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NRECA GROUP BENEFITS PROGRAM 
SUMMARY OF MATERIAL MODIFICATIONS

For
NRECA PPO Medical Plan 

EFFECTIVE: January 1, 2023

System name: COASTAL ELEC COOPERATIVE INC
RUS/Subgroup Number: 01-41030-001

This Summary of Material Modifications (SMM) describes changes to the National Rural 
Electric Cooperative Association (NRECA) Medical Plan (the Plan) and supplements the 
Plan’s Summary Plan Description (SPD), also known as the Benefits Booklet. The effective 
date of these changes is noted above. You should read this SMM carefully and keep this 
SMM with your SPD for future reference. If you have questions about these changes, please 
see your benefits administrator.

Summary of Changes for your Medical Plan SPD:

Chapter 1: Contact Information 

The section titled “Contact Information” has been updated as follows:

For Information About Contact

Health and lifestyle issues and concerns FutureMe coaches
888.321.1521

Joint and spine surgery program
Centers of Excellence (COE)
Transcarent Surgery Care
855.435.5790

Chapter 2: Medical Plan Highlights 

The section titled “Prescription Drug Benefit Highlights” has been updated as follows:

Prescription Drug Benefit Cost-sharing2,3

Traditional Prescription Drug 
Benefit Options

You Pay …

Specialty drugs: Maximum 30-day supply 
(must be ordered through CVS Caremark 
Specialty Pharmacy Mail Service)

Specialty Generics: 30% (Max $100)
Specialty Preferred Brands: 30% (Max $300)
Specialty Non-Preferred Brands: 30% (Max $500)
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Chapter 3: Eligibility and Participation Information 

The subsection titled “Benefits-eligible Classifications” under “Eligibility to 
Participate” has been updated as follows:

These Employee classifications are eligible to participate in this Plan:
.

 Active Employees eligible and enrolled in Medicare Part A on or after January 1, 
2023, due to disability or kidney dialysis treatment or a kidney transplant;

.

 Dependents of Active Employees where the dependent is eligible and enrolled in 
Medicare Part A on or after January 1, 2023, due to disability or kidney dialysis 
treatment or a kidney transplant;

d

The subsection titled “Eligibility Requirements for Incapacitated Adult Children” 
under “Coverage for Your Dependents” has been updated as follows:

Coverage for a child may continue past the age limit if the child is incapable of self-
sustaining employment because of a mental or physical disability, and if your child: 

 Is at least 26 years of age; 
 Is unmarried; 
 Qualifies as your tax dependent on an annual basis because he or she is 

permanently and totally disabled (as defined by the Internal Revenue Service 
[IRS] in Publication 501); and

 Has been continually covered as your eligible dependent under the NRECA 
Medical Plan on the date just prior to the date participation would have ended 
due to age or another insurer prior to attaining age 26.

The section titled “When Coverage Ends” has been updated as follows:
Your coverage (and your dependents’ coverage) ends if:

 You are an Active Employee that becomes entitled to Medicare, and you request 
to discontinue your coverage under this Plan due to Medicare enrollment. Under 
this circumstances, your coverage shall terminate at the end of the month in 
which notification of your request has been provided to the Plan.

.

 You are a Medicare-disabled Employee for whom Medicare becomes the 
primary payer, and request to discontinue coverage under this plan because you 
enrolled in Medicare Part D prescription drug coverage or other comparable 
coverage;

.

 You are the Medicare-eligible dependent spouse or a Medicare-eligible 
dependent child of an Employee for whom Medicare becomes the primary 
payer, and request to discontinue coverage under this plan because you enrolled 
in Medicare Part D prescription drug coverage or other comparable coverage; 

.

Your coverage ends on the date your Employer no longer offers the Plan. Your 
coverage also ends if:
 The Plan terminates; 
 The Employer terminates its participation in the Plan;
 You voluntarily make a permitted election to drop coverage; or
 You die.
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In all of the above cases, coverage for your spouse and children ends when 
your coverage ends with one exception.  If you voluntarily make an election to drop 
coverage due to Medicare entitlement, your spouse and dependent may continue 
coverage for as long as they otherwise remain eligible.

Dependent coverage also ends:

 For a spouse, upon divorce at 11:59 pm the last day before your divorce is 
official. Your official divorce date is your first day without coverage under the 
Plan;

Chapter 5: Medical Plan Benefits

The subsection titled “Find Cost Estimates” under “Provider Networks and 
Reimbursement Rates” has been renamed Find Care & Costs.

The subsection titled “Find Care & Costs” under “Provider Networks and 
Reimbursement Rates” has been updated as follows: 

Find Care & Costs 
Find Care & Costs is an interactive online resource that enables you to make more 
optimal choices when seeking care for you and your family.

The Find Care tool enables NRECA Medical Plan participants to search for 
participating network providers by service and specialty.

The Find Cost Estimates tool provides a range of the average costs for medical 
procedures in your area. You can search using simple, intuitive terms like ‘knee pain’ 
or ‘baby’ and see a list of services/care paths that you can select from and drill down 
for further details.

Effective January 1, 2023, five hundred covered services and items required by the 
Affordable Care Act and the Consolidated Appropriations Act, 2021 (CAA) will be 
available with cost estimates that will also take into account your Plan cost-sharing 
accumulators including Copayments, Deductibles, and/or Coinsurance.

In addition to serving participants better, these enhancements are being made law to 
make price comparison information available highlighting provider-specific cost and 
quality of care information as required by federal law.

NRECA Medical Plan participants can access Find Care & Costs on the NRECA 
Employee Benefits website by going to cooperative.com > My Benefits > My 
Insurance > Find Care & Costs. Once there, you will see links for Find Care and Find 
Cost Estimates.

The section titled “Surprise Billing and the No Surprises Act” has been added as 
follows: 

Surprise Billing and the No Surprises Act
Emergency Services
For covered health care services that are Emergency Services provided by an Out-
of-Network provider, you are not responsible for amounts in excess of your 
applicable co-pays, deductibles and/or coinsurance, based on the lesser of the 
amount billed or the Qualifying Payment Amount as defined in this SPD. The Plan 
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shall calculate any cost-sharing payments for Emergency Services toward any 
applicable in-network deductible or out-of-pocket maximum as if your or your family’s 
cost-sharing payments applied to an In-Network provider or In-Network emergency 
facility. 

Note: You could receive balance bills for post-stabilization services after the receipt 
of Emergency Services if your attending Physician or treating provider determines 
that you can travel to an In-Network facility using nonmedical or nonemergency 
transportation, but you chose to stay at the Out-of-Network facility, if the notice and 
consent requirements have been satisfied, and the provider or facility acts in 
compliance with applicable state laws. 

Coverage of Non-Emergency Services Performed by Out-of-Network 
Providers
For covered health care services that are not for Emergency Services furnished  to 
you or your dependent by an Out-of-Network provider with respect to any covered 
item or service at an In-network health care facility, you are not responsible for 
amounts in excess of your applicable Copayment, Deductible and/or Coinsurance, 
based on the lesser of the amount billed or the Qualifying Payment Amount as 
defined in this SPD, unless such charges are permitted to be waived through your 
notice and consent and the Out-of-Network provider’s notice meets certain criteria.  
The Plan shall calculate any cost-sharing payments for these covered items or 
services toward any In-Network Deductible or out-of-pocket maximum as if your or 
your family’s cost-sharing payments applied to an In-Network provider or In-Network 
health care facility.

The following charges are not permitted to be balance billed by the provider to you 
even if the provider obtains your notice and consent:

 Items or services furnished as a result of an unforeseen, urgent medical need 
arising at the time an item or service is furnished;

 Ancillary charges, including:
o Items and services related to emergency medicine, anesthesiology, 

pathology, radiology, and neonatology, whether provided by a Physician or 
non-physician practitioner;

o Items and services provided by assistant surgeons, hospitalists, and 
intensivists;

o Diagnostic services, including radiology and laboratory services; and
o Items and services provided by an Out-of-Network provider if there is no In-

Network provider who can furnish such item or service at such facility.

Coverage of Air Ambulance Services
For otherwise covered Air Ambulance services furnished by an Out-of-Network 
provider, you are not responsible for amounts in excess of your applicable 
Copayment, Deductible and/or Coinsurance, based on the lesser of the amount billed 
or the Qualifying Payment Amount. The Plan shall calculate any cost-sharing 
payments for covered Out-of-Network Air Ambulance toward any In-Network 
Deductible or out-of-pocket maximum as if your or your family’s cost-sharing 
payments applied to an In-Network provider or In-Network health care facility.
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The section titled “When In-network Benefits Are Paid for Out-of-Network Providers” 
has been updated as follows: 

Transition of Care
If your PPO provider network changes, you can apply for a Transition of Care 
exception if you have certain medical conditions. If approved by CBA (in its sole 
discretion), the Plan will provide continued in-network coverage with your current 
provider for up to six months. A Transition of Care exception will be granted only if: 

 Your local PPO network was discontinued or changed; or 
 Your employer transferred from another health insurer to the NRECA group 

medical plan.
Medical conditions or treatments that may be eligible for a Transition of Care 
exception include, but are not limited to: 

• Second or third trimester of pregnancy (up to eight weeks postpartum); 
• Moderate or high-risk pregnancies; 
• Active courses of cancer treatment (e.g., Chemotherapy, Radiation Therapy); 
• Organ transplant patients awaiting a donor or under active treatment; or
• In-patient Hospital admission at the time of the network change.
Treatment of stable conditions, minor illnesses, routine procedures, and elective 
surgical procedures are not eligible for a Transition of Care exception.
To apply for a Transition of Care exception, contact CBA for a Transition of Care 
form. Complete the form and return it to CBA. CBA will review the request and 
approve or deny it based on the Plan’s applicable criteria for Transition of Care. If 
you have questions, contact the Member Contact Center (MCC) at 866.673.2299. 

Continuity of Care
If your provider ceases to be an in-network provider during your ongoing course of 
treatment, the Plan will provide you notice of your right to elect Continuity of 
Coverage for certain ongoing medical conditions or treatments up to 90 days to allow 
you to receive benefits provided under the Plan under the same terms and conditions 
as would have applied if your provider didn’t cease to be an in-network provider.
If you have the following medical conditions or treatments, you may be eligible for 
continued coverage under this section:

 You are undergoing a course of treatment for a serious and complex condition; 

 You are undergoing a course of institutional or inpatient care; 

 You are scheduled to undergo nonelective surgery, including postoperative care; 

 You are pregnant and undergoing a course of treatment for the pregnancy; or 

 You are or were determined to be terminally ill and is receiving treatment for the 
illness.

To apply for a Continuity of Care exception, contact UMR for a Continuity of Care 
Request form. Complete the form and return it to UMR. UMR will review the request 
and approve or deny it based on the Plan’s applicable criteria for Continuity of Care. 
If you have questions, contact the Member Contact Center (MCC) at 866.673.2299. 
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The subsection titled “Joint and Spine Surgery Centers of Excellence Program” under 
“Centers of Excellence (COE) Programs and Services” has been updated as follows: 

The Joint and Spine Surgery Centers of Excellence (COE) program is an optional 
program provided to Plan Participants by the Plan’s contracted vendor Transcarent 
Surgery Care. The COE Program covers most types of joint and spine surgery, such 
as a knee and hip replacement, carpal tunnel release, spinal fusion and shoulder and 
ankle repair for both inpatient and outpatient procedures. If Participants do not use 
the program, they will still have access to NRECA Medical Plan benefits for covered 
expenses related to joint and spine surgery. 
To be eligible for the Joint and Spine Surgery COE, your primary insurance plan 
must be the NRECA Medical Plan. If Medicare or another insurance carrier is your 
primary plan, then the coverage and treatments will be managed either by Medicare 
or by your primary insurance carrier.
When a Participant has been approved for treatment, NRECA’s Centers of 
Excellence vendor, Transcarent Surgery Care, will administer the Joint and Spine 
Surgery COE program and provide a dedicated Care Coordinator to:
 Answer questions related to the program
 Help Participants select the right facility for treatment
 Make travel and lodging arrangements; and
 Obtain medical records and release forms.
The Plan covers charges for services provided by the Joint and Spine Surgery COE 
at 100% once the Deductible is met, subject to all other Plan limitations and 
provisions. Coverage for charges incurred at facilities other than a Joint and Spine 
Surgery COE are subject to the Plan’s otherwise applicable in-network and out-of-
network provisions. The benefit period begins when the patient is referred to a Joint 
and Spine Surgery COE and continues for up to 365 days after the surgery or until 
the patient has transitioned to local care. When active treatment continues beyond 
365 days, the Plan will consider continuing benefits on a case-by-case basis.
The travel, meal and lodging benefit for the Joint and Spine Surgery COE Program is 
administered by the Plan’s contracted vendor Transcarent Surgery Care.
Travel expenses, including transportation and lodging, are covered at 100% if 
traveling more than 50 miles from the patient’s home for care at a Joint and Spine 
Surgery COE. The patient and one companion (two companions if the patient is a 
minor) who are traveling on the same day and time to or from the Joint  and Spine 
Surgery COE will be eligible for travel benefits. Additionally, patients who drive to a 
facility for care receive mileage reimbursement as allowed by the IRS guidelines. The 
travel benefit period begins once the patient travels to a COE facility.  
A meals and incidental benefit is included with the Joint and Spine Surgery COE. 
Transcarent Surgery Care will provide the benefit with a debit card issued to the 
patient in advance of the surgery. The maximum reimbursement for the patient when 
not admitted as an inpatient for meals and incidentals is $50 per day. The maximum 
reimbursement for the companion is $50 per day.  If the patient is admitted longer 
than 15 days, the maximum reimbursement for the companion for meals and 
incidentals is $125 per week.
To inquire about the Joint and Spine Surgery (COE) Program or to enroll, contact 
Transcarent Surgery Care at 855.435.5790. 



Medical 2023 7 Proposal # 212235

The section titled “Teladoc Mental Health Consultations” has been updated as 
follows:

The Plan covers mental health consultations provided by Teladoc for Plan 
Participants ages 13 and older. Teladoc Mental Health providers (licensed 
psychiatrists for participants age 18 and older, and therapists) can help support a wide 
range of short-term and long-term needs such as:

 Depression;
 Anxiety;
 Stress;
 Family or work relationships; and
 Substance abuse

Mental health appointments are available seven days a week by phone or video, 7 am to 
9 pm local time, but are not available on-demand. The first available visit time will always 
be no less than 72 hours from the current day/time. Appointments are scheduled online 
and cannot be scheduled by telephone. 

To use the Teladoc Mental Health services you must be 13 years or older. Minors will 
need parent/guardian consent.  Individuals 18 years and older must be registered with 
Teladoc and have completed a brief medical history. (For adolescents a consent form 
must be signed by at least one parent/guardian of the Adolescent and uploaded into the 
system before the initial MH Consultation can be scheduled for the Adolescent. An intake 
form must be completed and uploaded into the system before the initial MH Consultation 
can be scheduled for the Adolescent. A parent/guardian must be present at the start and 
conclusion of each initial MH Consultation for an Adolescent with a MH Practitioner.)

To register you can go online or call 1-800-Teladoc (800.835.2362). To register online go 
to Benefits.cooperative.com/Teladoc or Teladoc.com/NRECA or use the Teladoc app 
and click “set up account” and then provide the requested information.

To schedule an appointment with a mental health provider, go online via 
benefits.cooperative.com/Teladoc or Teladoc.com/NRECA or the Teladoc app and select 
“Mental Health.” Scheduling an appointment will require completion of a brief online 
mental health assessment questionnaire.

A Teladoc psychiatrist can prescribe a limited Formulary of medications if Medically 
Necessary to treat non-emergency mental health conditions. Medications can be 
prescribed only by a psychiatrist. Prescriptions are sent electronically to the pharmacy of 
your choice. Prescription drugs prescribed by a Teladoc psychiatrist are subject to the 
Plan’s prescription drug Formulary and Copayment and Coinsurance provisions.

The section titled “Mental Health and Substance Abuse Benefits” has been updated 
as follows:

Notwithstanding anything else contained in this SPD, the Plan does not impose any visit 
limits on outpatient health and substance use office visits, although all visits are subject 
to Medical Necessity.

Chapter 6: Prescription Drug Benefits

These prescription drugs were added to the “Specialty Drugs Subject to Quantity 
Limits” table under “How the Benefit Works:”

 FLYNETRA  TADLIQ  XYREM
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The section titled “Coverage Under Medicare” has been updated to remove the 
following:

Medicare-disabled Participants and Participants with end-stage renal disease 
(ESRD) will no longer be covered under the Plan’s prescription drug benefit if they:
 Have been totally disabled for at least six months;
 Are not currently working; and
 Are receiving disability payments from your Employer beyond the first six months 

of disability.
If you are a Medicare-disabled Employee, an under age 65 retiree or a 
dependent of an under age 65 retiree for whom Medicare is the primary payer, 
you are no longer eligible for prescription drug coverage under the Plan unless the 
Plan, in its sole discretion, determines that comparable Medicare prescription drug 
coverage is not available. If you are not able to obtain comparable replacement 
Medicare Part D prescription drug coverage, you must contact your benefits 
administrator or the Member Contact Center so that they can contact the Plan to 
request your continued prescription drug coverage under the Plan.

 Participants with ESRD remain covered under the Plan’s prescription drug 
benefit for the first 30 months of ESRD disability as long as they are under age 
65 and not retired. After 30 months of ESRD disability, when Medicare becomes 
the primary insurer, the Participant will no longer be covered under the Plan’s 
prescription drug benefit and must enroll in a Medicare Part D prescription drug 
plan or another creditable plan. If the Participant is not able to obtain 
comparable replacement Medicare Part D prescription drug coverage, the 
Participant must contact your benefits administrator or the Member Contact 
Center so that they can contact the Plan to request your continued prescription 
drug coverage under the Plan. 

 If you are the Medicare-eligible dependent spouse or a Medicare-eligible 
dependent child of an active Employee with ESRD, you are eligible to remain 
covered under the Plan’s prescription drug benefit as long as the Participant is 
still actively employed. The Participant will be eligible to enroll in a Medicare Part 
D prescription drug plan at the time that Medicare becomes the primary payer 
and the Medicare prescription drug coverage will be the primary payer for their 
prescription drugs. The NRECA medical plan will be the secondary payer.

The section titled “Coverage Under Medicare” has been updated as follows:
If you are under age 65 and become a Medicare-eligible Participant after 
January 1, 2023, due to disability or kidney dialysis treatment or a kidney 
transplant, you may remain eligible to participate in the Plan with the Plan’s medical 
benefits being secondary to Medicare and the Plan’s prescription drug benefit being 
primary should you have no Medicare Part D Prescription Drug coverage and you:

 Have been totally disabled for at least six months;
 Are not currently working; and
 Are receiving disability payments from your Employer beyond the first six months 

of disability.
If you are under age 65 and become a Medicare-disabled Employee or are the 
dependent of such Medicare-disabled Employee that has Medicare after 
January 1, 2023, you may remain eligible to participate in the Plan with the Plan’s 
medical benefit being secondary to Medicare and the Plan’s prescription drug benefit 
being primary should you not enroll in any Medicare Part D Prescription Drug 
coverage.
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If you are a Medicare-disabled Employee, or are the dependent of a Medicare-
disabled Employee whose Medicare coverage began prior to January 1, 2023 
(excluding those on Medicare due to kidney dialysis treatment or a kidney 
transparent), or are an under age 65 retiree or a dependent of an under age 65 
retiree for whom Medicare is the primary payer, you will remain eligible to 
participate  under the Plan’s medical benefit with the medical Plan being secondary 
to Medicare, but you will not be eligible for the Plan’s prescription drug benefit.  If the 
Participant is not able to obtain comparable replacement Medicare Part D 
prescription drug coverage.

 Participants covered under Medicare due to kidney dialysis treatment or a 
kidney transplant prior to January 1, 2023, shall remain covered under the 
Plan’s prescription drug benefit for the first 30 months of his or her Medicare 
coverage for kidney dialysis treatment or a kidney transplant as long as they are 
under age 65 and not retired. After 30 months of coverage, when Medicare 
becomes the primary insurer, the Participant may enroll in a Medicare Part D 
prescription drug plan or another creditable plan. This Plan will become 
secondary to Medicare for medical benefits and the Plan’s prescription drug 
benefit will become primary if you have no Medicare Part D Prescription Drug 
coverage. 

 If you are the Medicare-eligible dependent spouse or a Medicare-eligible 
dependent child of an Active Employee on Medicare due to kidney dialysis 
treatment or a kidney transplant, you remain eligible to participate in the Plan’s 
prescription drug benefit as long as the Participant is still Actively at Work. The 
Participant will be eligible to enroll in a Medicare Part D prescription drug plan at 
the time that Medicare becomes the primary payer and the Medicare prescription 
drug coverage will be the primary payer for their prescription drugs. The NRECA 
medical plan will be the secondary payer.

Chapter 7: Medical Claims and Appeals

The section titled “External Review” has been updated as follows:
If the CBA Appeals Administrator denied your internal appeal based on Medical 
Judgment, or if you have otherwise exhausted the internal appeals process for a 
claim involving Medical Judgment, you have the right to request an External Review. 
Additionally, if your internal appeal of a Rescission of Coverage (whether or not the 
rescission has any effect on any particular benefit at the time) is denied, you have the 
right to request an External Review.  All other Adverse Benefit Determinations 
(including a denial, reduction, or nonpayment of benefits because you do not meet 
the Plan’s eligibility requirements (excluding a rescission of coverage)) are not 
eligible for this Plan’s External Review process. 

The section titled “External Review” has been updated to remove the following:

For information about Adverse Benefit Determinations that involve Rescission of 
Coverage (without respect to the rescission’s effect on past, present, or future 
benefits or claims), see the Appealing an Adverse Benefit Determination: Rescission 
of Coverage section of this chapter. 
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Chapter 9: FutureMe Benefits and Resources

The chapter titled “NRECA Well-being Benefits and Resources” has been renamed 
“FutureMe Benefits and Resources:”

The section titled “NRECA Well-being Program” has been renamed “FutureMe 
Powered by NRECA” and updated as follows:

FutureMe Powered by NRECA

The NRECA Medical Plan gives you access to FutureMe, a well-being program 
powered by NRECA. The program’s resources, described in this chapter, are 
designed to encourage improving your holistic health and well-being. The Plan’s 
approach to well-being is about more than just physical fitness or losing weight. It’s 
about taking a comprehensive approach toward physical, mental, and financial well-
being to achieve a long, fulfilled, and prosperous life. NRECA has contracted with 
WebMD to provide components of the FutureMe program.

Information about FutureMe’s services, resources, educational materials, tools, and 
more, can be found by visiting cooperative.com > My Benefits > My Insurance.

FutureMe portal, offered through NRECA’s vendor partner WebMD, is an interactive 
website that provides you with access to the information you need to make better 
choices about your health. The site includes a variety of resources and easy-to-use 
tools developed by one of the most trusted sources of health and medical 
information: WebMD. However, medical decisions are ultimately made by you and 
your medical professionals and do not involve the Plan. Key features of FutureMe 
portal are: 

FutureMe survey: a brief, confidential questionnaire that helps you understand your 
health risks based on your screening results and lifestyle habits; and

FutureMe habits: online health coaching modules where you can select activities to 
meet your short- and long-term health and well-being goals.
To access the FutureMe portal, visit cooperative.com > My Benefits > My Insurance.
In addition to the benefits offered as part FutureMe, your employer may also offer a 
separate well-being program. Check with your benefits administrator to learn about 
your employer’s additional well-being offerings. 

The section titled “Rewards for Life® Activities” has been renamed “FutureMe 
rewards” and updated as follows:

FutureMe rewards

Your Employer has elected to participate in FutureMe rewards during this Plan year. 

FutureMe rewards is an online tracking program through WebMD where your 
employer may recognize you and your family for taking a more active role in your 
health and well-being. When you complete specific activities included in FutureMe 
rewards, you can earn points and (if applicable) receive certain incentives. Your 
benefits administrator will provide information about FutureMe rewards and any 
incentives that may be available to you. 
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The section titled “FutureMe Coaches®” has been renamed “FutureMe coaches” and 
updated as follows:

FutureMe coaches
Through FutureMe, you have access to coaching to provide plan participants with 
medical information and coaching either by phone or in some cases online. The 
professional staff includes nurses, dieticians, and respiratory therapists, are available 
to answer questions and address concerns about your health. Medical plan 
Participants and their dependents who are 18 or older can contact a coach 24 hours 
a day, seven days a week.
Coaches work with people who live with chronic conditions, including asthma, 
diabetes, coronary artery disease, chronic obstructive pulmonary disease, and 
congestive heart failure. They also assist with medical decisions such as having 
surgery, quitting tobacco, and losing weight. All conversations with FutureMe 
coaches are confidential. You can connect with a health coach, find information 
about health topics and conditions, view decision aids, and access tools and 
resources to help make informed decisions about what treatment and care is right for 
you through the FutureMe portal or the NRECA Employee Benefits website on 
cooperative.com > My Benefits, or by calling 888.321.1521. 

The subsection titled “Diabetes Management Program” under “FutureMe coaches” 
has been updated to remove the following: 

Diabetes Management Program
Identified type 2 diabetics who are 18 or older may also receive an invitation to join 
the voluntary FutureMe Coaches Diabetes program. The FutureMe Coaches 
Diabetes program is a 12-month program that provides incentives for Participants to 
build healthier habits and better manage their diabetes. Personal health coaches 
(nurses and dieticians) provide support. Participants can participate in monthly step 
challenges and have access to a mobile app packed with health trackers and other 
resources. Contact the FutureMe Coaches Diabetes program at 888.321.1521 
between 9 am and 9 pm ET Monday through Friday. 

The subsection titled “Tobacco Cessation Program” under “FutureMe coaches” has 
been updated as follows: 

Studies show that tobacco users have a better chance of quitting when they 
participate in a counseling program. You and your covered dependents who are 18 
or older may access a tobacco cessation program through FutureMe coaches. The 
program is designed to help individuals stop using tobacco products, including 
cigarettes and smokeless tobacco, through phone counseling and mailed materials. 
Program Participants who may need nicotine replacement therapy (NRT) (e.g., 
patch, gum, lozenge) can purchase those items without a prescription.  Program 
Participants may also be referred to their provider to receive coverage for tobacco 
cessation prescription medications (e.g., Chantix, Zyban). Program Participants who 
chew tobacco are not eligible for prescription medications because tobacco cessation 
prescription drugs are not approved by the FDA for use with chewing tobacco. 
FutureMe coaches can be reached via phone at 888.321.1521.

The subsection titled “Weight Management Program” under “FutureMe coaches” has 
been updated as follows: 

FutureMe coaches also help Participants manage their weight. The program explains 
BMI and disease risk, helps Participants set weight-loss goals and track their health 
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behaviors, and teaches tips for managing portion sizes. Coaches can also help 
individuals start an exercise program. The program includes a review of goals and 
healthy eating plans, and regular phone calls with a coach. Participants can call 
888.321.1521 (24 hours a day, 7 days a week) to speak with a coach about weight 
management.

The section titled “Important: Release of Liability for the NRECA Well-being Program” 
has been renamed “Important: Release of Liability for FutureMe Program” and 
updated as follows:

By participating in the FutureMe Plan (Plan), you (and your dependents, if applicable) 
acknowledge that you are not aware of any physical, mental, or emotional disability 
or any medical condition that would preclude you from safely participating in the 
events, programs, or activities of the Plan. You and your health care provider are 
ultimately responsible for determining appropriate treatment and care and for 
deciding whether you are able to participate in these events, programs, or activities. 
You recognize that your participation in these events, programs, or activities may 
have certain benefits, but that the possibility also exists that you could sustain a 
serious permanent Injury or an Injury resulting in death, including, but not limited to, 
those caused by your own negligence or the negligence of others. By participating in 
the events, programs, or activities of the Plan, you (and your dependents, if 
applicable) hereby elect to assume those risks and acknowledge that your 
participation is voluntary.
In consideration for being allowed to participate in the Plan events, programs, and 
activities, you (and your dependents, if applicable) do hereby release, waive, 
indemnify/hold harmless, forever discharge, and covenant not to sue NRECA, the 
NRECA Group Benefits Program, and your Employer, together with their Directors, 
officers, agents, Employees, successors, and assigns from any and all liability for any 
and all claims, demands, actions, or causes of action relating to loss, damage, or 
destruction of personal property or to personal, bodily, emotional, or mental injuries, 
including death, sustained as a result of your participation in the events, programs, 
and activities of the Plan. This release of liability will be binding on your personal 
representatives, heirs, estate, next-of-kin, executors, and assigns. This release of 
liability will remain in effect so long as you (and your dependents, if applicable) 
participate in any events, programs or activities of the Plan. The foregoing does not 
impact your coverage (and your dependent’s coverage, if applicable) under this Plan 
or the NRECA dental, vision, disability and life, and accidental death and disability 
insurance Plans.

Chapter 11: Important Notifications and Disclosures

The section titled “Statement of ERISA Rights” has been updated adding a new 
subsection as follows:

Continue Group Health Plan Coverage
Continue health care coverage for yourself, spouse or dependents if there is a loss of 
coverage under the plan as a result of a qualifying event. You or your dependents 
may have to pay for such coverage. Review this summary plan description and the 
documents governing the plan on the rules governing your COBRA continuation 
coverage rights. 

Reduction or elimination of exclusionary periods of coverage for preexisting 
conditions under your group health plan, if you have creditable coverage from 
another plan. You should be provided a certificate of creditable coverage, free of 
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charge, from your group health plan or health insurance issuer when you lose 
coverage under the plan, when you become entitled to elect COBRA continuation 
coverage, when your COBRA continuation coverage ceases, if you request it before 
losing coverage, or if you request it up to 24 months after losing coverage. Without 
evidence of creditable coverage, you may be subject to a preexisting condition 
exclusion for 12 months (18 months for late enrollees) after your enrollment date in 
your coverage.

The subsection titled “Enforce Your Rights” under “Statement of ERISA Rights” has 
been updated as follows:

 Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a 
right to know why this was done, to obtain copies of documents relating to the 
decision without charge, and to appeal any denial, all within certain time schedules. 
Under ERISA, there are steps that you can take to enforce the above rights. For 
instance, if you request a copy of Plan documents or the latest annual report (Form 
5500), if any, from the Plan and do not receive them within 30 days, you may file suit 
in federal court. In such case, the court may require NRECA, as Plan Administrator, 
to provide the materials and pay you up to $171 a day, not to exceed $1,713 per 
request (2022 limit, as may be indexed annually) until you receive the materials, 
unless the materials were not sent because of reasons beyond the control of the Plan 
Administrator. If you have a claim for benefits that is denied or ignored in whole or in 
part, and if you have exhausted the claims procedures available to you under the 
Plan, you may file suit in a state or federal court.

Appendix A: Key Terms

The “Appendix A: Key Terms” has been updated as follows: 

Emergency Medical Condition
A medical condition, including a mental health condition or substance use disorder, 
that manifests itself by acute symptoms of sufficient severity (including severe pain) 
such that a prudent layperson who possesses an average knowledge of health and 
medicine could reasonably expect the absence of immediate medical attention to 
result in:

 A serious threat to the individual’s health; 
 Serious impairment to bodily functions; or
 Serious dysfunction of any bodily organ or part.

Emergency Services
Emergency services include both the following:

 Initial services. A medical screening examination within the capability of a 
Hospital emergency department or freestanding independent emergency 
department, including ancillary services routinely available in the emergency 
department, to determine whether an “Emergency Medical Condition” exists.

 Post-stabilization services. Additional services covered under the Plan that are 
furnished by a nonparticipating provider or nonparticipating emergency facility 
after a participant or dependent is stabilized and as part of outpatient observation 
or an inpatient or outpatient stay with respect to the visit in which the initial 
services were provided.
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Qualifying Payment Amount (QPA)
The median contracted amount calculated in accordance with the methodology 
established in the No Surprises Act and its implementing regulations and other 
regulatory guidance, as may be amended and updated from time to time. 

Appendix C: Performance Drug List-Standard Control

These prescription drugs were added to the Performance Drug list and are now 
considered Preferred: 

 ADBRY
 AIMOVIG
 AKLIEF
 ALPROLIX
 amphetamine-dextroamphetamine mixed

salts er
 GAVERTO
 ILARIS
 ILUMYA
 INLYTA
 LENVIMA

 ARAZLO
 CIBINQO
 DAYVIGO
 DOPTELET
 ENDARI
 FENSOLVI
 QULIPTA
 RETEVMO
 RHOFADE
 RYTARY
 SIKLOS

 MENOPUR  TEZSPIRE
 mesalamine delayed release 800 mg  TWYNEO
 methylphenidate er
 NEXAVAR

 WINLEVI
 XYNTHA
 ZYDELIG

These prescription drugs were removed from the Performance Drug Listing and were 
added to the Medical Plan’s list of non-preferred brand name prescription drugs (Tier 
3):

 NARCAN  VELCADE

Appendix D: Medications Requiring Prior Authorization for Medical Necessity 

These prescription drugs were added:
 ALTIMA
 ADDERALL XR
 ARCALYST
 ARNUITY ELLIPTA
 ASACOL HD
 BENEFIX
 CONCERTA
 diclofenac 25 mg capsule
 diclofenac sol 2% pump
 ESBRIET
 FIRAZYR
 FLOVENT DISKUS
 IXINITY

 MULTAQ
 NEXTERONE
 NITYR
 NUCALA
 NUCYNTA
 NUCYNTA ER
 QVAR REDIHALER
 RIXUBIS
 SUBSYS
 SUTENT
 TOVIAZ
 VOTRIENT
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The following drug was removed from the list: 
 MULPLETA

All prescription drug lists that make up the Plan’s formulary are subject to change from time to 
time by CVS Caremark.  

The January 1, 2023, drug lists are attached to the end of this SMM. The full lists are also 
on cooperative.com > My Benefits > My Insurance > Prescription Drug > Checking 
Coverage. If you are unable to access this website, call NRECA’s Member Contact Center 
(MCC) for a copy of the list.

No further changes have been made to your Plan’s SPD. 

All other rules, provisions, definitions and benefit amounts of the Plan SPD remain the same. 
If the terms of this SMM and the SPD conflict with any terms of the governing Plan 
document, then the terms of the governing Plan document will control in all cases.

Plan Sponsor: National Rural Electric Cooperative Association 
4301 Wilson Boulevard, Arlington, VA 22203-1860

Plan Sponsor’s Employer Identification Number: 53-0116145 
Plan Number: 501
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Appendix C: Performance Drug List – Standard Control
Your benefit plan includes a prescription benefit administered by CVS Caremark. The 
plan covers different types of prescription drugs—generics, brand drugs, preventive and 
specialty—at different benefit levels. The Performance Drug List below is a guide for 
participants and health care providers. It is not an all-inclusive list. Preferred band-name 
medicines are listed to help identify products that are clinically appropriate and cost-
effective.

Generics should be considered the first line of prescribing. If there is no generic 
available, there may be more than one brand-name medicine to treat a condition. The 
preferred brand-name medicines are listed to help identify products that are clinically 
appropriate and cost-effective. Generics listed in therapeutic categories are for 
representational purposes only. This is not an all-inclusive list. 

Within this list, brand products are in CAPS, branded generics are in UPPER and 
lowercase Italics, and generic products are in lowercase italics. For specific information 
regarding your prescription drug benefit coverage, Copayments1 and Coinsurance1, see 
Chapter 2 and Chapter 6 of this Summary Plan Description. 

Access the most recent Performance Drug List on cooperative.com at My Benefits > 
Education & Resources > Insurance Plan Documents (check Prescription Drugs 
under the Filter dropdown). If you are unable to access this website, call NRECA’s 
Member Contact Center (MCC) for a copy of the list.

January 2023
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Appendix D: Medications Requiring Prior Authorization for 
Medical Necessity

Below is a list of medicines by drug class that will not be covered without a Prior 
Authorization for medical necessity. If you continue using one of these drugs without prior 
approval for medical necessity, you may be required to pay the full cost. 
If you are currently using one of the drugs requiring Prior Authorization for medical necessity, 
ask your doctor to choose one of the generic or brand Formulary options listed below. 
Within this list, brand products are in CAPS, branded generics are in UPPER and lowercase 
Italics, and generic products are in lowercase italics. 
Access the most recent Medications Requiring Prior Authorization for Medical 
Necessity List on cooperative.com at My Benefits > Education & Resources > 
Insurance Plan Documents (check Prescription Drugs under the Filter dropdown). If 
you are unable to access this website, call NRECA’s Member Contact Center (MCC) for a 
copy of the list.

January 2023
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