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Appeals
Benefit Plan Appeal Procedure

You must appeal benefit plan decisions directly to the plan. Follow the appeal rights and procedures in
the plan’s member handbook (sometimes called certificate or evidence of coverage). If you ask PEBB to
review the plan’s determination, PEBB will verify only that the plan’s determination was within the
scope of the current plan contract or request that the plan provide you more explanation of its
determination. If it appears that the plan’s determination is outside the scope of the contract, PEBB will
ask the plan to review your appeal again.

Public Employees’ Benefit Board Appeal

Eligible employees may submit appeal requests to PEBB concerning PEBB policy, eligibility, or plan
enrollments. PEBB staff, the Operations Subcommittee, and the Board use relevant state and federal
regulations, policy, PEBB’s documented Internal Revenue Code (IRC) 125 Cafeteria plan, and Oregon
Administrative Rules to provide appeal decisions.

PEBB does not accept appeals related to contracted plans or plan administrators, such as but not limited
to medical, dental, life, disability, COBRA, and long term care, services, decisions, or claims.

Beginning in 2011, if PEBB rescinds plan coverage due to an individual’s ineligibility for coverage, the
ineligible individual may appeal the rescission decision to PEBB using this rule. Until the appeal process
for the rescission is exhausted, the individual’s premium and claim payments will continue as if the
rescission had not occurred. Upon final appeal determination, if the rescission is upheld the employee
will be responsible to pay all claims and premium payments paid by the plan or PEBB during the period
of ineligibility. Eligible employees, or individuals notified of coverage rescission, have four levels of
PEBB appeal.

Level One: An eligible employee who believes he or she received an incorrect or unfair decision from
PEBB, an employing agency, or retiree plan administrator, or an individual notified of a rescission may
appeal the decision to PEBB within 30 days of that decision.

e The employee or individual must submit the appeal to PEBB using the correct forms and provide
any supporting documentation for appeal.

e A PEBB Benefit Analyst will review the appeal documents and may request additional
information from the employee, individual or the employer. PEBB must receive information
requested from the employee or individual within 10 business days or the appeal is closed.

e The analyst will complete review of the appeal within 30 days of the date PEBB receives all the
necessary appeal documentation or notify the employee or individual if a decision will require
longer than 30 days. When complete, the analyst will provide a written explanation and
determination to the employee.

Level Two: An eligible employee or an individual notified of rescission who is dissatisfied with a Level

One appeal determination may within 30 days of the determination letter request a Level Two review
from the PEBB Plan Design Manager.
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e The employee or individual must submit the request to the Plan Design Manager in writing and
provide any new supporting documentation that would support the request. The manager may
request additional information from the employee or the employer. Requested information from
the employee or individual must be received with 10 business days or the appeal is closed.

e The Plan Design Manager will review the request and determine whether to provide a
determination to the employee or move the request directly to Level Three. The Plan Design
Manager may request that the Administrator or the Administrator’s designee assist in the appeal
review and determination.

e When the Plan Design Manager completes a review, the employee or rescission individual will
receive a written explanation and determination within 30 days of PEBB receiving all the
necessary appeal documentation. When the Plan Design Manager sends the appeal to Level
Three without providing a determination, the employee will receive notice.

Level Three: An eligible employee or a plan rescission individual receiving both a first and second
level denial may request that the Operations Subcommittee review the appeal. The Subcommittee may
review appeals submitted directly by the Plan Design Manager.

e Anemployee or individual requesting a Level Three review must submit the request in writing to
the Plan Design Manager within 30 days of the Level Two determination letter date.

e The Operations Subcommittee may recommend a review and determination of the appeal by the
Board without providing a decision to the employee or individual. The employee or individual
will receive notice of the recommendation.

e When the Subcommittee completes a review, the employee or individual will receive a written
explanation and determination within 30 days after the next regularly scheduled meeting.

Level Four: An eligible employee dissatisfied with a determination by Operations Subcommittee or a
rescission individual may request a review and determination of the appeal by the Board. The Board
may review appeals submitted directly by the Operations Subcommittee.

e Anemployee or individual requesting a Level Four review must submit the request in writing to
the Plan Design Manager within 30 days of the Operations Subcommittee determination letter
date.

e When the board completes a review, the employee or individual will receive a written
explanation and determination within 30 days after the next regularly scheduled meeting. Should
the decision require longer than 30 days the Board will send notice to the employee.

An individual may appeal the Board's decision as provided under the Oregon Administrative
Procedures Act, ORS Chapter 183.
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Federally Required Notices

Lifetime Limit No Longer Applies and Enroliment Opportunity

The lifetime limit on the dollar value of benefits under PEBB-sponsored medical plans no longer applies
as of Jan. 1, 2011. Individuals whose coverage ended by reason of reaching a lifetime limit under the
plan are eligible to enroll in the plan. Individuals have 30 days from the date of this notice or until the
end of open enrollment to request enrollment. For more information contact PEBB at 503-373-1102.

Opportunity to Enroll with Extension of Dependent Coverage to Age 26

Individuals whose coverage ended, or who were denied coverage (or were not eligible for coverage),
because the availability of dependent coverage of children ended before attainment of age 26 are eligible
to enroll in PEBB-sponsored medical plans. Individuals may request enrollment for such children for 30
days from Oct. 1, 2010, or until the end of open enrollment. Enrollment will be effective Jan. 1, 2011.
For more information contact PEBB at 503-373-1102.

Notice of Women’s Health and Cancer Rights

If you or your insured dependent is receiving benefits in connection with a mastectomy and you or your
insured dependent, in consultation with the attending physician, elects breast reconstruction, coverage
will be provided for: reconstruction of the breast on which the mastectomy was performed; surgery and
reconstruction of the other breast to produce a symmetrical appearance; and prosthesis and treatment of
physical complications of all stages of mastectomy, including lymph edemas. Reconstruction benefits
are subject to the same provisions as any other benefit provided under the PEBB plans.

Important Notice from PEBB About

Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about
your current prescription drug coverage with the Public Employees’ Benefit Board (PEBB) 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. PEBB has determined that the prescription drug coverage offered by PEBB 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.
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