
 

CH01/ 25968504.3    

 

 

 

WINONA HEALTH 
 

HEALTH CARE 

REIMBURSEMENT PLAN 
 

SUMMARY PLAN DESCRIPTION 
 

 
This Summary Plan Description (“SPD”) contains information about the Health Care 
Reimbursement Plan (“Plan”), which is offered under the Winona Health Flexible Benefits Plan 

sponsored by Winona Health (“Flexible Benefits Plan”).  This SPD describes the Plan in effect 
as of October 1, 2011. 

 
The Plan is a “flexible spending account” that allows you to pay for eligible out-of-pocket health 
care expenses (such as co-pays, deductibles and co-insurance) with pre-tax dollars.  The Plan 

provides tax savings because you are not taxed on the money used to pay for such expenses.   
 

This SPD is intended to give you an easily understood explanation of the major features of the 
Plan.  You must understand the operation of the Plan and the consequences of your election 
amounts before deciding to participate.  Please refer to the sections below to help you with that 

responsibility.  Remember, if you elect to make contributions to the Plan for a plan year and 
cannot use the amounts you have elected on eligible expenses during the plan year, the money 

cannot be returned to you.  This is referred to as “use it or lose it.”  It is important that you think 
about the eligible medical expenses you expect to incur during the upcoming plan year and elect 
a contribution amount that will not exceed your eligible expenses.   

 
The benefits referred to in this SPD are those in effect as of the date below for eligible 

employees of Winona Health.  This SPD summarizes the benefits and important provisions of 
the Plan.  If there is a conflict between a statement in this SPD and in the Flexible Benefits Plan, 
the terms of the Flexible Benefits Plan will control. 

 
October 1, 2011 
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IN GENERAL 

Each employee who satisfies the Health Care Reimbursement Plan's eligibility requirements is 

eligible to enroll as a participant by signing an enrollment agreement. 

On the enrollment agreement, the participant will select an amount of his or her earnings that 

will be credited as health care savings to his or her Health Care Reimbursement Account 
(“Account”) instead of being paid to the participant.   

Payment from the Account to reimburse the participant for eligible health care expenses will be 

made as soon as practicable after claims are presented to the Claims Administrator.  The Plan is 
administered by Winona Health or its delegate, which contracts with the Claims Administrator to 

manage the Plan.   

As you can see, three major areas are important to your rights under the Plan: participation, 

health care savings, and payment.  These three areas are further explained in the first three parts 

of this SPD.  Other features of the Plan are described in the remaining parts of the SPD.  If you 
have any questions about this summary or your rights under the Plan, you should consult the 

Human Resources Department. 
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PART 1.  PARTICIPATION 

To become a participant in the Plan you must be employed by Winona Health in recognized 

employment.  Recognized employment means all employment with Winona Health of at least 18 
hours per week except as an employee under a collective bargaining agreement with a labor 

union unless that agreement expressly provides for the employee's coverage and except as a 
casual "on call" or temporary employee. 

You will be eligible to become a participant on the first day of recognized employment.  A new 

employee must enroll no later than 30 days after his or her first day of employment.  If you do 
not enroll as a participant when you are first eligible to do so, you may enroll on any subsequent 

October 1 if you are still eligible, or on the applicable date if you incur an eligible change in 
status. 

PART 2.  HEALTH CARE SAVINGS 

 
Section 2.1.  Initial Enrollment 

When you enroll as a participant, you agree to have a certain amount withheld from your pay 
during the plan year, which runs from each October 1 through the following September 30.  The 
amount withheld from your pay will be credited to your Account by Winona Health.  Your 

Account is a separate unfunded bookkeeping account.   

These amounts are before-tax dollars.  This means that the amount deducted from your earnings 

is not included in your federal taxable income or subject to FICA (social security) taxation.  The 
benefits paid from your account also are excluded from federal taxable income and FICA 
taxation.  Most states also exclude the amounts from income under their income tax laws.  There 

are circumstances, however, when these intended tax results may not be realized.  (See Section 
7.8 of this SPD). 

If you are enrolling to participate as a new employee, you must sign an enrollment agreement, to 
be effective as of your first day of employment.  The enrollment agreement specifies the portion 
of your earnings that is to be withheld from your pay.  You may contribute up to $5,000 to your 

Health Care Reimbursement Account each plan year ($2,500 beginning with the 2013 plan year).  
The plan year begins on each October 1 and ends on the following September 30.  It is important 

that you estimate your health care expenses carefully because you forfeit any contributions that 
you don’t claim for reimbursement of eligible expenses incurred during the plan year.  

Section 2.2.  Annual Enrollment 

Your enrollment agreement terminates automatically at the end of each plan year (that is, on 
September 30).  To continue as a participant, you must complete a new enrollment agreement for 
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the next plan year prior to the first day of the plan year in accordance with procedures set up by 
the Plan Administrator.  The new enrollment agreement is effective as of the next October 1. 

Section 2.3.  Change of Enrollment 

Change in Status 

You may make a change to your Health Care Reimbursement Plan election when certain change 
in status events occur, but only if the change is consistent with the event.  The coverage change 
must be on account of and correspond to a change in status event that affects your or your 

dependent’s eligibility for coverage under the Health Care Reimbursement Plan or similar 
benefits under another employer’s plan, including a change in status that results in an increase or 

decrease in the number of your dependents who may benefit from coverage. 
 
You may revoke your election and make a new election on a date other than October 1 if the 

election change is on account of and consistent with a change in status.  The following are 
change in status events: 

 

 Number of dependents—you gain or lose a dependent (birth, adoption, placement for 

adoption, death);  

 Marital or partnership status—your marital status changes (marriage, divorce, annulment, 
death of a spouse);  

 Employment status—change in employment status with respect to you, your spouse or a 
dependent, including: termination or commencement of employment, a strike or lockout, 

commencement of or return from an unpaid leave of absence, and a change in worksite or 
other change in employment that affects eligibility under a health plan; and 

 Dependent satisfies or ceases to satisfy eligibility requirements—your child becomes 
eligible or ceases to be eligible on account of age, or any similar circumstance, in this 

plan or under another plan. 
 

Example 1: Jane becomes a participant in the Health Care Reimbursement Plan 

on October 1, 2012.  On May 15, 2013, Jane has a second child.  Due to the 
birth of the child, Jane may revoke her prior enrollment agreement and  

increase the portion of her earnings credited to her account.  Note: Jane cannot 
terminate or reduce her participation in the Health Care Reimbursement Plan 
because such a change would not be consistent with the change in status (i.e., 

the birth of her second child). 

Example 2: In the middle of the year, Tom discovers that his medical expenses 

for the year will be significantly less than he anticipated when he made his 
enrollment before the beginning of the year.  He cannot revoke the existing 
enrollment or make a new enrollment because the decrease in anticipated 

expenses is not a change in status. 

If you are signing a new enrollment agreement because of a change in status, you must complete 

the new enrollment agreement and deliver it to the Human Resources Department within 30 days 
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after the occurrence of the change in status.  The new enrollment agreement will be effective as 
of the first day of either the current or following pay period (i.e., the earliest for which it is 

administratively feasible to apply the election change) following the later of the date the election 
change is submitted or the date the triggering event occurs.  If the event is the birth or adoption 

of a child (including placement of a child for adoption), however, the election change will take 
effect on the date of the birth or adoption (or placement for adoption).  

Example 3: On October 1, 2012, Toni was eligible to enroll in the Health Care 

Reimbursement Plan but she did not enroll.  On April 15, 2013, she adopted a 
child.  This is a change in status.  If she enrolls within 30 days of that change 

(or her return to employment), she may enroll as of April 15, 2013.  If she does 
not enroll within 30 days, she cannot enroll until October 1, 2013. 

Qualified Medical Child Support Orders 

Federal law requires group health plans to honor Qualified Medical Child Support Orders 
(QMCSOs). In general, QMCSOs are orders from a state court or state administrative agency 

requiring a partner to provide medical support to a child, for example, in cases of legal separation 
or divorce. 

Section 2.4.  Enrollment Agreements 

The Human Resources Department will provide forms for enrolling in the Health Care 
Reimbursement Plan and changing your enrollment, which may, in the Plan Administrator’s sole 

discretion, include an electronic enrollment process.   

Section 2.5.  Termination of Coverage 

Your coverage shall automatically terminate on the earliest of the following dates: 

 the day you terminate employment, 

 the day your employment classification changes to an ineligible position, 

 the day you elect to be terminated from the Plan in accordance with the Plan provisions, 

 the first day of the payroll period in which you cease making required contributions, 

 the day you die, 

 the effective date of a Plan amendment that eliminates your coverage, or 

 the date of termination of the Plan. 

 
If you are rehired or become eligible within 30 days of your date of termination of coverage, 
within the same plan year and without any other intervening event that would permit a mid-year 

change in election, you will automatically be reinstated for the same elections that were in effect 
before your coverage terminated.  If you are rehired more than 30 days after your date of 

termination, you may make new benefit elections as if you were a new hire.   
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PART 3.  PAYMENT 

 

Section 3.1.  Payment of Expenses 

You may receive reimbursement for qualifying health care expenses by filing a Reimbursement 

Request form with the Claims Administrator at www.cernerhealth.com or: 

Mail: 

Cerner HealthPlan Services 

P.O. Box 12338 
Kansas City, MO 64116-0338 

(877) 765-1033 

Fax: 

(816) 571-6994 

The reimbursement request must include a copy of the provider's statement as proof of the 
amount of the health care expense and the date on which it was incurred.  The reimbursement 

request also must include the provider's name and address.  The request must also include a 
written statement from you that the expense has not been reimbursed and is not reimbursable 
under any other plan, policy or arrangement.  The allowable amount of your claim will be paid to 

you as soon as practicable after the claim is presented to the Claims Administrator.   

The amount credited to your account during a plan year may only be used to pay claims incurred 

during that plan year.  In effect, you have a separate account for each plan year.  You can request 
to be paid the full amount of your annual election at any time during the plan year.  The full 
amount you have elected, minus any reimbursements already made, is available for 

reimbursement of your eligible medical care expenses that are incurred in the same plan year, 
regardless of the amount that you have contributed at the time. 

Claim Filing Deadline - Claims are incurred when the services are provided (and not when you 
are billed for or pay for the services).  Claims incurred during a plan year must be presented to 
the Claims Administrator no later than 75 days following the end of that plan year (i.e., by 

December 15 following the end of the plan year). 

Important Note: After all claims incurred during the plan year have been paid any remaining 

credits to your account will be forfeited.  You may not take a federal tax deduction on your 
federal tax return for amounts reimbursed. 

Section 3.2.  Covered Expenses 

Eligible Dependents 

Under your Health Care Reimbursement Account you may claim reimbursement for medical 

expenses incurred for yourself or on behalf of your legal spouse or any other individual who is a 

http://www.cernerhealth.com/
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“dependent” as defined in Section 105(b) of the Internal Revenue Code of 1986, as amended 
(“Code”) (i.e., a dependent who is eligible to receive tax-free health coverage under the Code).  

Medical expenses for an individual who is a dependent under the Plan cease being reimbursable 
as of the date that the individual no longer meets the requirements to be dependent as defined in 

Section 105(b) of the Code. 
 
Your Legal Spouse 

For purposes of the Plan, your legal spouse is a person of the opposite sex to whom you are 
legally married, if the marriage is recognized both in the state in which you reside and under 

federal law.  Your legal spouse may also include an individual described above, from whom you 
are separated under a legal separation decree. 
 

Your Dependents 
For purposes of the Plan, your “dependents” include individuals who are tax dependents for 

health coverage purposes under the Code. 
 
To be a tax dependent for health coverage purposes, your dependent must be a citizen or national 

of the United States, or a resident of the United States, Mexico or Canada. 
 

If the dependent is your natural-born child, stepchild, legally adopted child (including a child 
placed with you for adoption), or eligible foster child, he or she is a tax dependent for health 
coverage purposes through the end of the year in which he or she turns age 26.  If your 

dependent does not fit within any of these categories, he or she is a tax dependent for health 
coverage purposes only if he or she is a “qualifying child” or “qualifying relative” as defined 

below. 
 
Qualifying Child 

Your dependent is your qualifying child if he or she: 

 Is your child, sibling, stepsibling, or a descendant of any such individual;  

 As of the last day of the year, is under age 19, under age 24 if a full-time student, or any 
age if permanently and totally disabled;  

 Lives with you for more than 50% of the year (temporary absences due to special 
circumstances such as illness, education, business, vacation or military service, are not 

treated as absences); and 

 Does not provide over 50% of his or her own financial support for the year. 

 
Qualifying Relative 
Your other dependent is your qualifying relative if he or she: 

 Is your relative (including your child or descendant of your child, sibling or step-sibling, 
parent or ancestor of your parent, step-parent, niece or nephew, aunt or uncle, son-in-law, 

daughter-in- law, parent-in-law, or sibling- in- law), or is another individual who lives with 
you for the full tax year as a member of your household;  

 Receives more than 50% of his or her annual financial support from you; and 

 Is not a qualifying child of you or any other taxpayer for the year. 
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Eligible Medical Expenses 

In order to be reimbursed from your Account, expenses must be “eligible medical expenses” as 

described below.  Additional basic guidelines for reimbursement from your Account include: 

 Expenses must be incurred during the plan year (October 1 through September 30).   

 An expense is considered “incurred” on the date that the care is provided, rather than the 
date on which you are billed or on which you pay for the care. 

 If you enroll in the Plan mid-year, expenses incurred before your effective date are not 
eligible.  The effective date is the first day of either the current or following pay period 

(i.e., the earliest for which it is administratively feasible to apply the election change) 
following the later of the date the election change is submitted or the date the triggering 
event occurs.  Expenses incurred after your participation in the Plan ends are not eligible 

(if you terminate employment, this is the day you terminate employment).   

 Expenses reimbursed from your Account may not be deducted on your income tax return. 

 
Expenses are considered eligible for reimbursement from the Plan if they have been incurred for 

the diagnosis, cure, mitigation, treatment or prevention of illness or disease or treatment affecting 
any part or function of the body.  The expenses must be primarily to alleviate or prevent a 
physical or mental defect or illness.  Expenses solely for cosmetic reasons generally are not 

eligible expenses for health care.  Also, expenses that are merely beneficial to your general 
health (for example, health spas) are not eligible medical expenses.  A partial list of eligible 

expenses and exclusions are shown below.  Section 213(d) of the Code governs what is and is 
not eligible; provided, however, that premium payments for health coverage, long-term care 
services or insurance, and amounts paid for an “over-the-counter” drug (unless such drug is 

insulin or is prescribed by an authorized health care professional) are not eligible medical 
expenses.  

 
The following is a guide as to the types of expenses that can be considered for reimbursement.  
More detailed information about eligible medical expenses may be found in IRS Publication 502, 

Medical and Dental Expenses, which is available at the IRS website at http://www.irs.gov (click 
on the “Find Forms and Publications” link).  

 

 Acupuncture 

 Ambulance 

 Artificial limbs 

 Artificial teeth 

 Birth control  

 Braces 

 Chiropractor’s fees 

 Contact Lenses 

 Crutches 

 Deductibles, coinsurance, and copayments under Winona’s or another group health plan 

 Dental fees (not considered cosmetic) 

 Diagnostic fees 

 Eyeglasses 

http://www.irs.gov/
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 Eye Exams 

 Guide dog 

 Hearing Aids 

 Hearing Aid Batteries 

 Hospital services 

 Immunizations 

 Insulin 

 Laboratory fees 

 Medical services 

 Nursing services 

 Operations 

 Osteopath 

 Over-the-counter medications that are prescribed. 

 Oxygen 

 Prescription drugs 

 Psychiatric care 

 Psychoanalyses 

 Psychologist 

 Sterilization 

 Transplants (organ) 

 Wheelchair 

 X-ray 

 
Excluded Expenses 

 Premiums for any health care coverage, including premiums for COBRA coverage, 
AD&D coverage, disability insurance, or another employer’s group health plan 

 Long-term care insurance premiums or services 

 Procedures considered to be strictly cosmetic surgery that is directed at improving the 

patient’s appearance and does not meaningfully promote the proper function of the body 
or prevent or treat illness or disease 

 The salary expense of a nurse to care for a healthy newborn at home 

 Funeral and burial expenses 

 Household and domestic help 

 Massage therapy; unless prescribed by physician for a specific medical condition 

 Home or automobile improvements 

 Custodial care 

 Costs for sending a problem child to a special school for benefits the child may receive 
from the course of study and disciplinary methods, unless the availability of medical care 

in the school is a principal reason for sending the child to the school 

 Health club or fitness program dues, even if the program is necessary to alleviate a 

specific medical condition such as obesity 

 Social activities, such as dance lessons (even though recommended by a physician for 

general health improvement) 



 

   
CH01/ 25968504.3  

9 

 Bottled water 

 Maternity clothes 

 Diaper service or diapers 

 Cosmetics, toiletries, toothpaste, etc. 

 Vitamins and food supplements, unless prescribed by a physician for a specific condition 

 Uniforms or special clothing 

 Automobile insurance premiums 

 Marijuana and other controlled substances that are in violation of federal law, even if 
prescribed by a physician 

 Over-the-counter medications (other than insulin) that are not prescribed 

 Any item that does not constitute “medical care” under Section 213 of the Code. 

 
For more information about what items are and are not eligible medical care expenses you may 

contact the Claims Administrator. 
 

Section 3.3.  Privacy 

Under federal law, special rules apply to the privacy of your health information under the Plan.  
For more information about the confidentiality of your protected health information (“PHI”) and 

how it may be used and disclosed, please refer to the Plan’s Notice of Privacy Practices 
(“Notice”).  The Notice explains how you may access and amend your PHI, request an 
accounting of disclosures of your PHI, and request restrictions on disclosures of your PHI.  You 

may request a copy of the Notice by contacting the Plan Administrator.  Other policies adopted 
by the Health Care Reimbursement Plan contain standards designed to maintain the security of 

your PHI.  
 

Section 3.4.  Effect of Termination of Enrollment Agreement 

Expenses incurred after your participation in the Plan ends are not eligible (if you terminate 
employment, this is the date you terminate employment).  Claims incurred before your 

enrollment agreement is terminated will be reimbursed.  In the event of your death, the personal 
representative of your estate can submit claims for expenses incurred prior to your death to the 
extent those claims would have been eligible for reimbursement to you. You will have 60 days 

(until November 30th) from the end of the plan year in which you terminate participation to 
submit a claim for reimbursement from your Account.  Any amount remaining after eligible 

expenses have been reimbursed for that plan year will be forfeited. 
 
Forfeited amounts will be used by the Plan to offset reasonable administrative expenses, or as 

otherwise permitted by IRS rules. 
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PART 4.  OTHER PLAN FEATURES 

 
Section 4.1.  Claims Procedure 

Benefits will be paid to you only after a proper written claim for the benefits has been filed with 
the Claims Administrator.  Each Reimbursement Request form you submit is treated as a written 
claim for benefits.   

Making a Claim:  See Payment of Expenses, Section 3.1 above, for a description of how to file 
a claim for reimbursement from your Account.  Remember, you will have 75 days (until 

December 15th) from the end of the plan year in which you incur an expense to submit a claim 
for reimbursement from your Account. 

You will be notified, in writing, if any claim for benefits is denied. 

The Claims Administrator will decide claims made under the Plan no later than 30 days after the 
claim is filed.  However, if an extension of time is needed to process the claim due to 

circumstances outside of the Plan’s control, the Claims Administrator will notify you that the 
Plan requires a 15-day extension before the end of the initial 30-day period.  If the extension is 
necessary due to your failure to submit the information necessary to decide the claim, the notice 

of extension will specifically describe the required information, and you will be given at least 45 
days from receipt of the notice to provide that information.  

Notice.  If the initial benefit determination is a denial of the claim in whole or part, the Claims 
Administrator will provide you with a written or electronic notice that includes: (i) the specific 
reason or reasons for the denial; (ii) specific references to pertinent plan provisions on which the 

denial was based; (iii) a description of any additional material or information necessary for you 
to perfect the claim and an explanation of why such material or information is necessary; (iv) an 

explanation of the Plan’s review procedures, including applicable time limits; (v) a statement of 
your right to bring a civil action under ERISA Section 502(a) after receiving a denial appeal; and 
(vi) a copy of any internal rule, protocol or criterion that was relied on in making the 

determination, or an indication that such a rule, protocol or criterion was relied on and that a 
copy is available free of charge upon request. 

Requesting Review of a Denied Claim:  You may request that a denied claim be reviewed.  
Your request for review must be written and must be delivered to the Claims Administrator 
within 180 days after you receive the written notice that your claim was denied.  You may 

submit written comments, documents, records, and other pertinent information to the Claims 
Administrator for review on appeal at www.cernerhealth.com or: 

Mail: 

Cerner HealthPlan Services 
P.O. Box 12338 

http://www.cernerhealth.com/
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Kansas City, MO 64116-0338 
(877) 765-1033 

Fax: 

(816) 571-6994 

You must be given reasonable access to, and copies of, all documents, records, and other 
information relevant to your claim by requesting access from the Claims Administrator. 

The appeal will be conducted by a reviewer who is neither the individual nor a subordinate of the 

individual who made the initial denial.  This reviewer will not defer to the initial determination 
and will take into account all comments, documents, records, and other information that you 

submit relating to the claim, without regard to whether the information was submitted or 
considered in the initial determination.  If the initial determination was based on a medical 
judgment, the reviewer will consult with a health care professional that has appropriate training 

and experience in the medical field.  This health care professional will not be an individual who 
was consulted in connection with the initial determination or the subordinate of any such 

individual.  The Claims Administrator will identify any medical or vocational experts whose 
advice was sought in making the initial denial. 

 

The Claims Administrator will notify you of the benefit determination on appeal within 60 days 
after its receipt of the written notice of appeal.  If the claim is denied on appeal, the Claims 

Administrator will provide you with a written or electronic notice of the denial that will be 
written in a manner designed to be understood by you and will include: (i) the specific reason(s) 
for the denial; (ii) references to the Plan provisions on which the determination was based; (iii) a 

statement that you are entitled to receive, upon request and free of charge, reasonable access to 
and copies of all documents, records, and other information relevant to his or her claim; (iv) an 

explanation of your right to bring legal action under ERISA; (v) a copy of any internal rule, 
protocol or criterion that was relied on in making the determination, or a statement that such a 
rule, protocol or criterion was relied on and that a copy is available free of charge upon request; 

and (vi) a statement that you may contact the Department of Labor to learn about other voluntary 
dispute resolution options. 

In no event will you be entitled to challenge a decision of the Claims Administrator in court or in 
any other proceeding unless and until the claim review and appeal procedures set forth above 
have been complied with and exhausted.  The decisions made by the Claims Administrator and 

regarding claims and appeals shall be final and binding on you and any other party. 
 

Section 4.2.  Plan Administration 

The Plan Administrator has the sole and complete discretionary authority to control and manage 
the operation and administration of the Plan, and to construe the terms of the Plan, including the 

making of factual determinations.  The Plan Administrator is the Director of Human Resources 
(or Winona Health’s highest ranking human resources professional, if a higher ranking position 

exists).  The Plan Administrator has delegated the discretionary authority to review claims and 
appeals to the Claims Administrator as a fiduciary under the Plan.   
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The Claims Administrator will make all decisions on claims and on reviews of denied claims.  

The Claims Administrator may, in its discretion, hold one or more hearings.  You may, at your 
own expense, have an attorney or other representative act on your behalf, but the Claims 

Administrator reserves the right to require a written authorization.   
 
The Claims Administrator (with respect to initial claims for benefits and appeals of denied 

claims for benefits) shall have the discretionary authority to grant or deny benefits under the 
Plan.  Benefits under the Plan will be paid only if the Claims Administrator decides in its sole 

and complete discretion that the applicant is entitled to them.  The decisions of the Plan 
Administrator and Claims Administrator, as applicable, shall be final and conclusive with respect 
to all questions relating to the Plan. 

 
The Plan Administrator may delegate to other persons responsibilities for performing certain 

duties of the Plan Administrator under the terms of the Plan.  The Plan Administrator and Claims 
Administrator, as applicable, may seek such expert advice as reasonably necessary with respect 
to the Plan.  The Plan Administrator and Claims Administrator, as applicable, shall be entitled to 

rely upon the information and advice furnished by such delegates and experts, unless actually 
knowing such information and advice to be inaccurate or unlawful. The Plan Administrator may 

adopt uniform rules for the administration of the Plan from time to time, as it deems necessary or 
appropriate. 
 

Section 4.3.  Amendment or Termination 

Although Winona Health intends to maintain the Plan and the Flexible Benefits Plan indefinitely 

in the future, Winona Health reserves the right to amend the provisions of the Plan and/or the 
Flexible Benefits Plan and to terminate the Plan and/or the Flexible Benefits Plan by actions of 
the Board of Directors or its delegate.  If any of these actions are taken, you will be notified. 

Section 4.4.  Assignment of Account 

You may not pledge or assign your account to anyone else.  For example, you cannot use your 

account as collateral for a loan.  You cannot assign your account to any provider of dependent 
care services.  Remember your account is only a bookkeeping entry.  There are no assets in your 
account and there is no fund or trust in connection with this benefit.  With respect to the amount 

withheld from your pay, you are only a general, unsecured creditor of Winona Health. 

Section 4.5.  Non-Discrimination Requirements 

In order to prevent the Plan from being characterized as discriminatory under the Code and 
therefore ineligible for favorable tax treatment, Winona Health may reject any elections or may 
reduce contributions or benefits during the plan year.  This means payroll deductions may be 

reduced or stopped as needed. 
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PART 5.  FAMILY OR MEDICAL LEAVE 

 

Section 5.1.  Unpaid Family and Medical Leave (FMLA) 

Generally, if you are on an approved paid FMLA leave of absence, you will remain an active 

participant in your Account for the duration of your leave.  While on leave, you may continue to 
submit claims for reimbursement from your Account for eligible medical expenses as long as 
you are a participant.  If you take unpaid family or medical leave, the Family and Medical Leave 

Act of 1993 ("FMLA") affects your rights and obligations under the Plan in several ways.  The 
next sections summarize your rights and obligations under the Plan while you are on unpaid 

FMLA leave. 

In order to take advantage of the protections and rights granted under the FMLA, you must 
satisfy certain notice and eligibility requirements.  You may obtain information about these 

notice requirements from the Human Resources Department. 

Section 5.2.  Eligibility to Participate in the Plan; Continuation of Coverage 

While you are on unpaid FMLA leave, you are entitled to continue to participate in the Plan on 
the same basis as you participated prior to the commencement of your FMLA leave.  If you elect 
to continue to participate in this Plan during your FMLA leave, you will be responsible for 

paying your share of Plan contributions that come due during your FMLA leave.  If you fail to 
make a contribution within thirty days of the date on which it is due, your participation in the 

Plan will end on the last day of the month during which you failed to pay your contribution 
unless your Employer waived the contribution or made the contribution on your behalf. 

If you wish to terminate your participation in the Plan, you must notify the Plan Administrator 

that you wish to terminate your coverage; otherwise, your coverage will continue during your 
FMLA leave.   

Section 5.3.  Methods of Payment 

You have two options for making the required spending account contributions while on FMLA 
leave.  Please contact the Human Resources Department to arrange a method of payment prior to 

commencing your leave of absence: 

A. Pre-Pay.  If you know in advance that you will be taking unpaid FMLA leave, you 

may pre-pay all or a portion of the spending account contributions that will be due 
during your FMLA leave before the start of your FMLA leave.  If you wish to 
elect the pre-pay option, you must specify your intention to pre-pay contributions 

on the election form filed prior to the start of your unpaid FMLA leave.  You also 
must specify whether you wish to use pre-tax or after-tax dollars, and the source 

of those dollars (e.g., pre-tax or after-tax salary, or pre-tax or after-tax cashed-out 
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vacation or sick leave).  You may not use pre-tax dollars to pre-pay contributions 
due after the end of the year in which your FMLA leave begins. 

B. Pay-As-You-Go.  You may make spending account contributions on the dates such 
contributions would be paid through payroll deduction if you were not on unpaid 

FMLA leave.  You may make such payments with pre-tax dollars if you have 
taxable compensation from which the payments can be made (for example, 
cashed-out vacation leave).  Otherwise, on each date a payroll deduction would 

occur, you must remit to your Employer cash equal to the amount due on that 
date.  If you wish to elect the pay-as-you-go option, you must specify your 

intention on the election form before the start of your unpaid FMLA leave or, in 
the case of medical emergency, on an election form filed as soon as practicable 
after the start of your FMLA leave. 

Your Employer is entitled to recoup all amounts due on your behalf during your FMLA leave for 
your share of Plan contributions, regardless of why the payments were made on your behalf.  

Your Employer may establish any repayment terms, as long as those terms are applied to all 
employees participating in the Plan in a nondiscriminatory manner.   

Section 5.4.  Changing Elections 

Generally, you may not revoke and/or change an election during a plan year unless there is a 
significant change in your family status, such as the birth or adoption of a child, or a change in 

you or your spouse's employment.  The rules are different when you elect to take unpaid FMLA 
leave. 

If you have been redirecting a portion of your pre-tax compensation to make Plan contributions, 

you may revoke such election for the remainder of the plan year in which you begin your unpaid 
FMLA leave.  You may reinstate your election without any changes when you return from 

FMLA leave.  In certain circumstances, the Plan and the IRS regulations permit you to change 
your election when you return from FMLA leave.  The Plan Administrator can help you 
determine if you are eligible to change your election upon your return from FMLA leave. 

Section 5.5.  Reinstatement 

If your participation in the Plan ends because you elect to revoke your coverage during your 

FMLA leave or because you fail to make a required contribution to your Account or because you 
are not eligible to participate in the Plan during your FMLA leave, you are entitled to be 
reinstated in the Plan upon your return from your FMLA leave.  Your Employer cannot require 

you to fulfill any requalification requirements.  You will be entitled to receive whatever benefits 
are available under the Plan at the time you are reinstated. 

If you were on an FMLA leave, you have the following options: 

 You may resume the monthly contributions in effect before your leave (and your annual 
coverage will be reduced); or 
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 You may increase your monthly contributions from those in effect before your leave (and 

resume the same annual coverage in effect before your leave). 
 
Note:  If you experience a qualified change event during the leave (e.g., if you gain or lose a 

dependent), you may increase or decrease your election in accordance with the qualified change 
event. 

 
In order to re-enroll in the Health Care Reimbursement Plan when you return from leave, you 
must notify the Human Resources Department in writing within 30 days of your return to active 

employment status, or you will not be able to re-enroll until the next annual enrollment period 
(unless you experience a qualified change event that permits you to change your Plan elections 

mid-year). 
 

PART 6.  COBRA 

 
Section 6.1.  General Information  

If you lose coverage under the Health Care Reimbursement Plan as a result of a “qualifying 
event” as described below, you may be eligible to continue participation in your Health Care 
Reimbursement Plan for a limited period of time, in accordance with the Consolidated Omnibus 

Budget Reconciliation Act of 1986 (“COBRA”). 
 

If you choose to continue participating in the Health Care Reimbursement Plan through COBRA, 
you will make contributions to your Account on an after-tax basis through the end of the plan 
year in which you qualify for COBRA (as explained below).  However, COBRA coverage for 

the Health Care Reimbursement Plan is available only if the amount remaining in your Account 
at the time your coverage would otherwise terminate exceeds the amount of your reimbursable 

expenses submitted to the Account as of that time.  This allows you to be reimbursed for 
expenses that you incur after your qualifying event, but before the end of the plan year.  You 
may not re-enroll in the Health Care Reimbursement Plan during the annual enrollment period 

for the plan year that follows your qualifying event. 
 

USERRA Continuation Coverage - If you are on a qualified military leave that lasts longer 
than 31 days, USERRA allows you to continue coverage under rules similar to those for COBRA 
coverage.  You may continue coverage for 24 months or the period of duty, whichever is less.  

You pay the full cost of coverage for you and your dependents, plus a 2% administration fee 
(102% of the premium). Contact the Plan Administrator for more details.  Continuation coverage 
under USERRA will run simultaneously with your COBRA period. 

 
Section 6.2.  Qualified Beneficiaries and Qualifying Events  

An eligible person whose Account is discontinued as a result of a “qualifying event” under 
COBRA shall be entitled (as a qualified beneficiary) to elect to pay to continue eligibility for 
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such benefit for future expenses on an after-tax basis.  A “qualifying event” is any of the 
following:  

 
(a) for an eligible employee, covered spouse, or covered dependent child, termination 

of Employee’s employment (other than for gross misconduct) or reduction of hours 
worked so as to render the employee ineligible for Plan coverage; 

(b) for a covered spouse or covered dependent child, divorce or legal separation from 

the eligible employee, the death of the eligible employee or the eligible employee 
becoming entitled to Medicare; or 

(c) for a covered dependent child, ceasing to qualify as an eligible dependent under 
the Plan. 

You or your eligible covered dependent must notify the Claims Administrator in writing within 

60 days after a qualifying event that is a divorce, separation or a child ceasing to qualify as an 
eligible Dependent.  All rights to continued Plan coverage will be lost if you fail to provide this 

required written notice in a timely manner. 

Section 6.3.  Notice of COBRA Rights  

Within 44 days from your qualifying event, the Claims Administrator will send you a notice of 

your right to continue coverage and an election form.  You must make an election to continue 
coverage within 60 days after the later of (i) the qualifying event or (ii) the date on which you 

were advised by the Plan Administrator of the right to continued coverage.  Notice to a covered 
spouse of the right to continued coverage will be deemed notice to any dependent children 
residing with the spouse.  If you do not make a timely election, you will lose your right to 

continue coverage. 

Section 6.4.  Premium Payments  

You are required to pay, in monthly installments, up to 102% of the monthly amount of 
compensation reductions being credited to your Account immediately prior to the qualifying 
event for the continued coverage.  You will have 45 days after the election date to make the 

initial payment for coverage.  The initial payment must include the cost of coverage for the entire 
period from the date on which coverage was lost because of the qualifying event at least through 

the date of payment.  Subsequent payments are due monthly on the first of each month.  For 
subsequent payments, you will be given a 30-day grace period to make premium payments.  If 
you do not timely make premium payments, your COBRA coverage will end. 

Section 6.5.  Termination of COBRA Coverage  

If elected, the maximum period for continued coverage is until the end of the plan year in which 

the qualifying event occurs.  Coverage will end before the plan year ends upon the earliest of the 
following: 
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(a) the date on which Winona Health ceases to provide any group health plan to any 
employee; 

(b) the date on which you fail to make required contributions; or 

(c) the first day after you become: (A) a covered employee or dependent under any 

other group health plan or (B) entitled to Medicare.  However, if you become covered by 
another group health plan with a preexisting condition exclusion, and you do not have 
adequate creditable coverage from a prior plan to offset the exclusion period, then 

continuation coverage (at least for that preexisting condition) will not be terminated due 
to such other coverage. 

PART 7.  ADDITIONAL INFORMATION 

 
Section 7.1.  Name and Number of Plan 

The name of the plan is "Winona Health - Health Care Reimbursement Plan.”  The Internal 
Revenue Service identifies the Health Care Reimbursement Plan by its name and by the number: 

507.   

Section 7.2.  Plan Sponsor 

The employer sponsoring the Health Care Reimbursement Plan and its federal taxpayer 

identification number ("EIN") is: 

Winona Health 

855 Mankato Avenue 
PO Box 5600 

Winona, MN 55987-0600 

 
(507) 454-3650 

 
EIN:  41-0713914 

Participants and beneficiaries may receive from Winona Health upon written request, 

information as to whether a particular employer is a sponsoring employer of the Health Care 
Reimbursement Plan, and if it is, its address. 

Section 7.3.  Plan Funding 

Self-funded with benefits paid from the general assets of Winona Health. 
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Section 7.4.  Plan Administrator 

The Plan Administrator is the Director of Human Resources (or Winona Health’s highest ranking 

human resources professional, if a higher ranking position exists).  Communications to the Plan 
Administrator should be addressed to: 

 
Winona Health 

Attn: Human Resources Department 

855 Mankato Avenue 
PO Box 5600 

Winona, MN 55987-0600 
 

(507) 454-3650 

Section 7.5.  Claims Administrator 

The Claims Administrator is: 

Cerner HealthPlan Services 
P.O. Box 12338 

Kansas City, MO 64116-0338 

(877) 765-1033 

Fax: 

(816) 571-6994 

Section 7.6.  Service of Legal Process 

The Director of Human Resources for Winona Health (at the address shown above) is designated 

as agent for service of legal process against the Health Care Reimbursement Plan.  Also, service 
of legal process may be made upon Winona Health as Plan Administrator. 

Section 7.7.  Plan Year 

The plan year is each October 1 to September 30. 

Section 7.8.  Income Taxation 

The Health Care Reimbursement Plan has been designed with the intention that the amount 
withheld from your pay will be deducted before federal income tax and social security taxes are 

paid and that the benefits paid to you are not includable in your income.  Because the rules of 
Section 125 of the Code depend on both the design and the operation of the Health Care 
Reimbursement Plan (including the elections you and other participants actually make), you may 

realize taxable income.  Benefits paid to you will reduce the amount of your medical expense 
deduction for federal income tax purposes.  For some employees it may be preferable to use the 

medical expense deduction rather than the Health Care Reimbursement Plan. 
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Section 7.9.  ERISA Rights 

Do I Have ERISA Rights? 

If you participate in the Plan, you are entitled to certain rights and protections under the 
Employee Retirement Income Security Act of 1974 (“ERISA”).  ERISA provides that all ERISA 

plan participants shall be entitled to: 
 
Receive Information About the Plan and Benefits 

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such 
as worksites and union halls, all documents governing the Plan, including insurance contracts 

and collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) 
filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room 
of the Pension and Welfare Benefit Administration. 

 
Obtain, upon written request to the Plan Administrator, copies of documents governing the 

operation of the Plan, including insurance contracts and collective bargaining agreements, and 
copies of the latest annual report (Form 5500 Series) and updated summary plan description. The 
Plan Administrator may impose a reasonable charge for the copies. 

 
Receive a summary of the annual financial report. The Plan Administrator is required by law to 

furnish each participant with a copy of this summary annual report. 
 
Continue Group Health Plan Coverage 

You may continue Plan coverage if there is a loss of coverage under the Plan as a result of a 
COBRA qualifying event.  You may have to pay for such coverage.  See this SPD and the other 

documents governing the Plan for rules governing your COBRA continuation rights. 
 
Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who 
are responsible for the operation of the employee benefit plan.  The people who operate the Plan, 

called “fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and 
other Plan participants and beneficiaries.  No one, including your employer, your union, or any 
other person, may fire you or otherwise discriminate against you in any way to prevent you from 

obtaining a health benefit or exercising your rights under ERISA. 
 

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 you can take to enforce the above rights. For instance, if you 
request a copy of Plan documents or the latest annual report and do not receive them within 30 
days, you may file suit in a federal court.  In such a case, the court may require the Plan 

Administrator to provide the materials and pay you up to $110 a day until you receive the 
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materials, unless the materials were not sent because of reasons beyond the control of the 
administrator. 

 
If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit 

in a state or federal court.  In addition, if you disagree with the Plan Administrator’s decision or 
lack thereof concerning the qualified status of a medical child support order, you may file suit in 
federal court. If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are 

discriminated against for asserting your rights, you may seek assistance from the U.S. 
Department of Labor, or you may file suit in a federal court.  The court will decide who should 

pay court costs and legal fees. If you are successful, the court may order the person you have 
sued to pay these costs and fees.  If you lose, the court may order you to pay these costs and fees, 
for example, if it finds your claim is frivolous. 

 
Assistance with Your Questions 

If you have any questions about the Plan, you should contact the Plan Administrator.  If you have 
any questions about this statement or about your rights under ERISA, or if you need assistance in 
obtaining documents from the Plan Administrator, you should contact the nearest office of the 

Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in your 
telephone directory or the Division of Technical Assistance and Inquiries, Pension and Welfare 

Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., 
Washington, D.C. 20210.  You may also obtain certain publications about your rights and 
responsibilities under ERISA by calling the publications hotline of the Pension and Welfare 

Benefits Administration. 


