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1.
ELIGIBILITY – PHYSICIANS

(a)
A physician can enrol in this Plan if s/he is:
· under the age of 65,
· actively working at least 20 hours per week (regularly) in the field of medicine, in the province of BC, 
· is a member of Doctors of BC (BCMA).

(b)
Proof of good health will be required unless you (the physician) apply for coverage within the following timelines:
· within 3 months of becoming a Doctors of BC member for the first time, or
· within 3 months of opening a new office, or 
· within 31 days of terminating participation in another group plan.
ELIGIBILITY – MEDICAL OFFICE STAFF EMPLOYEE

(c)
An individual (medical office staff employee) must enrol in this Plan   

                     if s/he is:
· employed in a medical office that is participating in this Plan,
· under the age of 65,
· actively working in the office at least 20 hours per week (regularly), and
2.
PARTICIPATION REQUIREMENTS


(a)
The participation requirements outline the number of active BCMA members and employees who must agree to join the Plan before benefits are offered to the office. The requirements are as follows:



Number of Eligible



Minimum Number of



Applicants in Office



Eligible Applicants








Required to Enrol in Plan



5 or fewer



          100%




6





5




7





6




8





7




9





8




10 or more




75% (rounded up)



New Applicants in a participating office must enrol in the Plan,



subject to the exceptions noted in paragraph (c) below.

(b)
Waiting Period – Physician

No waiting period once you apply within the timelines mentioned under Section 1 (b).
Proof of good health will be required if you apply outside of these timeline and coverage effective date will be set by the underwriters, Sun Life.

Waiting Period – Medical office Staff Employee


There is a three month waiting period before new Applicants are eligible to participate in the Plan.



EXAMPLE




     #1                    #2


Applicant’s date of employment


(minimum of 20 hrs/week in office)
Feb 1/13
Feb 15/13


Applicant eligible to join the Plan             May 1/13       Jun 1/13




In order to avoid Late Applicant restrictions,



Applications must be received by the Insurance


Administrator at the Doctors of BC prior to        
 Aug 1/13       Aug 15/13

(c)
The only exceptions to the participation requirements are:



i)
Doctors are not eligible for the HBTF Life, AD&D and Long Term Disability coverage under this Plan, but are eligible to apply for personal Doctors of BC (BCMA) alternative plans. See the BCMA website (doctorsofbc.ca) for more information on the personal plans available.


ii)
Eligible Applicants who are already covered under another group dental and extended health plan may waive their participation in those benefits for which they already have coverage.

3.
HOW TO APPLY FOR COVERAGE

A. The physician must complete the “Employer Agreement with the Trustees”, which is a contact between the physician (or professional corporation) and the Health Benefits Trust Fund. This agreement specifies who is to be covered by the HBTF Plan.

           B. Both the physician and any eligible medical office staff must complete and sign a HBTF Plan Enrollment form.  
           Please submit the completed application to Doctors of BC Insurance Administrator as soon as the applicant is eligible. If necessary, the Insurance Administrator will then send a confidential Health Questionnaire directly to the Applicant. 

The benefit level under Long Term Disability will be adjusted if necessary, so that the total income from all sources during disability does not exceed 85% of the Plan Participant’s indexed pre-disability net income.


IT IS THE EMPLOYER’S RESPONSIBILITY TO ENSURE THAT THE

COMPLETED ENROLLMENT FORM IS SUBMITTED TO THE INSURANCE ADMINISTRATOR WITHIN 90 DAYS OF THE DATE THE PLAN PARTICIPANT IS FIRST ELIGIBLE FOR COVERAGE, REGARDLESS OF THE EMPLOYER’S OWN PROBATIONARY PERIOD.

4.
WHEN DOES THE COVERAGE BECOME EFFECTIVE?


Group Life, AD&D, LTD (specifically for $1000 only) Extended Health and Dental coverage for new Applicants of an office already in the Plan becomes effective on the first day of the month coincident with or immediately following three months of continuous employment, provided that the application is received by the Insurance Administrator by that date. 


Example:
Date of employment:
July 15, 2013



Application received:
October 15, 2013



Eligibility Date:

November 1, 2013
If an application is received after the eligibility date but within 90 days of the eligibility date, coverage will become effective the first day of the following month:

Example:
Date of employment:
July 15, 2013



Application received:
December 10, 2013



Eligibility Date:

January 1, 2013
Long Term Disability coverage (specifically of $1200, $1500, $2000 & $2500) becomes effective on the first day of the month coincident with or immediately following the date the coverage has been approved by the insurance company, but in no event prior to the Eligibility Date.

5.
LATE APPLICANT AND RE-ENTRANT RESTRICTION

Satisfactory evidence of insurability will be required at the Applicant’s expense if:

· s/he does not enrol or does not enrol his/her dependents in the Plan within 90 days of first becoming eligible; or

· s/he or a dependent who previously had coverage under the Plan and terminated coverage for any reason other than termination of employment subsequently wishes to be covered again.

If the Applicant has been covered through his/her spouse’s Extended Health and Dental plan, no evidence of insurability will be required provided s/he:

· is currently participating in the Health Benefits Trust Fund,

· had previously waived his/her participation in Extended Health and Dental, and

· applies to participate in Extended Health and Dental within 90 days of termination of his/her coverage under his/her spouse’s plan.

6.
PLAN PARTICIPANTS NOT “ACTIVELY AT WORK” ON THEIR EFFECTIVE DATE OF COVERAGE

An Applicant who has completed the enrollment form, but is disabled or on leave and therefore not available for work on the date their coverage is to become effective will not be eligible for coverage until his/her return to work in their regular capacity (at least 20 hours per week in the office).


You must advise the Insurance Administrator of such Applicants.

7.
ELIGIBLE DEPENDENTS


Eligible dependents are defined as follows:


(a)
A legally married spouse or common-law spouse. The term common-law spouse means a person whom the Plan Participant has publicly represented as his/her spouse and has been living with the Plan Participant for the past 12 consecutive months.  


(b)
Unmarried, wholly dependent children from birth to the last day of the month during which the children reach age 22, or to age 25 if full-time students, or indefinitely if mentally or physically disabled and unable to support themselves.
8.
DEPENDENTS HOSPITALIZED ON THEIR EFFECTIVE DATE OF COVERAGE

If an eligible dependent (other than a newborn) is confined to hospital on the Plan Participant’s effective date of coverage, the coverage for the dependent will not take effect until the day following the date of discharge from the hospital.  Once a Plan Participant is insured for family coverage, additional dependents are automatically covered regardless of hospital confinement.


You must advise the Insurance Administrator of such a dependent.

9.
STATEMENTS OF COVERAGE


Once the Insurance Administrator confirms the coverage of a Plan Participant, a statement of coverage will be sent to the Plan Participant. New statements will be provided to those persons who change their name, coverage or dependent status.

A Plan Participant in the Extended Health plan will also receive a, pay direct drug card, an out-of-province Travel Benefit and Medi-Passport travel card. Additional cards may be requested by the Plan Participant.

10.
REQUEST FOR CHANGE FORMS


A Request For Change form must be completed and forwarded to the Insurance Administrator when an insured person wishes to:


(a)
terminate Extended Health and Dental coverage due to spousal coverage


(b)
add or delete dependents to or from Extended Health and Dental coverage

(c) change their surname

(d) re-apply for previously declined coverage or increase Long Term Disability coverage
PLEASE NOTE:  A Request For Change form must be completed and sent to the Insurance Administrator. Changes will take effect as of the first of the month following receipt of the completed Request for Change form.  Changes cannot be retroactively dated. No retroactive premium credits will be issued.  

A Beneficiary Nomination Form must be completed and forwarded to the Insurance Administrator when an insured person wishes to change their designated Life/AD&D beneficiary.
11.
TERMINATION OF BENEFITS

All insurance benefits under the Plan cease on the first day of the month coincident with or next following the earliest of the following dates:


(a)
termination of employment for any reason, including retirement



Benefits may not terminate as a result of total disability,



Please refer to Section 14 (F) of this manual for details.


(b)
Medical Office Staff no longer meets eligibility requirements:

· last day of the month the office staff member reaches age 65, or age 70 if actively working 20 hours per week.
· date the medical office staff member ceases to work at least 20 hours per week (regularly) in the office


(c)
termination of the group policy


(d)
date the office falls below the minimum participation requirements


(e)
date the required premium payment is not made


(f)
date the office terminates coverage under the group policy

PLEASE NOTE:  A Termination of Coverage form must be completed and sent to the Insurance Administrator.   Coverage termination will take effect as of the first of the month following receipt of the completed Termination of Coverage form.  Terminations cannot be retroactively dated. No retroactive premium credits will be issued. 
12.
EXTENSION OF COVERAGE DURING ABSENCE FROM WORK

At the employer’s option, a Plan Participant’s coverage under the BCMA Health Benefits Trust Fund Plan may be continued, as stipulated below, during a period of illness, temporary lay-off or leave of absence provided premiums continue to be paid.  If a Plan Participant becomes totally disabled while on an approved absence, the waiting period for Long Term Disability benefits would only commence at the end of the approved absence.


(a)
If the Plan Participant is sick or injured, coverage may be continued until recovery. For long periods of illness please refer to Section 14 (F) of this manual.


(b)
If the Plan Participant is on temporary lay-off, leave of absence (except for parental/maternity) or vacation, the insurance may be continued until the end of the month following the month in which the absence commenced.
EXTENSION OF COVERAGE DURING MATERNITY LEAVE
           Please be advised that the Employment Standards Act states that for any employee on leave, employment is considered as continuous.  Therefore, you must continue to make payments to any benefit plans unless the employee chooses not to continue with her share of the cost of a plan, or the employee has voluntarily terminated her employment. We strongly advise that you ensure you are in compliance with this regulation.

(a)
If the Plan Participant is on maternity leave, the insurance may be continued for a maximum of twelve months following the month in which the absence commenced.

PLEASE NOTIFY THE INSURANCE ADMINISTRATOR OF ANY PLAN 
PARTICIPANTS FOR WHOM COVERAGE IS BEING CONTINUED FOR 
ANY OF THE ABOVE LISTED REASONS.


IT IS THE RESPONSIBILITY OF THE EMPLOYER TO ADVISE THE


INSURANCE ADMINISTRATOR OF THE DATE THE PLAN 
PARTICIPANT HAS RETURNED TO WORK FROM A TEMPORARY 
LAY-OFF, LEAVE OF ABSENCE OR PARENTAL LEAVE OF 
ABSENCE.
13.
PREMIUM PAYMENT

A monthly Invoice is sent to each participating office. Premiums are due in advance, and are automatically withdrawn from a designated bank account. 


If a Plan Participant is contributing any portion of the premium, it is the responsibility of the employer to collect premiums from that Plan Participant .


Any changes, terminations, or adjustments received after the Invoice is produced will appear on the following monthly Invoice.


TAXABLE BENEFITS - LIFE INSURANCE, ACCIDENTAL DEATH & 
DISMEMBERMENT AND/OR LONG TERM DISABILITY
If an EMPLOYER or CORPORATION contributes all or a portion of a Plan Participant’s Life Insurance and/or Accidental Death & Dismemberment Premium, the amount contributed by the employer/corporation is to be considered as a Taxable Benefit.


The amount the employer/corporation contributes must be added to the Plan Participant’s earned income each month and income tax withheld on the total. At the end of each calendar year the total amount of the taxable benefit must be reported on each Plan Participant’s T4 statement in the box “other taxable allowances and benefits”.


Any payments made to the Plan Participant as the result of a Long Term Disability claim will be considered taxable.
14.
HOW TO FILE A CLAIM


Following these instructions closely will ensure that claims are handled promptly.


A.
LIFE INSURANCE



On the death of an insured person, contact the Insurance Administrator. The necessary forms will be sent to the designated beneficiary.


B.
ACCIDENTAL DEATH & DISMEMBERMENT



If an insured person dies accidentally or if they suffer the loss of sight or limb, or loss of use of a limb, contact the Insurance Administrator for the necessary forms.


C.
EXTENDED HEALTH

An Extended Health Care Claim Form must be fully completed.  Personalized forms can be downloaded from Sun Life’s website (www.mysunlife.ca). Please refer to the Group Benefits booklet for details of coverage.

After the claim form has been completed, attach the original receipts for eligible expenses to the claim form and mail to:




Sun Life Assurance Company of Canada




PO Box 2010 Stn Waterloo



Waterloo ON    N2J 0A6
Claims must be received by Sun Life no later than June 30 of the year following the calendar year in which the claim was incurred. 

E.g. Item purchased or service rendered March 30, 2013 – claim must be received by Sun Life no later than June 30, 2014.


For prescription drug expenses, the Plan Participant should present their pay-direct drug card at their pharmacy for immediate claim adjudication and reimbursement. 

The payment status of any claim submitted to Sun Life may be obtained by calling their customer service unit at:

Toll Free
1-800-361-6212


SUN LIFE REQUIRES ORIGINAL RECEIPTS FOR PAYMENT OF CLAIMS.  PHOTOCOPIES OF RECEIPTS WILL NOT BE ACCEPTED.



Photo copies of all claims submitted should be retained by the claimant for their records

D.
DENTAL

When a Plan Participant or an eligible dependent requires dental treatment, they should present their Statement of Coverage to their dentist. The statement includes the Insurer, Group Contract Number and Member ID information which is required for identification purposes. Please refer to Your Group Benefits booklet for details of coverage.

The Plan Participant should check with their dentist as to the method of claim payment preferred by the dental office. Some dentists submit claims to Sun Life electronically, others will use a Standard Dental Claim Form and still others will prefer the Sun Life Dental Claim form. Personalized forms can be downloaded from Sun Life’s website (www.mysunlife.ca). 

After the claim form has been completed, mail to:




Sun Life Assurance Company of Canada




PO Box 2010 Stn Waterloo




Waterloo ON    N2J 0A6
Claims must be received by Sun Life no later than June 30 of the year following the calendar year in which the claim was incurred. 

E.g. Item purchased or service rendered March 30, 2011 – claim must be received by Sun Life no later than June 30, 2012.

The payment status of any claim submitted to Sun Life may be obtained by calling their claims customer service unit at:

Toll Free
1-800-361-6212


SUN LIFE REQUIRES ORIGINAL RECEIPTS FOR PAYMENT OF CLAIMS.  PHOTOCOPIES OF RECEIPTS WILL NOT BE ACCEPTED.

 

Photo copies of all claims submitted should be retained by the claimant for their records


FOR DENTAL WORK IN EXCESS OF $500



When an insured person or dependent is having major dental work done that is likely to cost in excess of $500, it is advisable to have the dentist outline the work involved and the expected charges on the dental claim form.



The insured person must then sign the claim form. Forward the claim form with the dental estimate to:




Sun Life Assurance Company of Canada




PO Box 2010 Stn Waterloo




Waterloo ON    N2J 0A6



The insurance company will review the work to be done and advise the insured what portion of the work is covered under the terms of the policy.



This pre-treatment evaluation will let the Plan Participant know what portion of the claim s/he will have to pay for and how much the Plan pays for.
E.
“COST PLUS” PLAN CLAIMS



Claim under the HBTF Plan first 


Ensure that the Plan Participant has first claimed any eligible expenses under the HBTF Plan, as outlined in the Plan Booklet “Your Group Benefits”. They will then have received a Claim Statement from Sun Life outlining the amounts that were covered and not covered. Co-insurance amounts and amounts in excess of annual maximums not paid by Sun Life may be claimed under the Cost Plus Plan.


For prescription drug expenses, any amount not covered by Sun Life will be listed on the original Pharmacare receipt as “Patient Pays” and is eligible for submission under the Cost Plus Plan.


Any claims that are not eligible for reimbursement under the (insured) HBTF Plan can be submitted directly to Doctors of BC (BCMA) by submitting your Cost Plus Claim online. Access online claims via doctorsofbc.ca.


Eligible expenses under the Cost Plus Plan


Expenses must meet the Canada Revenue Agency’s (CRA’s) tax deduction guidelines for eligible expenses. A detailed listing is included in CRA’s Interpretation Bulletin IT-519R2 – Medical Expenses and Disability Tax Credits. This bulletin can be accessed through the CRA site (http://www.cra-arc.gc.ca/E/pub/tp/it519r2-consolid/it519r2-consolid-e.html). To obtain an official ruling from CRA, call 1.800.959.8281.


Any eligible medically related expense that meets requirements for inclusion on a Plan Participant’s personal income tax return may be claimed.


It is the plan participant’s responsibility to determine if their medical expenses are allowable under the CRA’s rules and guidelines.


Eligible dependents 


Immediate dependents (legal spouse and dependent children) as defined in Your Group Benefits booklet are eligible to claim under the Core-Plus Plan. In addition, any person who qualifies as a dependent for purposes of claiming medical expenses on an income tax return is considered an eligible dependent for the purposes of making a claim under the Cost Plus Plan.

Original receipts


Wherever possible, original receipts for each expense claimed should be attached to the claim form and copies kept by the Plan Participant. If the Plan Participant has claimed expenses under the (insured) Core Plan, or another insurance plan, and does not have the original receipts, the original Claim Statement from that plan and copies of receipts must be attached to the Cost Plus Plan claim.


Receipts must clearly indicate the patient’s name, date of service, description of service or item purchased, and total amount paid in order to be acceptable. Invoices or credit card receipts that do not include all of these items are not acceptable. For prescription drug expenses, include the original Pharmacare receipt obtained at time of purchase. 

Claim Deadline


Claims for a benefit year must be received within the following time frames:

	
	Sun Life (Core)
	HBTF (Cost Plus)

	While coverage is in force
	June 30 of the following year
	July 31 of the following year

	After coverage terminates
	90 days following termination
	120 days following termination




Claim Processing


The Trust Fund will determine the amount of any eligible medical expense incurred by the participant and/or his dependents plus the applicable administration fee* and will withdraw this amount from the bank account designated by the employer (first notifying the employer via e-mail of the amount to be withdrawn). The employer should print a copy of this e-mail as it is their official receipt for income tax purposes and no duplicate will be issued.

Approximately one week later (to give the withdrawal time to clear the bank), the Trust Fund will deposit the amount of the eligible expense to the participant’s personal bank account, less the administration fee.


* The administration fee is 7% of the payable claim amount, subject to a maximum charge of $250 per claim and a minimum charge of $25 per claim.  The minimum claim submission amount is $100 (or the amount of outstanding expenses to be claimed at December 31 of a benefit year, if less than $100).


Claims exceeding the specified annual Cost Plus Plan dollar limit


If medical expenses exceed the specified annual Cost Plus Plan dollar liability limit, they may be carried forward for one calendar year only, and will be paid when the following year’s specified allocation limit becomes available.


Disposition of unclaimed annual Cost Plus Plan dollar liability limit


The specified annual Cost Plus Plan dollar liability limit established by the physician for each participant in the Cost Plus Plan is a notional amount. Participants have until July 31 of the following year to submit claims for expenses incurred in a calendar year.

i.e. claims costs incurred in 2013 can be claimed against a participant’s 2010 Plus Plan dollar liability limit until July 31, 2014.

Any “room” remaining at the July 31 claim deadline will be forfeited.

i.e. it cannot be rolled over to a second year or taken in cash.

F.
COORDINATION OF BENEFITS

If a Plan Participant has more than one health insurance plan, such as through a spousal plan, payments from the two insurance plans will not exceed 100% of the total eligible expense.

Under coordination of benefits, one plan will be the primary payer.  The primary payer is the plan that covers the claimant as a Plan Participant.  The secondary payer is the plan that covers the claimant as a dependent.  Claims for dependent children will be paid first by the plan that covers the Plan Participant whose birthday is earliest in the calendar year (if both parents have coverage).  All eligible claims should first be submitted to the primary payer.



If a Plan Participant has two plans and the primary payer cannot be determined, the insurer(s) will use a pro-rata formula to determine how much each plan will pay.

G.
LONG TERM DISABILITY


1.
Application for Benefits



For absences due to accident or sickness which are expected to last longer than 14 days, the Plan Participant should contact Human Resources Development Canada as they may be eligible to receive up to 15 weeks of disability benefits through Employment Insurance.


If the Plan Participant is still disabled after 7 weeks, the Plan Participant should contact the Insurance Administrator at the BCMA to obtain a claim form for benefits through the BCMA Health Benefits Trust Fund. The form is to be completed by the claimant, the employer and the Attending Physician, then returned to Sun Life directly.



The insurer will review the medical evidence submitted. Once disability payments have begun, the insurer reserves the right to request additional medical evidence as required. The cost of the completion of the medical evidence forms will be the Plan Participant’s responsibility.


2.
Application for Disability Benefits Under the Canada Pension Plan


A disabled Plan Participant, who is receiving benefits for Long Term Disability under the  Health Benefits Trust Fund and is classified as totally and permanently disabled, may be eligible for and must make application for Disability Benefits under the Canada Pension Plan (CPP). If the disabled Plan Participant does not make application to CPP for disability benefits, the Long Term Disability Benefits under this Plan will be reduced by the amount of CPP disability benefit for which they are eligible.



When Canada Pension Plan approves the Plan Participant’s claim for disability benefit, they will forward to the Plan Participant a “Notice of Entitlement” form confirming the amount of benefit they will receive. A copy of this form must be forwarded to the insurance company as soon as possible.



This form enables the insurance company to co-ordinate the Canada Pension Plan primary benefit with the Long Term Disability benefit the Plan Participant is receiving through the Health Benefits Trust Fund.


3.
Application for Premium Waiver under the Life/AD&D Plans


When a Plan Participant has been totally disabled for six consecutive months s/he is eligible to apply for Life waiver of premium. The benefit level is the amount of coverage s/he was eligible for at the onset of his/her disability.



After the insurer reviews the medical evidence on file, and grants the waiver of premium, the Life Insurance premium will be waived for the period of the insured person’s total disability effective on the first of the month immediately following the completion of the six months of “total disability”. Group Life premiums should continue to be paid for the disabled Plan Participant until approval has been received from the insurance company.



Premiums for Accidental Death & Dismemberment benefits will also be waived after six months of total disability.

4.
Continuing Benefits under Extended Health and Dental



At the employer’s option a Plan Participant who has submitted a disability claim, and has been accepted by the insurers, may continue benefits provided under Extended Health and Dental until recovery or the maximum age is reached.



Premium cannot be billed directly to the Plan Participant. It is the responsibility of the employer to submit all outstanding premiums due. The employer, however, may request payment of premium from the disabled Plan Participant. 
This document is a summary of administrative procedures relating to the HBTF Plan. In the event of a discrepancy between this document and the group insurance contract, the group insurance contract will be deemed accurate and governs.
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