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This guide is designed to provide a general overview 
of your benefits at The City of Chattanooga. It is not 
a contract or an official interpretation of the benefit 
plans. For more detailed information, please refer 
to your summary plan descriptions or the legal plan 
documents. 

Should any questions or conflicts arise, the plan 
documents will be the final authority in determining 
your benefits. The City of Chattanooga reserves the 
right to modify or discontinue the plans at any time. 
This document was prepared exclusively for full-time 
employees of The City of Chattanooga. Unauthorized 
reproduction is strictly prohibited. 

Review your benefit options detailed in this booklet 
and at mychattanoogabenefits.com. This site is 
available 24/7 for employees to reference benefit 
option details. Please contact Human Resources if 
you have any questions regarding your benefits plan. 

Highlights
• If you would like to elect a Flexible Spending 

Account for the 2021-2022 plan year, you MUST 
enroll through ess.chattanooga.gov. Your election 
from last year will NOT carryover.

• Now is your opportunity to enroll in the City’s 
voluntary benefit offerings through The Hartford 
and Unum. These benefits are only offered during 
Open Enrollment. To learn more about these 
benefits, or to enroll in these benefits, call 866-295-2957 at any time during Open Enrollment. Representatives 
will be able to answer questions about any of the City’s benefit offerings via phone at 1-866-295-2957 from 
8:00 AM – 8:00 PM ET.
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WHAT’S INSIDE

If you (and/or your dependents) have Medicare or will become eligible for 
Medicare in the next 12 months, a Federal law gives you more choices about 
your prescription drug coverage. Please see the Annual Notices for more details.
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ENROLLMENT CHECKLIST
Before Enrollment
Take the time to learn more about all of the benefit options that are available to you. The City of Chattanooga 
provides you with tools, meetings and other resources to help you make your benefit decisions.

• Review the 2021-2022 Benefits Guide carefully as you consider your plan choices.
• Review the Plan summaries for the plans you are enrolling in as these provide a more detailed overview of 

the plan.
• You may view the online benefits presentation at www.mychattanoogabenefits.com.
• Decide if you want to enroll in a Flexible Spending Account (Health care and/or Dependent Day Care) or High 

Deductible Health Plan with HSA. 
• Remember: you must actively enroll in the FSA each year.

During Enrollment - Actively enroll between May 26 and June 7, 2021. 

Enrollers will be available via telephone from 8:00 AM – 8:00 PM ET May 26 – June 7 for questions about any of 
the benefit plans. Call 1-866-295-2957 to speak to an enrollment representative.

If you are currently enrolled in medical benefits and you don’t make a new medical plan election, your current 
coverage will roll over. 
• Complete your enrollment using Oracle Self-Service, save or print a copy of your confirmation statement, 

review it for accuracy and retain it. This is your record of enrollment. The Benefits Department does not 
mail confirmations to your home address.

• Make sure you have designated a beneficiary assigned to the life benefits. Make any necessary updates to 
ensure the Oracle system reflects the correct information. 

• Save your Oracle password in a secure place so you can log back into your account through out the year.
• Onsite representatives will be available for online enrollment help May 26 - 28 in the IT Training Room, 3rd 

Floor City Hall Annex, 8:00 AM - 4:30 PM. Onsite representatives will be available June 2- 4 in the same 
location.

After Enrollment
• Verify your 2021 elections. On July 1st, check your payroll deductions.   
• If you notice any errors, notify the HR Benefits Department immediately. Most elections cannot be changed 

after Open Enrollment except within 31 days of a qualifying event change.
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THINGS TO KNOW
The choices you make during open enrollment will take effect on July 1, 2021 and remain in effect until June 30, 
2022. Only qualifying life events will allow you to make a change before that date (see Mid-Year Life Changes 
listed below for more information).

Remember!
Even if you are not making any benefit changes, you must make certain elections annually.
• The Flexible Spending Account (FSA) requires an annual election for both Health and Dependent Care.
• You may participate in a Flexible Spending Account even if you do not make medical plan elections. 
• You may participate in the dependent care FSA to pay for daycare or elder care expenses, regardless of your 

health care election.

Benefit Eligibility
Employees

• Employees must be working at least 30 hours per week 
to be eligible for benefits. If you are enrolling as a new 
employee, benefits are effective the first day of the month 
following 30 days of employment, excluding month of hire.             

Dependents
• Your legal spouse 
• Your or your spouse’s: (1) natural child; (2) legally adopted 

child (including children placed for the purpose of adoption); 
(3) step-child(ren); or (4) children for whom the employee or 
employee’s spouse is the legal guardian; who are less than 
26 years old; or

• Your child or your spouse’s child for whom a Qualified 
Medical Child Support Order has been issued; or

• Your Incapacitated Child or your spouse’s Incapacitated 
Child

Mid-Year Life Changes - Qualifying Events
Each year you have the opportunity to make changes to your benefits package during an Annual Open 
Enrollment. With the exception of certain qualifying events, open enrollment is the only time benefit changes 
may be made. A qualifying event is a change in your personal life that may impact your eligibility or dependent’s 
eligibility for benefits. Examples of a Qualifying event are listed below as defined by the IRS:

• Change in legal marital status, including marriage, death of a spouse, divorce, legal separation and 
annulment.

• A change in the number of dependents, including birth, death, adoption, and placement for adoption.
• A change in employment status. 
• A dependent ceasing to satisfy eligibility requirements for coverage due to attainment of age 26, change 

in marital status, or other similar circumstances.

If you are not sure whether your change is a qualifying event, please ask! It is the employee’s responsibility 
to notify the Benefits Office at (423) 643-7220 or benefits@chattanooga.gov of any life change that results 
in a loss of dependent eligibility within 31 days31 days of the date of the event. The employee may be responsible 
for any costs associated with misrepresentation.

In order to cover your dependents on The 
City of Chattanooga benefit plans, you must 
provide the following documentation before 
the coverage effective date:

• Marriage Certificate or 1040 for the addition 
of a spouse.

• Birth certificate for the addition of a child or 
children. 

• Social security cards must be submitted for 
all dependents that will be covered under 
medical, dental and vision benefits.

Once your online enrollment is complete, HR 
will send you a secure link to upload your 
required documentation. Date of birth and 
the social security number is needed for all 
dependents who will be covered under the 
medical, dental and vision benefits.
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The City of Chattanooga 
operates a self-funded medical 
insurance plan. BlueCross 
BlueShield of Tennessee 
(BCBST) is the administrator of 
the City’s insurance plan.

The Plan has two options – a 
Preferred Provider Organization 
Plan (PPO) and a High 
Deductible Health Plan (HDHP). 
The PPO plan has copays, a 
deductible and coinsurance 
after the deductible has been met. The HDHP has 
a deductible and coinsurance after the deductible 
has been met. A Health Savings Account (HSA) is 
used with the HDHP to set aside savings for future 
medical expenses.

The Plan includes two network options defined by 
BCBST – Network S and Network P. Premiums are 
lower in Network S. In the Chattanooga area, both 
networks include almost all the available providers.   
Network S excludes the Parkridge Hospital system. 
In Tennessee, both networks include the Vanderbilt 
and St. Thomas hospital systems.

To find an in-network provider near you, go to www.
bcbst.com and click on “Find A Doctor.” You can sort 
by Network P or S to see which of your providers 
participate in each network. You can also consult 
either the online directory or the BlueCross BlueShield 
of TN Customer Service department at 1-800-565-
9140 to confirm that your provider participates in the 
network. 

MEDICAL BENEFITS
BCBS of Tennessee  |  1-800-565-9140 |  www.bcbst.com |  Group Number:  115599

MONTHLY 
PREMIUMS*

NETWORK S NETWORK P
PPO HDHP PPO HDHP

Employee Only $102.12 $37.32 $124.64 $46.48
Employee + Child(ren) $188.52 $74.64 $230.00 $93.04
Employee + Spouse $219.60 $84.48 $267.84 $105.24
Employee + Family $312.08 $124.28 $380.72 $154.88

*If either you or your covered spouse use tobacco products, as defined by the policy, 
we will add an additional $15 per month to your rate. This applies to both Network S 
and Network P.

PLAN OPTIONS
PPO - P or S Network HDHP - P or S Network

• Higher Premium
• Copays for select services
• Deductible: $1,000 for single or $2,000 for 

family. The plan pays after reaching the 
deductible. 

• 100% Preventive coverage
• Not eligible for HSA

• Lower Premium
• HSA Eligible
• Deductible: $2,000 for single or $4,000 for 

family. The plan pays after reaching the 
deductible. 

• 100% Preventive coverage

TERMS TO REMEMBER
Coinsurance - The percentage of total costs that you pay 
“out-of-pocket” for covered expenses after you meet the 
deductible.
Copay (Copayment) - The set fee you have to pay “out-of-
pocket” for certain services, such as a doctor’s office visit or 
prescription drug.
Deductible - The amount you pay “out-of-pocket” before the 
health plan will start to pay its share of covered expenses.
Out-of-Pocket Maximum (OOPM) - The maximum amount 
an individual or family will pay (in addition to premiums) for 
covered services during a plan year. This amount includes 
all money paid for eligible expenses toward the deductible, 
coinsurance and copays.
Network - The doctors, pharmacists and/or other health 
care providers who makeup the plan’s preferred providers. 
When you use in-network providers, you pay less because 
they have agreed to pre-negotiated pricing. Also called in-
network.
Preventive Care Services - Health care services you 
receive to help you stay healthy (rather than when you are 
sick or injured). Preventive care services include annual 
physicals, wellness screenings and well-baby care.
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*If more than one person is covered under the High Deductible Health plan, the full family deductible must be satisfied be-
fore benefits will be paid for the employee or any covered family members. 

BENEFIT PLAN FEATURES PPO 
In-Network

High Deductible Health Plan (HDHP)  
In-Network*

Preventive Care 
(See full list) 100% Coverage 100% Coverage

Annual Deductible 
Individual / Family $1,000 / $2,000 $2,000 / $4,000

Annual Out-of-Pocket Max  
Individual / Family $3,200 / $6,400 $4,000 / $8,000

Non-Network Benefits 
(Non-Network benefits are available, 
however, your share will increase)

2x In-Network Deductible and Out-of-Pocket 
Max Coinsurance will increase to 40%

Covered Services & Copays
Well Advantage Clinic $0 $20
Office Visit 
Primary Care / Specialist $30 / $40 20% after deductible

Routine Diagnostic Lab, X-ray (In office) No additional copay 20% after deductible
Non-Routine Diagnostic Services 
(Includes MRI, CT scan, PET scan, nuclear 
medicine and other technologies)

20% after deductible 20% after deductible

Emergency Services (ER) $250 20% after deductible
Ambulance 20% after deductible 20% after deductible
Provider Administered Specialty Drugs $100 20% after deductible
Services Received at a Facility 
(Inpatient, Outpatient, Radiology etc.) 20% after deductible 20% after deductible

Behavioral Health
Outpatient Behavioral Health $30 copay 20% after deductible
Inpatient Behavioral Health 20% after deductible 20% after deductible
Pharmacy
WellAdvantage Pharmacy 
Generic / Preferred / Non-Preferred $4 / $27 / $52 20% after deductible

WellAdvantage (90-day Supply) $10 / $67.50 / $130 20% after deductible
Retail 
Generic / Preferred / Non-Preferred $12 / $42 / $67 20% after deductible

Mail Order (90-day Supply) Copay $30 / $105 / $167.50 20% after deductible

MEDICAL BENEFITS CHART
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If you are enrolled in the High Deductible Health Plan (HDHP), you 
are eligible to participate in a Health Savings Account (HSA) through 
HealthEquity. An HSA is established to pay for future qualified medical, 
dental and vision expenses. 

You can use your account to pay for qualified medical expenses that 
are incurred by you or your dependents identified on your Federal tax 
return. These qualified expenses are defined by the IRS in Publication 
502. Your contributions to the HSA are made tax-free by payroll 
deduction. The funds are deposited into a Health Equity custodial 
account. When a qualified expense is incurred, you pay with your 
Health Savings Account debit card or request reimbursement for the 
expense from HealthEquity.  The account is yours to keep, even if you 
leave employment with the City.

HEALTH SAVINGS ACCOUNT
HealthEquity  |  1-866-346-5800 |  www.heal thequi ty.com

2021 Annual Maximum 
Contributions to your HSA

Employee:              $3,600
Family:                                   $7,200
Catch-Up Contribution
for those 55+:     $1,000

Employees enrolled in any of our medical plans receives 
access to PhysicianNow™ powered by MDLIVE.   
PhysicianNow™ powered by MDLIVE is a convenient, 
cost-effective alternative to the emergency room, 
urgent care facility or in-office doctor’s appointment 
for most non-emergency conditions. You have quick, 
convenient access to locally-licensed and board-
certified doctors 24/7 via phone or video!

You may use PhysicianNow™ to treat conditions 
like allergies, asthma, bronchitis, cold and flu, sinus 
infections and more! 

When to use PhysicianNow™:
• When it’s not an emergency
• When it’s not easy to schedule with your doctor

• When you’re traveling
• When you’re too busy to go to your doctor’s office

How to Register
1. Visit bcbst.com/blueaccess 

and select the My Health and 
Wellness tab. Click on the 
PhysicianNow™ tile.

2. Call 1-888-283-6691.
3. Download the 

PhysicianNow™ app at the 
App Store or Google Play.

Be sure to have your Member ID card handy when 
registering!

TELEMEDICINE
PhysicianNow™ powered by MDLive  |  1-888-283-6691  

www.bcbst.com  cl ick “My Health & Wel lness” tab |  Mobi le App: Search for Physic ianNow

To contribute tax-free to an HSA, you must be 
enrolled in an HDHP and no other coverage. 
You cannot contribute tax-free to an HSA if:

1. You are covered by Medicare A, B or 
D or Tricare

2. Your spouse covers you under a plan 
that is not an HDHP

3. Your spouse has a Health Reimburse-
ment Account (HRA) or an unrestricted 
Flexible Spending Account

Qualified Medical Expenses for H.S.A
Qualified medical expenses are designated by the IRS. They include medical, 
dental, vision and prescription expenses. Refer to the IRS publication 502 for a 
list of specific examples. Some Highlights Include: 

Prescription Drugs Insulin Dental Procedures
Orthodontics Eye Exams Eye Surgery

Prescription Eyeglasses 
and Contact Lenses Hearing Aids Hospital Services

Laboratory Fee and 
X-Rays

Long-Term Care 
Premiums
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BCBST BlueAccess FEATURES
myBlue TN App

The myBlue TN app is your mobile BlueAccess. Through this app, you can view the mobile 
version of your Rewards portal, as well as access many of your subscriber tools like finding a 
doctor and reviewing your claims (if a BCBST medical subscriber).

Log in to the myBlue TN app using your BlueAccess username and password. iPhone users 
can also choose fingerprint Touch ID in the app settings. Tip: you can access your digital ID 
card on the app!

Healthy Maternity
With a little one on the way, you have a lot on your mind. That’s why BCBST created a program that matches you 
with your very own maternity nurse, who will be there to help however you need.

Once you sign up, you’ll get: 
• One-on-one support from a maternity nurse
• Weekly emails for each stage of pregnancy and online pregnancy resources
• Immunization help
• Emotional support, during and after your pregnancy
• Help from high-risk maternity nurses or a certified lactation counselor if you need it

Log in or register now at bcbst.com/myhealthymaternity or call 1-800-818-8581.

24/7 Nurseline
Log in or register now at bcbst.com/member
• Choose the “Managing Your Health” tab
• Click on NurseChat

Nurses are here for you every day, around the clock. You can call when you need to talk. Or, if you prefer, chat 
with a nurse online through NurseChat on BlueAccess. 

You can use Nurseline when you have questions about common health concerns - like a rash or a sprained 
ankle. Or you can talk with a nurse about big health decisions, like having back surgery or other treatments. 

Call Nurseline at 1-800-818-8581 or 1-800-848-0298 (TTY). 

As a BlueCross member, you get exclusive discounts on health and wellness products and services, including 
vision and hearing products, through our members only discount program. They’re available from big national 
chains, and your local favorites.  These discounts change often, so you can check back frequently, or opt in 
to get a weekly email full of new discounts for you.  

You can see all available discounts by logging in at www.bcbst.com/memberdiscounts, or through the 
myBlueTN app.
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Your dental benefits are provided by Cigna. There 
are three dental plans offered.  

Dental 1000 and Dental 1500-O are PPO plans.  
You may visit your provider of choice, however, you 
will receive the best benefits by using an in network 
provider at the Cigna DPPO Advantage level in the 
Cigna Total DPPO network. 

Dental HMO is an HMO plan. You must choose 
your dentist before you receive services. The 
cost of services is based on the Patient Charge 
Schedule.  Find your dentist in the Cigna Dental 
Care Access Plus network.

To find a provider in the network, visit www.cigna.
com and click on “Find A Doctor, Dentist or Facility.”

PLAN FEATURES Dental 1000 Dental 1500-O Dental HMO

Calendar Year Annual Maximum 
Applies to all benefits including Preventive, Basic & 
Major services.

$1,000 $1,500
Unlimited annual 

maximum, refer to 
Schedule of Benefits

Calendar Year Deductible
Per Individual / Family $50 / $150 $50 / $150 None

Preventive & Diagnostic (Class I)  
Includes oral exams, cleanings, sealants, x-rays, 
fluoride treatment, space maintainers

Plan pays 100% Plan Pays 
100%

Refer to Schedule of 
Benefits GIV9 Reduced, 

fixed, pre-set charges 
apply for all services. 

Certain limitations 
apply and you must 

select and identify your 
dental provider prior to 

treatment. Once enrolled, 
you may access the 

Schedule of Benefits: 
www.mycigna.com.

Basic Services (Class II) 
Fillings, simple extractions, periodontal maintenance, 
palliative treatment

Plan pays 80% Plan pays 80%

Major Services (Class III) 
Surgical extractions, oral surgery, root canals 
(endodontics), periodontal therapy and surgery, 
crowns, dentures, bridges, inlays, onlays

Plan pays 50% Plan pays 50%

Orthodontia Coinsurance 
Lifetime Limit - dependent children and adults Not covered $1,500 Refer to Schedule of 

Benefits

DENTAL BENEFITS
Cigna  |  1-800-244-6224 |  www.mycigna.com |  Group Number:  3340955

RATE TIER Dental 
HMO

Employee Only $12.28
Employee + 1 $19.92
Employee + 2 or more $30.36

MONTHLY PREMIUMS

RATE TIER Dental 
1000

Dental 
1500-O

Employee Only $23.88 $27.76
Employee + Child(ren) $44.96 $52.24
Employee + Spouse $55.00 $63.88
Employee + Family $76.16 $88.48

‘Employee +1’ means a spouse or one child
‘Employee +2 or more’ means 2 or more children or family
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The Vision plan is designed to encourage you and your family to visit the 
optometrist or ophthalmologist regularly to maintain your vision health.  This 
benefit is administered by EyeMed and you must use an EyeMed provider. 

The Vision Plan described below can be purchased with monthly premiums 
and offers covered benefits for exams, glasses and contacts. For more 
information and for a list of providers, visit www.bcbst.com/members/
chattanooga. This is an EyeMed Benefit and you must use a Provider 
that is In-Network with BCBST/EyeMed to receive the full In-Network Benefit.

VISION BENEFITS In-Network Out-of-Network

Vision Exam $10 copay $35 allowance
Lenses
Single / Bifocal / Trifocal $25 copay $30 / $45 / $60 allowance
Progressive, Anti-reflective 
and Photochromic $65 additional copay $45 allowance

Frames $150 allowance $75 allowance
Contact Lenses
Medically Necessary Paid-in-full $120 allowance
Conventional Disposable $150 allowance $200 allowance

MONTHLY VISION RATES
Employee Only $5.52
Employee + Child(ren) $11.32
Employee + Spouse $10.80
Employee + Family $16.08

VISION BENEFITS
BCBS of Tennessee/EyeMed  |  1-877-342-0737 |  www.bcbst.com |  Group Number:  115599
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**The Flexible Spending Account rules require that you enroll each year. 
If you own a Health Savings Account (HSA), you are not eligible to enroll in the City’s Health Care FSA.**

FLEXIBLE SPENDING ACCOUNT
Amerif lex  |  1-888-868-3539 |  www.myameri f lex.com

The City offers both a Health Care Flexible Spending Account (HC-FSA) and a 
Dependent Care Flexible Spending Account (DC-FSA).

A HC-FSA is a special tax-free savings account that you can use to pay for certain 
out-of-pocket health care costs.  You can contribute up to $2,750 of earnings before taxes on an annual basis. 
The HC-FSA can pay for eligible expenses for you or your dependents that you claim on your Federal tax return. 
The eligible health care expenses are defined by the IRS and include medical, dental and vision expenses.

Budget your contributions to match your expected expenses.  At the end of the plan year, any unspent funds 
up to a $550 limit are allowed to carryover (amounts unspent above $550 are lost).  

A DC-FSA is a special tax-free savings account that you can use to pay for child or adult daycare, preschool, 
summer camp and certain before and after school programs.  You can contribute up to $5,000 of earnings before 
taxes on an annual basis.  The IRS determines which expenses are eligible for reimbursement.  

Your HC-FSA designated amount is available for use immediately at the start of the plan year.  Your contributions 
are made by payroll deduction throughout the plan year.  The dollars available for the DC-FSA are based on the 
current accumulated contributions.

Eligible Expenses
Health Care FSA funds may only be used for eligible expenses under your health care FSA and/or dependent 
care FSA. Some eligible expenses include: 
• Medical/dental office visit co-pays
• Dental/Orthodontic care services
• Eye exams and prescription glasses/lenses
• Prescriptions
• Vaccinations 
• Day Care Fees (dependent care only)

A complete list can be found at www.irs.gov in IRS Publications 502 & 503. Please note: insurance premiums are 
NOT eligible for reimbursement. 

You are not required to enroll in a medical plan to enroll in a Flexible Spending Account.  The Flexible 
Spending Account enrollment is a one year election only.  You must enroll each year to participate.

A Health Care FSA can help pay for eligible medical expenses for you or your dependents that you claim on 
your Federal tax return.

Tip: Use pre-tax dollars to pay for medical copays, prescriptions, and/or daycare fees, thereby reducing 
your taxable income.
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DISABILITY PLANS

Important! Please refer to your Plan Documents for definitions and eligibility rules. 

Short-Term Disability
Summary of Benefit: Short-Term Disability (STD) can help provide additional financial 
protection while you are unable to work. This voluntary insurance coverage will provide 
a short-term benefit in the event of a non-occupational disability. This plan is designed to 
provide income of 50% or 70% of your weekly rate of pay up to a maximum of $2,000 per 
week.

Amount of Coverage & Maximum Benefit Period: There is a 14-day waiting period for 
illness or injury. Employees can be paid STD for normally scheduled work days missed. STD benefits can 
continue for 24 weeks of total disability.

Health related questions may be required by the vendor before coverage is issued.

Age Last Birthday 
as of July 1, 2021

Monthly Rate per 
$10 of Benefit

Less than 55 $0.51
55-59 $0.79

60 and up $1.33

The Hartford  |  1-800-549-6514  |  www.thehart ford.com

Long-Term Disability
The City provides a Long-Term Disability (LTD) insurance policy for those participants in the General Pension 
Plan who become disabled and can no longer perform their job. Participants become eligible for coverage on 
the first day of the month following 180 days of employment. Approved LTD benefits may begin 180 days after 
a continuous disability.     

Long-term disability benefits may be available to participants who are unable to perform their job temporarily but 
are expected to return to work full time. Approved benefits include wages replacement up to 100% and are based 
on the employee’s ability to perform work. 

If circumstances prevent participants from returning to their job permanently, approved LTD benefits provide a 
wage replacement of 60% of your monthly income prior to becoming disabled.

Benefits from the LTD plan are adjusted based on income employees may receive from other disability plans. 
Benefits from the LTD plan will not be less than $100 per month and will not be greater than $5,000 per month. 
For further information, refer to the LTD insurance policy provisions. 

Contact the HR Benefits Office at (423) 643-7220 with your questions about this benefit.
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LIFE INSURANCE

Basic Life/AD&D Insurance | Paid for by the Employer

To ensure that all eligible employees have a basic level of protection, the City of Chattanooga provides Basic Life 
and AD&D Insurance. Basic Life and AD&D provides financial security to you and your family in the event of an 
unforeseen hardship from your death or dismemberment.

This is a group term life and accidental death and dismemberment insurance policy that is provided to all full-time 
employees. This policy has a conversion option for individual coverage upon termination.

Eligibility: Full-time employees and elected officials are eligible for coverage on the first day of the month 
following 30 days of employment.

Amount of Coverage: Eligible employees receive an amount of coverage equal to their stated annual salary 
rounded to the next $1,000, but no more than $50,000.

Unum  |  1-800-635-5597 |  www.unum.com

Supplemental Term Life Insurance | Purchased by the Employee

Important! Please refer to your Plan Documents for definitions and eligibility rules. 

Health related questions may be required by the vendor before coverage is issued.

When it comes to protecting the financial security of you and your family, nothing is more important than planning 
ahead. Even though you already have Basic Life insurance, it is important to ask yourself whether it provides 
the protection you need to cover all of your financial responsibilities. Purchasing additional term life insurance 
on yourself, your spouse and/or your children can help alleviate unforeseen expenses if a tragic event occurs.

Eligibility: Full time employees and elected officials (employees) are eligible for coverage on the first day of the 
month following 30 days of employment, excluding month of hire. Employees must purchase Supplemental Life 
insurance coverage for themselves in order to purchase coverage for a spouse or child(ren).  If an employee 
and spouse are both City employees they cannot cover each other.

Supplemental life and AD&D insurance can be purchased in addition to the 
Basic Life insurance provided by the City of Chattanooga. Premiums will be 
deducted from your paycheck. 

Amounts of Coverage
Employee
• Increments of $10,000 up to 5 times salary, not to exceed $500,000
• Guaranteed Issue limit is $150,000

Spouse
• Increments of $5,000, up to employee amount of insurance, not to 

exceed $250,000
• Guaranteed Issue limit is $25,000

Child(ren)
• Increments of $2,000, not to exceed $10,000

*Rate includes both Life and AD&D.

Age Group Monthly Rate 
per $1,000*

<25 0.12
25-29 0.13
30-34 0.15
35-39 0.19
40-44 0.25
45-49 0.38
50-54 0.58
55-59 0.87
60-64 1.35
65-69 2.33
70-74 4.14
75+ 7.99
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WELLADVANTAGE 
HEALTH CENTER BENEFITS

WellAdvantage Health Center
(423) 643-7970

Hours of Operation: 

Monday-Friday: 7:30am - 5:00pm
Saturday: 8:00am - Noon

Tuesday & Thursday Walk-ins: 
(sick visits only): 5:00pm - 8:00pm

WellAdvantage On-Site Pharmacy
(423) 266-1586

(423) 266-3314 (fax)

Hours of Operation: 

Monday-Friday: 8:00am - 6:00pm
Closed for Lunch Daily 1:30pm - 2:00pm

• No or low office visit copays

• Full service, onsite WellAdvantage Pharmacy offering generics, preferred, non-preferred and over-the-
counter medications

• Primary care for annual check-ups and physical exams

• Acute care visits for colds, sore throat, flu or other non-emergent concerns

• Health coaching to help with weight loss, physical activity plans or other chronic health conditions

• Onsite, convenient labs

• Marathon-health.com provides easy-to-use, online appointment scheduling, as well as secure Personal 
Health Record, health library and nutrition and activity trackers are available

**All personal health information is protected and maintained in a HIPAA compliant manner. Health information will not be shared.**

Who is Eligible? 
WellAdvantage Health Center and On-Site Pharmacy: City employees, retirees, and their dependents, who 
are covered by the City’s health insurance, may utilize the health center and pharmacy. Dependents using the 
health center MUST be 2 years or older to be eligible.

WellAdvantage Fitness Center: All full-time employees, elected officials, pension-eligible employees, and 
retirees, regardless of insurance coverage, may utilize the fitness center. Dependents, who are covered by the 
City’s health insurance may use the fitness center. Dependents age 13-17 can use the Fitness Center but MUST 
be accompanied by a parent.

WellAdvantage Fitness Center
620 E. 11th Street

Chattanooga, TN 37403
423.643.7970

Hours of Operation: 

Monday-Friday:
Staffed Hours: 8:00am - 4:30pm
24/7 Access with your Key Card

How do I join the Fitness Center?

If you are eligible to utilize the Fitness Center, you 
will need to attend a Fitness Center Orientation. 
In the orientation, you will review your Fitness 

Center access card, as well as review the 
available equipment, guidelines for use and safety 

regulations. To schedule an appointment or for 
more information, call (423) 643-7982.
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EMPLOYEE ASSISTANCE 
PROGRAM (EAP)

The ComPsych® GuidanceResources® employee assistance program services include counseling for marital/
family, depression, addiction, stress/anger, life transitions or any issue for short term counseling for you or an 
immediate household family member.
• In-person help with short-term issues
• Unlimited telephonic support - Legal service, financial service, work life service
• Financial consultations and referrals
• Work/life services for assistance with child care, finding movers, kennels and pet care, vacation planning, 

and more.
• Toll-free phone and web access 24/7
• Access at:

 www.guidanceresources.com
 Web ID: CHATTEAP
 App: GuidanceResources Now

ComPsych® -  Guidance Resources® |  1-844-268-5475 |  www.guidanceresources.com

The City of Chattanooga is proud to provide 
our employees with a comprehensive wellness 
program, administered by BlueCross BlueShield 
of Tennessee (BCBST), to help you reach your 
ideal of optimal wellness. You can earn a total 
of 30,000 points! Redeem your incentives in the 
online rewards catalog, or choose to save and 
roll your points to next year. Your points expire 
36 months from the day they are earned.

Your first step on your journey to wellness is 
to register on BlueAccess at www.bcbst.com. 
From here, you can access your Rewards 
portal, where you can find new activities and 
programs to try and check your progress along 
the way. To find out more about your plan’s 
incentives and rewards or your terms and conditions, call us at 1-844-269-2583 (844-2MYBLUE) or email us at 
help@bcbstrewards.com.

WELLNESS REWARDS PROGRAM
BCBS of Tennessee  |  1-844-269-2583 |  www.bcbst.com
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VOLUNTARY BENEFITS

**You do not have to be enrolled in any other benefit to enroll in these plans.**

Group Hospital Indemnity
Group Hospital Indemnity Insurance pays a lump sum benefit for qualified inpatient hospital admissions. It also 
includes a daily hospital confinement benefit, emergency room benefits, and emergency transportation benefits. 
It also works very well with the City’s High Deductible Health Plan by helping with the deductible costs in the 
event that a covered individual is hospitalized. The policy includes a $50 payment to you and each covered 
dependent when you get a qualified yearly wellness exam. Your rates will not go up as you age, and coverage is 
available for employees, their spouses, and their dependent children.

Group Critical Illness Insurance
Critical Illness Insurance pays a lump-sum payment if you are diagnosed with a covered health condition, such as 
a heart attack, stroke, or cancer. You can use the benefit payment in any way you choose. Coverage is available 
for employees, spouses, and children, and your premiums will not increase over time. The policy includes a $50 
payment to you and each covered dependent when you get a qualified yearly wellness exam.

Group Accident Insurance
Accident Insurance pays benefits for covered off-the-job accidents based on the type of accident and the treatments 
received. When you become injured, the Accident plan will pay you a direct cash benefit that supplements your 
medical insurance. Covered treatments include doctor appointments, x-rays, surgeries, physical therapy and 
follow-up treatments. Coverage is available for employees, spouses, and children, and your premiums will not 
increase over time.

Whole Life Insurance
Whole Life Insurance can provide added financial security for you and your family. This life insurance option 
is separate and different from your group term life insurance, in that it accumulates cash value over time. The 
premiums never increase, so the amount you pay when you sign up is the amount you will always pay. The 
insurance also includes an option that will allow you to stop paying at age 70, while still keeping the coverage for 
life. Additionally, if you reach a point in life where your health condition qualifies, the policy can be used to pay for 
long-term care expenses. Coverage is available for employees, spouses, and children.

Unum  |  1-800-635-5597 |  www.unum.com

These benefits are only offered during Annual Open Enrollment. Unum will continue to provide additional 
voluntary benefits for City employees and their families.

To learn more, you can call Unum directly at (866) 295-2957 at any time during the open enrollment.
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The City provides various benefits to assist with your future financial security as you plan for retirement or in the 
event of a disability.  If you are a civilian full-time employee of the City, you are automatically a member of the 
General Pension Plan (Plan). 

General Pension Plan
As a participant, you contribute 2% of your pensionable earnings to the Plan and the City contributes additional 
amounts sufficient to fund the future retirement benefit payments from the Plan. The City’s contribution will vary 
from year to year based on the recommendations of the Plan’s actuary and the General Pension Plan Board 
of Trustees. The Trustees direct the investment strategy and objectives for the growth of the Plan’s assets. All 
combined, the Plan will furnish a lifetime of retirement benefits for its participants.

The Plan is a defined benefit plan, which means that your basic monthly benefit is based on your years of 
service in the Plan and the average of your three highest calendar year earnings while in the Plan. A participant 
becomes vested in the Plan after earning 60 pension service credits. The Plan’s stated normal retirement age is 
62; however, a vested participant can retire as early as age 55 with a reduced benefit. If a vested participant has 
met the Rule of 80 before age 62, the participant can retire early without reduction in benefits. The basic monthly 
pension benefit is a single life annuity. The Plan offers other payment options that may help the participant to 
reach personal retirement goals.

For more information about this valuable benefit and Plan features, please visit the web page: http://www.
chattanooga.gov/general-pension-plan.

Contact the HR Benefits Office at (423) 643-7224 with your questions about this benefit.

GENERAL PENSION PLAN 
City of Chattanooga  |  423-643-7224 |  www.chattanooga.gov/general-pension-plan
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DEFERRED COMPENSATION

Deferred Compensation Plan (457b)
Regardless of your participation in a pension plan, if you have income, you can specify an amount to be set aside 
through payroll deduction in a deferred compensation plan.  

The 457b deferred compensation plan is designed for governments and operates in a manner similar to a 401(k).  
There are four different programs available through the City. You may choose from Empower, Nationwide, Voya, 
and ICMA to defer a portion of your income before tax to supplement your retirement. Each plan has a booklet 
that contains all the forms necessary to set up your deferrals and describes the menu of assets available for 
investment. You select the assets that fit your ‘risk profile’ to allocate and grow your dollars and increase your 
retirement nest egg. But even if you only contribute a small amount, with your selection of assets to grow your 
dollars, the funds can help you to supplement your retirement or provide insurance against unforeseeable future 
expenses.

• Employee Contributions: Your pre-tax contributions are made through payroll deduction. You may stop 
deductions or make changes to your contribution percentage by completing a form. 

• Elective deferral maximum contribution: You can make elective deferrals up to the maximum allowed by 
federal regulations.  The maximum annual amount is $19,500. 

• Catch-up contribution: If you are age 50 or older and make the maximum allowable deferral, you are entitled 
to make additional ‘catch-up’ contributions of $6,500 annually.

• Rollovers: Employees may transfer balances from other tax-qualified plans, 403(b), 457(b), traditional IRA, 
401(k).

• Withdrawals:  Withdrawals of money from your account will incur a mandatory 20% tax withholding, and may 
incur an additional 10% tax penalty, unless it is a hardship withdrawal or a rollover to another plan.  

For further information about the City of Chattanooga’s deferred compensation 
plan, contact Matthew Dale at (423) 643-7386 or mdale@chattanooga.gov.

City of Chattanooga  |  423-643-7386 |  www.chattanooga.gov
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NEXT STEPS

1. Review your benefit options detailed in this booklet and at mychattanoogabenefits.com. Determine what 
options are best for you and for your family.

2. Enroll in your benefits online via the Employee Self Service portal. You may access the portal at 
ess.chattanooga.gov. 

3. Confirm your elections. Print a confirmation statement and keep for your records. If you notice any errors, 
notify the benefits department immediately at benefits@chattanooga.gov.

HOW TO ENROLL 

• Go to ess.chattanooga.gov.
• Log on to your Oracle account. Enter your username (your employee ID) and password. If you do not have 

a password, please contact IT at (423) 643-6301.
• Select “Benefits”

• “Add Another Person” to add new dependents and beneficiaries
• You must have all names, dates of birth and social security numbers

• Select “Update Benefits”

• Make your elections. You must select each dependent that needs to be covered under each plan. The 
dependent’s name must be entered exactly as it appears on his/her Social Security card.
• See page 4 of this booklet for documentation required to add dependents.

• Enter your beneficiaries and the percentages (must equal 100%)
• You are required to designate beneficiaries for City Basic Life online and complete the General Pension 

Plan Beneficiary Designation form (in your New Hire Paperwork packet from HR).  
• Print a Confirmation Statement and click “Finish.”

If you have questions, please contact the Benefits Office at 
(423) 643-7220 or benefits@chattanooga.gov.

ENROLLMENT - NEXT STEPS
Enrollers will be available via telephone from 8:00 AM – 8:00 PM ET for questions about any of the benefit 
plans and to help with online enrollment. Call 1-866-295-2957 to speak to an enrollment representative.
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BENEFIT CONTACTS
Benefit Plan Administrator Contact Number Website

Medical BCBS of Tennessee 1-800-539-0688 www.bcbst.com

Prescription Drugs BCBS of Tennessee 1-800-922-1557 www.bcbst.com

Telemedicine BCBS of Tennessee 1-888-283-6691 www.bcbst.com

Health Savings Account HealthEquity 1-866-346-5800 www.healthequity.com

Dental Cigna 1-800-244-6224 www.mycigna.com

Vision BCBS of Tennessee 1-877-342-0737 www.bcbst.com

Flexible Spending Account Ameriflex 1-888-868-3539 www.myameriflex.com

BlueHealth Rewards BCBS of Tennessee 1-844-269-2583 www.bcbst.com

Basic Life Insurance Unum 1-800-635-5597 www.unum.com

Supplemental Life 
Insurance Unum 1-800-635-5597 www.unum.com

FMLA The Hartford 1-800-549-6514 www.thehartford.com

Short-Term Disability The Hartford 1-800-549-6514 www.thehartford.com

Long-Term Disability The Hartford 1-800-549-6514 www.thehartford.com

Voluntary Benefits Unum 1-800-635-5597 www.unum.com

Employee Assistance 
Program

ComPsych® 
GuidanceResources® 1-844-268-5475

www.guidanceresources.com 
App: GuidanceResourcesNow 

Web ID: CHATTEAP
Deferred 
Compensation Plan City of Chattanooga 423-643-7386 www.chattanooga.gov

General Pension Plan City of Chattanooga 423-643-7224 www.chattanooga.gov/
general-pension-plan

Visit the Chattanooga Employee Benefits Website for more information: www.mychattanoogabenefits.com.

If you have questions, please contact the Benefits Office at 
(423) 643-7220 or benefits@chattanooga.gov.
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ANNUAL NOTICES
IMPORTANT NOTICES FROM OUR COMPANY 

REGARDING  
THE PLAN

The following notices provide important information 
about the group health plan provided by your employer. 
Please read the attached notices carefully and keep a 
copy for your records.

If you have any questions regarding any of these notices, 
please contact:

The City of Chattanooga
Madeline Green 
(423) 643-7223 

101 E. 11th Street, Suite #201 
Chattanooga, TN 3740 

Distribution Date: June 2021

HIPAA

The Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) requires that we notify you about 
important provisions in the plan. You have the right to 
enroll in the plan under its “special enrollment provision” 
provided that you meet participation requirements, if 
you marry, acquire a new dependent, or if you decline 
coverage under the plan for an eligible dependent while 
other coverage is in effect and later the dependent 
loses that other coverage for certain qualifying reasons. 
Special enrollment must take place within 30 days of 
the qualifying event. If you are declined enrollment for 
yourself or your dependents (including your spouse) 
while coverage under Medicaid or a state Children’s 
Health Insurance Program (CHIP) is in effect, you may 
be able to enroll yourself and your dependents in this 
program if you or your dependents lose eligibility for that 
other coverage. However, you must request enrollment 
within 60 days after you or your dependents’ Medicaid 
or CHIP coverage ends. If you or your dependents 
(including your spouse) become eligible for a state 
premium assistance subsidy from Medicaid or a CHIP 
program with respect to coverage under this plan, you 
may be able to enroll yourself and your dependents 
(including your spouse) in this plan. However, you must 
request enrollment within 60 days after you or your 
dependents become eligible for the premium assistance. 
To request special enrollment or obtain more information, 
contact the plan administrator indicated in this notice.

HIPAA Notice of Privacy Practices

The Health Insurance Portability and Accountability Act 
of 1996 (“HIPAA”) requires that we maintain the privacy 
of protected health information, give notice of our legal 
duties and privacy practices regarding health information 
about you and follow the terms of our notice currently 
in effect.

You may request a copy of the current Privacy Practices 
from the Plan Administrator explaining how medical 
information about you may be used and disclosed, and 
how you can get access to this information. As Required 
by Law. We will disclose Health Information when 
required to do so by international, federal, state or local 
law.

You have the right to inspect and copy, right to an 
electronic copy of electronic medical records, right to get 
notice of a breach, right to amend, right to an accounting 
of disclosures, right to request restrictions, right to 
request confidential communications, right to a paper 
copy of this notice and the right to file a complaint if you 
believe your privacy rights have been violated.

 
SPECIAL ENROLLMENT NOTICE

If you are declining enrollment 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) 
provided that you meet participation requirements. 
However, you must request enrollment within 30 days or 
any longer period that applies under the plan, after you 
or your dependents’ other coverage ends (or after the 
employer stops contributing toward the other coverage). 
In addition, if you have a new dependent as a result of 
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 or 
any longer period that applies under the plan, after the 
marriage, birth, adoption, or placement for adoption. To 
request special enrollment or obtain more information, 
contact the plan administrator mentioned above.

USERRA

The Uniformed Services Employment and 
Reemployment Rights Act (USERRA), protects the 
job rights of individuals who voluntarily or involuntarily 
leave employment positions to undertake military service 
or certain types of service in the National Disaster 
Medical System. USERRA also prohibits employers from 
discriminating against past and present members of the 
uniformed services, and applicants to the uniformed 
services.

Reemployment Rights

You have the right to be reemployed in your civilian job 
if you leave that job to perform service in the uniformed 
service and:

• You ensure that your employer receives advance 
written or verbal notice of your service;

• You have five years or less of cumulative service 
in the uniformed services while with that particular 
employer;

• You return to work or apply for reemployment in a 
timely manner after conclusion of service; and

• You have not been separated from service with 
a disqualifying discharge or under other than 
honorable conditions.

If you are eligible to be reemployed, you must be 
restored to the job and benefits you would have attained 
if you had not been absent due to military service or, in 
some cases, a comparable job.

Right to Be Free From Discrimination and Retaliation

If you are a past or present member of the uniformed 
service; have applied for membership in the uniformed 
service; or are obligated to serve in the uniformed 
service; then an employer may not deny you: initial 
employment; reemployment; retention in employment; 
promotion; or any benefit of employment because of this 
status. In addition, an employer may not retaliate against 
anyone assisting in the enforcement of USERRA rights, 
including testifying or making a statement in connection 
with a proceeding under USERRA, even if that person 
has no service connection.

Health Insurance Protection

If you leave your job to perform military service, you have 
the right to elect to continue your existing employer-
based health plan coverage for you and your dependents 
for up to 24 months while in the military. Even if you don’t 
elect to continue coverage during your military service, 
you have the right to be reinstated in your employer’s 
health plan when you are reemployed, generally without 
any waiting periods or exclusions (e.g., pre-existing 

condition exclusions) except for service-connected 
illnesses or injuries.

Enforcement

The U.S. Department of Labor, Veterans Employment 
and Training Service (VETS) is authorized to investigate 
and resolve complaints of USERRA violations. For 
assistance in filing a complaint, or for any other 
information on USERRA, contact VETS at 1-866-4-USA-
DOL or visit its website at http://www.dol.gov/vets. An 
interactive online USERRA Advisor can be viewed at 
https://webapps.dol.gov/elaws/vets/userra/. If you file 
a complaint with VETS and VETS is unable to resolve 
it, you may request that your case be referred to the 
Department of Justice or the Office of Special Counsel, 
as applicable, for representation. You may also bypass 
the VETS process and bring a civil action against an 
employer for violations of USERRA.

GINA

The Genetic Information Nondiscrimination Act of 2008 
(GINA) prohibits employers and other entities covered 
by GINA Title II from requesting or requiring genetic 
information of an individual or family member of the 
individual, except as specifically allowed by this law. 
To comply with this law, we are asking that you not 
provide any genetic information when responding to any 
requests for medical information, if applicable. ‘Genetic 
information,’ as defined by GINA, includes an individual’s 
family medical history, the results of an individual’s or 
family member’s genetic tests, the fact that an individual 
or an individual’s family member sought or received 
genetic services, and genetic information of a fetus 
carried by an individual or an individual’s family member 
or an embryo lawfully held by an individual or family 
member receiving assistive reproductive services.

Discrimination is Against the Law

The Company complies with applicable Federal civil 
rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. 
The Company does not exclude people or treat them 
differently because of race, color, national origin, age, 
disability, or sex.

The Company:

• Provides free aids and services to people with 
disabilities to communicate effectively with us, 
such as:

• Qualified sign language interpreters

• Written information in other formats (large print, 
audio, accessible electronic formats, other 
formats)

• Provides free language services to people whose 
primary language is not English, such as:

• Qualified interpreters

• Information written in other languages

If you need these services, contact the plan administrator.

If your Company has fifteen (15) or more employees 
and you believe that The Company has failed to provide 
these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, 
refer to the Plan Administrator for Grievance Procedures 
or if you need help filing a grievance can be filed in 
person, by mail, fax, or email. 

You can also file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for 
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Civil Rights, electronically through the Office for Civil 
Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/
office/file/index.html.

QMCSO (Qualified Medical Child Support Order)

QMCSO is a medical child support order issued under 
state law that creates or recognizes the existence of an 
“alternate recipient’s” right to receive benefits for which a 
participant or beneficiary is eligible under a group health 
plan. An “alternate recipient” is any child of a participant 
(including a child adopted by or placed for adoption with 
a participant in a group health plan) who is recognized 
under a medical child support order as having a right 
to enrollment under a group health plan with respect to 
such participant is an alternate recipient. Upon receipt, 
the administrator of a group health plan is required to 
determine, within a reasonable period of time, whether a 
medical child support order is qualified, and to administer 
benefits in accordance with the applicable terms of each 
order that is qualified. In the event you are served with 
a notice to provide medical coverage for a dependent 
child as the result of a legal determination, you may 
obtain information from your employer; know the rules 
for seeking to enact such coverage. These rules are 
provided at no cost to you and may be requested from 
your employer at any time.

WHCRA

The Women’s Health and Cancer Rights Act (WHCRA) 
of 1998, provides benefits for mastectomy-related 
services including reconstruction and surgery to achieve 
symmetry between the breasts, prostheses, and 
complications resulting from a mastectomy (including 
lymphedema). Call your health insurance issuer for more 
information.

This notice informs you of the Federal regulation that 
requires all health plans that cover mastectomies to 
also cover reconstruction of the removed breast. If you 
have had or are going to have a mastectomy, you may 
be entitled to certain benefits. For individuals receiving 
mastectomy-related benefits, coverage will be provided 
in a manner determined in consultation with the attending 
physician and the patient, for:

• All stages of reconstruction of the breast on which 
the mastectomy was performed;

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

• Prostheses; and

• Treatment of physical complications of the 
mastectomy, including lymphedemas. 

If you have had or are going to have a mastectomy, you 
may be entitled to certain benefits under the Women’s 
Health and Cancer Rights Act of 1998 (WHCRA). For 
individuals receiving mastectomy-related benefits, 
coverage will be provided in a manner determined in 
consultation with the attending physician and the patient, 
for: All stages of reconstruction of the breast on which the 
mastectomy was performed; Surgery and reconstruction 
of the other breast to produce a symmetrical appearance; 
Prostheses; and Treatment of physical complications of 
the mastectomy, including lymphedema. These benefits 
will be provided subject to the same deductibles and 
coinsurance applicable to other medical and surgical 
benefits provided under this plan. If you would like 
more information on WHCRA benefits, call your plan 
administrator at the number listed above.

NMHPA 

Newborns’ and Mothers’ Health Protection Act requires 
that group health plans and health insurance issuers who 
offer childbirth coverage generally may not, under federal 
law, restrict benefits for any hospital length of stay in 
connection 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 section. However, 
federal law generally does not prohibit the mother’s or 
newborn’s attending provider, after consulting with the 
mother, from discharging the mother or her newborn 
earlier than 48 hours (or 96 hours as applicable). In 
any case, plans and issuers may not, under federal law, 
require that a provider obtain authorization from the plan 
or the issuer for prescribing a length of stay not in excess 
of 48 hours (or 96 hours). Refer to your plan document 
for specific information about childbirth coverage or 
contact your plan administrator.

For additional information about NMHPA provisions 
and how Self-funded non Federal governmental plans 
may opt-out of the NMHPA requirements, visit http://
www.cms.gov/CCIIO/Programs-and-Initiatives/Other-
Insurance-Protections/nmhpa_factsheet.html.

RESCISSIONS

The Affordable Care Act prohibits the rescission of 
health plan coverage except for fraud or intentional 
misrepresentation of a material fact. A rescission of a 
person’s health plan coverage means that we would 
treat that person as never having had the coverage. The 
prohibition on rescissions applies to group health plans, 
including grandfathered plans, effective for plan years 
beginning on or after September 23, 2010.

Regulations provide that a rescission includes any 
retroactive terminations or retroactive cancellations of 
coverage except to the extent that the termination or 
cancellation is due to the failure to timely pay premiums. 
Rescissions are prohibited except in the case of fraud 
or intentional misrepresentation of a material fact. For 
example, if an employee is enrolled in the plan and 
makes the required contributions, then the employee’s 
coverage may not be rescinded if it is later discovered 
that the employee was mistakenly enrolled and was 
not eligible to participate. If a mistake was made, and 
there was no fraud or intentional misrepresentation of 
a material fact, then the employee’s coverage may be 
cancelled prospectively but not retroactively.

Should a member’s coverage be rescinded, then the 
member must be provided 30 days advance written 
notice of the rescission. The notice must also include 
the member’s appeal rights as required by law and as 
provided in the member’s plan benefit documents. Please 
be aware that if you rescind a member’s coverage, you 
must provide the proper notice to the member.

PREVENTIVE CARE

Health plans through MedicalCarrier will provide in-
network, first-dollar coverage, without cost-sharing, for 
preventative services and immunizations as determined 
under health care reform regulations. These include, but 
are not limited to, cancer screenings, well-baby visits 
and influenza vaccines. For a complete list of covered 
services, please visit: https://www.healthcare.gov/
coverage/preventive-care-benefits/ 

WOMEN’S PREVENTIVE HEALTH SERVICES

All of the following women’s health services will be 
considered preventive (some were already covered). 
These services generally will be covered at no cost 
share, when provided in-network through BCBST:

• Well-woman visits (annually)

• Prenatal visits (routine preventive visits)

• Screening for gestational diabetes

• Human papillomavirus (HPV) DNA testing

• Counseling for sexually transmitted infections

• Counseling and screening for human 
immunodeficiency virus (HIV)

• Screening and counseling for interpersonal and 
domestic violence

• Breastfeeding support, supplies and counseling

• Generic formulary contraceptives, certain brand 
formulary contraceptives, and FDA-approved, 
over-the-counter female contraceptives with 
prescription are covered without member cost 
share (for example, no copayment). Certain 
religious organizations or religious employers may 
be exempt from offering contraceptive services.

HEALTH AND WELLNESS PROGRAM

The City of Chattanooga and BCBST provides a 
voluntary wellness program available to all employees. 
The program is administered according to federal rules 
permitting employer-sponsored wellness programs that 
seek to improve employee health or prevent disease, 
including the Americans with Disabilities Act of 1990, 
the Genetic Information Nondiscrimination Act of 2008, 
and the Health Insurance Portability and Accountability 
Act, as applicable, among others. If you choose to 
participate in the wellness program you may be asked 
to complete a voluntary health risk assessment or “HRA” 
that asks a series of questions about your health-related 
activities and behaviors and whether you have or had 
certain medical conditions (e.g., cancer, diabetes, or 
heart disease). You may also be asked to complete a 
biometric screening, which could include a blood test 
for blood related conditions such as diabetes.  You are 
not required to complete the HRA or to participate in the 
blood test or other medical examinations.

However, employees who choose to participate in the 
wellness program may receive an incentive.  Although 
you are not required to complete the HRA or participate 
in the biometric screening, only employees who do so 
will receive the incentive.

Additional incentives may be available for employees who 
participate in certain health-related activities or achieve 
certain health outcomes. If you are unable to participate 
in any of the health-related activities or achieve any of 
the health outcomes required to earn an incentive, you 
may be entitled to a reasonable accommodation or 
an alternative standard. Please speak with Madeline 
Green with The City of Chattanooga at: 423-643-7223 
for specific details regarding incentives, participation 
requirements or to request reasonable accommodations 
or alternative standards.  

The information from your HRA and the results from 
your biometric screening will be used to provide you with 
information to help you understand your current health 
and potential risks, and may also be used to offer you 
services through the wellness program. You also are 
encouraged to share your results or concerns with your 
own doctor.

PROTECTIONS FROM DISCLOSURE 
OF MEDICAL INFORMATION

We are required by law to maintain the privacy and 
security of your personally identifiable health information. 
Although the wellness program and The City of 
Chattanooga may use aggregate information it collects to 
design a program based on identified health risks in the 
workplace, the Company’s wellness program will never 
disclose any of your personal information either publicly 
or to the employer, except as necessary to respond to 
a request from you for a reasonable accommodation 
needed to participate in the wellness program, or as 
expressly permitted by law. Medical information that 
personally identifies you that is provided in connection 
with the wellness program will not be provided to your 
supervisors or managers and may never be used to 
make decisions regarding your employment.

Your health information will not be sold, exchanged, 
transferred, or otherwise disclosed except to the extent 
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permitted by law to carry out specific activities related 
to the wellness program, and you will not be asked 
or required to waive the confidentiality of your health 
information as a condition of participating in the wellness 
program or receiving an incentive. Anyone who receives 
your information for purposes of providing you services 
as part of the wellness program will abide by the same 
confidentiality requirements. The only individual(s) who 
will receive your personally identifiable health information 
is (are) authorized health coaches, nurses or providers 
in order to provide you with services under the wellness 
program.

In addition, all medical information obtained through 
the wellness program will be maintained separate from 
your personnel records, information stored electronically 
will be encrypted, and no information you provide as 
part of the wellness program will be used in making 
any employment decision. Appropriate precautions will 
be taken to avoid any data breach, and in the event a 
data breach occurs involving information you provide in 
connection with the wellness program, we will notify you 
immediately.

You may not be discriminated against in employment 
because of the medical information you provide as part 
of participating in the wellness program, nor may you be 
subjected to retaliation if you choose not to participate.

If you have questions or concerns regarding this 
notice, or about protections against discrimination and 
retaliation, please contact Madeline Green with The City 
of Chattanooga at: 423-643-7223.

FMLA

The Family and Medical Leave Act (FMLA) entitles 
eligible employees of covered employers to take unpaid, 
job-protected leave for specific family and medical 
reasons if the employee has been with the company for 
one year, has worked at least 1250 hours during the prior 
12 months and works in an area where there are at least 
50 employees within 75 miles. Public agencies as well 
as public and private secondary schools are covered 
employers without regard to the number of employees 
employed. For additional details, visit the Department of 
Labor FMLA page. 

Notify the Company when you have a qualifying leave 
such as birth or adoption of a child, a serious health 
condition, to care for a spouse, child or parent with a 
serious medical condition or for reservist or National 
Guard provisions related to you or an immediate family 
member leaving for military duty or being injured in active 
duty.

If you are on a qualified leave and any of the 
circumstances pertaining to your leave change, you must 
notify the company of the change.

MHPA/MHPAEA

Mental Health Parity and Addiction Equity Act (MHPA/
MHPAEA) require that group health plans not unfairly 
restrict treatment with regards to benefits/services 
applicable to mental health or substance use disorders. 
Additional information and details can be found by visiting 
the Department of Labor’s Mental Health Parity webpage 
locate at https://www.dol.gov/agencies/ebsa/laws-and-
regulations/laws/mental-health-and-substance-use-
disorder-parity.

PATIENT PROTECTION DISCLOSURE

Our Company generally allows the designation of a 
primary care provider.  You have the right to designate 
any primary care provider who participates in our 
network and who is available to accept you or your family 
members.  For information on how to select a primary 
care provider, and for a list of the participating primary 
care providers, contact our medical provider, listed on 
the medical benefits page herein. 

For children, you may designate a pediatrician as the 
primary care provider.  

You do not need prior authorization from Our Company or 
from any other person (including a primary care provider) 
in order to obtain access to obstetrical or gynecological 
care from a health care professional in our network who 
specializes in obstetrics or gynecology.  The health care 
professional, however, may be required to comply with 
certain procedures, including obtaining prior authorization 
for certain services, following a pre-approved treatment 
plan, or procedures for making referrals.  For a list of 
participating health care professionals who specialize in 
obstetrics or gynecology, contact our medical provider, 
listed on the medical benefits page herein.

COBRA NOTICE

This notice has important information about your right 
to COBRA continuation coverage, which is a temporary 
extension of coverage under the company plan. This 
notice explains COBRA continuation 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 options that may cost less 
than COBRA continuation coverage.

The right to COBRA continuation coverage was 
created by a Federal law, the Consolidated Omnibus 
Budget Reconciliation Act of 1985 (COBRA). COBRA 
continuation coverage can become available to you when 
you would otherwise lose your group health coverage. 
It can also become available to other members of your 
family who are covered under the Plan when they would 
otherwise lose their group health coverage. For more 
information about your rights and obligations under 
the Plan and under federal law, you should review the 
Plan’s Summary Plan Description or contact the Plan 
Administrator. 

You may have other options 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. Additionally, 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 Continuation Coverage?

COBRA continuation coverage is a continuation of plan 
coverage when coverage would otherwise end because 
of a life event known as a “qualifying event.” 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 continuation coverage 
must pay for COBRA continuation coverage. Employees 
and their qualified dependents are responsible for 
notifying the Company of any change in address or 
status (e.g., divorce, insurance eligibility, child becoming 
ineligible due to age, etc.) within 30 days of the event.

If applicable, your participation in the Health Flexible 
Spending Account can also continue on an after-tax 
basis through the remainder of the Plan Year in which 
you qualify for COBRA. The opportunity to elect the 
same coverage that you had at the time the qualifying 
event occurred extends to all qualified beneficiaries.

If you make contributions to the Health Flexible Spending 
Account for the year in which your qualifying event 
occurs, you may continue to make these contributions on 
an after-tax basis. This way, you can be reimbursed for 
certain medical expenses you incur after your qualifying 
event, but before the end of the Plan Year.

You may be offered to continue your coverage under 
the Health Flexible Spending Account if you have not 
overspent your account. The determination of whether 
your account for a plan year is overspent or underspent 
as of the date of the qualifying event depends on three 

variables: (1) the elected annual limit for the qualified 
beneficiary for the Plan Year (e.g., $2,550 of coverage); 
(2) the total reimbursable claims submitted to the 
Cafeteria Plan for that plan year before the date of the 
qualifying event; and (3) the maximum amount that 
the Cafeteria Plan is permitted to require to be paid for 
COBRA coverage for the remainder of the plan year. The 
elected annual limit less the claims submitted is referred 
to as the “remaining annual limit.” If the remaining annual 
limit is less than the maximum COBRA premium that can 
be charged for the rest of the year, then the account is 
overspent. You may not re-enroll in the Health Flexible 
Spending Account during any annual enrollment for any 
Plan Year that follows your qualifying event.

Supporting documentation like a divorce decree, death 
certificate, proof of other insurance may be required as 
proof of a qualifying event.

This general notice does not fully describe COBRA or 
the plan. More complete information is available from the 
plan administrator and in the summary plan document.

If you are an employee, you will become a qualified 
beneficiary if you lose your coverage under the Plan 
because either one of the following qualifying events 
happens:

• Your hours of employment are reduced, or

• Your employment ends for any reason other than 
your gross misconduct.

If you are the spouse of an employee, you will become 
a qualified beneficiary if you lose your coverage under 
the Plan because any of the following qualifying events 
happens:

• 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 entitled 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 any of the following qualifying events happens:

• 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 entitled 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.

When is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to 
qualified beneficiaries only after the Plan Administrator 
has been notified that a qualifying event has occurred. 
When the qualifying event is the end of employment or 
reduction of hours of employment, death of the employee, 
or the employee becoming entitled to Medicare benefits 
(under Part A, Part B, or both), the employee must notify 
the Plan Administrator of the qualifying event. 

For all other qualifying events (divorce, or legal 
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separation of the employee and spouse or a 
dependent child’s losing eligibility for coverage as 
a dependent child), employees must notify the Plan 
Administrator within 60 days after the qualifying 
event occurs. 

How is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a 
qualifying event has occurred, COBRA continuation 
coverage will be offered to each of the qualified 
beneficiaries. Each qualified beneficiary will have an 
independent right to elect COBRA continuation coverage. 
Covered employees may elect COBRA continuation 
coverage on behalf of their spouses, and parents may 
elect COBRA continuation coverage on behalf of their 
children.

COBRA continuation coverage is a temporary 
continuation of coverage. When the qualifying event is 
the death of the employee, the employee’s becoming 
entitled to Medicare benefits (under Part A, Part B, or 
both), your divorce or legal separation, or a dependent 
child’s losing eligibility as a dependent child, COBRA 
continuation coverage lasts for up to a total of 36 months. 
When the qualifying event is the end of employment or 
reduction of the employee’s hours of employment, and 
the employee became entitled to Medicare benefits less 
than 18 months before the qualifying event, COBRA 
continuation coverage for qualified beneficiaries other 
than the employee lasts until 36 months after the date 
of Medicare entitlement. For example, if a covered 
employee becomes entitled to Medicare 8 months 
before the date on which his employment terminates, 
COBRA continuation coverage for his spouse and 
children can last up to 36 months after the date of 
Medicare entitlement, which is equal to 28 months 
after the date of the qualifying event (36 months minus 
8 months). Otherwise, when the qualifying event is 
the end of employment or reduction of the employee’s 
hours of employment, COBRA continuation coverage 
generally lasts for only up to a total of 18 months. There 
are two ways in which this 18-month period of COBRA 
continuation coverage can be extended.

Disability extension of 18-month period of 
continuation coverage

If you or anyone in your family covered under the Plan 
is determined by the Social Security Administration to 
be disabled and you notify the Plan Administrator in a 
timely fashion, you and your entire family may be entitled 
to receive up to an additional 11 months of COBRA 
continuation coverage, for a total maximum of 29 months. 
The disability would have to have started at some time 
before the 60th day of COBRA continuation coverage 
and must last at least until the end of the 18-month 
period of continuation coverage. Documentation from 
the Social Security administration certifying a disability 
will be required.

Second qualifying event extension of 18-month 
period of continuation coverage

If your family experiences another qualifying event while 
receiving 18 months of COBRA continuation coverage, 
the spouse and dependent children in your family can 
get up to 18 additional months of COBRA continuation 
coverage, for a maximum of 36 months, if notice of the 
second qualifying event is properly given to the Plan. 
This extension may be available to the spouse and any 
dependent children receiving continuation coverage if 
the employee or former employee dies, becomes entitled 
to Medicare benefits (under Part A, Part B, or both), or 

gets divorced or legally separated, or if the dependent 
child stops being eligible under the Plan as a dependent 
child, but only if the 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 options besides COBRA 
Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation 
coverage, there may be other coverage options for 
you and your family through the Health Insurance 
Marketplace, Medicaid, or other group health plan 
coverage options (such as a spouse’s plan) through 
what is called a “special enrollment period.” Some of 
these options may cost less than COBRA continuation 
coverage. You can learn more about many of these 
options at www.healthcare.gov.

Can I enroll in Medicare instead of COBRA 
continuation coverage after my group health plan 
coverage ends?

In general, if you don’t enroll in Medicare Part A or 
B when you are first eligible because you are still 
employed, after the Medicare initial enrollment period, 
you have an 8-month special enrollment period  to sign 
up for Medicare Part A or B, beginning on the earlier of

• The month after your employment ends; or

• The month after group health plan coverage based 
on current employment ends.

If you don’t enroll in Medicare and elect COBRA 
continuation coverage instead, you may have to pay 
a Part B late enrollment penalty and you may have a 
gap in coverage if you decide you want Part B later.  
If you elect COBRA continuation coverage and later 
enroll in Medicare Part A or B before the COBRA 
continuation coverage ends, the Plan may terminate 
your continuation coverage.  However, if Medicare Part 
A or B is effective on or before the date of the COBRA 
election, COBRA coverage may not be discontinued on 
account of Medicare entitlement, even if you enroll in the 
other part of Medicare after the date of the election of 
COBRA coverage.

If you are enrolled in both COBRA continuation coverage 
and Medicare, Medicare will generally pay first (primary 
payer) and COBRA continuation coverage will pay 
second.  Certain plans may pay as if secondary to 
Medicare, even if you are not enrolled in Medicare.

For more information visit https://www.medicare.gov/
medicare-and-you.

If you have questions

Questions concerning your Plan or your COBRA 
continuation coverage rights should be addressed to the 
plan administrator indicated above or in the summary 
plan description. For more information about your rights 
under the Employee Retirement Income Security Act 
(ERISA), including COBRA, the Patient Protection and 
Affordable Care Act, and other laws affecting group 
health plans, contact the nearest Regional or District 
Office of the U.S. Department of Labor’s Employee 
Benefits Security Administration (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 information 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 notices you send to the Plan Administrator.

Extension of Certain Timeframes due to the 
COVID-19 Emergency

On  May 4, 2020, it was announced by the US Department 
of Labor and the US Department of the Treasury that, due 
to the national emergency arising from the COVID-19 
pandemic outbreak, a Final Rule has been issued under 
which certain timeframes required under ERISA and the 
IRS have been extended.  These extensions have been 
put in place to assist health plans in complying with ERISA 
and IRS requirements, and also to help plan participants 
in exercising their health plan rights.  The Emergency 
Outbreak Period begins retroactively on March 1, 2020 
and will close 60 days after the National Emergency is 
declared to be ended.  (As of this writing, that closure 
date has not been determined.) Under this final rule, the 
Emergency Outbreak Period shall be disregarded with 
regard to these timeframes, and the timeframes for the 
following group health plan conditions will not begin to 
run until after the outbreak period has ended.  

For example:

If the National Emergency ends on June 30, 2020 then 
the 60 day extension will end on August 30, 2020; If the 
National Emergency ends on October 15, 2020 then the 
60 day extension will end on December 15, 
2020… at which point the normal compliance timeframe 
starts running.

The actual date the compliance timeframe resumes will 
depend on the date the National Emergency is declared 
to be over by the Federal Government. 

The timeframes for the following plan conditions are 
extended by this Final Rule, and the time included in the 
Emergency Outbreak Period must be disregarded when 
calculating the due dates:

• HIPAA Special Enrollment Periods (“COBRA 
Qualifying Events”)

• COBRA Election periods

• The date for making COBRA premium payments

• The date for qualified beneficiaries to notify the 
COBRA administrator of a qualifying event or a 
determination of disability

• The date for filing a benefits claim

• The date for filing an appeal of an adverse benefit 
determination

• The date for requesting an external review of an 
adverse benefit determination

• The date for filing a corrected request for external 
review, in the event the initial request was 
incomplete.
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New Health Insurance Marketplace Coverage    
Options and Your Health Coverage      

 

PART A: General Information 
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health 

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic 

information about the new Marketplace and employmentbased health coverage offered by your employer. 

 

What is the Health Insurance Marketplace? 
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The 

Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be eligible 

for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance 

coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014. 

 
Can I Save Money on my Health Insurance Premiums in the Marketplace? 
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or 

offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on 

your household income. 

 
Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? 
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible 

for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be 

eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does 

not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your 

employer that would cover you (and not any other members of your family) is more than 9.5% of your household 

income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the 

Affordable Care Act, you may be eligible for a tax credit.1 

 

NNoottee:: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your 

employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer 

contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for 

Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after-

tax basis. 

  
How Can I Get More Information? 
For more information about your coverage offered by your employer, please check your summary plan description or 

contact                                                                                                                                                         . 

 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 

Marketplace and its cost. Please visit HHeeaalltthhCCaarree..ggoovv for more information, including an online application for health 

insurance coverage and contact information for a Health Insurance Marketplace in your area. 

 
 
 
 
 
 
 
 
 
 
 
1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered 

by the plan is no less than 60 percent of such costs. 

        Form Approved                          
  OMB No. 1210-0149  

(expires 6-30-2023) 

 

Benefits Office at benefits@chattanooga.gov or 423-643-7220 
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PART B: Information About Health Coverage Offered by Your Employer  
This section contains information about any health coverage offered by your employer. If you decide to complete an 

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered 

to correspond to the Marketplace application. 
 

3. Employer name 
 

4. Employer Identification Number (EIN) 
 

\
5. Employer address 6. Employer phone number 
 
7. City 8. State 9. ZIP code 
 
 
10. Who can we contact about employee health coverage at this job? 
 
 
11. Phone number (if different from above)   12. Email address 
 

 
Here is some basic information about health coverage offered by this employer: 

• As your employer, we offer a health plan to: 

All employees.  Eligible employees are: 

 

 

 

 

 

Some employees. Eligible employees are:  

 

 

 

 

 

• With respect to dependents: 

We do offer coverage. Eligible dependents are: 

 

 

 

 

 

We do not offer coverage. 

 

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to 

be affordable, based on employee wages. 

 

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium 

discount through the Marketplace. The Marketplace will use your household income, along with other factors, 

to determine whether you may be eligible for a premium discount. If, for example, your wages vary from 

week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly 

employed mid-year, or if you have other income losses, you may still qualify for a premium discount. 

 

If you decide to shop for coverage in the Marketplace, HHeeaalltthhCCaarree..ggoovv will guide you through the process. Here's the 

employer information you'll enter when you visit HHeeaalltthhCCaarree..ggoovv to find out if you can get a tax credit to lower your 

monthly premiums. 

 

X 

 

X 

 

X 

All full-time employees working 30 + hours per week. 

 

City of Chattanooga  

101 E 11th St  423-643-7220 

Chattanooga TN 37402 

Benefits Office 

 benefits@chattanooga.gov 

Legal spouse 

Children, as defined by IRS guidelines, up to age 26 
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The information below corresponds to the Marketplace Employer Coverage Tool.  Completing this section is optional for 

employers, but will help ensure employees understand their coverage choices. 

 

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in 
the next 3 months? 

   
Yes (Continue) 
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the 

employee eligible for coverage?     (mm/dd/yyyy) (Continue) 
No (STOP and return this form to employee) 

 
 

14.  Does the employer offer a health plan that meets the minimum value standard*? 
Yes (Go to question 15)  No (STOP and return form to employee) 

 
15.  For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include 

family plans): If the employer has wellness programs, provide the premium that the employee would pay  if  he/ she 
received the  maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on 
wellness programs. 
a. How much would the employee have to pay in premiums for this plan?  $                            
b. How often?      Weekly      Every 2 weeks      Twice a month      Monthly      Quarterly  Yearly 

 
If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't 

know, STOP and return form to employee. 

 

16. What change will the employer make for the new plan year?                               
Employer won't offer health coverage 
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan 
available only to the employee that meets the minimum value standard.* (Premium should reflect the 
discount for wellness programs. See question 15.) 

a. How much would the employee have to pay in premiums for this plan?  $                         
b. How often?      Weekly      Every 2 weeks      Twice a month      Monthly      Quarterly  Yearly 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by 

the plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986) 

 

Unknown  

 
$34.88 

  X   

X  

 
 

X 
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Important Notice About Your Prescription Drug Coverage and Medicare
If you or any of your eligible dependents are eligible for Medicare, or will soon become eligible 
for Medicare, please read this notice. If not, you can disregard this notice.

Please read this notice carefully and keep it where you can find it. This notice has information 
about your current prescription drug coverage under the health plan and about your options 
under Medicare’s prescription drug coverage. This information can help you decide whether or 
not you want to join a Medicare drug plan. If you are considering 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 prescription drug coverage in your area. Information about 
where you can get help to make decisions about your prescription drug coverage is at the end 
of this notice. 

There are two important things you need to know about your current coverage and Medicare’s 
prescription drug coverage: 

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. 
You can get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare 
Advantage Plan (like an HMO or PPO) that offers prescription 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.

2. We have determined that the prescription drug coverage offered by the health plan is, 
on average for all plan participants, expected to pay out as much as standard Medicare 
prescription drug coverage pays and is therefore considered Creditable Coverage.

Because your existing 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 prescription 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 coverage [will or will not] be affected.

Prescription Drug Benefits PPO HDHP
Well Advantage Pharmacy 
Generic / Preferred / Non-Preferred $4 / $27 /$52 20% after deductible

Well Advantage (90-day Supply) $10 / $67.50 / $130 20% after deductible
Retail 
Generic / Preferred / Non-Preferred $12 / $42 / $67 20% after deductible

Mail Order (90-day Supply) Copay $30 / $105 / $167.50 20% after deductible

Contact your plan administrator for an explanation of the prescription drug coverage plan provisions/
options under the plan available to Medicare eligible individuals when you become eligible for Medicare 
Part D. If you do decide to join a Medicare drug plan and drop your current coverage, be aware that you 
and your dependents [may or may not] be able to get this coverage back.
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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 health plan coverage and don’t join a 
Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher 
premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription 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 prescription 
drug coverage. In addition, you may have to wait until the following October to join.

For More Information About This Notice or Your Current Prescription Drug Coverage 
please contact the plan administrator indicated on the first page of this notice.
NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare 
drug plan and if this coverage through your current health plan provided by the current insurer changes. 
You also may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug 
Coverage…
More detailed information about Medicare plans that offer prescription 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 information about Medicare prescription 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 prescription drug coverage is 
available. For information 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 notice. If you decide to join one of the 
Medicare drug plans, you may be required to provide a copy of this notice 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: 07/01/2021
Name of Entity/Sender The City of Chattanooga
Contact -- Position / Office: Madeline Green
Address: 101 E. 11th Street, Suite #201 

Chattanooga, TN 37402
Phone: (423) 643-7223
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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 

information, 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 questions 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, 2021. Contact your State for more information on eligibility – 

ALABAMA-Medicaid CALIFORNIA-Medicaid 
Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

Website: Health Insurance Premium Payment (HIPP) Program 
http://dhcs.ca.gov/hipp  
Phone: 916-445-8322; Email: hipp@dhcs.ca.gov  

ALASKA-Medicaid COLORADO-Health First Colorado (Colorado’s Medicaid Program) 
& Child Health Plan Plus (CHP+) 

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  
  

Health First Colorado Website: https://www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center: 1-800-221-3943/ State Relay 711 
CHP+: https://www.colorado.gov/pacific/hcpf/child-health-plan-plus 
CHP+ Customer Service: 1-800-359-1991/ State Relay 711 
Health Insurance Buy-In Program (HIBI): 
https://www.colorado.gov/pacific/hcpf/health-insurance-buy-program 
HIBI Customer Service: 1-855-692-6442 

ARKANSAS-Medicaid FLORIDA-Medicaid 
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Website: https://www.flmedicaidtplrecovery.com/flmedicaidtplrecov  
ery.com/hipp/index.html  
Phone: 1-877-357-3268 

GEORGIA-Medicaid MASSACHUSETTS-Medicaid and CHIP 
Website: https://medicaid.georgia.gov/health-insurance-premium-payment-
program-hipp 
Phone: 678-564-1162 ext 2131 

Website: https://www.mass.gov/info-details/masshealth-premium-assistance-pa 
Phone: 1-800-862-4840 

INDIANA-Medicaid MINNESOTA-Medicaid 
Healthy Indiana Plan for low-income adults 19-64  
Website: http://www.in.gov/fssa/hip/  
Phone: 1-877-438-4479 
All other Medicaid 
Website: https://www.in.gov/medicaid/  
Phone: 1-800-457-4584 

Website: https://mn.gov/dhs/people-we-serve/children-and-families/health-
care/health-care-programs/programs-and- services/other-insurance.jsp 
Phone: 1-800-657-3739 

IOWA-Medicaid and CHIP (Hawki) MISSOURI-Medicaid 
Medicaid Website: https://dhs.iowa.gov/ime/members 
Medicaid Phone: 1-800-338-8366  
Hawki Website: http://dhs.iowa.gov/Hawki 
Hawki Phone: 1-800-257-8563 
HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp 
HIPP Phone: 1-888-346-9562 

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

KANSAS-Medicaid MONTANA-Medicaid 
Website: https://www.kancare.ks.gov/ 
Phone: 1-800-792-4884 

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP  
Phone: 1-800-694-3084 
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KENTUCKY-Medicaid NEBRASKA-Medicaid 
Kentucky Integrated Health Insurance Premium Payment Program (KI-HIPP) 
Website: https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx  
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov  
KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx  
Phone: 1-877-524-4718 
Kentucky Medicaid Website: https://chfs.ky.gov  

Website: http://www.ACCESSNebraska.ne.gov  
Phone: 1-855-632-7633  
Lincoln: 402-473-7000  
Omaha: 402-595-1178 

LOUISIANA-Medicaid NEVADA-Medicaid 
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp  
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618- 5488 (LaHIPP) 

Medicaid Website: http://dhcfp.nv.gov  
Medicaid Phone: 1-800-992-0900 

MAINE-Medicaid NEW HAMPSHIRE-Medicaid 
Enrollment Website: https://www.maine.gov/dhhs/ofi/applications-forms  
Phone: 1-800-442-6003; TTY: Maine relay 711 
Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms  
Phone: -800-977-6740; TTY: Maine relay 711 

Website: https://www.dhhs.nh.gov/oii/hipp.htm  
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext 5218 

NEW JERSEY-Medicaid and CHIP SOUTH DAKOTA-Medicaid 
Medicaid Website: http://www.state.nj.us/humanservices/dmahs/clients/medicaid/ 
Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html  
CHIP Phone: 1-800-701-0710 

Website: http://dss.sd.gov  
Phone: 1-888-828-0059 

NEW YORK-Medicaid TEXAS-Medicaid 
Website: https://www.health.ny.gov/health care/medicaid/ 
Phone: 1-800-541-2831 

Website: http://gethipptexas.com/ 
Phone: 1-800-440-0493 

NORTH CAROLINA-Medicaid UTAH-Medicaid and CHIP 
Website: https://medicaid.ncdhhs.gov/ 
Phone: 919-855-4100 

Medicaid Website: https://medicaid.utah.gov/ 
CHIP Website: http://health.utah.gov/chip  
Phone: 1-877-543-7669 

NORTH DAKOTA-Medicaid VERMONT-Medicaid 
Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/  
Phone: 1-844-854-4825 

Website: http://www.greenmountaincare.org/ 
Phone: 1-800-250-8427 

OKLAHOMA-Medicaid and CHIP VIRGINIA-Medicaid and CHIP 
Website: http://www.insureoklahoma.org  
Phone: 1-888-365-3742 

Website: https://www.coverva.org/hipp/  
Medicaid Phone: 1-800-432-5924  
CHIP Phone: 1-855-242-8282 

OREGON-Medicaid WASHINGTON-Medicaid 
Website: http://healthcare.oregon.gov/Pages/index.aspx  
http://www.oregonhealthcare.gov/index-es.html  
Phone: 1-800-699-9075 

Website: https://www.hca.wa.gov/ 
Phone: 1-800-562-3022 

PENNSYLVANIA-Medicaid WEST VIRGINIA-Medicaid 
Website: https://www.dhs.pa.gov/providers/Providers/Pages/Medical/HIPP-
Program.aspx 
Phone: 1-800-692-7462 

Website: http://mywvhipp.com/ 
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

RHODE ISLAND-Medicaid and CHIP WISCONSIN-Medicaid and CHIP 
Website: http://www.eohhs.ri.gov/ 
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte Share Line) 

Website: https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm 
Phone: 1-800-362-3002 

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

Website: https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/ 
Phone: 1-800-251-1269 

To see if any other states have added a premium assistance program since January 31, 2021, or for more information on special enrollment rights, contact either: 

U.S. Department of Labor U.S. Department of Health and Human Services 
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/agencies/ebsa www.cms.hhs.gov  
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565 

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of information unless such collection displays a valid Office of 
Management and Budget (OMB) control number. The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the 
PRA, and displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it displays a currently valid OMB control number. See 
44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of information if the collection of information 
does not display a currently valid OMB control number. See 44 U.S.C. 3512. 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent. Interested parties are encouraged to send comments 
regarding the burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits 
Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or email 
ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2023) 
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