Federal Employees Health Benefits  (FEHB)

The Federal Employees Health Benefits Program is paid for through employee and employer contributions and is intended to assist you and your eligible family members with expenses of illness and accident.  It is a voluntary program.  However, if you do not enroll during your first opportunity, you will not be able to enroll until open season or until another event occurs permitting enrollment.  Events permitting enrollment changes are listed in the “Table of Permissible Events,” found on the form SF 2809.  Contact your personnel office for more information.

Who is Eligible to Enroll?

· All CSRS and FERS covered employees.

· Employees serving on Term Appointments with regularly scheduled tours of duty.

· Temporary employees (only after completing one year of employment and beginning a second consecutive appointment) and cost is 100% of premium.

· Part-Time employees (cost is prorated according to work schedule).

What the Program Offers You
· An annual opportunity, during open season, to enroll in a health benefits plan or change enrollment selection, if already enrolled.
· A choice of plans and options with group-rated premiums and benefits.
· Guaranteed protection that cannot be canceled by the insurance carrier.
· Coverage without medical examination or restrictions because of age, current health or pre-existing medical condition. 
· Coverage without waiting periods after the effective date of enrollment.
· A government contribution toward the cost of your plan.
· A payroll deduction method of making premium payments.
· A tax savings by allowing you to use pre-tax dollars to pay premiums.
· Temporary protection for 31 days without cost after coverage ends.
· Continued enrollment after retirement. 
· Continued enrollment for eligible family members after the death of the employee or annuitant.
Types of Plans Available

Managed Fee-for-service Plans  

These plans provide reimbursement (full or partial) to you or your health care provider for covered services.  Reimbursement is subject to copayments and deductibles.  If enrolled in such a plan, you may choose your own physician, hospital, and other health care providers. These plans are considered “managed” because they all contain features such as precertification of hospital admissions and utilization review of on-going care.  Most of the fee-for-service plans have preferred provider arrangements in many parts of the country.  By using preferred providers, you can reduce out-of-pocket expenses and, in some cases, receive enhanced benefits.  Fee-for-service plans include the Service Benefit Plan sponsored by Blue Cross and Blue Shield and plans sponsored by unions and other employee organizations.  Several employee organization plans are open to all eligible employees who are full or associate members of the organizations that sponsor the plans; other employee organization plans are restricted to employee organization groups and/or agencies.

Health Maintenance Organization Plans (HMOs)
Prepaid plans are also referred to as comprehensive medical plans/health maintenance organizations.  They provide or arrange for health care by designated physicians, hospitals, and other providers in particular locations.  Most services under a prepaid plan must be performed by the plan’s participating providers.  Each prepaid plan is open to you within the plan’s enrollment area.  

Plans Offering a Point of Service (POS) Product

Some FEHB plans have begun to blend their features.  A number of fee-for-service and HMO plans now offer both forms of health care delivery, known as “in network” and “out of network.”  In an HMO that offers a POS product, the POS product acts like a fee-for-service plan: The HMO’s enrollees may use non-affiliated (out of network) providers if they wish, but the services will cost them more, in terms of deductibles and coinsurance, than if they used plan providers.

In a fee-for-service plan with a POS product, the POS product acts like an HMO:  If they agree to let their medical care be managed by a plan-affiliated gatekeeper physician (in network), plan enrollees will get a better benefit, usually in the form of richer benefits and lower copays or coinsurance.

Types of Enrollment

Self Only Enrollment provides benefits only for you.

Self and Family enrollment provides benefits for you and your eligible family members.

Family Members Eligible for Coverage
In determining whether or not a person is a family member, it is that person’s relationship to the insured  which is controlling.  A Self and Family enrollment covers all eligible family members.

· The employee’s current spouse,

· The employee’s unmarried dependent children under age 22, including legally adopted children and recognized natural (born out of wedlock) children,

· Stepchildren, foster children (which may include grandchildren) if they live with the employee in a regular parent-child relationship, and

· Unmarried dependent children age 22 or over who are incapable of self-support because of a mental or physical incapacity which existed before age 22.

Premium Conversion

Premium conversion is a method of reducing your taxable income by using pre-tax dollars to pay your health insurance premium.  Under premium conversion, you do not pay Federal income tax and FICA taxes (Social Security and Medicare taxes) on that part of your salary that is used to pay your health insurance premium.  In most cases, you also save on State and local income taxes.  Premium conversion is automatic unless you waive it.

Change to Self Only or Cancellation of Enrollment

If you participate in premium conversion, you may change from self and family to self only or cancel your enrollment:

· During the annual Open Season; or

· Within 60 days after you have a qualifying life event.  Your change to self only or cancellation must be consistent with and correspond to your qualifying life event.

If you do not participate in premium conversion, you may change to self only or cancel your enrollment at any time.  

Qualifying Life Event
Qualifying life event is a term used to describe events that may permit premium conversion election changes as described in IRS regulations and include the following:

    (1) Addition of a dependent;

    (2) Birth or adoption of a child;

    (3) Changes in entitlement to Medicare or Medicaid for you, your spouse, or dependent;

    (4) Change in work site;

    (5) Change in your employment status or that of your spouse or dependent from either full-time to part-time, or the reverse;

    (6) Death of your spouse or dependent;

    (7) Divorce or annulment;

    (8) Loss of a dependent;

    (9) Marriage;

    (10) Significant change in the health coverage of you or your spouse related to your spouse's employment;

    (11) Start or end of an unpaid leave of absence by you or your spouse; or

    (12) Start or end of your spouse's employment.

Federal Employees Health Benefits Children’s Equity Act of 2000

Public Law 106-394 requires mandatory self and family coverage if you are eligible for FEHB coverage and you do not comply with a court or administrative order to provide health benefits for your children.  If you are subject to such an order, you must enroll in self and family coverage in a plan that provides full benefits to your children in the area where they live or provide documentation that you have other health coverage for the children.  If you do not enroll in an appropriate health plan or provide documentation of other coverage for the children, your 

agency must enroll you for self and family coverage in the standard option of the Blue Cross and Blue Shield Service Benefit Plan (enrollment code 105).

Health Insurance While in Non-Pay Status

If you are enrolled in the FEHB Program, you are responsible for payment of your regular premium for each pay period you are enrolled.  When you enter nonpay status, or when your pay is insufficient to cover the cost of the premium, the employing office must provide you written notification of the following options:

· Continuing your enrollment and agreeing to pay the premium or incur a debt; or

· Terminating your enrollment.  (If you are subject to a court or administrative order to provide health benefits for your children, you do not have the option of terminating coverage. You must continue the coverage and either make direct premium payments or incur a debt to the Government.)

If you choose to continue your enrollment, payment of the premiums may be made either on a current basis, or when you return to work.  If you choose to terminate your enrollment and avoid the indebtedness for the premium:

· The termination is subject to the 31-day temporary extension of coverage;

· You and any covered family members may convert to a nongroup contract; and

· You may re-enroll in any FEHB plan upon returning to pay and duty status, without having to wait for an open season or other enrollment event.

If you fail to make an election within the 31-day time frame (45 days if you are overseas), your FEHB enrollment will automatically terminate.

A termination is not considered a break in the continuous coverage necessary for continuing health insurance into retirement.  However, the period during which the termination is in effect does not count toward satisfying the required 5 years of continuous coverage.

Temporary Continuation of Coverage (TCC)

TCC is a feature of the FEHBP.  You and members of your family members who lose their FEHB coverage because of a qualifying event may be eligible for TCC.  For you as an employee, the only qualifying event is separation from the Federal service.  However, you are not entitled to TCC if the separation is involuntary due to gross misconduct.  The personnel office is responsible for deciding whether conduct that leads to an involuntary separation is “gross misconduct.”  The TCC family enrollment covers the same family members as were covered under the regular family enrollment.  The family members must continue to meet the same requirements as under a regular family enrollment.  

For children, the qualifying events are as follows:  marriage; reaching age 22; no longer meeting coverage requirements as a stepchild, foster child, or recognized natural child; in the case of children whose coverage has continued beyond age 22 because of their disability, marriage, recovering from the disability or becoming self-supporting; losing FEHB coverage upon the death of an employee or annuitant because he/she does not qualify for a survivor annuity; and losing FEHB coverage because his/her survivor annuity as a dependent of the deceased stops for any reason, including because he/she is no longer a full-time student.  For children who have a TCC family enrollment, the enrollee’s (child’s) spouse and children are covered family members.

Former Spouses may have entitlement to TCC if the marriage ends other than by death. The qualifying events are divorce and annulment of the marriage.  For a former spouse, family members are limited to those individuals who are children of both you and the former spouse.  The new husband or wife of a remarried former spouse is not covered as a family member.

Separating employees can continue TCC for up to 18 months after the date of separation.  Children and former spouses can continue TCC for up to 36 months after the date of the qualifying event.  The effective date of the TCC enrollment for separating employees is the 32nd day after the end of the pay period in which you separate.  For children and former spouses, the effective date is the 32nd day after the event.  If the enrollment is delayed, coverage is retroactive to the effective date and a lump sum premium payment must be made retroactively.

TCC enrollees must pay the full premium for the plan they select (that is, both the employee and Government share of the premium) plus a 2 percent administrative charge.  Administration of the TCC premium payments is maintained by the National Finance Center (NFC) in New Orleans, Louisiana.  When TCC expires, you will be given the opportunity for a 31-day temporary extension of coverage and conversion to a private policy.

Thirty-one-day Temporary Extension of Coverage and Conversion to a Nongroup Contract

If you lose FEHB coverage other than by cancellation, you have a 31-day temporary extension of coverage at no cost and can convert to a nongroup policy.  This also applies to any family member who loses coverage other than by your voluntary cancellation.  Generally, fewer benefits are provided under a conversion contract and premium rates are more expensive.  The effective date of a conversion contract is the day after the 31-day temporary extension of FEHB coverage ends.

Disputed Claims Review - Plan and Participant Responsibilities
If a claim for payment or services is denied by a Plan, you must ask the Plan, in writing, within six months of the denial, to reevaluate its denial before you request a review by OPM.  The written request to the Plan should state all pertinent information regarding the claim for payment or service that should have been provided.   Refer to specific benefit provisions where possible.  Within 30 days after receipt of the request for reconsideration, the Plan must affirm the denial in writing to you, pay the claim, provide the service or request additional information reasonable necessary to make a determination.  If the Plan asks a provider for information it will send you a copy of this request at the same time.  The Plan has 30 days after receiving the information to give its decision.  If this information is not supplied within 60 days, the Plan will base its decision on the information it has on hand.

If the Plan affirms its denial, you have the right to request a review by OPM to determine whether the Plan’s actions are in accordance with the terms of its contract.  You must request the review within 90 days after the date of the Plan’s letter affirming its initial denial.  You may also ask OPM for a review if the Plan fails to respond within 30 days of the written request for reconsideration or 30 days after additional information was supplied to the Plan.  The written request for an OPM review should state why  you believe the Plan should have paid the denied claim.  The request packet should include all correspondence to and from the carrier.  Refer to specific benefit provisions in the Plan’s brochure.  If the Plan has reconsidered and denied more than one unrelated claim, the documents for each claim should be clearly identified.

A request for an OPM review must be submitted within 90 days after the date of the carrier’s notice that the denial is affirmed; or 120 days after the date of the individual’s request, if the carrier fails to respond to an individual’s timely request for reconsideration.  Requests for review must be to OPM at the address in your plan’s brochure, under “disputed claims.”

FEHB Changes for Employees

There are certain events which permit enrollment changes for employees.  For any change, contact your personnel office for information.  There is a table of permissible events located on the back of the SF 2809, Employee Health Benefits Election Form.  The following are examples of these events:

Table of Permissible Changes in Enrollment for SF 2809

Events That Permit Enrollment or Change
Changes Permitted
Time Limits

Code
Event
From Not Enrolled To Enrolled
From Self Only to Self and Family
From One Plan or Option to Another
When You Must file Health Benefits Election Form With Your Employing Office

1
Employee

1A
Initial opportunity to enroll
Yes
N/A
N/A
Within 60 days after becoming eligible.

1B
Open Season
Yes
Yes
Yes
As announced by OPM.

1C
Change in family status; for example: marriage, birth or death of  family member, adoption, legal separation, or divorce.
Yes
Yes
Yes
From 31 days before through 60 days after event.

1D
Change in employment status;  for example

· Reemployment after a break in service of more than  three days;

· Return to pay status following loss of coverage due to expiration of 365 days of LWOP status or termination of coverage during LWOP;

· Return to pay sufficient to make withholdings after  termination of coverage during a period of insufficient pay;

· Restoration to civilian position after servicing in uniformed services;

· Change from temporary appointment to appointment that entitles employee receipt of Government contributions;

· Change to or from part-time career employment
Yes
Yes
Yes

Within 60 days of employment status change.

These examples show only a sampling of events that allow an

 employee to make a change in their health benefits.

 Requirements For Continuing

Enrollment Into Retirement 

You may continue health benefits coverage into retirement, with no reduction in benefits, if you:


· Retire on an immediate annuity (one which commences within 30 days of separation from service - Not a Deferred Annuity), and 

· Have been enrolled (or covered as a family member) under the FEHB program for:


-- The 5 years of service immediately preceding retirement, or


-- All service since first opportunity to enroll.

Coverage under the Uniformed Service Health Benefits Program, which includes CHAMPUS, TRICARE, etc., can be included to meet the 5 year requirement.  Also coverage as a family member under FEHB or CHAMPUS/TRICARE counts for the 5-year requirement.  You must be enrolled and coverage must be effective prior to retirement. 

Note:  A survivor annuity must be elected if a surviving spouse is to be eligible to continue enrollment under the FEHB.  A surviving spouse who is a Federal employee/annuitant and was covered as a family member of the deceased annuitant’s plan, can enroll even though no survivor annuity was elected because of his/her own eligibility.   A current spouse, who is affected by a court ordered former spouse maximum survivor annuity, can continue FEHB coverage in the event of the annuitant’s death if a contingency survivor annuity or insurable interest election was made.

If you do not meet the eligibility requirements to continue FEHB coverage into retirement, your benefits will terminate upon separation (coverage will continue for 31 days).  You can convert to a nongroup health benefits contract or elect Temporary Continuation of Coverage (TCC) which is an 18-month extension of coverage in which you pay 102% of the premium (annuitant’s share, government share and administrative fee).

FEHB Changes for Annuitants
There are certain events which permit enrollment changes for annuitants.  For any change, contact the Office of Personnel Management for information.  There is a table of permissible events located on the back of the SF 2809-1, Annuitant/OWCP Health Benefits Election Form.  The following are examples of these events:
Table of Permissible Changes in Enrollment for SF 2809-1

Enrollment May Be Cancelled or Changed From Family to Self Only at Any Time

Events That Permit Enrollment or Change
Changes Permitted
Time Limits

Code
Event
From Not Enrolled To Enrolled
From Self Only to Self and Family
From One Plan or Option to Another
When You Must file Health Benefits Election Form With Your Employing Office

2
Annuitant (Includes Compensationers)

2A
Open Season
No
Yes
Yes
As announced by OPM.

2B
Change in Family Status; for example: marriage birth or death of family member, adoption, legal separation, or divorce.

(Enrolled survivor annuitant: a change in family status based on additional family members can only occur if the additional eligible family members are family members of the deceased employee or annuitant.
No
Yes
Yes
From 31 days before through 60 days after the event

2C
Reenrollment of annuitant who cancelled FEHB enrollment to enroll in a Medicare-sponsored Coordinated Care Plan (Medicare HMO), Medicaid, or similar State-sponsored program and who later was involuntarily disenrolled from the Medicare HMO, Medicaid, or similar State-sponsored program
May Reenroll
N/A
N/A
From 31 days before through 60 days after disenrollment.

2D
Reenollment of annuitant who cancelled FEHB enrollment to enroll in a Medicare-sponsored Coordinated Care Plan (Medicare HMO), Medicaid, or similar State-sponsored program and who later voluntarily disenrolls from the Medicare-sponsored Coordinated Care Plan (Medicare HMO), Medicaid, or similar State-sponsored program.
May Reenroll
N/A
N/A
During open season.

These examples show only a sampling of events that allow annuitants

to make a change in their health benefits.

Medicare

Medicare is our country’s health insurance program for people age 65 or older, certain people with disabilities who are under 65, and people of any age who have permanent kidney failure.  It 

provides basic protection against the cost of health care, but it doesn’t cover all medical 

or the cost of most long-term care.

Medicare Part A And Part B

Medicare consists of two parts.  Hospital Insurance, “Part A”; Medical Insurance, “Part B”.  

PART A includes:

· Hospitalization

· Post Hospital Skilled Nursing Facility Care

· Home Health Care

· HOSPICE Care

· Blood 

· Part A does not cover 100% of these expenses.  A graduated payment by number of days the care is required is applied. You would be responsible for the remainder.  FEHB will cover some of the expenses, but you should ensure that you understand what is and isn’t paid by Medicare and/or FEHB, by checking with local Medicare representatives and consulting your FEHB plan brochure or carrier representative.  

· Part A has been paid for through Federal Insurance Contributions Act (FICA) taxes on wages while you were/are employed; therefore, there is no premium.  You should sign up as soon as you are eligible if you are not already receiving Social Security benefits. If you are already receiving Social Security benefits before age 65, you are automatically enrolled in Medicare.

PART B provides the following coverage:

· Doctor’s Services

· Ambulance Services

· Outpatient Hospital Treatment

· X-rays

You are automatically eligible to enroll in Part B when you are eligible for Part A.  However, Part B has a monthly premium (for example, 2002 rate is $54.00 per month per person), which changes each January.  If you fail to enroll in Part B at your first opportunity, there is a 10% penalty applied for each year following the year in which you become eligible.  However, if you are a Federal employee covered by FEHB and continue to work past Medicare eligibility you will not be affected by the 10% increase.

How To Enroll

You have from 3 months before your 65th birthday and through the end of the 3rd month following  the month in which you reach 65 to sign up for Medicare Part B.  If you do not enroll during this 7-month period there is a general enrollment period from January 1 through March 31 each year.  Coverage begins the following July.  Don’t forget about the penalty for the delay! 

FEHB & Medicare

While FEHB and Medicare generally compliment each other in coverage, often a gap in coverage occurs for custodial nursing home care.  If you are eligible for FEHB, and Medicare, and are contemplating retirement, you should check with your FEHB carrier representative to identify how these two programs work together.  Medicare is the primary coverage for annuitants

(and spouses who are covered under a self and family enrollment) who are age 65 or older; FEHB becomes the secondary insurance.  Federal employees who continue to work beyond age 65 or older, and are enrolled in FEHB, FEHB continues as their primary coverage and Medicare as the secondary.  More information on Medicare may be obtained by contacting the local Social Security office or by calling 1-800-772-1213.

Medicare & FEHB Primary Payer Chart 

PRIVATE
When Either You or Your Covered Spouse are Age 65 or over, Have Medicare and FEHB, and You are:
The Primary Payer is:

An active employee with Federal government (including when you or a family member are eligible for Medicare solely because of a disability)
FEHB

An annuitant
Medicare

A reemployed annuitant with Federal government
FEHB, if position not excluded from FEHB
(ask your employing office)

A Federal judge who retired under title 28, U.S.C., or a Tax Court judge who retired under Section 7447 of title 26, U.S.C. (Or your covered spouse is this type of judge)
Medicare

Enrolled in Part B only, regardless of your employment status
Medicare, for Part B services

A former Federal employee receiving Workers' Compensation and the Office of Workers' Compensation has determined that you are unable to return to duty
Medicare, except for claims related to the Workers' Compensation injury or illness



When You or a Covered Family Member Have Medicare Based on End Stage Renal Disease (ESRD) and FEHB, and:
The Primary Payer is:

Are within the first 30 months of eligibility to receive Part A benefits solely because of ESRD
FEHB

Have completed the 30-month ESRD coordination period and are still eligible for Medicare due to ESRD
Medicare

Become eligible for Medicare due to ESRD after Medicare became primary for you under another provision
Medicare



When You or a Covered Family Member have FEHB and:
The Primary Payer is:

Are eligible for Medicare based on disability
Medicare, if you are an annuitant. FEHB, if you are an active employee
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