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HEALTH REIMBURSEMENT ACCOUNT 

 
 INTRODUCTION 
 
We are pleased to establish this Health Reimbursement Account to provide you with 
additional health coverage benefits. The benefits available under this Plan are outlined 
in this summary plan description. We will also tell you about other important information 
concerning the Plan, such as the rules you must satisfy before you become eligible and 
the laws that protect your rights. 
 
Read this summary plan description carefully so that you understand the provisions of 
our Plan and the benefits you will receive. You should direct any questions you have to 



 
 

        

 

the Administrator. There is a plan document on file that you may review if you desire. In 
the event there is a conflict between this summary plan description and the plan 
document, the plan document will control. 
 



 
 

        

 

 I 
 ELIGIBILITY 
 
1. What Are the Eligibility Requirements for the HRA portion of the Choice 

Plan? 
 
 You will be eligible for benefits under the HRA portion of the Choice plan if you 

have elected the “Choice Plan” as your coverage with the City.  
 
2. When is My Entry Date for the HRA portion of the Plan? 
 
       Your entry date under the HRA portion of the Plan will coincide with the eligibility                       

requirements for the Choice Plan with the City.                               
              
3. Are There Any Employees Who Are Not Eligible? 
 
 If you are not eligible or have not chosen the Employee Medical Choice Plan you 

will not be eligible for the HRA. 
 



 
 

        

 

 II 
 BENEFITS 
 
1. What Benefits Are Available? 
 

Any charges applied to your calendar year deductible will be paid at 100% to the 
provider to the extent you have any funds remaining.  
 
The maximum contributed by the City each year is $1000 individual coverage or 
$1750  family coverage, plus any unused amounts from prior Coverage Periods.  
The City will make a determination each year on the amount of it’s HRA 
contributions for the next plan year. 
 
Expenses are considered “incurred” when the service is performed, not 
necessarily when it is paid for.  
 

2. When Must Expenses Be Incurred?  
Expenses are incurred each “Coverage Period.” A new “Coverage Period” begins 
each calendar year.  Expenses for one coverage period may be paid with funds 
from another coverage period. 

 
3. When Will Payments From The Plan be Paid? 
 

Qualified charges that the Plan has agreed to pay, will be paid on a weekly basis 
to the extent you have remaining funds in your account. 
 

4. What Happens If I Terminate Employment? 
 

If your employment is terminated during the Plan Year for any reason, your 
participation in the HRA Plan will continue only if you elect to continue the Choice 
Medical Plan under Cobra Continuation.  Expenses incurred prior to termination 
will be eligible for payment based on the funds remaining in your account. 
 

5. What Happens When I Retire? 
 
Participants who were enrolled in the Employee Choice Plan prior to retirement 
may request payment of unused HRA balances to pay for health related premiums 
or other expenses as outlined by law. 



 
 

        

 

Under Federal law, if you, your spouse, and/or your covered dependents lose 
coverage under this Plan, then you, your spouse, and/or your covered dependents 
may be entitled to continuation of health care coverage. The Administrator will 
inform you of these rights if you lose coverage for any reason other than divorce, 
legal separation or a covered dependent ceasing to be a dependent. Generally, if 
we (and any related companies) employed twenty (20) or more employees “on a 
typical business day” in the preceding calendar year, health plan continuation must 
be made available for a period not to exceed eighteen (18) months if a loss of 
benefits occurs because of your termination of employment or reduction of hours, 
or for a period not to exceed three (3) years for any of the other reasons given in 
(b) and (c) below.  Under certain circumstances, persons who are disabled at the 
time of termination of employment or reduction in hours and/or within the first 60 
days of COBRA coverage may be eligible for continuation of coverage for a total of 
29 months (rather than 18). You should check with the Administrator for more 
details regarding this extended coverage.  
 
However, in certain circumstances, this continuation coverage may be terminated 
for reasons such as failure to pay continuation coverage cost, coverage under 
another employer’s plan (whether as an employee or otherwise, provided the other 
employer’s health plan does not contain any exclusion or limitation with respect to 
any pre-existing condition of the beneficiary unless the pre-existing condition limit 
does not apply to, or is satisfied by, the qualified beneficiary by reason of the 
group health plan portability, access and renew ability requirements of the Health 
Insurance Portability and Accountability Act, ERISA or the Public Health Services 
Act), termination of our health plan, a “for cause” termination of coverage for 
reasons such as fraud, or you (or the person entitled to continued coverage) 
become enrolled in Medicare.  
 
However, if you become enrolled in Medicare, your covered dependents may still 
qualify for continuation coverage. The cost of continuation coverage must be paid 
by the individual choosing such coverage; however, the cost may not exceed 
102% of the cost of the same coverage for a “similarly situated” employee or 
family member. When the continuation coverage for a disabled person is extended 
from 18 months to 29 months, the disabled person may be charged 150% (rather 
than 102%) of the cost of the coverage after expiration of the initial 18-month 
period. 
 

(a) If you would otherwise lose your health plan coverage under this Plan 
because of a termination of employment or reduction in hours, you 
may continue the health plan coverage provided under this Plan. 
However, this will not be a tax-deductible expense to you, absent 
unusual circumstances. 

 
(b) Your spouse may choose continuation coverage for himself or herself if 

he or she loses group health coverage for any of the following reasons: 
(1) your death; (2) your divorce or legal separation; (3) you become 
enrolled in Medicare. 

 



 
 

        

 

(c) Your dependent children, including a child born to or placed for 
adoption with the Participant during the period of COBRA coverage, 
may choose continuation coverage for themselves if they lose group 
health coverage for any of the following reasons: (1) death of a parent; 
(2) your divorce or legal separation; (3) you become enrolled in 
Medicare; or (4) your dependent ceases to be a dependent child under 
the Plan. 

 
It is your responsibility to notify the Plan Administrator of a divorce, legal 
separation or other change in marital status, change in a spouse’s address, or a 
child losing dependent status under the plan, within sixty (60) days of the event. 
It is our responsibility to notify the Plan Administrator of your death, termination of 
employment or reduction in hours, the Employer’s bankruptcy, or Medicare 
eligibility.  
 

5. Family and Medical Leave Act (FMLA) 
 

If you take leave under the Family and Medical Leave Act, you may revoke or 
change your existing elections for health insurance. If your coverage in these 
benefits terminates, due to your revocation of the benefit while on leave or due to 
your non-payment of contributions, you will be permitted to reinstate coverage for 
the remaining part of the Plan Year upon your return.  
 
If you continue your coverage during your unpaid leave, you may pre-pay for the 
coverage, you may pay for your coverage on an after-tax basis while you are on 
leave, or you and your Employer may arrange a schedule for you to “catch up” 
your payments when you return. 
 

6. Uniformed Services Employment and Reemployment Rights Act (USERRA) 
 

If you are going into or returning from military service, you may have special 
rights to health care coverage under your Health Reimbursement Arrangement 
under the Uniformed Services Employment and Reemployment Rights Act of 
1994. These rights can include extended health care coverage. If you may be 
affected by this law, ask your Administrator for further details. 

 
 



 
 

        

 

 III 
 GENERAL INFORMATION ABOUT OUR PLAN 
 
This Section contains certain general information that you may need to know about the 
Plan. 
 
1. General Plan Information 
 
 The City of Lake Forest Employee Choice Plan is the name of the Plan. 
 
 Your Employer has assigned Plan Number 501 to your Plan.  
 
 The provisions of your Plan become effective on January 1, 2004.  
 
2. Employer Information 
 
 Your Employer’s name, address, and identification number are: 
          
  The City of Lake Forest 
          800 North Field Drive 
          Lake Forest, IL  60045 
          Tax ID Number: 36-6005960                                                                                                                    
 

The Plan allows other employers to adopt its provisions. You or your beneficiaries 
may examine or obtain a complete list of employers, if any, who have adopted 
your Plan by making a written request to the Administrator. 

 
3. Plan Administrator Information 
 

The name, address and business telephone number of your Plan’s Administrator 
is: 
 

          The City of Lake Forest 
           800 North Field Drive  
           Lake Forest, IL  60045 

  847-234-2600                                                                                                                  
  
The Plan Administrator keeps the records for the Plan and is responsible for the 
administration of the Plan. The Administrator will also answer any questions you 
may have about our Plan. The Plan Administrator has the exclusive right to 
interpret the appropriate plan provisions. Decisions of the Administrator are 
conclusive and binding. You may contact the Administrator for any further 
information about the Plan. 
 



 
 

        

 

4. Third Party Claims Administrator Information 
 

The name, address and business telephone number of the Third Party Claims 
Administrator is: 
 
 Professional Benefit Administrators, Inc 
 900 Jorie Blvd., Suite 250 
 Hinsdale, IL  60523 
 630-655-3755 

      
The Third Party Claims Administrator is responsible for the actual processing of 
claims on behalf of the Plan Administrator. 

 
5. Service of Legal Process  
 

The Employer is the Plan’s agent for service of legal process. 
  
6. Type of Administration 

 
The Plan is a health reimbursement arrangement [and the administration is 
provided through a Third Party Claims Administrator]. The Plan is not funded or 
insured. Benefits are paid from the general assets of the Employer. 

 
 



 
 

        

 

      IV 
ADDITIONAL PLAN INFORMATION 

 
 
 

1. How to Submit a Claim  
 
Your claims will be submitted by the providers of service to the Third Party 
Administrator.  Once the claim processing is complete under the Employee Choice 
Plan any eligible amounts will be paid through the HRA to the extent funds are 
available in your account. 

  
A Claim is defined as any request for a Plan benefit, made by a claimant or by a 
representative of a claimant that complies with the Plan’s reasonable procedure for 
making benefit Claims. The times listed are maximum times only. A period of time 
begins at the time the Claim is filed. Decisions will be made within a reasonable 
period of time appropriate to the circumstances. “Days” means calendar days. 
 
 

Notification of whether Claim is accepted or denied 30 days 
  

Extension due to matters beyond the control of the 
Plan 

15 days 

  
Insufficient information on the Claim:  

  
Notification of 15 days 

  
Response by Participant 45 days 

  
Review of Claim denial 60 days 

  
 

The Plan Administrator will provide written or electronic notification of any Claim 
denial. The notice will state:   

 
(1) The specific reason or reasons for the denial. 
 
(2) Reference to the specific Plan provisions on which the denial was 

based. 
 
(3) A description of any additional material or information necessary for 

the claimant to perfect the Claim and an explanation of why such 
material or information is necessary. 

 



 
 

        

 

(4) A description of the Plan’s review procedures and the time limits 
applicable to such procedures. This will include a statement of the your 
right to bring a civil action under following a denial on review. 

 
      (5)  A statement that the claimant is entitled to receive, upon request and 

free of charge, reasonable access to, and copies of, all documents, 
records, and other information relevant to the Claim; and 

 
(6) If the denial was based on an internal rule, guideline, protocol, or other 

similar criterion, the specific rule, guideline, protocol, or criterion will be 
provided free of charge. If this is not practical, a statement will be 
included that such a rule, guideline, protocol, or criterion was relied 
upon in making the denial and a copy will be provided free of charge to 
the claimant upon request. 

 
When you receive a denial, you will have 180 days following receipt of the 
notification in which to appeal the decision. You may submit written comments, 
documents, records, and other information relating to the Claim. If you request, you 
will be provided, free of charge, reasonable access to, and copies of, all 
documents, records, and other information relevant to the Claim. 
 
The period of time within which a denial on review is required to be made will begin 
at the time an appeal is filed in accordance with the procedures of the Plan. This 
timing is without regard to whether all the necessary information accompanies the 
filing. 

 
A document, record, or other information shall be considered relevant to a Claim if 
it: 

 
(1) was relied upon in making the Claim determination; 
 
(2) was submitted, considered, or generated in the course of making the 

Claim determination, without regard to whether it was relied upon in 
making the Claim determination; 

 
(3) demonstrated compliance with the administrative processes and 

safeguards designed to ensure and to verify that Claim determinations 
are made in accordance with Plan documents and Plan provisions 
have been applied consistently with respect to all claimants;  

 
(4) or constituted a statement of policy or guidance with respect to the 

Plan concerning the denied Claim. 
 
The review will take into account all comments, documents, records, and other 
information submitted by the claimant relating to the Claim, without regard to whether 
such information was submitted or considered in the initial Claim determination. The 
review will not afford deference to the initial denial and will be conducted by a fiduciary 
of the Plan who is neither the individual who made the adverse determination nor a 
subordinate of that individual. 


