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ADMINISTRATIVE  MANUAL
SECTION 1

INTRODUCTION TO THE

ALLEGHENY COUNTY SCHOOLS

HEALTH INSURANCE CONSORTIUM
INTRODUCTION
This Administrative Manual is provided by the Allegheny County Schools Health Insurance Consortium (ACSHIC) to assist the benefits administrators of the participating school entities in the ACSHIC.

This Administrative Manual is a summary of the policies and procedures of the ACSHIC.  This summary, of course, cannot adequately present all of the details of the policies and procedures governing the operation of the ACSHIC.  If any information included in this Administrative Manual is in conflict with any provision in the Agreement governing the operation of the ACSHIC, or with any provision in the agreements with the insurance carriers, the provisions of such agreement shall be controlling.

Only the entire Board of Trustees is authorized to interpret the provisions of the Agreement governing the operation of the ACSHIC, or the provisions of the agreements with the insurance carriers.  No participating school entity or Local Union, or any representatives thereof, is authorized to interpret the provisions of these agreements, nor can such person act as an agent of the Board of Trustees.

Board of Trustees of the 

Allegheny County Schools Health Insurance Consortium

INTRODUCTION (continued)

1. What is the Allegheny County Schools Health Insurance Consortium?

The Allegheny County Schools Health Insurance Consortium (ACSHIC) was originally formed in 1988 with funds from the Heinz Foundation and pursuant to a combined Labor and Management initiative.  ACSHIC represents over 18,000 school employees and retirees primarily within Allegheny County for the purpose of acquiring health insurance coverage.  It includes 41 of the 42 School Districts in Allegheny County, the Allegheny Intermediate Unit, 4 Vo-Techs and WPIAL, totaling 46 Participating School Entities.  

2. How does the ACSHIC operate?

Effective September 1, 2003, the ACSHIC agreement provided for the ACSHIC to be governed by a Board of Trustees comprised of 11 Labor representatives and 11 Management representatives.  The Board negotiates contracts with health insurers and other vendors and makes decisions regarding health insurance coverage for all participating school entities.  For a current listing of Trustees see Appendix B.

3. What does it mean to be Administrative Services Only (ASO)?

This means that the ACSHIC has hired an insurer to act as the processor of all health insurance claims under the offered plans. The ACSHIC pays all eligible claims, and then pays an administrative fee to the insurer for adjudicating the claims and for passing on provider discounts. Under the ASO arrangement, the ACSHIC also has hired a Third Party Administrator (TPA) to process the membership and billing issues for the participating school entities.  The current TPA is Employee Benefit Data Services (EBDS), and the current insurer is Highmark Blue Cross Blue Shield (Highmark). See Appendix A for insurer and TPA contact information.

4. Who sets the rates for the ACSHIC each year?
Each year the ACSHIC Board of Trustees sets the rates for the upcoming year (July 1 –June 30).  The rates are set using current year claim and fee cost information combined with healthcare trend information.

INTRODUCTION (continued)

5. If a participating school entity is not on the TPA’s electronic enrollment system, how can a benefits administrator receive training?

The benefits administrator can contact EBDS or Aon to schedule an electronic training session. The training provides the benefits administrator with detailed information to perform the electronic enrollment task independently.

6. Who can a participating school entity contact for questions concerning enrollment or invoice issues?

Appendix A contains the list of contacts.

SECTION 2

ELIGIBILITY

ELIGIBILITY

Eligible Members

To be eligible for enrollment, an individual must be an employee who is entitled to participate in the ACSHIC benefits program, including compliance with any probationary or waiting periods established by the ACSHIC or the participating school entity.

Eligible Dependents
To be eligible for coverage, a dependent must meet at least one of the following requirements:

1. The member’s legal spouse

2. Unmarried children including newborn children, stepchildren, children legally placed for adoption, children awarded coverage pursuant to an order of court, and legally adopted children of the employee or the employee’s spouse up to the age of 19 for covered, unmarried children.

3. Unmarried children beyond the age of 19, who are enrolled in and regularly attending a full-time accredited high school, university or college, licensed technical or specialized school. The following are guidelines for full-time students:  

· a child registered and enrolled for 12 or more college credits per semester 

(or quarter), 

· a child pursuing completion of a diploma, degree or accreditation

· the child must be unmarried,

· the child must not exceed the age of 25, and 

· the child must be dependent solely upon the member for support.

Note:  If a student dependent is enrolled for classes, but must drop out due to health issues, it may be possible for them to be covered for the remainder of that semester as a student dependent.  The School District should obtain a letter from the physician explaining the reason the dependent must drop out, and verification from the School that the dependent continues to be on their roles.  If the dependent does not return to classes the following semester, they should be terminated.  COBRA coverage will be offered.

EBDS will obtain proof of matriculation from the covered member twice each year.  A copy of the ACSHIC Student Dependent Verification Form is provided in  Appendix C.

ELIGIBILITY (continued)

4. Disabled Dependent – Eligibility will be continued past the age of 19 for unmarried children who are unable to work to support themselves due to mental retardation, physical handicap, mental illness or developmental disability that occurs prior to the age of 19. This continued eligibility does not occur automatically. A Disabled Dependent Certification Form, No. MR-80 must be completed and reviewed by the Highmark Medical Review Department for the dependent to qualify for continued coverage.   This form can be obtained by calling 1-800-444-4627.

This form must be completed by the participating school entity, member and the family physician and returned to Highmark for review and approval. If the child is approved for coverage, Highmark will notify the subscriber of its decision and the disabled dependent will be added to the member’s agreement.  The TPA will also be notified of coverage status.

5. Grandchildren, sisters, brothers, nephews and nieces are only eligible under the ACSHIC if the member is the legal guardian of any of these dependents.  The benefits administrator should request and maintain a copy of legal guardianship for these dependents.

6. Common Law Spouse – Common law marriages entered into on and after September 17, 2003 will not be recognized in Pennsylvania, and will not be recognized for health care coverage for a spouse.

Prior to September 17, 2003, the following three elements are required for a valid common law marriage:

· The specific intent of the parties to become married; and

· A declaration of the specific intent by the parties; and

· No legal impediment to the marriage, such as an existing marriage of one of the parties, which has not been terminated by divorce.

Evidence that is sufficient to demonstrate that a common law marriage has occurred is usually a statement from the parties that they have entered into a common law marriage.  Ordinarily, corroborating evidence is required to substantiate a common law marriage.  In any event, the burden of proof is always upon the member asserting the common law marriage.  The Common Law Marriage Affidavit, attached at Appendix D, should be utilized to verify a common law marriage.

A couple should be made aware that the only way to terminate a common law marriage is by the grant of a divorce by a court. 

ELIGILIBILITY (continued)

The following types of evidence have been ruled legally acceptable in determining whether a common law marriage has occurred:

· Does the couple live together and represent to the community that they are married?

· Are there “witnesses” who will verify that the marriage took place?

· Has the female spouse changed her name?

· Has the couple purchased real estate, stocks or an automobile in joint names?

· Has the couple filed joint federal and/or state tax returns?

· Has the couple entered into a joint checking account or savings account?

Split Contracts

Health Insurance Coverage through ACSHIC is for members and their dependents.  A participating school entity providing coverage for a member’s spouse or dependent must enroll them under the member’s identification number.  If coverage is for the member and spouse only, enrollment must be at the husband/wife level unless both are employed at the participating school entity. If coverage is for the member and unmarried child/ren, enrollment must be at the parent/child or parent/children level.  A spouse or dependent that is not employed by the participating school entity cannot be enrolled on an individual basis under his or her own identification number.

SECTION 3

ENROLLMENT

ENROLLMENT

1. Open Enrollment

Once a year during the month of September, there is a period of open enrollment.  During this period eligible members and/or their eligible dependents may enroll or make changes to their enrollment.  Proof of insurability is not required.

2. Newly Eligible Members

A new employee, hired subsequent to the open enrollment period, is permitted to apply for coverage for the employee and eligible dependents within 31 days of becoming eligible. The new employee enrollment form based on line of coverage must be completed, with a copy submitted to the TPA and the original kept in the member’s personnel file at the participating school entity (See Appendix E for form copies).  The benefits administrator, even if entering the data electronically, must have the member complete this form with a copy kept in the member’s personnel file.

If the employee does not enroll within 31 days of becoming eligible, he will not be permitted to enroll until the next annual enrollment period.

3. Newly Eligible Dependents

Any person attaining eligibility to become a dependent may be enrolled by the member by completing and submitting to Highmark, a signed Subscriber Data Change Form within 31 days of the dependent attaining eligibility.  The member adding the dependent should complete a new enrollment form and return it to the benefits administrator. A copy of the enrollment form should be submitted to the TPA and kept in the member’s personnel file at the participating school entity (See Appendix E). The benefits administrator, even if entering the data electronically, must have the member complete this form and keep a copy in the member’s personnel file.

If the dependent is not enrolled within the 31-day period, the member must wait until the next annual enrollment period to add the dependent.

ENROLLMENT (continued)

4. Newborn Children

Newborn children are entitled to coverage for the first 31 days following birth, regardless of the employee’s marital status.  Under Pennsylvania Act 81, this coverage is mandatory and extends to medically necessary treatments provided to a newborn during the first 31 days.  To continue coverage beyond the first 31 days, the newborn must be added to the member’s coverage. A new enrollment form must be completed and submitted to the TPA in order to provide continuous coverage for the child. Even if the benefits administrator enters the data electronically, a new enrollment form must be completed and maintained in the member’s personnel file.

If the dependent is not enrolled within the 31-day period, the member must wait until the next annual enrollment period to add the dependent.

5. Notice of Ineligibility

It is the member’s responsibility to notify the participating school entity of any changes which will affect the member’s or their dependent’s eligibility (for example, divorce, marriage, loss of student status).

Effective Date of Coverage:

Coverage will become effective on the earliest of the following:

1. When an employee completes and submits an application for membership on or prior to the date he/she meets the eligibility requirements, coverage shall be effective as of the date the requirements are met. For example, if a new employee applies on August 1, but does not become an employee until September 1, the employee’s coverage will be effective on September 1.

2. When an employee completes and submits an application for membership after the date he/she satisfies the eligibility requirements, coverage will be effective as of the first day of the calendar month following the month in which the Enrollment Form is received by the TPA.   

3. Members will be provided the opportunity to continue their coverage on an annual basis. Premium rates and/or member contributions may change annually.

4. If on the date on which coverage becomes effective, the member is an inpatient in a hospital, benefits will be provided to the extent that the benefits are not provided under a prior group insurance agreement.

Enrollment is Not Mandatory

Because enrollment is not required, an employee who elects no insurance coverage should sign a statement that he/she has declined enrollment. The benefits administrator must maintain a copy of the signed waiver form in the employee’s file as part of their permanent record.

Identification Cards

Highmark will provide each enrolled employee and eligible dependent with an identification card.

To order additional cards or to replace lost cards please contract Highmark at the following numbers:


1-800-241-5704
Indemnity/POS/PPO


1-800-547-9378
HMO

1-800-541-2039
Vision

1-866-604-8515
Dental/UCCI

When a member is calling, faxing or writing to Highmark Customer Service regarding identification cards, the member should be prepared with the name on the lost card and the member’s identification number.

If a member does not choose a Primary Care Physician (PCP) when enrolling in a plan that requires a PCP, then the following message will be sent with their identification card:

Your Primary Care Physician (PCP) selection(s) is incomplete at this time.  As a result, your Identification Card does not list a PCP.  While you can use this card to receive services, without a PCP, your medical benefits are covered at a reduced level.  To receive a higher level of benefits, please call Highmark and the Member Service Representatives will help you with your PCP selection.  You will receive a new Identification Card that shows your new PCP number.

Identification card requests are processed in approximately 7-10 working days.

Identification cards for Supplemental Coverage 

Identification cards for Dental and Vision coverage are also issued at the time of enrollment.


Multiple Coverage

Medicare

Active Employees Over Age 65

If a member is 65 or over and actively employed, he/she will continue to have coverage under the group plan for the same benefits available to members under age 65 with this option:

· The ACSHIC medical plan will pay all eligible expenses first.

· Medicare will then pay for Medicare eligible expenses, if any, not paid for by the ASCHIC plan.




Or

· The member may elect Medicare (Part A and B) as their primary coverage. If they choose this option, they will not be eligible for any benefits under the ACSHIC medical plan.

Spouses of Active Employees Age 65 and Over 

If an active member has a spouse over 65, the spouse has the same choices for benefit coverage as stated above for the member over age 65.

Regardless of the choice made by the member, both the member and the spouse should apply for Medicare coverage about three months prior to reaching age 65.   

Retired Employees

If a member or a dependent is entitled to Medicare benefits (either due to age or disability), ACSHIC will not duplicate payments or benefits provided under Medicare.  However, the ACSHIC medical plan will supplement the Medicare benefits, including the deductible and coinsurance not covered by Medicare, provided that the services are eligible for coverage under the ACSHIC medical plan.

Coordination of Benefits with Other Health Care Plans

When claims are received, Highmark will determine whether the member is entitled to receive benefits under any other health care plan for the same services covered under the ACSHIC medical plan, or under any governmental program for which any periodic premium payment is made by or for the member.  If so, when processing a claim, Highmark will determine whether the other insurer or government plan has primary responsibility for payment.  In such cases, the payment of the claim may be reduced or eliminated under the ACSHIC medical plan.  Access to covered services will be provided to the member or dependent and liability will be determined later.

Rights of Recovery

Whenever payments have been made by Highmark on behalf of the ACSHIC medical plan for covered services in excess of the maximum amounts of payment necessary to satisfy the intent of these provisions, irrespective of to whom paid, Highmark shall have the right to recover the excess from among the following as determined appropriate: any person to or for whom such payments were made; any insurance company; or any other entity.

The member shall, upon request, execute and deliver such documents as may be required to do whatever else is necessary to secure Highmark’s rights to recover the excess payments.

Subrogation

Subrogation means that if a member or covered dependent incurs health care expenses for injuries due to an accident caused by another person or organization, the person or organization causing the accident is responsible for paying the expenses.

For example, if a member receives Highmark benefits for injuries caused by another person or organization, the ACSHIC plan has the right, through subrogation, to seek repayment from the other person or his/her insurance company for benefits paid by ACSHIC.

ACSHIC will provide eligible benefits to a member, but the member may be requested to provide documents, or take other necessary actions, to support ACSHIC in its subrogation efforts.

Subrogation does not apply to an individual insurance policy purchased by a member or dependent or where law specifically prohibits subrogation.

In The Event Of A School District Strike

In the case of a school district strike, and consequently the termination of insurance, premiums already paid toward future health insurance for those striking employees will be held in escrow for use toward their health insurance premiums once the strike is resolved. 

ACSHIC participants must notify the ACSHIC in writing in the event of an employee strike via the ACSHIC Trustee Chairman or the ACSHIC Senior Consultant.  Notification to the health insurance carrier or third party administrator is not permissible directly from the participating entity and will not be recognized by the health insurance carrier or third party administrator.

If the striking school district chooses to terminate the health insurance for the employees involved:

· the district must give written notice to the ACSHIC 48 hours prior to the date of termination;

· the termination will be effective the first of the following month; and,

· reinstatement of insurance for employees once the strike is resolved will be the first of the following month.

COBRA notices will be distributed by the participating school entity. (NOTE:  Effective January 1, 2005, EBDS provides COBRA Notices.)

SECTION 4

CLAIMS APPEAL AND REVIEW

CLAIMS APPEAL AND REVIEW PROCEDURE

Complaint and Grievance Processes

Please consult the plan benefit booklet for the complaint and grievance process available to members through Highmark.  After all levels of the Highmark complaint and grievance process have been exhausted, the ACSHIC appeal procedure in Appendix F can be followed.

SECTION 5

TERMINATION OF COVERAGE

CHANGES/CORRECTION TO COVERAGE
TERMINATION OF COVERAGE

1. Terminating A Member’s Coverage

If a member is no longer employed by a participating school entity, or chooses to be removed from coverage, the member must complete an application form and mark the terminated box. The member will be terminated on the first day of the month after receipt of the termination notice.  For example, if a member’s coverage termination form is received on August 15th, the member will be terminated from coverage as of September 1st.  The premium for the month of August is required to be paid by the participating school entity.

2. Retroactive Termination

If a member is not removed from coverage in a timely manner the participating school entity can remove the member retroactively.  However, the retroactive adjustment cannot exceed 90 days.  Therefore, the participating school entity will receive a maximum premium credit for the 90-day period from the date of notification.  

3. Continuation Of Benefits (COBRA)

A qualified member or dependent is entitled to elect continuation coverage (COBRA) only if the loss of coverage is due to a qualifying event.  

The following are qualified events for covered members:

· Termination of employment (for any reason except gross misconduct), or

· Reduction in hours to fewer than the number required for plan participation

The following are qualifying events for covered spouses:

· Covered member’s termination of employment (for any reason except gross misconduct), or reduction of hours to fewer than the number required for plan participation

· Covered member’s divorce or legal separation

· Covered member’s death

The following are qualifying events for covered dependents:

· Covered member’s termination of employment (for any reason except gross misconduct), or reduction of hours to fewer than the number required for plan participation

· Covered member’s divorce or legal separation

· Covered member’s death

· Covered child’s loss of dependent status under the terms of the ACSHIC plan

TERMINATION OF COVERAGE (continued)

Family and Medical Leave Act (FMLA) leave is not a qualifying event for COBRA unless the member fails to return from FMLA or notifies the employer of his intent not to return from leave.

Children born or adopted during a covered employee’s COBRA continuation period are considered qualified dependents.

Notification of COBRA Benefits

Effective January 1, 2005, EBDS is responsible for sending COBRA notices for all ACSHIC School Districts.  Federal law requires the following notifications:

· The participating school entity has 30 days after learning of a qualifying event, to notify the TPA. 

· EBDS has 14 days after learning of a qualifying event to notify through the mail either the member or eligible dependent or both.

· The member must notify the participating school entity regarding continued coverage or the death of a member, divorce, legal separation or when a child no longer qualifies as a dependent.  The member has 60 days from the date of the qualifying event to provide notification.  

4. Termination of Dependents 


If a dependent attains age 19, and is not a full time student or is a student dependent who reaches age 25, dependent coverage is required to be terminated, since the dependent is no longer eligible under the ACSHIC plan.

      Upon attaining age 19 and age 25, all dependents are automatically terminated from the TPA and Highmark systems.  At the age of 19, the participating school entity must reinstate the dependent as a student in order for the coverage to continue.  A list of students attaining ages 19 or age 25 are provided each month on the participating school entity’s monthly invoice.

TERMINATION OF COVERAGE (continued)

5. Divorce Or Legal Separation

Divorced spouses will be terminated on the first of the month following the divorce date if notification is received within 30 days of the divorce date or the first of the month following notification.


If the divorce decree requires the member spouse to maintain coverage for the ex-spouse, the ex-spouse should not continue as a dependent, and coverage should not continue as husband and wife or family.  The ex-spouse will be offered COBRA coverage when terminated, and the member spouse should pay the TPA for the related premiums.

6. Death Of A Member Or Dependent

When a member or dependent dies, the TPA should be notified so that the coverage can be cancelled. 

If the member dies, the spouse and eligible dependents of the deceased member will be offered coverage under COBRA.


If a member or an enrolled dependent is receiving hospitalization benefits on the date coverage would otherwise terminate, those benefits will continue to be provided until the end of that particular hospital stay or until benefits are exhausted, whichever occurs earlier.

Changes and Corrections

If a change or correction is required to be made to a member or dependent record, the following forms should be used:

1. Correction Of Date Of Birth


If the member or eligible dependent date of birth is incorrect, the member should complete a corrected enrollment form.  The change can either be entered electronically or submitted to the TPA.

2. Address Correction 


If the member or eligible dependent address is incorrect, the member should complete a corrected enrollment form.  The change can either be entered electronically or submitted to the TPA.

3. Primary Care Physician Change


If the member or eligible dependent Primary Care Physician (PCP) is incorrect or changes, the member should contact Highmark Customer Service to make the change.

SECTION 6

PAYING MONTHLY INVOICES

PAYING MONTHLY INVOICES

On the 5th of each month, the TPA produces and mails invoices to each participating school entity.  The invoice total is based on the participating school entity’s enrollment in each of the plans.  Payment of the invoice must be received at EBDS no later than the 20th of the same month.  Payment can be made via mail or by a wire transfer.  The components of the invoice are described below along with details on paying the invoice.

1. Reading The Monthly Invoice And Making Changes On The Invoice

The invoice lists each member and the monthly charge associated with each line of enrolled coverage for the member.  Periodically, benefits administrators should review the detail list of employees to ensure that there are no errors.  

To terminate a member on the invoice, draw a line through the member’s name, indicate the date that the coverage was terminated, and attach a copy of the termination form to the invoice.  The benefits administrator should also reduce the current month’s invoice by the terminated member’s premium.  Credit for retroactive terminations will appear on the subsequent months bill for up to 90 days of premium.

Adjustments can be made to the invoice, and appropriate additions/deletions can be made to the total remitted amount. Any new member or change forms should be attached and submitted with the invoice.

If changes are made electronically, no forms need to be sent to the TPA, but must be maintained by the participating school entity.

2. Reviewing The Adjustment Amount That Appears On The Invoice.
Adjustments appearing on the invoice reflect additions and terminations made since the prior invoice.  The benefits administrator should review these changes to ensure that all changes were made and the premiums were properly charged/credited to the invoice.

3. Paying the invoice

Invoices are due on or before the 20th of the month. Any payments received after that day will be charged late fees according to the late fee policy.  See Appendix H for the late fee policy.

PAYING MONTHLY INVOICES (continued)

In order to pay an invoice via wire transfer, the benefits administrator should follow these steps:

· Check with the bank to see if there is any set up required and verify necessary banking information 

· Direct your bank to wire the funds to:
Citizens Bank

525 William Penn Place

Suite 2920

Pittsburgh, PA 15219

Allegheny County Schools Health Insurance Consortium

Account Number # 6101313151

ABA Number # 036076150

· IMPORTANT: All wires and ACH credits MUST include an entry description that identifies the participating school entity.  Otherwise, money will not be properly posted to the participating school entity’s account and payments may be considered late and subject to late fees.

· Ensure that the participating school entity’s name is stated on the payment
· Fax the invoice reconciliation form to EBDS at 1-412-394-9669, Attention: Karen Altman, in order to notify of the fund transfer and to insure proper application of funds.  If there were no adjustments to the invoice, the participating school entity can fax the Notification of Funds Transferred Sheet to EBDS.  A copy of this sheet is attached at Appendix G.

4. Reconciling The Invoice

When the benefits administrator makes changes or adjustments to an invoice and the amount remitted is different from the original invoice amount, the reconciliation sheet must be completed and either sent with the invoice or faxed when the wire transfer is made.

The benefits manager should ensure that the total payment shown for each group is equal to the total remitted.  This will ensure that payments are applied properly.

5. If the benefits administrator cannot reconcile an invoice or has a question on a transaction, contact the TPA for assistance and clarification.

SECTION 7

ANNUAL ELIGIBILITY

QUESTIONNAIRE

ELIGIBILITY QUESTIONNAIRE

Sample Questionnaire:

The attached is only a sample Questionnaire.  

School Directors may develop their own questionnaire.

 APPENDIX A

Contacts

1. Aon Consulting

Michael Garofalo - Vice President- Mike is a health and welfare consultant with twenty years experience in the health benefits and managed care fields. His experience includes plan evaluation and development, carrier negotiations and installation of indemnity and managed care programs.

Kathy Glynn- Benefit Consultant- Kathy has over 30 years of experience in the insurance industry, which includes working for a local health insurance carrier and several employee benefits consulting firms.

Mike and Kathy work with school district personnel and the Trustees to resolve issues and questions regarding enrollment, eligibility, claims and rates and assist the ACSHIC by acting as a daily business manager.  

Mike can be reached at 
412-263-6353

Kathy can be reached at 
412-263-6374

2. EBDS

EBDS is the third party administrator for the ACSHIC.  As such, they perform the following:

· Generate monthly invoices to each participating school entity and receive and apply the subsequent payments to those invoices.

· Address questions or concerns regarding coverage, changes to coverage, billing, eligibility and other related matters.

The primary contact at EBDS is the customer service area where most questions can be answered.  As a second line, Karen Altman can be called on escalated issues that need an immediate response. 

Customer Service can be reached at
1-800-472-2738

Karen Altman can be reached at

1-412-394-6313

· Effective January 1, 2005, the ACSHIC contracted with EBDS to handle COBRA Administration.  If you have questions regarding COBRA, please call:

1-412-394-6311

APPENDIX A

Contacts (continued)

3. Highmark

Highmark processes all of the ACSHIC claims based on the eligibility and enrollment information.  

Members who have a question or problem with ID cards, claims, or a benefit issue, they should contact:


1-800-241-5704 for Indemnity/POS/PPO


1-800-547-9378 for HMO

Benefit Administrators who have questions can contact the Dedicated Group Administrator Service Representative for the ACSHIC:

Jeannette Hoffman at 1-888-241-5406 x35950
BACK-UP – Steve Martin x38985

Jeannette or Steve are available to assist the group administrator personnel with unresolved claim and benefit issues the employee was unable to resolve through Customer Service.  
4. Resources Connection/ Carleen Burns

Resources Connection is a venture-capital backed company founded by Deloitte & Touche in 1996.  They provide associates who are employees of Resources Connection who work under client management. The ACSHIC has contracted with Resources Connection to provide the Consortium with a part time Controller/ Internal Auditor.  This position has been filled by Carleen Burns.

Carleen’s current responsibilities include the following:

a. Compile and review monthly financial statements for the Consortium and perform analytical review of actual revenues and expenses compared to budgeted amounts and percentages and explain any significant variations.

b. Review monthly bills for unusual items

c. Approve invoices for payments and related wire transfers

d. Participate and perform special projects as determined necessary by the Trustees.  

Carleen can be reached at 724-779-1351 or caburns@zoominternet.net
APPENDIX A

Contacts (continued)

5. Grossman, Yanak and Ford

Grossman, Yanak and Ford are the external auditors for the ACSHIC.  Each year John Yanak and his staff perform an audit of the ACSHIC and produce audited financial statements that are sent to each Superintendent and Business Manager.  

Additionally, throughout the year the Trustees will call on John to perform special projects for the ACSHIC or to attend meetings to help provide direction on financial issues for the ACSHIC.

6. Charles Streiff, Esq.

Mr. Streiff is the solicitor for the ACSHIC.  As a shareholder in the Pittsburgh law firm of Wick, Streiff, Meyer, O’Boyle and Szeligo, P.C., he has many years of experience n representing multiemployer health and welfare funds and pension funds.  

7. Employee Assistance Program (EAP)

The ACSHIC employee assistance program (EAP) is offered through EAP Solutions, part of UPMC Behavioral Health.  EAP Solutions offers a wide range of services including:

· 24- hour phone availability for crisis intervention

· Brief counseling (1-6 sessions) for any type of personal or work related concern

· Assessment and referral for specialized treatment

· Phone or in-person consultation for supervisors/managers concerning employee work performance

· Training and educational workshops

· Critical Incident Stress Debriefing sessions

· A web-based library of articles and resources in six core areas of interest

All services are confidential in natures and are offered at no cost to the employee.  Further information about the program is available on the EAP Solutions website: www.eapsolutions.com.  EAP Solutions can also be reached at 1-800-647-3327.

APPENDIX A
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	Aon Consulting
	Mike Garofalo
	412-263-6353
	Michael_Garofalo@Aoncons.com

	
	Kathy Glynn
	412-263-6374
	Kathy_Glynn@Aoncons.com

	
	Diana Gregorakis
	412-263-6365
	Diana_Gregorakis@Aoncons.com

	
	
	
	

	EAP Solutions
	
	1-800-647-3327
	www.eapsolutions.com

	
	
	
	

	EBDS
	Customer Service
	1-800-577-9260
	

	
	Karen Altman
	1-412-394-6313
	klaltman@ebds.com

	
	Reconciliation Sheets
	1-412-394-9669
	Fax to this number

	
	COBRA
	1-412-394-6383
	

	
	
	
	

	Highmark
	Jeannette Hoffman
	1-888-241-5406 x35950
	Assistance for Benefits Administrators

	
	Back-up –

Steve Martin
	1-888-241-5406 x38985
	

	
	Customer Service
	1-800-241-5704
	Indemnity/POS/PPO

	
	
	1-800-547-9378
	HMO

	
	OR ePlatform Customer Service
	8-877-258-3123
	

	Davis Vision
	
	1-800-999-5431
	

	Clarity Vision
	
	8-800-541-2039
	

	Dental – Benefit Questions
	
	1-888-898-0353
	Assistance for Benefits Administrators

	Dental Booklets & Supplies
	Kelly Chiz
	412-544-3650
	

	
	
	
	

	Vision Benefits of America
	Paul Lombardi

Sherri Putt
	1-412-881-4900
	

	
	
	
	


	
	
	
	

	Resources Connection
	Carleen Burns
	1-724-779-1351
	caburns@zoominternet.net

	
	
	
	

	Grossman, Yanak and Ford
	John Yanak
	1-412-338-9303
	

	
	
	
	

	Charles Streiff, Esq.
	Solicitor
	1-412-765-1600
	

	
	
	
	

	Wellness Coordinator
	Dr. Vic Morrone
	1-412-726-2210
	Morrone.vic@earthlink.net

	
	
	
	


APPENDIX B

Board of Trustees
The operations of the ACSHIC, and its Board of Trustees, are guided by the provisions of the Agreement dated September 1, 2003.

The Agreement provides that the Trustees shall serve without compensation (but are reimbursed for reasonable and necessary expenses that are properly and actually incurred).  The Agreement further provides that 11 Administration Trustees and 11 Union Trustees shall be appointed to operate the ACSHIC, as follows:

	Administration Trustees
	Union Trustees

	4- appointed by the District Superintendents- one each from Northern, Eastern, Southern and Western Regions


	5- Pennsylvania State Education Association representatives

	2- Business managers selected at large by the Superintendents serving as Administration Trustees


	3- Pennsylvania Federation of Teachers Representatives

	1- Appointed by the Allegheny Intermediate Unit Executive Director


	3- Service Employees International Union representatives

	4- School Board Members- one each elected from Northern, Eastern, Southern and Western Regions
	


The Agreement further provides that the Board of Trustees may enter into any and all contracts and agreements for the purchase of health and medical insurance coverage for the participants in the ACSHIC plans.  The Board of Trustees is also authorized by the Agreement to undertake all actions that are necessary to administer such contracts and agreements, and to provide for the operation of ACSHIC.

All official meetings of the Board of Trustees are open to the public.

APPENDIX B

Board of Trustees (continued)
The current Trustees of the ACSHIC are as follows:

	Administration Trustees
	Union Trustees

	Dr. Reggie Bonfield

Northgate School District
Dr. Roslyne  Wilson

Woodland Hills School District

Dr. James Lombardo

Upper St. Clair School District

Dr. Thomas Knight

Bethel Park School District
	PSEA

Marylou Stefanko

David Wyatt

Barbara Bell
Robert Tuite, Jr

Cathy Perry


	Jan Klein

Mt. Lebanon School District

Charles Bennett

Shaler Area School District


	PaFT

Walt Michalski

Don Alexander
Robert Eagleson

	
	

	Dr. Jacqueline Territo
AIU
	SEIU

Alice Menzl

Helen Spade

Pat Vucic



	
	

	Roxanne Eichler
Eastern Region

James Giel, Jr.
 
Northern Region

Charles Koch

Southeastern Region

Thomas Galluze
Western Region


	


APPENDIX C

Request for Student Dependent Information

APPENDIX D

Common Law Marriage Affidavit

Commonwealth/State of ______________________)


)
SS:

County of  _________________________________)

Before me, the undersigned authority, personally appeared:

Employee: ______________________________________________ and

Spouse: ________________________________________, who being duly sworn or affirmed, according to law, depose and say,

1. We are presently husband and wife;

a. We live together (or we are separated but Employee has legal support obligation to Spouse) and our present addresses are:



Employee ____________________________________________


____________________________________________

Spouse:
____________________________________________


____________________________________________

b. We have been in this common law marriage since: ________________

( Check this box and attach a copy if you have received a court issued

    declaration of marriage.

c. Our dates of birth are:   


Employee: ____________________________


Spouse:     ____________________________

2. We represent that we have presented ourselves as husband and wife in various ways since our marriage.  Listed below are examples of how we have done so (for example, filed joint tax returns, maintained joint bank accounts as husband and wife, own property or have entered into a lease in joint names as husband and wife, wills, medical records, beneficiary designations), and copies of the documents listed below will be provided upon request:

a. __________________________________________________

b. __________________________________________________

c. __________________________________________________

d. __________________________________________________

APPENDIX D

Common Law Marriage Affidavit (continued)

3. We represent that our common law marriage occurred prior to September 17, 2003 (a common law marriage entered into on or after that date will not be recognized in Pennsylvania).

4. We represent that our common law marriage is recognized in the state where we now live.

5. We understand that we are legally married for all purposes and that our marriage cannot be dissolved except pursuant to a court ordered divorce.

6. We understand that as husband and wife we each enjoy all the rights of a surviving spouse, including but not limited to, laws regarding all rights in intestacy (death without a will) and rights of election to take against the other’s last will and testament.

7. We understand that we will be treated as married for purposes of any pension, profit-sharing, welfare benefit plan and any and all other benefit plans which the Employer or any future employer of Employee or which any present or future employer of Spouse, maintains or may establish or maintain during employment, and that this may result in Employee or Spouse having rights under these plans, including the right to a surviving spouse benefit which can only be waived with his or her consent in accordance with the terms of the plan and applicable law.

8. We understand that we will be treated by the Employer or any future employer of Employee, and by any present or future employer of Spouse, as husband and wife for all employment purposes and no subsequent spouse will be recognized by any present or future employer until we submit evidence of the court-ordered divorce or annulment of our marriage or death of one of us.

9. We understand that if it is later determined that a valid common law marriage does not exist, we will be jointly and severally liable to the Employer for any benefits paid as a result of our representation that we are married.


Employee: __________________________ Spouse: _____________________



Signature



      Signature

Sworn to by both Employee and Spouse present before me on this ___________ day of ______________, 20 ________.

____________________________________


Notary Public

[The Employee and The Spouse Should Consult Legal Counsel Before Signing This Legal and Binding Affidavit]

APPENDIX E

Enrollment Form

APPENDIX F SEQ CHAPTER \h \r 1
Claim Review and Appeal Procedures for Non-HIPAA Claims

INTRODUCTION
The Board of Trustees ("Trustees") of the Allegheny County Schools Health Insurance

Consortium ("Consortium") hereby promulgate the within claim review and appeal

procedures for appeals of claims by Consortium participants and beneficiaries not subject

to the claim review and appeal procedures required by the Health Insurance Portability

and Accountability Act ("HIPAA").

The purpose of these claim review and appeal procedures is to provide a means by which

a Consortium participant or beneficiary, or their representative, may appeal any actions

taken by the Trustees which adversely affect the participant or the beneficiary in any

matter.  These claim and appeal procedures are not applicable to claims arising under

HIPAA; such claims are subject to the Consortium’s HIPAA claim review and appeal

procedures.

CLAIM REVIEW AND APPEAL PROCEDURES
1.  Denial Of Claim By Consortium.

If a claim is either completely denied or partially denied, the affected participant

or beneficiary shall be notified in writing of the Consortium’s decision.

The notification of the denial shall provide the following:

1.1. The specific reason(s) for the denial of the claim.

1.2. A reference to the specific provision(s) on which the denial is based.

1.3. A designation of any additional material or information necessary to perfect the claim and the reason(s) why such material or information is needed.

1.4. An explanation of the Consortium’s claim review and appeal procedures.

In the event that a participant’s or beneficiary’s claim is not acted upon by the

Consortium within ninety (90) days of the date the Consortium receives the claim,

or one hundred eighty (180) days if it is a special case and the Consortium has so

informed the participant or the beneficiary, the claimant may treat the claim as

denied and pursue an appeal pursuant to these claim review and appeal

procedures.


2.  Right To Review Of Denied Claim.

Any participant or beneficiary whose claim is completely or partially denied, or

who is otherwise adversely affected by any action of the Consortium, and which

claim is not governed by the Consortium’s HIPAA claim review and appeal

procedures, may appeal to the Consortium, pursuant to these claim review and

appeal procedures, for a review of the denial by submitting a request for review

within sixty (60) days after the claim is denied.

APPENDIX F SEQ CHAPTER \h \r 1
Claim Review and Appeal Procedures for Non-HIPAA Claims (continued)

3.  Form Of Request For Review.

The request for review must be in writing and filed with the Consortium at the

following address:


Allegheny County Schools Health Insurance Consortium


c/o Aon Consulting, Inc.


625 Liberty Avenue


10th Floor


Pittsburgh, Pennsylvania 15222-3110

The request for review must set forth all of the grounds upon which it is based, all

facts in support of the request, and any other matters the claimant deems

pertinent.  The Consortium may require the claimant to submit additional facts,

documents or other materials it considers necessary or appropriate in making its

review.


4.  Designation Of Panel.

Upon receipt of a request for review of a claim, the Trustees, at their sole

discretion, may designate a Panel, to be composed of at least two (2) Trustees,

one (1) of whom shall be an Administration Trustee and one (1) of whom shall be

a Union Trustee, to conduct a hearing in the matter.  In the event the Trustees do

not designate a Panel for a hearing, the matter shall be decided by a Panel,

designated by the Trustees as provided herein, based upon the claimant’s written

submission in the manner determined by the Trustees.


5.  Proceeding Before A Panel.


5.1
In the event a Panel is designated by the Trustees to hold a hearing, the Panel shall the Panel shall conduct a hearing, within a reasonable period of time, pursuant to the rules and procedures established by the Trustees.

5.2.
The claimant may be represented at the hearing by an attorney or any other representative of the claimant’s choosing at the claimant’s own expense.  Prior to, or at, the hearing the claimant shall be permitted to review all documents and other materials which affect the claim (other than documents which are subject to the attorney-client or other privilege, or are governed by the provisions of HIPAA).  If the claimant does not desire a hearing, the claimant may submit his/her position in writing to the Panel.  Before acting on the claim, the Panel may require the claimant to submit, at the claimant’s expense, additional information which the Panel reasonably believes will assist in deciding the claim.

5.3.
Following a hearing before the Panel, or consideration of the claim by a Panel based solely on the written submission by the claimant, the Panel shall submit a report concerning the matter to the Trustees.

Claim Review and Appeal Procedures for Non-HIPAA Claims (continued)
6.  Decision By Trustees.

Following the review of the report submitted by the Panel as provided in Section

5.3 herein, the Trustees shall issue a written decision within sixty (60) days after

the hearing, or if a hearing is not held within sixty (60) days following the Consortium’s receipt of the claimant’s written submission, or such additional period as determined by the Trustees to be necessary to decide the matter, thereby affirming, modifying or setting aside the Trustees’ former action.  The said written decision shall set forth the reasons for the decision and the specific references to the provisions upon which the decision was based.  If the Trustees determine that the claim should not have been denied in whole or in part, the Consortium shall take the appropriate remedial action as soon as reasonably practicable after the Trustees’ decision.  If timely written notice of the Trustees’ decision is not provided to the claimant, the claimant may elect to treat his/her request for review as denied.

7.  Rules And Procedures.

The Consortium may establish rules and procedures, consistent with the

Consortium’s governing documents and applicable law, that it considers

necessary or appropriate in carrying out its responsibilities pursuant to these claim

review and appeal procedures.

The within claim review and appeal procedures were adopted by the Board

of Trustees of the Allegheny County Schools Health Insurance Consortium

on the 10th day of April, 2003.
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	Disbursement Report
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APPENDIX H

Late Fee Policy
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