you were single and chose not to elect health insurance benefits.  One year later, you marry.  You and your 

eligible dependents are entitled to enroll in this group health plan.  However, you must apply within 30 days from the date of your marriage. 

 

 

 

 

While every effort has been taken in compiling this information to ensure that its contents are totally accurate, neither the publisher nor the author can accept  liability  

for any inaccuracies or changed circumstances of any information herein or for the consequences of any reliance placed upon it. This publication is distributed on the 

understanding that the publisher is not engaged in rendering legal, accounting or other professional advice or services. Readers should always seek professional advice 

before entering into any commitments. 


