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Home Office: Bloomfield, Connecticut 

Mailing Address: Hartford, Connecticut 06152 

 

CIGNA HEALTH AND LIFE INSURANCE COMPANY, a Cigna company (hereinafter 

called Cigna) 

 

CERTIFICATE RIDER 

No. CR7SIASO8-1 

 

Policyholder:          City of Fort Lauderdale 

 

Rider Eligibility:      Each Employee as reported to the insurance company by your Employer 

 

Policy No. or Nos.  3335139-HDHPF, HDHE1, HDHPR 

 

EFFECTIVE DATE: January 1, 2016 

 

You will become insured on the date you become eligible if you are in Active Service on that date or if you are 

not in Active Service on that date due to your health status. If you are not insured for the benefits described in 

your certificate on that date, the effective date of this certificate rider will be the date you become insured. 

 

This certificate rider forms a part of the certificate issued to you by Cigna describing the benefits provided under 

the policy(ies) specified above. 
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The page in your certificate coded HC-SPP2 V1 is replaced by the page coded HC-SPP2 V1M. 

The page in your certificate coded HC-COV15 V2 is replaced by the page coded HC-COV15 V2M. 

The page in your certificate coded HC-FED71 is replaced by the page coded HC-FED71M. 

The section entitled “Employer’s Notification Requirements” in the page in your certificate coded HC-FED66 is replaced by 

the section entitled  “Employer’s Notification Requirements” in the page coded HC-FED66M. 

THE SCHEDULE —Prescription Drug Benefits— section in your certificate is changed to read as attached. 

The page in your certificate coded HC-PHR1V2 is replaced by the page coded HC-PHR1V7 attached to this certificate rider. 

The definitions in your certificate entitled "Dependent" and “Domestic Partner” are replaced by the definitions attached to this 

certificate rider. 

The following definition is being added to your certificate: Specialty Medication. 
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Special Plan Provisions 

Case Management 

Case Management is a service provided through a Review 

Organization, which assists individuals with treatment needs 

that extend beyond the acute care setting. The goal of Case 

Management is to ensure that patients receive appropriate care 

in the most effective setting possible whether at home, as an 

outpatient, or an inpatient in a Hospital or specialized facility. 

Should the need for Case Management arise, a Case 

Management professional will work closely with the patient, 

his or her family and the attending Physician to determine 

appropriate treatment options which will best meet the 

patient's needs and keep costs manageable. The Case Manager 

will help coordinate the treatment program and arrange for 

necessary resources. Case Managers are also available to 

answer questions and provide ongoing support for the family 

in times of medical crisis. 

Case Managers are Registered Nurses (RNs) and other 

credentialed health care professionals, each trained in a 

clinical specialty area such as trauma, high risk pregnancy and 

neonates, oncology, mental health, rehabilitation or general 

medicine and surgery. A Case Manager trained in the 

appropriate clinical specialty area will be assigned to you or 

your dependent. In addition, Case Managers are supported by 

a panel of Physician advisors who offer guidance on up-to-

date treatment programs and medical technology. While the 

Case Manager recommends alternate treatment programs and 

helps coordinate needed resources, the patient's attending 

Physician remains responsible for the actual medical care. 

 You, your dependent or an attending Physician can request 

Case Management services by calling the toll-free number 

shown on your ID card during normal business hours, 

Monday through Friday. In addition, a claim office or a 

utilization review program (see the PAC/CSR section of 

your certificate) may refer an individual for Case 

Management. 

 The Review Organization assesses each case to determine 

whether Case Management is appropriate. 

 You or your Dependent is contacted by an assigned Case 

Manager who explains in detail how the program works. 

Participation in the program is voluntary - no penalty or 

benefit reduction is imposed if you do not wish to 

participate in Case Management. 

 Following an initial assessment, the Case Manager works 

with you, your family and Physician to determine the needs 

of the patient and to identify what alternate treatment 

programs are available (for example, in-home medical care 

in lieu of an extended Hospital convalescence). You are not 

penalized if the alternate treatment program is not followed. 

 The Case Manager arranges for alternate treatment services 

and supplies, as needed (for example, nursing services or a 

Hospital bed and other Durable Medical Equipment for the 

home). 

 The Case Manager also acts as a liaison between the insurer, 

the patient, his or her family and Physician as needed (for 

example, by helping you to understand a complex medical 

diagnosis or treatment plan). 

 Once the alternate treatment program is in place, the Case 

Manager continues to manage the case to ensure the 

treatment program remains appropriate to the patient's 

needs. 

While participation in Case Management is strictly voluntary, 

Case Management professionals can offer quality, cost-

effective treatment alternatives, as well as provide assistance 

in obtaining needed medical resources and ongoing family 

support in a time of need. 

 

HC-SPP2 04-10 

 V1 M 

 

Open Access Plus Medical Benefits 

Covered Expenses 

Transplant Services 

 charges made for human organ and tissue Transplant 

services which include solid organ and bone marrow/stem 

cell procedures at designated facilities throughout the 

United States or its territories. This coverage is subject to 

the following conditions and limitations. 

Transplant services include the recipient’s medical, surgical 

and Hospital services; inpatient immunosuppressive 

medications; and costs for organ or bone marrow/stem cell 

procurement. Transplant services are covered only if they are 

required to perform any of the following human to human 

organ or tissue transplants: allogeneic bone marrow/stem cell, 

autologous bone marrow/stem cell, cornea, heart, heart/lung, 

kidney, kidney/pancreas, liver, lung, pancreas or intestine 

which includes small bowel-liver or multi-visceral. 

All Transplant services, other than cornea, are covered at 

100% when received at Cigna LIFESOURCE Transplant 

Network® facilities. Cornea transplants are not covered at 

Cigna LIFESOURCE Transplant Network® facilities. 

Transplant services, including cornea, received at participating 

facilities specifically contracted with Cigna for those 

Transplant services, other than Cigna LIFESOURCE 
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Transplant Network® facilities, are payable at the In-Network 

level. Transplant services received at any other facilities, 

including Non-Participating Providers and Participating 

Providers not specifically contracted with Cigna for 

Transplant services, are not covered. 

Coverage for organ procurement costs are limited to costs 

directly related to the procurement of an organ, from a cadaver 

or a live donor. Organ procurement costs shall consist of 

surgery necessary for organ removal, organ transportation and 

the transportation, hospitalization and surgery of a live donor. 

Compatibility testing undertaken prior to procurement is 

covered if Medically Necessary. Costs related to the search 

for, and identification of a bone marrow or stem cell donor for 

an allogeneic transplant are also covered. 

Transplant Travel Services 

Charges made for reasonable travel expenses incurred by you 

in connection with a preapproved organ/tissue transplant are 

covered subject to the following conditions and limitations. 

Transplant travel benefits are not available for cornea 

transplants. Benefits for transportation, lodging and food are 

available to you only if you are the recipient of a preapproved 

organ/tissue transplant from a designated Cigna 

LIFESOURCE Transplant Network
®
 facility. The term 

recipient is defined to include a person receiving authorized 

transplant related services during any of the following: 

evaluation, candidacy, transplant event, or post-transplant 

care. Travel expenses for the person receiving the transplant 

will include charges for: transportation to and from the 

transplant site (including charges for a rental car used during a 

period of care at the transplant facility); lodging while at, or 

traveling to and from the transplant site; and food while at, or 

traveling to and from the transplant site. 

In addition to your coverage for the charges associated with 

the items above, such charges will also be considered covered 

travel expenses for one companion to accompany you. The 

term companion includes your spouse, your domestic partner, 

a member of your family, your legal guardian, or any person 

not related to you, but actively involved as your caregiver. The 

following are specifically excluded travel expenses: travel 

costs incurred due to travel within 60 miles of your home; 

laundry bills; telephone bills; alcohol or tobacco products; and 

charges for transportation that exceed coach class rates. 

These benefits are only available when the covered person is 

the recipient of an organ transplant. No benefits are available 

when the covered person is a donor. 
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Special Enrollment Rights Under the Health 

Insurance Portability & Accountability Act 

(HIPAA) 

If you or your eligible Dependent(s) experience a special 

enrollment event as described below, you or your eligible 

Dependent(s) may be entitled to enroll in the Plan outside of a 

designated enrollment period upon the occurrence of one of 

the special enrollment events listed below. If you are already 

enrolled in the Plan, you may request enrollment for you and 

your eligible Dependent(s) under a different option offered by 

the Employer for which you are currently eligible. If you are 

not already enrolled in the Plan, you must request special 

enrollment for yourself in addition to your eligible 

Dependent(s). You and all of your eligible Dependent(s) must 

be covered under the same option. The special enrollment 

events include: 

 Acquiring a new Dependent. If you acquire a new 

Dependent(s) through marriage, birth, adoption or 

placement for adoption, you may request special enrollment 

for any of the following combinations of individuals if not 

already enrolled in the Plan: Employee only; spouse only; 

Employee and spouse; Dependent child(ren) only; 

Employee and Dependent child(ren); Employee, spouse and 

Dependent child(ren). Enrollment of Dependent children is 

limited to the newborn or adopted children or children who 

became Dependent children of the Employee due to 

marriage.  

 Loss of eligibility for State Medicaid or Children’s 

Health Insurance Program (CHIP). If you and/or your 

Dependent(s) were covered under a state Medicaid or CHIP 

plan and the coverage is terminated due to a loss of 

eligibility, you may request special enrollment for yourself 

and any affected Dependent(s) who are not already enrolled 

in the Plan. You must request enrollment within 60 days 

after termination of Medicaid or CHIP coverage. 

 Loss of eligibility for other coverage (excluding 

continuation coverage). If coverage was declined under 

this Plan due to coverage under another plan, and eligibility 

for the other coverage is lost, you and all of your eligible 

Dependent(s) may request special enrollment in this Plan. If 

required by the Plan, when enrollment in this Plan was 

previously declined, it must have been declined in writing 

with a statement that the reason for declining enrollment 

was due to other health coverage. This provision applies to 

loss of eligibility as a result of any of the following: 

 divorce or legal separation; 

 cessation of Dependent status (such as reaching the 

limiting age); 

 death of the Employee; 

 termination of employment; 

 reduction in work hours to below the minimum required 

for eligibility; 

 you or your Dependent(s) no longer reside, live or work 

in the other plan’s network service area and no other 

coverage is available under the other plan; 

 you or your Dependent(s) incur a claim which meets or 

exceeds the lifetime maximum limit that is applicable to 

all benefits offered under the other plan; or 

 the other plan no longer offers any benefits to a class of 

similarly situated individuals. 

 Termination of employer contributions (excluding 

continuation coverage). If a current or former employer 

ceases all contributions toward the Employee’s or 

Dependent’s other coverage, special enrollment may be 

requested in this Plan for you and all of your eligible 

Dependent(s). 

 Exhaustion of COBRA or other continuation coverage. 
Special enrollment may be requested in this Plan for you 

and all of your eligible Dependent(s) upon exhaustion of 

COBRA or other continuation coverage. If you or your 

Dependent(s) elect COBRA or other continuation coverage 

following loss of coverage under another plan, the COBRA 

or other continuation coverage must be exhausted before 

any special enrollment rights exist under this Plan. An 

individual is considered to have exhausted COBRA or other 

continuation coverage only if such coverage ceases: due to 

failure of the employer or other responsible entity to remit 

premiums on a timely basis; when the person no longer 

resides or works in the other plan’s service area and there is 

no other COBRA or continuation coverage available under 

the plan; or when the individual incurs a claim that would 

meet or exceed a lifetime maximum limit on all benefits and 

there is no other COBRA or other continuation coverage 

available to the individual. This does not include 

termination of an employer’s limited period of contributions 

toward COBRA or other continuation coverage as provided 

under any severance or other agreement. 

 Eligibility for Premium Assistance under State Medicaid 

or Children’s Health Insurance Program (CHIP). If you 

and/or your Dependent(s) become eligible for assistance 

with group health plan premium payments under a state 

Medicaid or CHIP plan, you may request special enrollment 

for yourself and any affected Dependent(s) who are not 

already enrolled in the Plan. You must request enrollment 

within 60 days after the date you are determined to be 

eligible for assistance. 

Except as stated above, special enrollment must be 

requested within 30 days after the occurrence of the 

special enrollment event. If the special enrollment 

event is the birth or adoption of a Dependent child, 

coverage will be effective immediately on the date of 
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birth, adoption or placement for adoption. Coverage with 

regard to any other special enrollment event will be 

effective on the first day of the calendar month following 

receipt of the request for special enrollment. 

Domestic Partners and their children are not eligible for 

special enrollment on a pre-tax basis. 
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COBRA Continuation Rights Under Federal 

Law 

For You and Your Dependents 

Employer’s Notification Requirements 

Your former Employer or contracted COBRA third party 

administrator is required to provide you and/or your 

Dependents with the following notices: 

 An initial notification of COBRA continuation rights must 

be provided within 90 days after your (or your spouse’s) 

coverage under the Plan begins (or the Plan first becomes 

subject to COBRA continuation requirements, if later). If 

you and/or your Dependents experience a qualifying event 

before the end of that 90-day period, the initial notice must 

be provided within the time frame required for the COBRA 

continuation coverage election notice as explained below. 

 A COBRA continuation coverage election notice must be 

provided to you and/or your Dependents within the 

following timeframes: 

 if the Plan provides that COBRA continuation coverage 

and the period within which an Employer must notify the 

Plan Administrator of a qualifying event starts upon the 

loss of coverage, 44 days after loss of coverage under the 

Plan; 

 if the Plan provides that COBRA continuation coverage 

and the period within which an Employer must notify the 

Plan Administrator of a qualifying event starts upon the 

occurrence of a qualifying event, 44 days after the 

qualifying event occurs; or 

 in the case of a multi-employer plan, no later than 14 days 

after the end of the period in which Employers must 

provide notice of a qualifying event to the Plan 

Administrator. 
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Prescription Drug Benefits 

The Schedule 

For You and Your Dependents 
 

This plan provides Prescription Drug benefits for Prescription Drugs and Related Supplies provided by Pharmacies as 

shown in this Schedule. To receive Prescription Drug Benefits, you and your Dependents may be required to pay a portion 

of the Covered Expenses for Prescription Drugs and Related Supplies. That portion includes any applicable Copayment, 

Deductible and/or Coinsurance. 
 

Coinsurance 

The term Coinsurance means the percentage of Charges for covered Prescription Drugs and Related Supplies that you or 

your Dependent are required to pay under this plan.  

Charges 

The term Charges means the amount charged by the Insurance Company to the plan when the Pharmacy is a Participating 

Pharmacy.  
 

BENEFIT HIGHLIGHTS 
PARTICIPATING  

PHARMACY 
 

Non-PARTICIPATING 

PHARMACY 

Lifetime Maximum 
 

Refer to the Medical Benefits 

Schedule 
 

Refer to the Medical Benefits 

Schedule 
 

Calendar Year Deductible 
 

  

Individual 
 

Refer to the Medical Benefits 

Schedule 
 

Refer to the Medical Benefits 

Schedule 
 

Family 
 

Refer to the Medical Benefits 

Schedule 
 

Refer to the Medical Benefits 

Schedule 
 

Out-of-Pocket Maximum 
 

  

Individual 
 

Refer to the Medical Benefits 

Schedule 
 

Refer to the Medical Benefits 

Schedule 
 

Family 
 

Refer to the Medical Benefits 

Schedule 
 

Refer to the Medical Benefits 

Schedule 
 

Preventive Medications 
Generic prescription medications used to prevent any of the following medical conditions are not subject to the 
Deductible: 

 hypertension, high cholesterol, diabetes, asthma, osteoporosis, stroke, prenatal nutrient deficiency 
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BENEFIT HIGHLIGHTS 
PARTICIPATING  

PHARMACY 
 

Non-PARTICIPATING 

PHARMACY 

Retail Prescription Drugs **  The amount you pay for each 30-

day supply  

The amount you pay for each 30-

day supply  

Medications required as part of preventive care services (detailed information is available at www.healthcare.gov) are 

covered at 100% with no copayment or deductible. 
 

Tier 1 
 

  

Generic* Preventive drugs on the 
Prescription Drug List   

No charge  

 

In-network coverage only  

Generic* Non-Preventive drugs on 
the Prescription Drug List   

30% after plan deductible  

 

In-network coverage only  

Tier 2  
  

Brand-Name* drugs designated as 
preferred on the Prescription Drug 
List with no Generic equivalent    

40% after plan deductible  

 

In-network coverage only  

Tier 3  
  

Brand-Name* drugs with a Generic 
equivalent and drugs designated as 
non-preferred on the Prescription 
Drug List    

60% after plan deductible  

 

In-network coverage only  

* Designated as per generally-accepted industry sources and adopted by the Insurance Company  

** You pay 100% of Cigna's discounted cost after the first fill of Specialty Medication.  

Home Delivery Prescription Drugs  The amount you pay for each 90-

day supply  

The amount you pay for each 90-

day supply  

Medications required as part of preventive care services (detailed information is available at www.healthcare.gov) are 

covered at 100% with no copayment or deductible. 
 

Tier 1 
 

  

Generic* Preventive drugs on the 
Prescription Drug List 

    No charge In-network coverage only  

Generic* Non-Preventive drugs on 
the Prescription Drug List   

30% after plan deductible  

 

In-network coverage only  

Tier 2   
 

Brand-Name* drugs designated as 
preferred on the Prescription Drug 
List with no Generic equivalent    

40% after plan deductible  In-network coverage only 
 

Tier 3   
 

Brand-Name* drugs with a Generic 
equivalent and drugs designated as 
non-preferred on the Prescription 
Drug List  

60% after plan deductible  In-network coverage only 
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BENEFIT HIGHLIGHTS 
PARTICIPATING  

PHARMACY 
 

Non-PARTICIPATING 

PHARMACY 

* Designated as per generally-accepted industry sources and adopted by the Insurance Company  
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Prescription Drug Benefits 

For You and Your Dependents 

Covered Expenses 

If you or any one of your Dependents, while insured for 

Prescription Drug Benefits, incurs expenses for charges made 

by a Pharmacy, for Medically Necessary Prescription Drugs or 

Related Supplies ordered by a Physician, Cigna will provide 

coverage for those expenses as shown in The Schedule. 

Coverage also includes Medically Necessary Prescription 

Drugs and Related Supplies dispensed for a prescription 

issued to you or your Dependents by a licensed dentist for the 

prevention of infection or pain in conjunction with a dental 

procedure. 

When you or a Dependent is issued a prescription for 

Medically Necessary Prescription Drugs or Related Supplies 

as part of the rendering of Emergency Services and that 

prescription cannot reasonably be filled by a Participating 

Pharmacy, the prescription will be covered by Cigna, as if 

filled by a Participating Pharmacy. 

Limitations 

Each Prescription Order or refill shall be limited as follows: 

 up to a consecutive 30-day supply, excluding Specialty 

Medications, at a retail Participating Pharmacy, unless 

limited by the drug manufacturer's packaging; or 

 up to a consecutive 90-day supply at a home delivery 

Participating Pharmacy, unless limited by the drug 

manufacturer’s packaging; or 

 to one fill of Specialty Medication at a retail Participating 

Pharmacy. If you exceed the one fill allowed at a retail 

Participating Pharmacy, you will be required to pay 100% 

of Cigna's discounted cost; or 

 to a dosage and/or dispensing limit as determined by the 

P&T Committee. 
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Definitions 

Dependent 

Dependents are: 

 your lawful spouse; or 

 your Domestic Partner; and 

 any child of yours who is: 

 less than 26 years old. 

 from the end of the calendar year in which the child 

reaches age 26 or until the end of the calendar year in 

which the child reaches the age of 30, provided the child 

is unmarried and does not have a dependent of their own, 

is a Florida state resident or a full-time or part-time 

student, and is not covered under a plan of their own or 

entitled to benefits under Title XVIII of the Social 

Security Act. CIGNA may require such proof at least 

once each year until the end of the calendar year in which 

he attains age 30; 

 26 or more years old, unmarried, and primarily supported 

by you and incapable of self-sustaining employment by 

reason of mental or physical disability which arose while 

the child was covered as a Dependent under this Plan, or 

while covered as a dependent under a prior plan with no 

break in coverage. 

Proof of the child's condition and dependence must be 

submitted to Cigna within 31 days after the date the child 

ceases to qualify above. From time to time, but not more 

frequently than once a year, Cigna may require proof of 

the continuation of such condition and dependence. 

A child includes a legally adopted child, including that child 

from the date of placement in the home or from birth provided 

that a written agreement to adopt such child has been entered 

into prior to the birth of such child. Coverage for a legally 

adopted child will include the necessary care and treatment of 

an Injury or a Sickness existing prior to the date of placement 

or adoption. A child also includes a foster child or a child 

placed in your custody by a court order from the date of 

placement in the home. Coverage is not required if the adopted 

or foster child is ultimately not placed in your home. It also 

includes: 

• a stepchild or a child for whom you are the legal guardian; 

• a child born to an insured Dependent child of yours until 

such child is 18 months old; 

If your Domestic Partner has a child, that child will also be 

included as a Dependent.   

Benefits for a Dependent child or student will continue until 

the last day of the calendar year in which the limiting age is 

reached.  

Anyone who is eligible as an Employee can be included as a 

dependent of another employee. 

No one may be considered as a Dependent of more than one 

Employee. 
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Domestic Partner 

A Domestic Partner is defined as a person of the same or 

opposite sex who: 

 shares your permanent residence; 

 is no less than 18 years of age; 

 is financially interdependent with you and has proven such 

interdependence by providing evidence of one of the 

following:  

 The parties to the domestic partnership share a residence 

as evidenced by the same residential address on a valid 

driver license or state identification card; or joint 

ownership of Florida homestead property as joint tenants 

with right of survivorship with both owners having been 

granted a homestead exemption on the property; or joint 

ownership of Florida homestead property as tenants in 

common with both owners having been granted a 

homestead exemption on that property; or a lease showing 

the domestic partner as co-lessee residents of residential 

real property; and 

 is not eligible for marriage to each other as provided in 

Section 741.21, Florida Statutes, as may be amended and 

revised; and 

 has signed jointly with you, a notarized affidavit attesting 

to the above which can be made available to your 

employer upon request. 

In addition, you and your Domestic Partner will be considered 

to have met the terms of this definition as long as neither you 

nor your Domestic Partner:  

 has not previously during the calendar year included more 

than one other domestic partner as a domestic partner under 

the plan; 

 is a party to a marriage recognized by Florida law; or 

 has any other Domestic Partner, spouse or spouse equivalent 

of the same or opposite sex. 
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You and your Domestic Partner must have registered as 

Domestic Partners, if you reside in a state that provides for 

such registration. 

The section of this certificate entitled "COBRA Continuation 

Rights Under Federal Law" will not apply to your Domestic 

Partner and his or her Dependents on a pre-tax basis. 
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Specialty Medication  
The term Specialty Medication means high cost medications 

which are used to treat rare and chronic conditions which 

include, but are not limited to, multiple sclerosis, hepatitis C 

or rheumatoid arthritis. 
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