AMENDMENT 

SECTION 125 FLEXIBLE SPENDING ACCOUNT PLAN
WHEREAS, the _________________________________ (hereinafter referred to as the "Employer") established the _________________________________ Section 125 Flexible Benefit Plan (hereinafter referred to as the "Plan"); and


WHEREAS, the Employer wishes to amend the Plan to add additional HIPAA Special Enrollment Events pursuant to the provisions of the Children’s Health Insurance Program Reauthorization Act (CHIPRA) of 2009; and


 
WHEREAS, the Employer has the authority to amend the Plan and the undersigned has the authority through resolutions adopted by the Board of Directors to execute this amendment on behalf of the Employer;

        
IT IS, THEREFORE, AGREED, that ARTICLE XII, Section 4(e) paragraph 2 shall read:
Additional HIPAA Special Enrollment Events (Applies to Premium Payment Benefits, but not to Health FSA or DCAP Benefits).  If a Participant or his or her Dependent is entitled to special enrollment rights under a group health plan (other than an excepted benefit) as required by HIPAA under either of the following circumstances, then the Participant may revoke a prior election for group health plan coverage and make a new election, provided that the election change corresponds with the HIPAA special enrollment rights:

· The Participant’s or Dependent’s coverage under a Medicaid plan or under a state children’s health insurance program is terminated as a result of loss of eligibility for such coverage.

· The Participant or Dependent becomes eligible for a state premium assistance subsidy from a Medicaid plan or through a state children’s health insurance program with respect to coverage under the group health plan.

An election change under this provision must be requested within 60 days after the termination of Medicaid or state child health plan coverage or the determination of eligibility for a state premium assistance subsidy, as applicable.

Election changes made pursuant to this provision shall be effective for the balance of the Period of Coverage following the change of election unless a subsequent event allows for a further election change and shall be effective on a prospective basis only (i.e., election changes will become effective no earlier than the first day of the next calendar month following the date that the election change was filed, but, as determined by the Plan Administrator, election changes may become effective later to the extent that the coverage in the applicable Benefit Package Option commences later.)

Therefore, the Plan is amended in accordance with Article XV, Section 15.3 of the Plan as an adopting Employer this ________ day of _________________, 2009 to be effective April 1, 2009.

ATTEST:   
_________________________________ Flexible Benefit Plan
By_____________________________

By________________________________

(Witness)






Title_______________________________
SUMMARY OF MATERIAL MODIFICATION
SECTION 125 FLEXIBLE BENEFIT PLAN

This summary of material modifications supplements the Summary Plan Description (SPD) of the __________________________________ Flexible Benefit Plan (the Plan).  

Additional Special Enrollment Rights (Applies to Medical Insurance Benefits, but not to Health FSA or DCAP Benefits). The Plan’s provisions regarding election changes during the Plan Year have been amended effective April 1, 2009, to allow you to change an election under the Plan when enrollment for Medical Insurance Benefits occurs outside the Open Enrollment Period due to one of the following special enrollment rights:

· Coverage for you or your Dependent under a Medicaid plan or under a state children’s health insurance program is terminated as a result of loss of eligibility for such coverage.

· You or your Dependent become eligible for a state premium assistance subsidy from a Medicaid plan or through a state children’s health insurance program with respect to coverage under the Medical Insurance Plan.

When one of the foregoing special enrollment rights applies to your Medical Insurance Benefits, you may change your election under the Plan to correspond with the special enrollment right. In order to change your election, you must inform the Plan Administrator and complete a new Election Form/Salary Reduction Agreement within 60 days after the termination of Medicaid or state children’s health insurance program coverage or the determination of eligibility for a state premium assistance subsidy, as applicable.

If you have questions, please contact the Human Resources Department.
CERTIFICATE OF CORPORATE RESOLUTION


The undersigned authorized representative of _________________________________ (the Employer) hereby certifies that the following resolutions were duly adopted by the Employer on ____________________________, 2009, and that such resolutions have not been modified or rescinded as of the date hereof:


RESOLVED, that the Amendment to the _________________________________ Flexible Benefit Plan (the Amendment) effective April 1, 2009, presented to this meeting is hereby approved and adopted and that the duly authorized agents of the Employer are hereby authorized and directed to execute and deliver to the Administrator of the Plan one or more counterparts of the Plan.


RESOLVED, that the Administrator shall be instructed to take such actions that are deemed necessary and proper in order to implement the Amendment, and to set up adequate accounting and administrative procedures to provide benefits under the Plan.


RESOLVED, that the duly authorized agents of the Employer shall act as soon as possible to notify the employees of the Employer of the adoption of the Amendment by making a notice available to each employee in the form of the Summary of Material Modification presented to this meeting, which form is hereby approved.


The undersigned further certifies that attached hereto as Exhibits A and B, respectively, are true copies of the Amendment and the Summary of Material Modification approved and adopted in the foregoing resolutions.

_____________________________________

Signature

______________________________________

Printed Name

______________________________________

Position

______________________________________

Date 
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