
 

 
New 
Options and Your Health Coverage     

 

PART A: General Information 
Beginning in 2014, there is 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. 
 

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. The 
open enrollment period each year for health insurance coverage through the Marketplace runs from Nov. 1 through Dec. 15 of the preceding year. After the 
open enrollment period ends, you can get coverage through the Marketplace only if you qualify for a special enrollment period or are applying for Medicaid or 
the Children’s Health Insurance Program (CHIP). 
 

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 (adjusted to 9.86% 
for 2019), 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 
 

Note: 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: Tina Schaaf. 
 

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost. Please visit 
HealthCare.gov for more information, as well as 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. 

PART B: Information About Health Coverage Offered by Your Employer  

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. 

3. Employer Name 

Oldham County Fiscal Court 

4. Employer Identification Number (EIN) 

61-6013124 

5. Employer Address 

100 West Jefferson Street, Suite 4 

6. Employer Phone Number 

502-222-9357 
7. City 

LaGrange 

8. State 

KY 

9. Zip Code 

40031 
10. Who can we contact about employee health coverage at this job? 

Tina Schaaf 
11. Phone Number (if different from above) 

502-222-9357 

12. Email Address 

tschaaf@oldhamcountyky.gov 

 

Any employee who works 30 hours or more per week 

Spouse and dependent children 
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  MEDICAID AND THE CHILDREN'S HEALTH INSURANCE PROGRAM 
OFFER FREE OR LOW-COST HEALTH COVERAGE TO CHILDREN AND FAMILIES 

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 July 31, 2019. Contact your State for 
more information on eligibility. 

INDIANA - Medicaid KENTUCKY - 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: http://www.indianamedicaid.com 
  Phone 1-800-403-0864 

 Website: http://chfs.ky.gov 
 Phone: 1-800-635-2570 

To see if any other states have added a premium assistance program since July 31, 2019, or for more  
information on special enrollment rights, contact either:  
 
 
 
 
 
 
 
 
OMB Control Number 1210-0137 (expires 12/31/2019) 

U.S Department of Labor 
Employee Benefits Security Administration 
www.dol.gov/agencies/ebsa  
1-866-444-EBSA (3272) 

U.S Department of Health and Human Services 
Centers for Medicare & Medicaid Services 
www.cms.hhs.gov 
1-877-267-2323, Menu Option 4, Ext. 61565 



 

 FEDERAL REQUIREMENT NOTICES 
Women’s Health and Cancer Rights Act  

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: 
 

1. All stages of reconstruction of the breast on which the mastectomy was performed;  
2. Surgery and reconstruction of the other breast to produce a symmetrical appearance; 
3. Prostheses; and 
4. 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.  

Women’s Preventive Care 
The Affordable Care Act requires insurance companies to cover additional preventive health benefits for women.  Health plans must cover 
the guidelines on women’s preventive services with no cost sharing in plan years starting on or after August 1, 2012.  The eight additional 
services for women that will be covered are: 
 

 Annual Well-Woman Preventive Care Visit 
 Gestational Diabetes Screening 
 High-Risk Human Papillomavirus DNA Testing 
 Sexually Transmitted Infections Counseling 
 HIV Screening and Counseling 
 Contraception and Contraceptive Counseling 
 Breastfeeding Support, Supplies and Counseling 
 Interpersonal and Domestic Violence Screening and Counseling 

The Newborns’ and Mothers’ Health Protection Act of 1996 
Group health plans and health insurance issuers 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 hour 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 insurance issuer for prescribing a length of stay not 
in excess of 48 hours (or 96 hours). 

Continuation of Coverage 
Your individual coverage terminates when your employment terminates, when you are no longer eligible, when the group policy(ies) 
terminates, or when you fail to make the required contribution, if any, except to the extent required by the Consolidated Omnibus 
BudgetReconciliation Act of 1985 ("COBRA") (see, e.g., Code §4980B). If medical or dental coverage for an employee or his or her eligible 
family members ceases because of certain “qualifying events” specified in COBRA (such as termination of employment, reduction in hours, 
divorce, death or a child’s ceasing to meet the definition of dependent), then the employee and his or her eligible family members may 
have the right to purchase continuation coverage for a temporary period of time. 
 
A copy of the COBRA Continuation Notice is available to you upon request and at no cost through the office of the Plan Administrator. If 
you or your dependents’ insured benefits end because you cease active work due to injury, sickness, layoff or leave of absence; or you or 
your dependents cease to be eligible for some other reason, a notice outlining your rights to continue insured coverage through COBRA 
will be mailed to you. Continuation and reinstatement rights may also be available if an employee is absent from employment due to 
service in the uniformed services pursuant to the Uniformed Services Employment and Re-employment Rights Act of 1994.  

 
Qualified Medical Support Order (QMCSO) 
Federal law requires that medical coverage be provided to an Alternate Recipient in accordance with the requirements of a QMCSO. You 
are responsible for making sure that any medical child support order relating to your child meets the requirements of a QMCSO. The 
written requirements and procedures governing QMCSOs may be obtained from the Plan Administrator upon request at no charge. 

 
The Health Insurance Portability and Accountability Act of 1996 HIPAA 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) was signed into law on August 21, 1996. The focus of this law was 
to facilitate the portability of health coverage when employees move from one job to another. HIPAA addresses portability, access and 
renewability of health coverage and affects all group health plan sponsors. The Act also addresses significant benefit areas including long 
term care, medical savings accounts and COBRA. The following information focuses on the portability, access and renewability provisions 
of HIPAA. 
 
A major feature of HIPAA is that it limits the length of pre-existing condition exclusions for coverage to 12 months after enrollment (or 18 
months for a late enrollee) for conditions for which medical advice, diagnosis, care or treatment was recommended or received within the 6 
month period ending on the enrollment date in any new health plan. If an individual had a medical condition in the past, but has not 
received any medical advice, diagnosis, care or treatment within 6 months prior to enrolling in the plan, the old condition is not a “pre-
existing condition” for which an exclusion can be applied. 
 
Pre-existing condition exclusions cannot be applied to pregnancy, regardless of whether the individual had previous coverage. In addition, 
a pre-existing condition exclusion cannot be applied to a newborn or adopted child under age 18 as long as the child became 21 covered 
under the health plan within 30 days of birth or adoption, provided the individual does not incur a subsequent 63 day or longer break in 
coverage. To prove creditable coverage to offset the exclusion period, each participant is entitled to receive a certificate indicating the 
period of creditable coverage. Coverage under a health plan that occurs before a 63 consecutive day break in coverage is not counted, 
unless the state insurance laws require otherwise. 
 
The certification of creditable coverage must be in writing and must specify the period of creditable coverage under the group health plan, 
including periods of COBRA continuation coverage. Group health plans must provide the written certification: 1) at the time a participant’s 
coverage under the plan ends; 2) at the time COBRA continuation coverage ends; and 3) upon request of the individual within two years 
after coverage ceases. 

Your Rights Under the Uniformed Services Employment and Reemployment Ace (USERRA) 
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. 



 

Important Notice from Oldham County Fiscal Court About 
Your Creditable 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 Oldham County Fiscal Court 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:  
 

 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.  

 Humana has determined that the prescription drug coverage offered by the Humana EHDHP 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 15 to December 7.  
 
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 not be affected. However, the pharmacy plans do not coordinate. If 
you do decide to join a Medicare drug plan and drop your current Oldham County Fiscal Court coverage, be aware that you and your 
dependents will be required to wait until the next open enrollment period to re-enroll. 
 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
You should also know that if you drop or lose your current coverage with Oldham County Fiscal Court 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…  
Contact Tina Schaaf for further information.  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 Oldham County Fiscal Court 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).  
 
 
 
 
 
 
 
 
 
 
 
 
Date: November 2019  
Name of Entity/Sender: Tina Schaaf 

 FEDERAL REQUIREMENT NOTICES 

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). 



 

 WELLNESS DISCLAIMER 

NOTICE REGARDING WELLNESS PROGRAM 
Humana Go365 is 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 will be asked to complete a voluntary 
health risk assessment or "Health Risk Assessment" 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 will also be asked to complete a biometric screening, which will include a blood test for 
cholesterol, glucose, and triglycerides.  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 will receive an incentive of Deposit in 
HSA for biometric screening and silver status with Go365. Although you are not required to complete the 
biometric screening and reach silver status, only employees who do so will receive HSA deposit. The 
information from your Health Assessment 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 may use aggregate information it collects to design a program based on 
identified health risks in the workplace, Humana Go365 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 
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 who will receive your personally identifiable health information is your doctor 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 Tina Schaaf at tschaaf@oldhamcountyky.gov. 


