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What is Nonstop Wellness? 
 
Nonstop Wellness is a type of healthcare program that allows nonprofits to fund a portion of their employees’ 
healthcare premiums and out-of-pocket expenses (e.g. deductibles, copays, and coinsurance) while also saving on 
premium expenses annually.  The Nonstop Wellness program combines an ACA-compliant health plan with a Section 
105 Healthcare Reimbursement Account (HRA) – and provides you, the member, with a Visa card to pay for in-
network, carrier-approved medical expenses.  

 
 
 
 
HOW NONSTOP WELLNESS WORKS 

 
GO HOME HAPPY AND HEALTHY! 

 
 
 
 
 
 
Please note: Medical discount or coupon programs may not allow prescription/service costs to be applied towards 
your in-network deductible. This means that if you use a discount or coupon program, and it does not work in 
conjunction with your medical plan, Nonstop Wellness may not cover those costs - even if they are considered in-
network. If this happens, you will be responsible for covering those costs. As such, you must check with your carrier 
before using discount or coupon programs to ensure that the amount you pay with that discount/coupon will still 
be applied towards your in-network deductible. 

You cannot use the Nonstop Visa card for dental or vision payments.  
You will be responsible for any out-of-network or un-approved charges on the card. 

 
* If you are receiving services outside of Nonstop's regular customer service hours (6am-5pm PST) and are having difficulty using your 

Nonstop Visa Card, you may need to pay for services/prescriptions and be reimbursed through our claims process. 
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EMPLOYER RESPONSIBILITY WITH NONSTOP WELLNESS 
With Nonstop Wellness, employers are responsible for some or all premium costs (depending on how they have 
established cost-sharing with employees), all in-network, covered, carrier-approved out-of-pocket costs (e.g. 
deductibles, copays, and coinsurance), and the administration fees associated with the Nonstop Wellness program. 
 
 
EMPLOYEE RESPONSIBILITY WITH NONSTOP WELLNESS 
Employees have one primary responsibility under the Nonstop Wellness program – to pay for medical services 
promptly with their Nonstop Visa card or to submit any medical bills they have paid for out-of-pocket to Nonstop 
for payment/reimbursement in a timely manner. As a reminder, the Nonstop Wellness Plan only covers in-network 
providers and services. Please note: you cannot use the Nonstop Visa card for dental or vision payments. All out-of-
network providers and services are completely the employee’s responsibility to pay directly to the provider. You will 
be responsible for any out-of-network or un-approved charges on the card. In addition, employees are also expected 
to provide substantiation (please see below under Using Your Nonstop Visa Card – Policies and Procedures) when 
requested, and to send any carrier/provider overpayments/refunds back to Nonstop. 
 
 
 
 
ELIGIBILITY  

Employees 
All full-time and part-time employees who regularly work at least 24 hours per week are eligible for benefits. 
Employees must work 24 hours or more per week to be eligible for dependent coverage.  
 

Eligible Dependents 
Your eligible dependents include: 

• Your spouse (unless you are legally separated) 
• Your dependent children, up to age 26 regardless of their student or marital status.  

 
Coverage may be available for a mentally or physically disabled child who is age 26 or older. Requirements for such 
coverage and documentation of disability depend on the insurance carrier. Please contact your Human             
Resources Department if you believe this applies to your family. 
 
 
 
WHEN YOU CAN ENROLL 

New Hires/Newly Eligible for Benefits 
You are eligible for benefits 60 days after your date of hire. After your initial enrollment, you will have the 
opportunity to re-enroll in the benefits program each year during the Annual Open Enrollment period, unless you 
have a Qualifying Event. 
 

When Coverage Ends 
If your employment with Foothill Community Health Center ends, your medical, dental, and vision coverage will end 
on the last day of the month following your termination. Other circumstances which may result in termination of 
coverage for you and/or your dependents include: reduction in regular hours, divorce/legal separation, and 
dependent children who reach age 26. 
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Qualifying Family Status Change 
During the annual open enrollment period, you can change coverage(s) for the next plan year. Plan year begins 
December 1, 2018 and is in effect through November 30, 2019.  
 
After the annual enrollment period, you generally will only be able to change your coverage if you have a qualifying 
event. Qualifying events include, but are not limited to: 
  

• Change in employment status for you or your spouse (commencement, termination, leave of absence, 
reducing hours from full-time to part-time, temporary, or per diem) 

• Change in marital status (marriage, death of spouse, divorce, legal separation)  
• Change in dependents (birth, death, adoption, eligibility status, and child support order)  
• Special enrollment rights under Health Insurance Portability Accountability Act (“HIPAA”) 
• Medicare or Medicaid entitlement for you, your spouse, or dependent 

 
Contact your Human Resources Department for a complete explanation of qualifying family status change. 
 

What happens if you do not enroll? 
If you are eligible for medical benefits and do not enroll or do not return completed enrollment forms to the Human 
Resources department by the enrollment deadline, you must wait until the next annual open enrollment period or 
a qualifying family event.  
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How to Use Nonstop Wellness 
 
Using Nonstop Wellness to receive medical care is a simple process, but may take some getting used to initially, as 
there are aspects that differ from traditional plans. The primary differences are:  

1. Understanding that the primary insurance carrier (Kaiser) and Nonstop Wellness will each cover specific 
aspects of employee care, ensuring fully customized coverage. This is explained in more detail in the 
Summary of Plan Benefits. 

2. Receiving two cards relating to medical coverage instead of one. 
 
It is important to also know this one thing: Nonstop Wellness is NOT your insurance carrier.  Nonstop Wellness is 
the program that administers your benefits, but your insurance carrier (Kaiser) is the company that provides your 
underlying high deductible healthcare plan (HDHP).  
 
 
 
EMPLOYEE CARDS 
When your organization enrolls with the Nonstop Wellness program, you will receive two different cards, each of 
which serves a unique purpose when it comes to paying and accessing for healthcare needs: 
 

Carrier Card  Nonstop Visa Card 

  
On your visit to a provider  

to show primary insurer/payee  
for medical bills 

 

When picking up covered 
prescriptions and paying for in-

network, covered, carrier-approved 
medical care 

 
Cards should be received within 7–10 business days after enrollment. During heavy enrollment periods, cards may 
take up to 4 weeks to be processed and delivered. 
 
There may be times when you don’t have access to your cards.  When this happens, you may have to pay out-of-
pocket for healthcare expenses (e.g. deductibles, copays, and coinsurance).  To be reimbursed, please follow the 
claims submission process below. 
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Carrier Card 
 
The carrier card comes from Kaiser and includes information relevant to the 
HDHP. This may include: policy number; group number; group name; and 
deductible and copay amounts. On the back of the card will be billing and 
contact information. 
 
You must present the carrier ID card from Kaiser during every doctor visit 
and for prescription purchases. The provider must process any claims 
through the primary insurer first. Nonstop is the secondary payer (not a 
secondary insurer!) for all remaining expenses. 
 
 

Nonstop Visa Card*  
 
The Nonstop Visa card can be used to pay for all in-network, carrier approved medical services and prescriptions. 
Once received in the mail, the Nonstop Visa card will need to be activated before it can be used. We recommend 
that you DO NOT set up a PIN as this will only allow you to use the card as a debit card and not a credit card. 
Please note: you cannot use the Nonstop Visa card for dental or vision payments. You will be responsible for any 
out-of-network or un-approved charges on the card. There is a $100 copay for emergency room visits, which is 
waived if you are admitted; please consider urgent care for non-emergency situations. 
 
The process for using the Nonstop Visa card for medical visits is as follows:  

1. You make an appointment with your provider 
2. Present your carrier ID card to the provider first. This is important to 

ensure that Kaiser is apprised of the charge and properly credits your 
services towards your in-network deductible/out-of-pocket maximum.  

3. At the time of the visit, you check in and are advised as to what, if any, 
out-of-pocket costs (e.g. copays or coinsurance) are required 

4. You use the Nonstop Visa card to pay for any out-of-pocket costs (e.g. 
deductibles, copays, and coinsurance) required under your plan 

 
The process for using the Nonstop Visa card for pharmacy visits is as follows:  

1. When you need a prescription filled, you (or your provider) will call it into the pharmacy 
2. Upon pick-up, first present your carrier ID card to the pharmacist. This is important to ensure that Kaiser is 

apprised of the purchase and properly credits your prescription towards your in-network deductible/out-
of-pocket maximum 

3. Pay for your prescription(s) with the Nonstop Visa card 
 
 
Key notes on Nonstop Visa card 
• You will receive two cards, and they will both only be in your name. If you need additional cards, please call 

us at 1-877-626-6057. 
• We recommend that you DO NOT set up a PIN as this will only allow you to use the card as a debit card and 

not a credit card 
• This card comes in a separate mailing than your carrier card and Nonstop Wellness ID card 
• Please note: you cannot use the Nonstop Visa card for dental or vision payments. You will be responsible for 

any out-of-network or un-approved charges on the card. 
 
 



 
 
 

 
 9 

Nonstop Wellness Benefits Guide 

© 2018 Nonstop Administration and Insurance Services, Inc. 

Please see below in Appendix A for a more detailed FAQ on the Nonstop Visa card. 
 
* Please note: you cannot use the Nonstop Visa card for dental or vision payments. You will be responsible for any 
out-of-network or un-approved charges on the card. In addition, medical discount or coupon programs may not 
allow prescription/service costs to be applied towards your in-network deductible. This means that if you use a 
discount or coupon program, and it does not work in conjunction with your medical plan, Nonstop Wellness may 
not cover those costs - even if they are considered in-network. If this happens, you will be responsible for covering 
those costs. As such, you must check with your carrier before using discount or coupon programs to ensure that the 
amount you pay with that discount/coupon will still be applied towards your in-network deductible. 
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USING YOUR NONSTOP VISA CARD – POLICIES AND PROCEDURES 
You may use the Nonstop Visa card for carrier-approved, in-network services and prescriptions. The card may not 
be used for out-of-network or elective procedures or anything that your medical carrier would not apply towards 
your in-network deductible and out-of-pocket tracking. In addition, the Nonstop Wellness program does not cover 
dental or vision costs so you cannot use your Nonstop Visa card to pay for these services.  
  
Charges on your card may need to be substantiated to ensure they are in-network and carrier-approved. Substantiation 
simply means that we are confirming acceptable use of your Nonstop Visa card. Nonstop reserves the right to ask 
you for documentation to confirm that the charges on the card were allowed and approved by your carrier, and 
counted towards your deductible and out of-pocket tracking. Documentation typically includes an Explanation of 
Benefits (EOB). An EOB is a carrier produced document that shows how your medical carrier has accounted for each of 
your claims, including: date of service; services provided; what they paid; amount you are responsible for; what, if any, 
discounts were applied; and the accumulation or total against your out-of-pocket maximum. EOBs are mailed to you or 
can be found online if you have signed up for a carrier account via the carrier website. They are typically mailed to you 
or posted online within 30-60 days of the date of service. 
 
If charges on your Nonstop Visa card cannot be substantiated and/or have not been approved by your carrier, we 
may request that you repay the amount that does not qualify for the Nonstop Wellness program back into your 
employer’s healthcare plan. If we do not receive documentation or repayment, your card may be suspended and 
you may be referred to a collections agency. However, before this happens we will work directly with you to 
investigate the charge and determine what, if any, errors may have occurred. The process is as follows: 
• Nonstop will review charges on a daily basis and flag any that need to be verified. We will allow 30-60 days for 

the EOB to post before we contact you for more information and/or documentation. 
• When a charge needs to be verified, Nonstop will contact you via phone and/or email up to three times; we 

strongly recommend that you respond to our attempts as soon as possible to avoid your card being 
suspended. 

• After our third attempt with no response from you, we will mail (USPS) a letter to your home with details on 
our request for more information. This letter will come in a blue envelope with a return address for Nonstop 
Administration and Insurance Services, Inc. DO NOT IGNORE THIS LETTER. If you receive a letter from us 
requesting more information about a charge on your Nonstop Visa card, it means that your card is close to 
being suspended. 

• If we do not receive a response to this letter, we will reach out to your human resources representative in an 
attempt to contact you. 

• If there is still no response, we will suspend your Nonstop Visa card and refer your case to a collections 
agency. 

 
It is important to know that this new process replaces EOB Retrieve. Nonstop will no longer use EOB Retrieve to 
substantiate charges on your Nonstop Visa card. If you previously signed up for EOB Retrieve, Nonstop will not have 
access to your carrier credentials via that service moving forward. As such, when we call or email you to discuss a 
charge on your Nonstop Visa card, we may ask you to provide your carrier credentials to help us access your EOBs. 
This is not required, but it may make the process easier on your end.  
 
Please note: if/when we leave you a message or send an email, we cannot include personal health information due 
to HIPAA compliance regulations.  We will simply ask you to call us back or respond to our email. Please do not ignore 
these messages! If we are contacting you, it is likely because there is a charge on your card that we need to verify. If 
you do not return our messages, you risk your Nonstop Visa card being suspended and possibly having your case 
referred to a collections agency. 
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Key things to remember 
• Make sure any provider, facility, and/or service you use is in-network for your medical plan; it is better to call 

ahead and check on this for providers, facilities, and services; if you go out of network for any of these things, 
the charge will automatically be flagged. 

• If your provider or carrier says something is not covered under your plan, do not use your Nonstop Visa card; 
this is an out-of-network expense that you will be responsible for. 

• If you have to pre-pay for a service, please do not pay more than $1,000; if the provider requires a larger pre-
payment, please call Nonstop and we will pay the provider directly. 

• Cosmetic surgery is not covered unless your provider deems it medically necessary. 
• If your pharmacist tells you that your prescription is not covered under your medical insurance plan, then you 

cannot use your Nonstop Visa card to pay for it. 
• If you are offered a discount card/option for prescriptions, we strongly recommend that you do not use it. 

Anything paid with a discount card is not applied towards your deductible, and therefore does not qualify for 
the Nonstop Wellness program. 

• Unless explicitly approved (in writing) by Kaiser, Kaiser members can only receive services or medications at 
Kaiser facilities. 

• If you are having surgery or a procedure that involves multiple providers, please confirm with your doctor 
and/or insurance carrier that everyone on the team is an in-network provider. For example, your surgeon may 
be in-network, but the anesthesiologist may be out-of-network. If anyone is out-of-network, please require 
your provider to find an in-network alternative before proceeding with the surgery/procedure. 
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KEY DATES AND DEADLINES  
When using the Nonstop Wellness program there are some key dates and deadlines that apply to the Nonstop Visa 
card as well as the Nonstop claims process. Please read this information carefully so you don’t miss any critical 
deadlines for reimbursement! 
 

• The Nonstop Visa card begins upon enrollment: The Nonstop Visa card cannot be used for claims prior to 
your enrollment in the Nonstop Wellness program. In other words, if you first enrolled in the Nonstop 
Wellness plan on January 1, 2019, you cannot use the card to pay for claims with dates-of-service prior to 
this date (e.g. December 14, 2018). 
 

• The Nonstop Visa card can only be used within the current calendar year: The Nonstop Visa card should 
not be used to pay for outstanding claims from the prior calendar year, as the Nonstop Visa card can only 
be used in the same year as the services were rendered. For example, 2019 medical services must be paid 
for using the Nonstop Visa card in 2019; once the date turns to January 1, 2020, you cannot pay for 2019 
expenses with the Nonstop Visa card. Instead, any outstanding claims/costs from the prior calendar year 
should be submitted manually to Nonstop Administration and Insurance Services using 
the reimbursement/claims form found at help.nonstopwellness.com.  

 
• Claims submission deadlines while enrolled in Nonstop Wellness: All Nonstop Wellness claims must be submitted 

no later than 90 days after the end of the calendar year. As such, all 2019 claims are due by or before March 31, 
2020. The Nonstop Wellness claims form can be found at help.nonstopwellness.com. 

 
• January 1 resets for deductibles and OOP maximums: All carrier plan deductible and OOP maximum 

calculations are based on a calendar year and reset to $0 every January 1st, no matter when your open 
enrollment (OE) is. So if your OE is December 1st, your deductible still runs January to December. The 
Nonstop Visa card also resets on January 1. These funds are available on the Nonstop Visa card for the 
current plan year’s services only. 
 

• Claims deadlines when benefits and/or employment is terminated: If you leave your employer or are no 
longer benefits eligible, you are required to submit all past claims to the Nonstop Wellness office within 60 
days of your last day of coverage. Your Nonstop Visa card will be cancelled on your last day of coverage and 
all services performed before the last day of coverage should be submitted manually. Please 
visit www.nonstopwellness.com/support for a claims submission form and more details. 
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Logging into the Nonstop Wellness System 
 
Once you are enrolled with Nonstop Wellness, you will be able to access your plan information via the Nonstop 
Exchange portal. When you log into the system all your information will be available, allowing you to: 

• Enroll in benefits 
• Make life event changes 
• View documents about your plan (e.g. summary plan description, benefits summary) 
• Navigate to our member help site through the HELP button  
• File and view claims submissions 

 
 

Once you navigate to the Nonstop Exchange site, you will 
need to login by entering your user name and password. 
 
Your user name is your email address, and a password will 
be assigned to you. Your initial password is your birth 
month (capitalized) followed by the first five digits of 
your social security number (e.g. June13579). You will 
have the opportunity to change your password to 
something more personal after you log in for the first 
time.   
 
 
 

 

To reset your password: 

• On the login page, type in your user name  (email 
address) and click on “don’t remember your 
password?” 

• Within a few minutes you will receive an email with 
instructions on how to reset your password.  

• Click the link provided in the email and enter a 
password with a minimum of 8 characters, at least 
one number, one special character (i.e., ! # $ etc), 
and one capital letter.  

• If you do not receive an email, we may not have 
your correct email address on file. Please contact 
Nonstop Wellness member support and we will 
help you reset your password. 

• Once you have reset your password, you can login 
to the Nonstop Exchange with your username and 
password.  
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Submitting a Claim to Nonstop 
 
While the Nonstop Wellness program is set up to help you pay for a portion of your medical expenses, there may be 
times when you’ll need to pay up front and be reimbursed later. Scenarios include: 

• Forgetting your Nonstop Visa Card when visiting a provider or picking up a prescription  
• The purchase of medical equipment that is necessary as prescribed by a doctor but not necessarily obtained 

through a doctor’s office (e.g. a wig for a cancer patient; wheelchair) 
 
Nonstop makes every effort to help you avoid these situations, but if needed, the claims submission process is quick 
and easy with reimbursement checks typically processed within 7 to 10 days of submission (assuming no processing 
delays) and mailed out each Friday. 
 
 

Submitting a Claim At-a-Glance 
 

 
 

 
 
 
 
 
 
 

Alternatively, you can submit a claim manually by filling out a claims form and emailing it or faxing it to 
Nonstop. Please visit help.nonstopwellness.com for a claims form or ask your HR manager. 
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Please note: 
• Employees can file claims online through the Nonstop Exchange portal (please see Logging Into the 

Nonstop Wellness System), as well as view a filed claim's status, date of service, amount due, payee, date 
of payment, and method of payment 

• If using a manual claims form (found at 
help.nonstopwellness.com), all information must be filled out 
including contact number and email, as well as signature and 
date; if these are left out the reimbursement will be delayed 

• Enrollees must attach insurance adjusted provider bill and receipt 
of payment to the service provider to the claims form; ALL pages 
must be included for the claim to be processed. For prescriptions, 
both pharmacy and medication receipts must be included. 

• Once the claim is processed, reimbursement checks are mailed 
out within 10 business days 

 
 
 
LOST CHECKS 
In the rare instance that a payment or reimbursement check is lost, Nonstop 
will re-issue a check to the provider or employee. Nonstop Wellness will 
issue a new check after 60 days from date of issue and confirmation from 
service provider that they have not received payment.  
 
 
TRACKING A CLAIMS SUBMISSION AND REIMBURSEMENT STATUS 
If the claim is submitted via Nonstop Exchange, it will appear as a pending claim on your dashboard. When you 
submit a claim via email, a ticket number will be assigned to that claim and you’ll receive a confirmation response. 
Please visit help.nonstopwellness.com for more details on filing and viewing claims. 
 
If claims were submitted via fax or through the US Postal System, you will need to contact Nonstop Wellness  
at 877-626-6057 or via email at claims@nonstopwellness.com for details on if the claim was received or has  
been paid. 
 
 
PROVIDER PAYMENTS 
When a bill has been paid by Nonstop, you will not receive a notification from Nonstop that payment has been made. 
If you continue to receive bills from providers after a claims submission to Nonstop Wellness, it is recommended 
that you follow up with the Nonstop Wellness team directly.  The bill has likely been paid, but has not been credited 
to your account with your provider yet.   
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Medical Summary – Kaiser* 
The below is an overview of services covered; please see full benefits summary from Kaiser in the Member 
Documents section of the Nonstop Exchange (NSE)). As a reminder, use your Nonstop Visa card to pay for in-
network, carrier approved medical services and prescriptions. 
 
* Please see Appendix B for updated information about your Kaiser plan and facilities.  
 

Plan Highlights In-Network  Out-of-Network 
Calendar Year Annual Deductible   
     Individual / Family $5,500/$11,000 Not covered 
Calendar Year Out-of-Pocket Maximum   
     Individual / Family $6,550/$13,100 Not covered 
Lifetime Maximum   
     Individual None None 

Professional Services You Pay Cost after 
Deductible Paid 

     Primary Care Physician (PCP) $50 per visit, after deductible Not covered 
     Specialist $50 per visit, after deductible Not covered 
     Preventive Care Exam No charge Not covered 
     Well-baby Care No charge Not covered 

     Maternity Services 40% coinsurance after deductible (no 
charge for office visit) 

Not covered 

     Most diagnostic X-ray and Lab 40% coinsurance after deductible Not covered 
     Therapy, including Physical, Occupational  
     & Speech 

$50 per visit, after deductible Not covered 

Hospital Services   
     Inpatient 40% coinsurance after deductible Not covered 
     Outpatient Surgery 40% coinsurance after deductible Not covered 
     Emergency Room  
     (if not admitted to hospital) 

40% coinsurance after deductible Not covered 

Urgent Care 
$50 per visit, after deductible Not covered 

Mental Health & Substance Abuse   
     Inpatient 40% coinsurance after deductible Not covered 
     Outpatient – Individual $50 per visit, after deductible Not covered 
Prescription Drugs  
   

     Generic items at plan pharmacy $10 per prescription after deductible Not covered 
     Brand name items at plan pharmacy $40 per prescription after deductible Not covered 

     Specialty items at plan pharmacy 505 coinsurance up to 
$200/prescription after deductible 

Not covered 

 
The above information is a summary only.  Please refer to your Evidence of Coverage for complete details of Plan benefits, limitations and exclusions.   
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Chiropractic/Acupuncture Benefits – 
Landmark Healthplan  
 
(provided with and mirrors enrollment in Nonstop Wellness) 
 
 
Your Employer Group has contracted with Landmark Healthplan of California, Inc. (Landmark) to provide you with a 
combined chiropractic and acupuncture benefit that requires the use of Participating Chiropractors and 
Acupuncturists. You can obtain a directory of Participating Chiropractors and Acupuncturists through a continuously 
updated directory on Landmark’s Web site at www.LHP-CA.com under the “Member” option. You may also call 
Landmark’s Customer Service Department at 1-800-298-4875 for referrals to Participating Practitioners in your area. 
 

Process to Access Landmark Services 
 

 
 
* Make sure that you only see a Landmark contracted provider. Sometimes, there are several providers in one office 
but  not all of them are contracted with Landmark. Landmark will not pay for services accessed through an out of 
network provider and you would be responsible to pay the amount due. 
 
Please note that any purchases, such as the Herbal Therapies, are not paid through the NSW plan and are your 
responsibility to pay. 
 
  

If the provider asks you for a copay, please have them contact Landmark directly as you do not have a copay 
for these services; we recommend you clarify this with the provider before your appointment

Give the provider your name, date of birth, and the above group number so they can verify eligibility with 
Landmark; you may have to provide your social security number

Let the provider know you are enrolled in Landmark Expanded benefits

Find a Landmark contracted provider either on www.LHP-CA.com (your plan is "Group Sponsored Plan -
Employer Paid") or by calling Landmark Customer Service at 1-800-298-4875*
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Free Language Assistance is Available 
If you need help in understanding your Landmark chiropractic or acupuncture benefits or need help to handle an 
issue about your benefits, please contact Landmark’s Customer Service Department at 1-800-298-4875 between 
5:30am and 5pm, Monday through Friday, for help. We can also help you in languages other than English. 
 
If you or your dependents would like Landmark and your doctor to use a specific language when speaking or writing 
to you, please go to http://www.LHP-CA.com/Survey.aspx on the Internet and complete Landmark’s brief language 
preference survey. The survey only takes about 3 minutes to complete and your answers will be strictly confidential. 
If you prefer to complete a paper copy of this survey, you may request one by writing to us at: 
 

Landmark Healthplan of California, Inc. 
Attn: QM Dept. – SURVEY 

P.O. Box 130028 
Sacramento, CA 95853 

 
 
SUMMARY OF BENEFITS 
 

Office Visit $0 copay 
Maximum Annual Visits 30 visits per enrollee 
X-ray Services* $75 annual maximum benefit 
Emergency Care** Same copayment as office visit 
Durable Medical Equipment Purchase or Rental*** $50 annual maximum benefit 
Acupuncture Herbal Therapies**** $5 copayment per bottle / $500 annual max benefit 

 
* X-ray Services must be prescribed by a Participating Chiropractor 
** Services provided by Non-Participating Practitioners are covered for Emergency Services only 
*** Durable Medical Equipment must be prescribed by a Participating Chiropractor 
**** Herbal therapies must be prescribed by a Participating Acupuncturist 
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A. COVERED SERVICES 

1. Chiropractic Treatment 
Covered Chiropractic Services are those within the scope of chiropractic care that are supportive or necessary to help Members 
achieve the physical state enjoyed before an injury or illness. In addition, services for preventive, maintenance, and wellness care 
for any mechanical neuromusculoskeletal condition are also covered. Services need not be preauthorized, will not be reviewed 
for Medical Necessity, and include the following: 

• Examinations 
• Manipulation 
• Conjunctive Physiotherapy 
• X-rays 
• Emergency Services 

2. Acupuncture Treatment 
Covered Acupuncture Services are those within the scope of acupuncture care for the treatment of neuromusculoskeletal pain 
resulting from an injury or illness. In addition, coverage is provided for preventive, maintenance and wellness care for any 
mechanical neuromusculoskeletal condition, uncomplicated asthma (that which is not effected by another condition or disease), 
allergies, post-operative or chemo-therapy nausea and vomiting, nausea of pregnancy, post-operative (including dental) pain, 
fibromyalgia, headaches and low-back pain. Services need not be pre-authorized, will not be reviewed for Medical Necessity, and 
include the following: 

• Acupuncture 
• Electro-acupuncture 
• Moxibustion 
• Cupping 
• Acupressure 

3. Acupuncture Herbal Therapies - Optional 
Herbal therapies are for oral ingestion or external application of naturally occurring botanical, animal, or mineral substances, to 
support normal structure and function of the human body according to the principles of traditional Oriental Medicine. These 
therapies are covered up to the annual maximum benefit amount when they are prescribed by a Participating Acupuncturist and 
do not include substances banned by the Food and Drug Administration and/or the Food and Drug Branch of the California 
Department of Health Services. 

4. Emergency Services 
Emergency Services are covered for the sudden and unexpected onset of an acute illness, extreme neuromusculoskeletal pain or 
accidental injury to the nervous, musculoskeletal and/or skeletal body systems, that, in the reasonable judgment of the Member, 
requires immediate care, the delay of which could decrease the likelihood of maximum recovery, and for which the Member 
seeks to secure chiropractic or acupuncture services immediately after the onset, or as soon thereafter as practicable. Emergency 
Services do not require pre-authorization; however, Emergency Services rendered by a Non-Participating Practitioner are subject 
to Landmark’s determination that the Member would reasonably have considered that Emergency Services were required. 
Emergency Services rendered by a Non-Participating Practitioner are covered only when the practitioner rendering services can 
show that the services were for a neuromusculoskeletal condition and/or illness and were provided to reduce the severity of the 
condition including pain until a Participating Practitioner could safely assume treatment. Similarly, Emergency Services received 
outside of Landmark’s Service Area will be covered only when the Non-Participating Practitioner rendering services can show that 
the services were for a neuromusculoskeletal condition and/or illness and were provided to reduce the severity of the condition 
including pain until a Participating Practitioner could safely assume treatment. Under the Landmark Plan, emergency care must 
be transferred to a Participating Practitioner as soon as such transfer would not create an unreasonable risk to the Member’s 
health. 
 
 
B. SECOND OPINIONS AND REFERRALS 

1. Second opinions 
On occasion, a Participating Practitioner may require a second opinion, which is for consultation only, from another practitioner. 
Landmark does not require an authorization for any second opinion. Second opinions initiated by your Participating Practitioner 
will not count against your maximum annual visits and will not require a Member office visit co-payment. Second opinions 
initiated by Members will count against the maximum annual visits and will require a Member office visit co-payment. 
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2. Referrals to non-chiropractic and/or non-acupuncture practitioners 
For referrals to non-chiropractic and/or non-acupuncture practitioners, Members or enrollees of full-service plans or HMOs will 
be referred to the plan or HMO practitioner network for non-neuromusculoskeletal conditions, conditions not improving with 
chiropractic and/or acupuncture care, and other such services that cannot be provided by another Participating Practitioner. 
 
 
C. LIMITATIONS AND EXCLUSION 

Circumstances Causing Services to be Excluded or Limited 
1. Services provided by a Non-Participating Practitioner, except for emergencies 
2. Services provided outside of Landmark’s Service Area, except for emergencies 
3. Services incurred prior to the beginning or after the end of coverage 
4. Services that exceed the combined maximum covered visits for the benefit year 
5. Charges incurred for missed appointments 
6. Educational programs 
7. Pre-employment, school entrance, or athletic physical exams 
8. Services for conditions arising out of employment, including self-employment or covered under any workers’ compensation 
act or law 
9. Services for any bodily injury arising from or sustained in an automobile accident that is covered under an automobile insurance 
policy 
10. Charges for which the Member is not legally required to pay 
11. Services rendered by a person who ordinarily resides in the Member’s home or who is related to the Member by marriage or 
blood. 

Specific Services that are Excluded or Limited 
1. Experimental or investigational services 
2. Vocational, stroke, or long-term rehabilitation 
3. Hypnotherapy, behavior training, sleep therapy, or biofeedback 
4. Rental or purchase of Durable Medical Equipment (DME) 
5. Treatment primarily for purposes of weight control 
6. Lab services 
7. Thermography, hair analysis, heavy metal screening, or mineral studies 
8. Transportation costs, including ambulance charges 
9. Inpatient services 
10. Advanced diagnostic services, such as MRI, CT, EMG, SEMG, and NCV 

Chiropractic Only Limitations/Exclusions 
1. Drugs, vitamins, nutritional supplements, or herbs 
2. Massage or soft-tissue techniques 
3. Manipulation under anesthesia 
4. Services related to diagnosis and treatment of jaw joint or TMJ disorders 
5. Treatment of non-neuromusculoskeletal disorders 
6. X-ray services that exceed the annual maximum benefit 

Acupuncture Only Limitations/Exclusions 
1. Drugs, vitamins, nutritional supplements, or herbs, except as specified in the Schedule of Benefits 
2. Massage or soft-tissue techniques other than acupressure as defined in your Evidence of Coverage 
3. X-rays of any kind 
4. Services related to menstrual cramps 
5. Services related to addiction, including smoking cessation 
6. Treatment of non-neuromusculoskeletal disorders except for those described under “Acupuncture Treatment” above 
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Ancillary Benefits  
 
 

(Note: These are not part of the Nonstop Wellness program and are not administered by 
Nonstop Administration and Insurance Services, Inc.)  
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Dental Benefits – Premier Access DHMO 500 
 
SUMMARY OF BENEFITS 
Below is an overview of your dental benefits. Please see the full dental benefits summary in the Member Documents 
section of the Nonstop Exchange. 
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Dental Benefits – Premier Access PPO 
 
What is important to know about your dental plan is that you may see any dentist. Although, there are PCN (Premier Choice Network) 
and PPO provider lists available, and the benefits are enhanced if you elect to use either network, you may elect to see the dentist of 
your choice without penalty. Using the PCN or PPO providers, you maximize your benefits and reduce your out-of-pocket costs.  
The PPO dentists offer discounted care (about 30%) and the plan normally pays a higher level of benefit when using an in-network 
provider. Additionally, the PCN/PPO dentist cannot “balance bill” you for amounts greater than the contracted rate.  
 
 
SUMMARY OF BENEFITS 
Below is an overview of your dental benefits. Please see the full dental benefits summary in the Member Documents 
section of the Nonstop Exchange. 
 
 
 

  



 
 
 

 
 24 

Nonstop Wellness Benefits Guide 

© 2018 Nonstop Administration and Insurance Services, Inc. 

Vision Benefits – Avesis 
 
SUMMARY OF BENEFITS 
Below is an overview of your vision benefits. Please see the full vision benefits summary in the Member Documents 
section of the Nonstop Exchange. 
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Additional Benefits 
Please note that these are not part of the Nonstop Wellness program and are not administered by Nonstop 
Administration and Insurance Services, Inc. 
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Appendix A: Nonstop Visa Card FAQ 
 
Q: Where can I use the Nonstop Visa Card? 
A:  All in-network, carrier approved facilities, including pharmacies, will accept the Nonstop Visa Card for payment 

for medical services or prescriptions. You cannot use the Nonstop Visa Card for dental or vision benefits. 
 
Q:  I used the Nonstop Visa Card to pay for medical and/or pharmacy copayments.   

Do I still need to submit a claim for reimbursement? 
A:  You cannot be reimbursed for any payments you have made using your Nonstop Visa Card. As such, you do not 

need to submit a claim for these expenses as they are already tracked and paid for by Nonstop. However, 
Nonstop does need the Explanation of Benefits (EOB) to track qualifying expenses against what has been 
paid. Please see the above Using Your Nonstop Visa Card – Policies and Procedures section for more 
information. 

If you pay out-of-pocket (e.g. using your personal debit or credit card) for medical treatment or pharmacy 
expenses, then you will need to submit a claim. 

 
Q:  I regularly buy over-the-counter medication (e.g. Aleve, Tylenol).   

Can I use my Nonstop Visa Card to pay for these items? 
A:  No.  Only doctor-written prescriptions can be paid for using your Nonstop Visa Card. All over-the-counter 

medications must be paid out-of-pocket, and they are not reimbursable.  
 
Q:  I used my FSA/HSA funds to pay for my medical and/or pharmacy expenses.   

Can I still submit a claim to Nonstop to be reimbursed? 
A:  No.  If you have paid for any copays or coinsurance costs through FSA or HSA accounts, you cannot be 

reimbursed by Nonstop as this is considered “double dipping” into healthcare funding accounts. 
 
Q:  I received a prescription from my dentist and/or optometrist. 

Can I use my Nonstop Visa Card to pay for these prescriptions? 
A:  No. Nonstop only reimburses prescriptions that are written/submitted by a medical doctor. If your dentist or 

optometrist writes you a prescription, you will need to pay for them out-of-pocket and cannot be reimbursed 
by Nonstop.  

 
Q:  Can I use my Nonstop Visa Card to pay for online / mail order pharmacies? 
A:  Yes, you can use your Nonstop Visa Card to order your prescriptions over the phone, and have them mailed 

directly to your home.  
 
 Q:  What if I lose my Nonstop Visa Card? 
A:  Please call us at 1-877-626-6057 or e-mail us at clientsupport@nonstopwellness.com to request a new card.  

It could take up to 10 business days to get a new card. During this time if you need medical services or a 
prescription filled, you will either have to pay out-of-pocket and file a claim to be reimbursed, or request that 
your provider bill you for the amount and then submit a claim to Nonstop.  
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Appendix B: Kaiser Facilities and Benefits Updates 
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Appendix C: Notices 
 
MEDICARE PART D NOTICE 
 
Important Notice about Your Prescription Drug Coverage and Medicare 

Model Individual CREDITABLE Coverage Disclosure (for use on or after 04/01/2011) 
Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription drug coverage 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 prescription 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. Your employer has determined that the prescription drug coverage offered is expected to pay, on average, 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 
prescription drug plan. 

What Happens to Your Current Coverage if You Decide to Join a Medicare Prescription Drug Plan? 
Individuals who are eligible for Medicare should compare their current coverage, including which drugs are covered, with the coverage and cost of the plans offering 
Medicare prescription drug coverage in their area. 
 
If you are eligible for Medicare and do decide to enroll in a Medicare prescription drug plan and drop your employer’s group health plan prescription drug coverage, 
be aware that you and your dependents may not be able to get this coverage back.  
 
Please contact Human Resources for more information about what happens to your coverage if you enroll in a Medicare prescription drug plan. 
 
Your medical benefits brochure contains a description of your current prescription drug benefits. 

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 your employer and don’t join a Medicare prescription 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 your Human Resources Department for further information NOTE: You will receive this notice annually, before the next period you can join a Medicare 
prescription drug plan, and if this coverage through your employer 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 the Social 
Security Administration (SSA) online at www.socialsecurity.gov, or call SSA 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 prescription 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). 
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WOMEN’S HEALTH & CANCER RIGHTS ACT 
 
The Women’s Health and Cancer Rights Act (WHCRA) requires group health plans to make certain benefits available to participants who have undergone or who are 
going to have a mastectomy. In particular, a plan must offer mastectomy patients benefits 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. Your plans comply with these requirements. 

 
 
NEWBORNS' AND MOTHERS' HEALTH PROTECTION ACT 
 
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 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 insurance 
issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 

 
 
HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT NON-DISCRIMINATION 
REQUIREMENTS 
 
Health Insurance Portability & Accountability Act (HIPAA) prohibits group health plans and health insurance issuers from discriminating against individuals in eligibility 
and continued eligibility for benefits and in individual premium or contribution rates based on health factors. 
 
These health factors include: health status, medical condition (including both physical and mental illnesses), claims experience, receipt of health care, medical history, 
genetic information, evidence of insurability (including conditions arising out of acts of domestic violence and participation in activities such as motorcycling, 
snowmobiling, all-terrain vehicle riding, horseback riding, skiing, and other similar activities), and disability. 

 
 
HIPAA PRIVACY NOTICE 

Notice of Health Information Privacy Practices 
This notice describes how medical information about you may be used and disclosed, and how you can obtain access to this information. Please review it carefully. 
 
This notice is required by law under the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA). One of its primary purposes is to make certain 
that information about your health is handled with special respect for your privacy. HIPAA includes numerous provisions designed to maintain the privacy and 
confidentiality of your protected health information (PHI). PHI is health information that contains identifiers, such as your name, address, social security number, or 
other information that identifies you. 

Our Pledge regarding Health Information 
• We understand that health information about you and your health is personal. 
• We are committed to protecting health information about you. 
• This notice will tell you the ways in which we may use and disclose health information about you. 
• We also describe your rights and certain obligations we have regarding the use and disclosure of health information. 

We are required by Law to 
• Make sure that health information that identifies you is kept private; 
• Give you this notice of our legal duties and privacy practices with respect to health information about you; 
• Follow the terms of the notice that are currently in effect. 

The Plan will use Your Health Information for 
• Treatment: The plan may use your health information to assist your health care providers (doctors, pharmacies, hospitals and others) to assist in your 

treatment. For example, the plan may provide a treating physician with the name of another treating provider to obtain records or information needed 
for 
your treatment. 

• Regular Operations: We may use information in health records to review our claims experience and to make determinations with respect to the benefit 
options that we offer to employees. 

• Business Associates: There are some services provided in our organization through contracts with business associates. Business associate agreements 
are maintained with insurance carriers. Business 
associates with access to your information must adhere to a contract requiring compliance with HIPAA 
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privacy and security rules. 
• As Required by Law: We will disclose health information about you when required to do so by federal, 

state or local law. 
• Workers’ Compensation: We may release health information about you for Workers’ Compensation or 

similar programs. These programs provide benefits for work-related injuries or illness. 
• Law Enforcement: We may disclose your health information for law enforcement purposes, or in 

response to a valid subpoena or other judicial or administrative request. 
• Public Health: We may also use and disclose your health information to assist with public health 

activities (for example, reporting to a federal agency) or health oversight activities (for example, in a 
government investigation). 

Your Rights Regarding Your Health Information 
Although your health record is the physical property of the entity that compiled it, the informationbelongs to you. You have the right to: 

• Request a restriction on certain uses and disclosures of your information, where concerning a service already paid for; 
• Obtain a paper copy of the Notice of Health Information Practices by requesting it from the plan privacy officer; 
• Inspect and obtain a copy of your health information; 
• Request an amendment to your health information; 
• Obtain an accounting of disclosures of your health information; 
• Request communications of your health information be sent in a different way or to a different place than usual (for example, you could request that the 

envelope be marked "Confidential" or that we send it to your work address rather than your home address); 
• Revoke in writing your authorization to use or disclose health information except to the extent that action has already been taken, in reliance on that 

authorization. 

The Plan’s Responsibilities 
The plan is required to: 

• Maintain the privacy of your health information; 
• Provide you with a notice as to our legal duties and privacy practices with respect to information we collect and maintain about you; 
• Abide by the terms of this notice; 
• Notify you if we are unable to agree to a requested restriction, amendment or other request; 
• Notify you of any breaches of your personal health information within 60 days or 5 days if conducting business in California; 
• Accommodate any reasonable request you may have to communicate health information by alternative means or at alternative locations. 

 
The plan will not use or disclose your health information without your consent or authorization, except as provided by law or described in this notice. 
 
The plan reserves the right to change our health privacy practices. Should we change our privacy practices in a material way, we will make a new version of our notice 
available to you. 
 

For More Information or to Report a Problem 
• If you have questions or would like additional information, or if you would like to make a request to inspect, copy, or amend health information, or for 

an accounting of disclosures, contact the plan privacy officer. All requests must be submitted in writing. 
• If you believe your privacy rights have been violated, you can file a formal complaint with the plan privacy officer; or with the U.S. Department of Health 

and Human Services. You will not be penalized for filing a complaint. 

Other Uses of Health Information 
Other uses and disclosures of health information not covered by this notice or the laws that apply to us will be made only with your written authorization. If you 
authorize us to use or disclose health information about you, you may revoke that authorization, in writing, at any time. If you revoke your authorization we will no 
longer use or disclose health information about you for the reasons covered by your written authorization. You understand that we are unable to take back any 
disclosures we have already made with your authorization, and that we are required to retain our records of the payment activities that we provided to you. 

 
 
SPECIAL ENROLLMENT RIGHTS 
 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage, HIPAA 
Special Enrollment Rights require your plan to allow you and/or your dependents to enroll in your employer’s plans (except dental and vision plans elected separately 
from your medical plans) if you or your dependents lose eligibility for that other coverage (or if the employer stopped contributing towards your or your dependents' 
other coverage). However, you must request enrollment within 30 days (60 days if the lost coverage was Medicaid or Healthy Families) after your 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 after the marriage, birth, adoption, or placement for adoption.  
 
Other midyear election changes may be permitted under your plan (refer to “Change in Status” section). To request special enrollment or obtain more information, 
contact your Human Resources Representative. 
 
“HIPAA Special Enrollment Opportunities” include: 

• COBRA (or state continuation coverage) exhaustion 
• Loss of other coverage (1) 
• Acquisition of a new spouse or dependent through marriage (1), adoption (1), placement for adoption (1) or birth (1) 
• Loss of state Children’s Health Insurance Program coverage (e.g., Healthy Families) (60-day notice) (1) 
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• Employee or dependents become eligible for state Premium Assistance Subsidy Program (60-day notice) 

“Change in Status” Permitted Midyear Election Changes 
• Due to the Internal Revenue Service (IRS) regulations, in order to be eligible to take your premium contribution using pre-tax dollars, your election must 

be irrevocable for the entire plan year. As a result, your enrollment in the medical, dental, and vision plans or declination of coverage when you are first 
eligible, will remain in place until the next Open Enrollment period, unless you have an approved “change in status” as defined by the IRS. 

• Examples of permitted “change in status” events include: 
• Change in legal marital status (e.g., marriage (2), divorce or legal separation) 
• Change in number of dependents (e.g., birth (2), adoption (2) or death) 
• Change in eligibility of a child 
• Change in your / your spouse’s employment status (e.g., reduction in hours affecting eligibility or change in employment) 
• A substantial change in your / your spouse’s benefits coverage 
• A relocation that impacts network access 
• Enrollment in state-based insurance Exchange 
• Medicare Part A or B enrollment 
• Qualified Medical Child Support Order or other judicial decree 
• A dependent’s eligibility ceases resulting in a loss of coverage (3) 
• Loss of other coverage (2) 
• Change in employment status where you have a reduction in hours to an average below 30 hours of service per week, but continue to be eligible for 

benefits, and you intend to enroll in another plan that provides Minimum Essential Coverage that is effective no later than the first day of the second 
month following the date of revocation of your employer sponsored coverage • You enroll, or intend to enroll, in a Qualified health Plan (QHP) through 
the State Marketplace (i.e. Exchange) and it is effective no later than the day immediately following the revocation of your employer sponsored coverage. 

• You must notify Human Resources within 30 days of the above change in status, with the exception of the following which requires notice within 60 days: 
• Loss of eligibility or enrollment in Medicaid or state health insurance programs (e.g., Healthy Families) 

 
(1) Indicates that this event is also a qualified “Change in Status” 
(2) Indicates this event is also a HIPAA Special Enrollment Right 
(3) Indicates that this event is also a COBRA Qualifying Event 
 

 
 
EMPLOYEE RIGHTS & RESPONSIBILITIES UNDER THE FAMILY MEDICAL LEAVE ACT 

Basic Leave Entitlement 
Family Medical Leave Act (FMLA) requires covered employers to provide up to 12 weeks of unpaid, job protected leave to eligible employees for the following reasons: 

• For incapacity due to pregnancy, prenatal medical care or child birth; 
• To care for the employee's child after birth, or placement for adoption or foster care; 
• To care for the employee's spouse, son or daughter, child or parent, who has a serious health condition; or 
• For a serious health condition that makes the employee unable to perform the employee's job. 

Military Family Leave Entitlements 
Eligible employees whose spouse, son, daughter or parent is on covered active duty or call to covered active duty status may use their 12-week leave entitlement to 
address certain qualifying exigencies. Qualifying exigencies may include attending certain military events, arranging for alternative childcare, addressing certain 
financial and legal arrangements, attending certain counseling sessions, and attending post-deployment reintegration briefings. 
 
FMLA also includes a special leave entitlement that permits eligible employees to take up to 26 weeks of leave to care for a covered service member during a single 
12-month period. A covered service member is: (1) a current member of the Armed Forces, including a member of the National Guard or Reserves, who is undergoing 
medical treatment, recuperation or therapy, is otherwise in outpatient status, or is otherwise on the temporary disability retired list, for a serious injury or illness (1); 
or (2) a veteran who was discharged or released under conditions other than dishonorable at any time during the five-year period prior to the first date the eligible 
employee takes FMLA leave to care for the covered veteran, and who is undergoing medical treatment, recuperation, or therapy for a serious injury or illness. (1) 

Benefits & Protections 
During FMLA leave, the employer must maintain the employee's health coverage under any "group health plan" on the same terms as if the employee had continued 
to work. Upon return from FMLA leave, most employees must be restored to their original or equivalent positions with equivalent pay, benefits, and other employment 
terms. 
Use of FMLA leave cannot result in the loss of any employment benefit that accrued prior to the start of 
an employee's leave. 

Eligibility Requirements 
Employees are eligible if they have worked for a covered employer for at least 12 months, have 1,250 hours of service in the previous 12 months (2), and if at least 50 
employees are employed by the employer within 75 miles. 

Definition of Serious Health Condition 
A serious health condition is an illness, injury, impairment, or physical or mental condition that involves either an overnight stay in a medical care facility, or continuing 
treatment by a health care provider for a condition that either prevents the employee from performing the functions of the employee's job, or prevents the qualified 
family member from participating in school or other daily activities. 
 
Subject to certain conditions, the continuing treatment requirement may be met by a period of incapacity of more than 3 consecutive calendar days combined with 
at least two visits to a health care provider or chronic condition. Other conditions may meet the definition of continuing treatment. 
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(1) The FMLA definitions of “serious injury or illness” for current service members and veterans are distinct from the FMLA definition of “serious health condition” 
(2) Special hours of service eligibility requirements apply to airline flight crew employee 

Use of Leave 
An employee does not need to use this leave entitlement in one block. Leave can be taken intermittently or on a reduced leave schedule when medically necessary. 
Employees must make reasonable efforts to schedule leave for planned medical treatment so as not to unduly disrupt the employer's operations. Leave due to 
qualifying exigencies may also be taken on an intermittent basis. 

Substitution of Paid Leave for Unpaid Leave 
Employees may choose or employers may require use of accrued paid leave while taking FMLA leave. In order to use paid leave for FMLA leave, employees must 
comply with the employer's normal paid leave policies. 

Employee Responsibilities 
Employees must provide 30 days advance notice of the need to take FMLA leave when the need is foreseeable. When 30 days’ notice is not possible, the employee 
must provide notice as soon as practicable and generally must comply with an employer's normal call-in procedures. 
 
Employees must provide sufficient information for the employer to determine if the leave may qualify for FMLA protection and the anticipated timing and duration 
of the leave. Sufficient information may include that the employee is unable to perform job functions; the family member is unable to perform daily activities, the 
need for hospitalization or continuing treatment by a health care provider; or circumstances supporting the need for military family leave. Employees also must inform 
the employer if the requested leave is for a reason for which FMLA leave was previously taken or certified. Employees also may be required to provide a certification 
and periodic recertification supporting the need for leave. 

Employer Responsibilities 
Covered employers must inform employees requesting leave whether they are eligible under FMLA. If they are, the notice must specify any additional information 
required as well as the employees' rights and responsibilities. If they are not eligible, the employer must provide a reason for the ineligibility. 
 
Covered employers must inform employees if leave will be designated as FMLA-protected and the amount of leave counted against the employee's leave entitlement. 
If the employer determines that the leave is not FMLA protected, the employer must notify the employee. 

Unlawful Acts by Employers 
FMLA makes it unlawful for any employer to: 

• Interfere with, restrain, or deny the exercise of any right provided under FMLA; 
• Discharge or discriminate against any person for opposing any practice made unlawful by FMLA or for involvement in any proceeding under or relating 

to FMLA. 

Enforcement 
An employee may file a complaint with the U.S. Department of Labor or may bring a private lawsuit against an employer. 
 
FMLA does not affect any Federal or State law prohibiting discrimination, or supersede any State or local law or collective bargaining agreement which provides 
greater family or medical leave rights.  
 
FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered employers to post the text of this notice. Regulations 29 C.F.R. § 825.300(a) may require additional 
disclosures. 
 
For additional information: (866) 4US-WAGE ((866) 487-9243) TYY: (877) 889-5627 www.wagehour.dol.gov  
 

 
 
HEALTH INSURANCE MARKETPLACE NOTICE 

What is the Health Insurance Marketplace? 
The Marketplace offers “one-stop shopping” to find and compare private health insurance options. In the Marketplace, you could be eligible for a new kind of tax 
credit that lowers your monthly premiums and cost-sharing reductions (amounts that lower your out-of-pocket costs for deductibles, coinsurance, and copayments) 
right away, and you can see what your premium, deductibles, and out-of-pocket costs will be before you make a decision to enroll. Through the Marketplace you’ll 
also learn if you qualify for free or low-cost coverage from Medicaid or the Children’s Health Insurance Program (CHIP). You can access the Marketplace for your state 
at www.healthcare.gov. 
 
Coverage through the Health Insurance Marketplace may cost less than COBRA continuation coverage. Being offered COBRA continuation coverage won’t limit your 
eligibility for coverage or for a tax credit through the Marketplace. 

When can I enroll in the Marketplace coverage? 
You always have 60 days from the time you lose your job-based coverage to enroll in the Marketplace. That is because losing your job-based health coverage is a 
“special enrollment” event. After 60 days your special enrollment period will end and you may not be able to enroll, so you should take action right away. In addition, 
during what is called an “open enrollment” period, anyone can enroll in Marketplace coverage. 
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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 
August 10, 2017. Contact your State for more information on eligibility– 
 

ALABAMA – Medicaid IOWA – Medicaid 

Website: http://www.myalhipp.com 
Phone: 1-855-692-5447 

Website: http://dhs.iowa.gov/ime/members/medicaid-a-toz/hipp   
Phone: 1-888-346-9562 

ALASKA – Medicaid KANSAS – Medicaid 

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 
 
 

Website: http://www.kdheks.gov/hcf/   
Phone: 1-785-296-3512 

ARKANSAS – Medicaid KENTUCKY – Medicaid  

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

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

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

LOUISIANA – Medicaid  

Health First Colorado Website: https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center: 1-800-221-3943 / State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus CHP+  
Customer Service: 1-800-359-1991 / State Relay 711 
 

Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331  
Phone: 1-888-695-2447 
 

FLORIDA – Medicaid MAINE – Medicaid 

Website: http://flmedicaidtplrecovery.com/hipp 
Phone: 1-877-357-3268 
 

Website: http://www.maine.gov/dhhs/ofi/publicassistance/index.html 
Phone: 1-800-442-6003 TTY: Maine relay 711 
 GEORGIA – Medicaid MASSACHUSETTS – Medicaid and CHIP 

Website: http://dch.georgia.gov/medicaid –- Click on Health Insurance Premium 
Payment (HIPP)     Phone: 404-656-4507 
 

Website: http://www.mass.gov/eohhs/gov/departments/masshe alth/ 
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: http://www.indianamedicaid.com      
Phone 1-800-403-0864 
 

Website: http://mn.gov/dhs/people-weserve/seniors/health-care/health-
careprograms/programs-and-services/medicalassistance.jsp 
 Phone: 1-800-657-3739 

MISSOURI – Medicaid  RHODE ISLAND – Medicaid  

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

Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347 
 

MONTANA – Medicaid  
 

SOUTH CAROLINA – Medicaid 
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Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 
Phone: 1-800-694-3084 
 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 
 

NEBRASKA – Medicaid  SOUTH DAKOTA - Medicaid  

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

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

NEVADA – Medicaid  TEXAS – Medicaid  

Medicaid Website: https://dwss.nv.gov/     Medicaid Phone: 1-800-992-0900 
 

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

NEW HAMPSHIRE – Medicaid UTAH – Medicaid and CHIP 

Website: http://www.dhhs.nh.gov/oii/documents/hippapp.pdf 
Phone: 603-271-5218 
 

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

NEW JERSEY – Medicaid and CHIP VERMONT– 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://www.greenmountaincare.org 
 Phone: 1-800-250-8427 
 

NEW YORK – Medicaid VIRGINIA – Medicaid and CHIP 

Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 
 

Medicaid Website: http://www.coverva.org/programs_premium_assistance.cfm 
Medicaid Phone: 1-800-432-5924  
CHIP Website: http://www.coverva.org/programs_premium_assistance.cfm 
CHIP Phone: 1-855-242-8282 
 

NORTH CAROLINA – Medicaid WASHINGTON – Medicaid 

Website: https://dma.ncdhhs.gov/ 
 Phone: 919-855-4100 
 

Website: http://www.hca.wa.gov/free-or-low-costhealth-care/program-
administration/premium-paymentprogram 
 Phone: 1-800-562-3022 ext. 15473 
 

NORTH DAKOTA – Medicaid WEST VIRGINIA – Medicaid 

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

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

OKLAHOMA – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742 
 

Website: https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 
Phone: 1-800-362-3002 
 

OREGON – Medicaid WYOMING – Medicaid 

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

Website: https://wyequalitycare.acs-inc.com/ 
Phone: 307-777-7531 
 

PENNSYLVANIA – Medicaid  

Website: http://www.dhs.pa.gov/provider/medicalassistance/he 
althinsurancepremiumpaymenthippprogram/index.htm 
Phone: 1-800-692-7462 
 

 

 
 
To see if any other states have added a premium assistance program since August 10, 2017, or for more information on special enrollment rights, contact either: 
 

U.S. Department of Labor 
Employee Benefits Security Administration 

U.S. Department of Health and Human Services 
Centers for Medicare & Medicaid Services 

www.dol.gov/ebsa 
1-866-444-EBSA (3272) 

www.cms.hhs.gov 
1-877-267-2323, Menu Option 4, Ext. 61565 

 
 
OMB Control Number 1210-0137 (expires 12/31/2019) 
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Appendix D: Contact Information 
 
Foothill Community Health Center, in partnership with the following carriers, strives to meet your benefit needs. If 
you have any questions regarding your benefits, please contact the corresponding carrier listed below or the Human 
Resources Department.  
 
 

CARRIER  PHONE/FAX/EMAIL WEBSITE  

Nonstop  
Administration & 
Insurance Services, Inc. 
(Member Support) 

General Phone: 1-877-626-6057 
Member Support Email: 
clientsupport@nonstopwellness.com  
 
Substantiation Fax: 719-270-9845 
Substantiation Email: 
eob@nonstopwellness.com  
 
Claims Fax: 877-463-1175 
Claims Email: 
claims@nonstopwellness.com 
 

www.nonstopwellness.com 
 
Information: help.nonstopwellness.com 
 
Nonstop Exchange:  
members.nonstopwellness.com 
 
 

Kaiser Permanente 
(Medical) 
Group #: 707675 

800-464-4000 or TTY 711 
800-788-0616 (Spanish) 
800-757-7585 (Chinese dialects) 

www.kp.org  

Landmark Healthplan 
(Chiropractic/ 
Acupuncture) 

Member Services Phone:  
800-298-4875 (Press option 2) 
Fax: 800-547-9784 

http://www.lhp-ca.com  

Premier Access (Dental)  
888.715.0760  

 

www.premierlife.com  

Avesis (Vision) 
Plan #: 130130BY1 800-828-9341  www.avesis.com  

Mutual of Omaha 
(Life and Disability 
Insurance) 
Group #: G000AZQX 

800-655-5142 www.mutualofomaha.com  

Aflac 
(Accident & Wellness) 
Group #s:  
Accident Indemnity 
Advantage-A35000  
Hospital Advantage 
Preffered-A49000 
Cancer Care-A78000   
Special Health Event-A71000  

1-800-992-3522 
 
Lee Young - leeaflac66 @gmail.com -  
408-391-2124  
 

www.aflac.com  

Principal Financial 
(Retirement Savings / 401(k)) 
Plan ID #: 7-14524 

1-800-547-7754 
 
Art Young - Representative for 401K 
ayoung@artyounginsurance.com -  
408-573-1050  

www.principal.com  
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Mutual of Omaha  
(Employee Assistance 
Program) 

800-316-2796 
ADP EAP counselor: 1-800-697-7315 http://www.mutualofomaha.com/eap  

 


